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PRESIDENT’S  ADDRESS 

A RESUME  OF  OUR  DUTIES  UNDER 
THE  CONSTITUTION  AND 
BY-LAWS* 

J.  NORMAN  HENRY,  M.D. 

PHILADELPHIA,  PA. 

I am  glad  of  this  opportunity  to  thank  the 
various  county  medical  societies  of  the  state  for 
their  courtesy  in  including  me  in  their  notice 
lists  and  inviting  me  to  many  social  and  medical 
functions,  some  of  which  I have  had  the  pleas- 
ure of  attending. 

It  is  but  natural  on  an  occasion  of  this  sort 
that  the  Constitution  and  By-Laws  of  the  So- 
ciety should  be  the  text  of  the  address,  inasmuch 
as  these  instruments  set  out  in  clear  language 
the  purpose  for  which  the  Society  exists  and  the 
objects  which  it  should  aim  to  attain. 

It  would  appear  from  the  study  of  these  that 
the  scope  of  the  activities  of  the  Society  is  a 
large  one  and  the  objects  to  be  attained  are 
more  altruistic  and  public-spirited  than  selfish 
or  narrow,  and  yet  when  we  as  a profession 
touch  upon  certain  fields  we  run  the  risk  that 
all  progression  runs,  namely,  that  of  being  at- 
tacked and  misunderstood  and  accused  of  self- 
seeking  aims  alone. 

Such  a risk,  however,  is  altogether  negligible, 
as  none  but  the  narrow-minded,  or  as  Dickens 
so  admirably  put  it,  “those  who  take  a limited 
view  of  life  through  a keyhole,”  could  hold  such 
views  in  the  face  of  the  record  of  preventive 
medicine  which  year  by  year  adds  something 
new  to  the  glorious  achievements  of  the  past, 
and  which  have  done  so  much  to  add  to  the  com- 
fort and  welfare  of  the  commonwealth. 

I am  referring  here  particularly  to  the  obli- 
gations that  are  laid  upon  the  Society  to  obtain 
the  enactment  of  just  laws  and  to  secure  the 
protection  of  the  public  from  charlatans,  quacks 
and  other  sharks  who  prey  upon  it — to  be  sure, 
at  the  expense  of  the  medical  profession,  but 
more  particularly  and  more  seriously  at  the  ex- 
jiense  of  the  public  health. 

•Delivered  before  the  General  Meeting  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  7, 
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In  the  matter  of  the  policy  of  this  Society 
nothing  much  need  he  said  because  it  is  well  de- 
fined and  well  supported  by  an  able  and  devoted 
group  of  Trustees  and  a House  of  Delegates 
that  affirm  and  reaffirm  by  their  acts  at  quar- 
terly and  annual  meetings  the  principles  of 
organized  medicine  for  which  the  Society  exists. 

The  relation  of  the  state  organization  to  its 
parent  is  a little  peculiar  and  somewhat  contrary 
to  the  laws  of  nature,  inasmuch  as  the  child  was 
born  before  the  parent  and  in  biblical  language 
may  be  said  to  have  begot — in  common  with 
many  others — its  own  parent,  the  American 
Medical  Association.  Therefore  there  should 
exist  a relationship  not  only  of  filial  but  also 
of  parental  loyalty ; and  again  the  instinct  of 
loyalty,  which  is  born  of  a desire  to  back  one’s 
own  judgment,  inasmuch  as  the  State  Society 
has  had  the  peculiar  and  unusual  opportunity  of 
selecting  its  own  parent.  Loyalty  to  the  Ameri- 
can Medical  Association  should  be  the  keystone 
of  our  political  arch. 

The  part  of  an  executive  officer  in  shaping 
something  new,  elected  as  he  is  for  but  a short 
term  of  one  year,  must  of  necessity  be  small  in 
its  relation  to  the  more  lasting  and  abiding  func- 
tions of  the  bodies  aforementioned,  and  yet  such 
a thought  need  not  limit  the  enthusiasm  of  each 
new  president,  because  in  the  character  and  rec- 
ords of  the  men  who  carry  on  rest  assurances 
that  any  new  conception  which  has  merit  will  be 
conscientiously  carried  to  fruition  by  the  So- 
ciety even  though  the  climax  may  be  reached 
after  the  originator  is,  executively  sj>eaking, 
dead. 

While  the  Society  is  granted  no  legislative 
power  to  mix  in  cpiestions  of  state  medicine,  yet 
it  is  a matter  of  common  understanding  that  sug- 
gestions to  the  publicly  constituted  state  officers 
of  health  and  welfare,  coming  from  our  Society 
and  offered  in  a constructive  and  cooperative 
spirit,  will  meet  with  a consideration  in  propor- 
tion to  their  value.  It  would  seem,  therefore, 
a progressive  step  to  confer  formally  through  a 
commission  from  our  Society  with  these  consti- 
tuted authorities  on  subjects  concerning  disea.se 
I>revention,  and  by  an  exchange  of  ideas  reap  a 
benefit  to  both  parties  concerned,  and  achieve  a 
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closer  cooperation  than  now  exists.  I recom- 
mend this  step  for  the  Society’s  consideration. 

It  has  become  the  habit  of  late  years  for  the 
state — not  alone  this  one,  but  other  states  and 
other  nations — to  expend  large  sums  and  estab- 
lish systematic  campaigns  against  the  prevent- 
able diseases,  and  as  far  as  results  are  con- 
cerned, the  expenditures  are  justified  when  the 
camjjaigns  are  in  the  hands  of  able  and  experi- 
enced men.  On  the  other  hand,  much  public 
money  may  be  wasted  when  these  important 
matters  are  guided  by  men  of  lesser  judgment 
or  by  policies  that  are  wasteful,  as  is  so  often 
the  case  where  public  money  is  expended.  It  is 
now  getting  far  past  a joke  in  our  easy-minded 
country  to  observe  the  ease  with  which  public 
servants  can  spend  somebody  else’s  money  to  no 
profit,  or  by  a penurious  policy  introduce  a false 
economy  and  by  so  doing  be  even  more  wasteful 
in  the  long  run  by  possibly  implanting  new  foci 
of  preventable  disease  in  the  absence  of  suffi- 
cient measures  that  a broader  policy  would  have 
insured. 

Tuberculosis,  genito-urinary  diseases,  typhoid, 
diphtheria,  and  now,  to  the  glory  of  the  Dicks, 
scarlet  fever,  goiter,  smallpox,  and  to  some  ex- 
tent measles  and  heart  diseases,  may  be  classed 
as  preventable  diseases  which  under  ideal  con- 
ditions may  be  eradicated  and  under  conditions 
that  may  reasonably  be  expected  can  be  mate- 
rially reduced,  to  the  benefit  of  mankind.  I 
would  that  it  were  possible  to  include  in  this 
category  cancer  and  acute  rheumatism — two  dis- 
eases widely  fatal,  the  one  directly  cutting  off  in 
the  prime  of  life  rich  and  poor,  strong  and  weak 
with  little  regard  to  race,  color  or  creed,  and  the 
other  fatal  in  its  after  results,  leaving  in  its  wake 
incurable  heart  diseases  progressive  in  character, 
rendering  the  subjects  of  such  conditions  in- 
capable of  performing  manual  labor,  which  after 
all  is  the  lot  of  the  greater  majority  of  mankind, 
and  by  so  doing  causing  an  economic  loss  that  is 
incalculable,  besides  rendering  the  lives  of  such 
individuals  uncertain,  unhappy  and  unproductive 
in  most  respects  because  of  the  expectant  sword 
which  ever  threatens  the  thread  of  life.  There 
is  but  little  need  to  suggest  stimulation  of  work 
along  the  lines  of  cancer  research  for  in  truth 
the  whole  world,  in  its  anxiety  over  the  fre- 
cpiency  of  this  disease,  is  constantly  spurring  on 
the  investigators  in  the  hope  of  a rift  in  the 
dark  cloud  of  our  ignorance  and  the  letting  in 
of  a light  that  would  in  very  truth  brighten  the 
world.  The  outlook  at  present  for  an  early  dis- 
covery is  not  promising,  and  yet  the  hope  is 
strong  in  my  heart  that  in  my  day  I may  yet  see 
the  cancer  scalp  dangling  at  the  belt  of  the  dis- 


coverer whose  discovery  shall  make  his  name 
and  fame  immortal. 

In  regard  to  rheumatism,  as  in  the  old-fash- 
ioned way  I shall  call  it,  it  would  seem  that  not 
enough  work  of  a research  kind  is  being  done. 
The  field  should  be  made  more  interesting  for 
the  research  student,  for  surely  the  fruitfulness 
is  apparent. 

It  may  be  our  duty  to  advise  the  public  occa- 
sionally in  a fore-sighted  rather  than  a hind- 
sighted  way  as  a protection  against  charlatans 
of  greater  or  lesser  degree,  and  of  sincere  or 
insincere  motives,  and  it  would  appear  proper 
to  utter  a note  of  warning  against  the  cancer 
cures  that  are  now  being  .somewhat  vigorously 
exploited.  These  unscientific  exploitations  only 
arouse  in  the  cancer  victim  a flicker  of  hop>e 
which  must  be  blown  out  with  the  first  real 
breath  of  science  only  to  leave  the  sufferer  in  the 
painful  darkness  of  a destroyed  dream.  Such 
cruelty  should  be  discounted  as  far  as  possible 
by  authoritative  statements  from  organized  med- 
ical bodies  for  general  publication,  and  the  time 
is  now  peculiarly  ripe  for  a pronouncement  on 
the  true  status  of  cancer  from  the  viewpoint  of 
its  curability. 

It  is  impossible  in  a limited  address  of  this 
kind  to  do  much  more  than  touch  lightly  upon 
the  several  diseases  that  should  interest  us  as  a 
great  committee  of  the  whole. 

We  should  urge  the  continuance  of  the  tuber- 
culosis program  in  Pennsylvania,  which  seems 
based  on  reasonable  and  sensible  foundations. 
We  should  set  our  faces  against  any  letup  on  this 
important  health  problem. 

Genito-urinary  diseases  should  likewi.se  re- 
ceive our  attention,  and  through  education  and 
enforcement  of  sanitary  laws  the  incidence  of 
these  maladies  may  be  cut  down  proportionately 
to  the  zeal  and  good  judgment  of  those  whose 
duty  it  is  to  have  the  supervision.  Witness  the 
wonderful  results  in  our  army  overseas. 

Diphtheria,  scarlet  fever  and  typhoid  are  pre- 
ventable diseases  to-day  and  if  physicians  will 
take  the  lead  in  vaccination  of  their  own  families 
it  is  much  more  likely  that  they  will  become  the 
more  successful  apostles  of  these  preventive 
doctrines  when  they  preach  them  to  their  pa- 
tients. I think  it  was  our  able  Secretary  who 
recently  gave  to  an  article  of  his  the  epigram- 
matic title  “Schicked  and  Dicked.”  Have  we  a 
clean  score  in  this  respect?  None  of  these  new 
discoveries  should  dwarf  the  importance  of  the 
old,  and  we  should  be  just  as  earnest  over  small- 
pox and  typhoid  prevention  as  before. 

The  work  of  David  Marine  has  shown  us  in 
this  country  how  goiter  may  be  prevented.  In 
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certain  counties  of  this  state,  owing  to  the  fre- 
quency of  the  condition,  campaigns  of  education 
for  prevention  should  be  pushed  by  our  State 
Health  Department  and  this  should  be  supple- 
mented by  cooperation  from  our  Society. 

The  quarantine  laws  in  respect  to  isolation, 
fumigation,  school,  church  and  public  attendance 
of  all  kinds  might  well  be  studied  in  the  light 
of  new'er  ideas,  with  a view  to  revision.  I should 
suggest  that  the  Society  authorize  the  appoint- 
ment of  a committee  to  study  this  question  and 
take  it  up  with  properly  constituted  state  au- 
thorities. 

Care  of  the  insane,  of  the  feeble-minded, 
proper  inspection  of  food  and  other  functions 
of  a state  health  department  should  all  be  mat- 
ters of  deep  concern  to  our  body  and  ones  which 
should  command  our  cooperation. 

Recently  there  has  been  a wide  cut  in  the 
appropriation  for  state  institutions  which  was 
made  by  the  present  administration  as  a part  of 
an  economical  program.  Whether  or  not  the 
application  of  this  principle  should  have  been 
made  to  bear  upon  these  institutions  in  which 
feeble-minded,  insane,  tubercular  and  venereal 
cases  were  and  are  treated  is  a very  serious 
question.  Such  economy  may  look  well  in  a 
budget  report  but  may  not  prove  statesmanlike, 
broadminded  or  even  humane  when  viewed  in 
some  other  than  a busine.ss  light.  It  is  a serious 
thing  to  upset  existing  systems  for  any  reason 
other  than  that  they  are  inadequate  or  faulty, 
and  such  may  usually  only  be  determined  by 
careful  analysis  and  study.  I should  be  in  favor 
of  jealously  guarding  all  that  is  good  in  the 
tuberculosis  system  in  force  and  condemning 
change  for  change’s  sake  which  is  a common 
policy  in  our  political  atmosphere. 

Appointments  to  important  offices  are  fre- 
quently matters  of  personal  or  political  decision 
alone,  and  new  incumbents  are  often  ambitious 
in  their  short  life  of  power  to  do  something  to 
impress  their  views  or  personality  upon  the  long- 
suffering  state. 

It  is  a duty  of  the  Society  to  interest  itself  in 
medical  education,  both  under-  and  postgradu- 
ate. In  so  far  as  the  former  is  concerned  it 
w'ould  appear  that  in  general  the  question  would 
best  be  left  to  those  who  are  actually  engaged  in 
teaching  or  in  administrative  work  in  medical 
schools,  and  yet  is  it  not  true  that  it  is  often 
difficult  to  see  when  the  book  is  held  too  close, 
and  that  appreciation,  or  the  reverse,  of  an  odor 
may  be  lost  by  too  frequent  association  with  it? 
It  may  be  that  the  curriculum  of  our  standard 
medical  schools  needs  revision  and  it  is  at  least 
not  unlikely  that  too  many  hours  in  the  study 
of  specialties  are  demanded  of  those  who  never 


intend  to  practice  them  and  a certain  amount  of 
opportunity  for  scholarly  contemplation  and  in- 
sight is  lost  in  consequence  of  a too  heavily 
loaded  schedule.  I make  the  plea  that  these  two 
phases  of  an  effective  education  should  begin  at 
the  beginning  and  not  alone  be  a matter  of  later 
development.  Cannot  our  Society  discuss  this 
matter  with  the  Council  on  Education? 

Postgraduate  education  and  research  also,  by 
direction  of  the  By-Laws,  come  within  our  pre- 
scribed activities,  and  our  attention  should  be 
constantly  kept  focused  and  our  hands  out  to 
aid  the  very  progressive  postgraduate  work  of 
the  University  of  Pennsylvania  throughout  our 
state.  There  never  existed  a better  opportunity 
than  at  present  to  gain  for  our  country  the 
supremacy  of  the  world  in  postgraduate  medical 
educational  fields  and  it  behooves  us  as  indi- 
viduals and  the  Society  as  a body  to  aid  in  all 
ways  possible  the  splendid  field  work  that  has 
been  instituted  and  is  now  going  on  successfully 
in  various  centers  of  the  state. 

The  county  societies  that  are  adjacent  to  these 
extension  centers  may  aid  by  devoting  evenings 
to  reviewing  the  work  of  these  courses  and 
thereby  extend  the  benefits  and  encourage  alike 
the  student  and  teacher  of  the  subjects  thus  dis- 
cussed. I earnestly  commend  this  educational 
program  to  your  sympathetic  and  active  consid- 
eration, which  in  turn  must  eventually  mean 
your  active  aid. 

The  problem  of  medical  legislation  is  possibly 
the  most  difficult,  delicate,  and  if  I may  say  it, 
from  a personal  viewpoint,  the  most  disagree- 
able of  the  duties  that  our  Society  is  called  up«Dn 
to  perform.  Difficult  because  of  the  great 
amount  oi  time  which  is  required  if  anything  is 
to  be  achieved,  delicate  because  one  is  in  con- 
stant contact  with  others  of  opposing  motives 
and , diverse  points  of  view,  and  disagreeable 
because  of  the  fact  that  the  opposing  points  of 
view  make  it  probable  or  even  almost  an  axiom 
that  our  motives  should  be  questioned  and  mis- 
understood. Legislation  in  the  state  must  be 
carefully  watched  in  its  medical  contacts  and 
must  be  influenced  when  necessary  by  sound 
and  convincing  arguments  whenever  a bill  is 
introduced  that  bears  upon  medical  regulation 
and  procedure,  and  again  when  necessary  bills 
should  have  their  inception  in  our  legislative 
conference  when  the  need  exists  for  public  pro- 
tection. 

I have  read  with  great  interest  the  so-called 
One  Board  Bill  which  will  be  brought  before 
the  next  Legislature  and  which  in  my  judgment 
should  have  our  support,  although  I must  in  all 
honesty  make  my  personal  confession  that  this 
bill  by  no  means  reaches  standards  that  I should 
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like  to  see  upheld.  I believe,  however,  that  it 
may  be  the  best  that  is  possible  under  varied 
circumstances  and  as  such  I give  it  my  endorse- 
ment with  certain  modifications.  The  chief  vir- 
tue is  that  it  aims  to  compel  all  people  practicing 
any  kind  of  healing  measures  to  obtain  some  sort 
of  education  above  and  beyond  that  which  is 
now  required.  Education  carries  with  it  an  ap- 
I>eal  that  none  can  turn  their  backs  upon  and 
when  the  medical  profession  simply  asks  that  all 
to  whom  health  and  life  are  intrusted  shall  be 
better  educated  it  then  seems  impossible  that  a 
legislature  can  turn  a deaf  ear  to  the  very  rea- 
sonableness of  the  demand. 

I think  that  not  many  will  disagree  with  me 
when  I say  that  we  as  a people  are  rather 
overburdened  with  laws  by  an  over-paternal 
government,  and  that  we  as  physicians  are  over- 
burdened with  medical  restrictions  which  are 
promulgated  without  either  knowledge  or  con- 
sideration of  medical  men  and  medical  practice. 
Laws  are  passed  by  our  Congress  and  the  en- 
forcement in  some  cases  is  left  in  the  hands  of 
a bureau,  and  so  broad  is  the  power  delegated 
to  that  bureau  that  regulations  issued  therefrom 
have  the  effect  of  law.  These  regulations  are 
often  the  product  of  salaried  lawyers  in  Wash- 
ington who  act  without  consulting  our  national 
medical  body  in  matters  pertaining  to  medical 
practice.  In  some  cases  the  lack  of  understand- 
ing of  the  dignity  of  the  medical  profession 
reaches  a height  where  a regulation  is  enforced 
which  has  no  value  other  than  that  it  consti- 
tutes a trap  to  catch  lawbreakers  and  the  medi- 
cal profession  is  thereby  being  used  as  an  un- 
willing and  unpaid  detective  agency. 

The  present  law  and  regulations  surrounding 
the  narcotic  and  alcoholic  prescriptions  by  physi- 
cians are  of  a nature  to  suggest  that  all  physi- 
cians are  grave  subjects  of  suspicion  and  that  in 
consequence  every  kind  of  red  tape,  obstruction 
and  p>etty  taxes  should  be  placed  in  their  path  in 
the  hope  of  tripping  up  someone,  be  he  medical 
man  or  no. 

The  whole  matter  of  federal  legislation  can 
be  handled  justly  only  by  a real  cooperation  be- 
tween our  national  Medical  Society  and  the 
legislative  and  enforcing  bodies  in  Washington. 
No  amount  of  resolution  or  communication  will 
have  any  weight  comparable  to  the  holding  of  a 
conference  and  personal  debates  between  the 
responsible  bodies  just  mentioned. 

Thus  I am  led  further  to  prophesy  another 
essential  development  that  must  sooner  or  later 
become  a fact — and  this  indeed  should  go  a long 
way  towards  correcting  the  ills  already  alluded 
to.  It  would  seem  a reasonable  and  necessary 
thing  in  view  of  the  great  fact  of  the  inestimable 


value  of  health  above  all  other  possessions  that 
health  should  be  represented  in  the  highest  delib- 
erative body  in  the  country  and  so  I look  for- 
ward to  a time  not  distant  when  a medical  man, 
as  such,  will  sit  in  the  cabinet  of  a president. 

And  now,  gentlemen,  my  self-imposed  period 
is  running  near  to  its  close,  self-imposed  because 
your  By-Laws  courteously  omit  the  President’s 
address  from  the  time  limitation  of  others,  and 
I have  striven  to  limit  myself  in  the  spirit  of  an 
unwritten  law,  not  to  transgress  the  period 
which  a written  law  compels  you  to  place  upon 
the  address  of  our  superior  officer  who  has 
greatly  honored  us  with  his  presence  to-day. 

I deeply  and  gratefully  appreciate  the  great 
honor  you  have  done  me  in  calling  me  to  this 
high  office.  In  this  age  of  service  above  and  be- 
yond the  call  of  duty,  if  such  a service  exists, 
it  is  a satisfaction  and  pleasure  to  have  the  call 
along  the  lines  that  are  peculiarly  pleasant,  and 
so  in  closing,  I may  say  from  my  heart  that  to 
serve  you  to  the  best  of  my  ability  in  the  coming 
year  is  both  duty  and  pleasure. 


ADDRESS  OF  THE  RETIRING  PRESI- 
DENT OF  THE  PHILADELPHIA 
COUNTY  MEDICAL  SOCIETY 

J.VNUARY  9,  1924 

D.A.VID  RIESMAN,  M.D. 

PHILADELPHIA,  PA. 

The  duties  of  the  President  of  the  Phil- 
adelphia County  Medical  Society  are  manifold 
and  not  unonerous.  The  particular  duty  devolv- 
ing upon  me  this  evening,  at  the  moment  of  my 
retirement  from  office,  fills  me  with  mixed  feel- 
ings. Uppermost  is  one  of  appreciation  for  the 
honor  you  conferred  upon  me  twelve  months 
ago,  an  honor  that  I hope  will  always  be  one  of 
the  greatest  that  can  come  to  a Philadelphian. 
Another  emotion  is  that  of  regret  in  having  to 
lay  down  duties,  the  discharge  of  which,  aided 
and  supported  as  I was,  I found  a real  ]>leasure. 

A week  from  to-night  will  be  the  Seventy- 
fifth  Anniversary  of  our  Society’s  birth,  an  event 
that  for  various  reasons  will  find  a fitting  cele- 
bration some  time  later  in  the  year.  We  have 
seventy-five  .stirring  years  behind  us,  and  before 
us  who  knows  how  many  aeons  until  another  ice 
age  destroys  the  human  race. 

Our  Society  stands,  and  1 hope  always  will 
stand,  for  democracy  in  the  medical  profession. 
It  demands  nothing  of  anyone  desiring  to  be- 
come a member  except  that  he  shall  be  a doctor 
and  shall  have  a good  character.  That  is  not  a 
great  deal  compared  with  the  requirements  of 
some  other  organizations,  hut  is  not  the  combi- 
nation of  doctorhood  and  unblemished  character 
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something  fine  and  noble?  Proud  as  I am  of 
my  profession,  I cannot  conceive  of  a better 
product  of  man's  evolution  from,  the  Piltdown 
or  Neanderthal  creature  to  our  time  than  the 
upright  physician. 

TERM  OE  OFFICE 

Now  that  my  term  of  office  is  ended,  and  I 
cannot  he  considered  a candidate  for  reelection, 
I consider  it  proper  to  say  that  a presidential 
term  of  but  one  year  is  too  short  for  the  best 
interests  of  the  Society.  Even  if  it  becomes 
an  unwritten  law  that  the  Vice-President  shall 
succeed  the  President,  the  two-year  term  would 
still  be  desirable. 

It  takes  time  for  tbe  President  to  become 
familiar  with  his  duties,  and  it  takes  time  to 
ajipoint  the  numerous  committees  of  the  Society. 
'I'he  programs  of  the  meetings  have  to  be  ar- 
ranged months  and  months  ahead  if  they  are  to 
be  ^satisfactory.  The  long  summer  vacation  for 
all  practical  purposes  takes  one-C|uarter  of  the 
year  from  the  President’s  term  of  office.  Fi- 
nally, every  conscientious  presiding  officer  has 
large,  far-reaching  plans  for  the  good  of  the 
Society,  which  require  time  to  mature  and  to  put 
into  operation.  I submit  to  tbe  serious  consider- 
ation of  the  Society  whether  in  view  of  these 
facts  it  is  not  desirable  to  remove  from  tbe 
constitution  tbe  restriction  against  rejection.  As 
you  know,  the  College  of  Physicians,  although 
electing  its  president  annually,  has  by  tradition 
established  a three-year  term  of  office. 

TYPE  OF  meetings 

It  has  seemed  to  me  that  the  meetings  of  the 
Philadelphia  County  Medical  Society  should  be 
an  arena  for  the  general  discussion  of  important 
cjuestions  of  medical  practice,  medical  science, 
sanitation  and  hygiene,  and  of  the  public  rela- 
tions of  the  medical  profession.  That  idea  was 
our  guide  during  the  year  just  ended ; with  what 
success  it  is  not  for  me  to  say.  Case  reports, 
unless  of  an  unusual  character,  and  papers  of 
ephemeral  interest,  would  seem  to  me  better 
adapted  for  presentation  at  branch  meetings. 
If  this  be  your  view,  if  it  be  the  view  of  the 
incoming  administration,  then  it  is  of  the  utmost 
importance  to  stimulate  branch  societies  to 
greater  activity. 

It  is  but  fair  to  say  that  most  of  the  branches 
are  very  active,  have  large  enthusiastic  meetings 
and  are  serving  their  purpose  admirably.  One 
only,  which  has  had  a precarious  existence  for 
years  and  once  before  had  peri.shed,  has  again 
given  up  its  gho.st.  1 trust  that  what  looks  like 
dissolution  is  but  sleeping  sickness. 

During  the  year  we  had  a joint  meeting  with 


the  Dauphin  County  Medical  Society.  It  was  a 
pleasant  and  profitable  occasion  that  may  well 
be  made  a precedent  for  future  meetings  be- 
tween neighboring  societies  and  our  own. 

The  time  is  not  yet  ripe  but  I believe  it  will 
come  when  the  Philadelphia  County  Medical 
Society  will  need  weekly  meetings  in  order  to 
give  its  membership  an  adequate  forum. 

society  journal 

On  several  occasions  during  the  past  year  we 
had  most  excellent  symposiums.  Many  members 
at  the  time  expres.sed  the  wish  that  the  papers  of 
each  symposium  might  be  published  in  one  place. 
The  practice  that  prevailed  a quarter  of  a cen- 
tury ago  and  earlier  of  having  a belated  volume 
of  transactions  appear  annually,  has  few  advo- 
cates to-day.  There  are  two  ways  in  which 
prompt  publication  of  our  Proceedings  might  be 
achieved : first  by  the  Society’s  transactions  in 
the  form  of  a monthly  journal,  giving  the  papers 
read  before  it  and  its  branches,  and  secondly  by 
an  arrangement  with  the  Atlantic  Medical 
Journal  under  which  an  adequate  amount  of 
space — more  than  is  now  devoted  to  the  brief 
reports  of  our  meetings — might  be  given  to  us 
for  a more  formal  publication  of  our  Proceed- 
ings. 

HOME  OF  THE  society 

For  many  years  it  has  been  a dream  of  our 
members  that  the  Society  might  some  day  have 
its  own  home,  where  it  could  hold  its  meetings, 
store  its  archives  and  could  exhibit  the  portraits 
and  other  interesting  mementoes  of  its  past. 
The  members  also  feel  that  the  possession  of  a 
dignified  home  would  be  a concrete  expression 
fthe  building  might,  of  course,  be  of  stone  or 
brick!)  of  the  Society’s  greatness. 

As  you  know,  the  movement  within  the  past 
year  became  a sort  of  passion  with  many  men 
and  women  in  our  organization.  An  active  com- 
mittee inspected  various  sites  and  buildings, 
and  later  a Committee  of  One  Hundred,  ap- 
pointed by  the  President  and  representing  all 
sections  of  the  City  and  all  conceivable  elements 
in  the  Society,  recorded  itself  as  unanimously 
in  favor  of  obtaining  a home.  Then  came 
a special  meeting  of  the  Society,  not  well  at- 
tended, at  which  a resolution  was  passed  to  take 
a plebiscite  of  the  membership  by  means  of  a 
questionnaire.  The  result  has  been  that  two- 
thirds  of  the  members  recorded  tbemselves  as 
opposed  to  the  purchase  of  a home.  On  the 
other  hand,  of  those  who  voted  in  the  affirmative, 
67  have  pledged  themselves  to  the  amount  of 
nearly  $6,400,  a very  gratifying  sum. 

As  a result  of  this  questionnaire  the  Society 
is  practically  where  it  started ; and  yet  it  is  not. 
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Something  has  taken  place  which  in  my  opinion 
will  have  an  important  influence  upon  the  So- 
ciety’s aspiration  to  own  its  own  home.  Ever 
since  the  beautiful  building  of  the  College  of 
Physicians  has  been  open  our  Society  has  met 
in  the  smaller  rooms  on  the  first  floor.  On 
December  twelfth  the  Society  was  granted  the 
privilege  of  using  Mitchell  Hall  for  one  of  its 
regular  meetings.  A precedent  has  thus  been 
established,  which  I believe  will  make  it  possible 
for  our  Society  to  obtain  the  use  of  Mitchell 
Hall  in  the  future  for  special  occasions.  In  the 
circumstances,  is  it  necessary  to  have  our  own 
home  when  we  can  be  co-sharers  in  a meeting 
place  that  is  unsurpassed  in  dignity  and  charm? 

committees 

Under  a former  presidency,  that  of  Dr.  Wil- 
liam Duffield  Robinson,  many  committees  were 
created  for  the  performance  of  certain  specific 
functions.  The  purpose  was  good  and  deserves 
perpetuation,  with  this  limitation : a committee 
that  does  not  function  should  be  discontinued 
or  should  be  replaced  if  its  function  is  worth 
doing.  Whether  a committee  works  or  does  not 
work  depends  perhaps  less  upon  the  purpose  for 
which  it  exists  than  upon  the  character  and  in- 
itiative of  its  chairman. 

One  other  suggestion  I should  like  to  make ; 
namely,  that  instead  of  having  all  committees, 
and  there  are  32,  report  at  one  and  the  same 
meeting  at  the  time  of  the  annual  election,  when 
the  attendance  is  usually  small,  better  results 
might  be  obtained  if  the  reports  were  distributed 
throughout  the  year,  a group  being  called  for 
at  each  business  meeting. 

To  the  many  committees  existing  when  he 
took  office,  your  President,  by  the  authority 
given  to  him,  added  early  in  the  year  one  on 
Diphtheria  Prevention.  The  purpose  of  this 
committee  is  to  carry  on  a campaign  of  enlight- 
enment in  the  community,  the  particular  aim 
being  to  popularize  the  Schick  test  and  the  toxin- 
antitoxin  method  of  immunization.  In  its  work 
the  committee  has  been  greatly  aided  by  the 
Municipal  Department  of  Health. 

To  attain  the  desired  end  this  committee 
should  be  continually  active,  and  should  carry  its 
message  to  the  lay  public  and  to  the  family  phy- 
siciap  in  season  and  out  of  season.  In  that  way 
diphtheria,  which  now  claims  nearly  a death  a 
day  in  Philadelphia,  may  be  added  to  the  list 
of  vanishing  diseases. 

One  of  the  most  useful  committees  established 
during  the  past  year  is  the  Radio  Committee, 
which,  as  is  known  to  all  of  you,  arranged  with 
W I P,  the  Gimbel  Station,  for  the  broadcasting 
of  health  talks  by  picked  men  of  the  Society. 


These  radio  talks  have  given  general  satisfaction 
and  have  formed  a splendid  means  of  educating 
a wide  public. 

Health  Examinations 

At  the  suggestion  of  the  Homeopathic  Med- 
ical Society  of  Philadelphia,  and  with  the  ap- 
proval of  our  own  Board  of  Directors,  your 
President  in  the  spring  appointed  a Committee 
on  Health  Examinations,  charged  with  the  duty 
of  considering  this  burning  question  from  all 
points  of  view.  After  conscientious  considera- 
tion, the  Committee  brought  in  an  adverse  re- 
port and  asked  to  be  discharged.  Their  request 
was  granted,  and  at  a later  date  another  com- 
mittee was  appointed,  which  is  still  at  work 
upon  the  question. 

I feel  that  this  is  a matter  of  supreme  im- 
portance, which  should  not  be  evaded  by  us  in- 
dividually or  collectively.  Health  examinations 
are  surely  desirable,  and  are  already  being  made, 
though  somewhat  spasmodically,  under  various 
good,  bad  and  indifferent  auspices.  They  should 
in  my  opinion  be  in  the  hands  of  the  family 
physician,  who  is  best  able  to  make  the  proper 
approach  to  the  family.  I trust  that  the  Phil- 
adelphia County  Medical  Society  will  lead  the 
way  in  finding  a satisfactory  solution  for  this 
important  and  pressing  problem. 

water  supply 

You  are  aware  of  the  fact  that  the  City  of 
Philadelphia  is  contemplating  great  and  costly 
changes  in  its  water  supply.  Who  is  more  con- 
cerned in  such  an  enterprise  than  the  medical 
profession?  A committee  of  the  Society  has 
been  entrusted  with  the  study  of  this  problem  to 
the  end  that  our  organization  may  give  both 
technical  help  and  moral  support  to  those  in 
charge  of  the  undertaking. 

The  Society’s  public  interest  should  however 
not  be  limited  to  a study  of  the  water  question, 
but  should  extend  to  all  important  civic  enter- 
prises that  touch  the  health  and  welfare  of  the 
people. 

committee  on  nursing  problem 

In  consequence  of  a widespread  complaint  as 
to  the  scarcity  of  private  duty  nurses,  a com- 
mittee was  appointed  early  in  the  year  to  look 
into  this  question  dispassionately  and  thoroughly. 
The  committee  brought  in  a report  which  in  the 
nature  of  things  could  not  be  conclusive  at  the 
time,  which,  however,  gave  rise  to  a good  deal 
of  discussion,  some  of  it  perhaps  more  bitter 
than  was  called  for  under  the  circumstances.  As 
a result  of  the  meeting  the  President  was  au- 
thorized to  appoint  an  enlarged  committee  on 
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which  the  nursing  profession  and  the  laity  were 
to  be  represented.  This  committee  later  brought 
in  a temperate  and  exhaustive  report.  There  was 
not  much  opportunity  for  discussion  of  this  re- 
port or  of  the  recommendations  contained  there- 
in. It  was  therefore  thought  best  to  continue 
the  committee  with  some  modification  of  its 
personnel.  No  doubt  this  committee  will  soon 
bring  in  a final  report,  which  may  help  us  to 
meet  satisfactorily  an  important  issue.  In  the 
study  of  this  cpiestion,  as  in  all  others  concern- 
ing the  vital  interests  of  the  public  and  the  med- 
ical profession,  I want  to  see  the  Philadelphia 
County  Medical  Society  take  a leading  place. 

DONATIONS 

The  year  1923  was  made  memorable  by  two 
gifts  to  the  Society,  one  from  Dr.  James  M. 
Anders  and  one  from  Dr.  I.  P.  Strittmatter.  The 
income  from  Dr.  Anders’  gift  is  to  be  used  for 
the  purchase  of  books  and  journals  for  branch 
libraries;  that  from  the  Strittmatter  fund  is,  in 
the  donor’s  words,  to  be  used  for  “the  purpose 
of  securing  a gold  medal  to  be  awarded  to  any 
doctor  presenting  to  the  Society  the  most  valu- 
able contribution  to  the  healing  art,  including 
remedial  measures,  surgical,  medical,  or  a con- 
tribution to  one  of  the  fundamental  sciences  of 
medicine  having  a beneficial  influence  on  either 
surgery  or  medicine.  The  balance  of  the  yearly 
income,  after  payment  for  the  medal,  is  to  be 
used  for  printing  and  other  expenses  incident 
to  bringing  to  the  attention  of  the  members  any 
study  that  may  be  offered  before  the  members 
of  the  Philadelphia  County  Medical  Society.” 

It  is  not  alone  what  these  gifts  represent  in 
monetary  value  that  makes  them  significant,  it 
is  also  the  example  they  set  for  other  men  and 
women  in  the  Society.  Perhaps  the.se  gifts  will 
establish  a custom  among  us  of  remembering  the 
Society  in  our  testaments.  Or  there  may  be 
members  who  want  to  have  the  same  pleasure 
and  satisfaction  that  for  many  years  will  come, 
we  hope,  to  Dr.  Anders  and  to  Dr.  Strittmatter, 
and  will  give  the  sum  during  their  lifetime. 

As  the  willing  and  happy  instrument  of  trans- 
mitting the  Anders  and  Strittmatter  Foundations 
to  the  Society,  I want  to  express  to  these  gen- 
tlemen my  personal  gratitude. 

STATE  legislature 

In  the  early  part  of  the  year  1923  the  Penn- 
sylvania State  Legislature  met  at  Harrisburg. 
Many  bills  of  direct  interest  and  concern  to  the 
medical  profession  were  introduced  and  consid- 
ered. Representing  our  own  membership  as  well 
as  the  State  Medical  Society,  Dr.  George  A. 
Knowles  handled  a situation,  often  extremely 


difficult  and  delicate,  to  the  best  interests  of  the 
profession  and  of  the  public.  The  committee 
of  which  he  is  the  head  should  at  all  times  have 
the  loyal  support  of  medical  men  and  women  of 
the  State. 

In  this  connection  I want  to  refer  to  the  very 
original  and  interesting  plan  adopted  by  Gov- 
ernor Smith  of  New  York  when  he  went  into 
office.  As  you  probably  know,  he  called  to  his 
side  medical  men  holding  high  official  posi- 
tions in  the  State  of  New  York,  and  appointed 
them  an  Advisory  Committee  on  health  matters. 
The  character  of  the  appointees  was  a guarantee 
that  the  questions  referred  to  them  would  be 
considered  in  a spirit  of  fairness.  The  result 
was  that  no  bill  inimical  to  the  public  welfare 
in  so  far  as  it  touches  health,  has  since  then 
been  put  upon  the  statute  books  of  the  State  of 
New  York. 

It  is  an  admirable  plan,  which  might  well  be 
put  into  practice  in  Pennsylvania.  Its  adoption 
by  the  Governor  would  do  away  with  the  un- 
pleasant duty  of  maintaining  a sort  of  medical 
lobby  in  the  Legislature,  a political  necessity 
under  present  conditions  if  we  want  to  conserve 
the  interests  of  the  public  and  want  to  protect 
medical  and  scientific  progress. 

MEDICAL  CULTS 

During  the  last  three  decades  this  country 
has  witnessed  the  rise  of  certain  medical  cults 
that  appeal  vociferously  to  the  public  for  sup- 
port. In  many  communities  this  appeal  has 
been  answered  not  only  by  popular  moral  sup- 
port but  by  legal  sanction,  contrary  to  the  best 
interests  of  the  public  welfare  and  of  scientific 
progress.  The  medical  profession — justly  proud 
of  its  great  traditions  and  conscious  of  its  hard- 
acquired  training — has  looked  with  contempt,  if 
not  with  resentment,  upon  these  loud-voiced 
prophets  of  a new  medical  era. 

In  the  case  of  some  of  these  cults,  as  for 
example  that  which  is  stretching  its  tentacles 
from  San  Francisco  across  the  land,  the  feeling 
of  contempt  is  ju-stified.  But  there  are  some 
special  forms  of  practice  that  have  a little  to 
their  credit.  After  all  there  are  “sermons  in 
stones  and  good  in  everything.”  The  time  has 
come,  in  my  judgment,  when  it  is  the  duty  of 
the  regular  medical  profession  to  investigate  dis- 
passionately the  merits  and  demerits  of  some  of 
the  practices  that  I have  in  mind.  Medicine  has 
at  all  times  been  i^illing  to  take  from  every 
source  the  good  there  is  in  it.  The  Philadelphia 
County  Medical  Society  possesses  all  the  neces- 
sary machinery  to  make  a thorough  and  impar- 
tial investigation. 
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EXECUTIVE  OFFICE 

The  Executive  Office  instituted  under  my  pre- 
decessor’s regime  has  proved  its  worth  beyond 
question.  The  Society  was  most  fortunate  in 
obtaining  the  services  of  Mr.  F.  M.  Crispin,  who 
lias  been  thoughtful  and  understanding,  and  has 
caught  the  medical  enthusiasm  in  a striking 
degree. 

The  Secretary  and  Treasurer,  in  their  quiet, 
unostentatious  way,  have  kept  their  part  of  the 
Society’s  machinery  in  good  order.  The  Society 
has  no  mean  fortune  I would  have  you  know, 
for  it  now  possesses  assets  amounting  to  more 
than  $67,000. 

BOARD  OF  DIRECTORS 

I took  office  a year  ago  with  misgivings  and 
misconceptions.  I had  no  idea  of  the  amount  of 
work  the  position  of  President  entailed,  nor  any 
intimate  knowledge  of  the  great  forces  that  come 
to  the  President’s  aid.  I found  a splendid  Board 
of  Directors,  an  advisory  cabinet  that  any  gov- 
erning official  might  envy.  Such  devotion  to 
duty,  such  punctuality,  such  tolerance  of  opinion 
as  was  exhibited  by  your  Board  of  Directors 
cannot  be  adequately  portrayed  in  words.  Suf- 
fice it  to  say  that  as  long  as  there  are  men  with 
such  a high  sense  of  responsibility  and  such 
singleness  of  purpose,  the  Philadelphia  County 
Medical  Society  cannot  fail.  I am  proud  to  have 
served  with  these  men,  and,  if  I have  it,  happy 
to  possess  their  friendship. 

And  now.  Ladies  and  Gentlemen,  if  I dip  into 
the  future  far  as  human  eye  can  see,  I behold 
the  Philadelphia  County  Medical  Society, 
through  the  loyalty  of  its  membership,  acquiring 
influence  and  prestige  in  the  life  of  Philadelphia, 
in  the  life  of  the  state  and  in  the  councils  of  the 
nation,  second  to  none  in  the  land. 

1520  Spruce  Street. 


SELECTIONS 


PULMONARY  SUPPURATIONS* 

THEIR  treatment  by  THE  COOPERATION  OF  THE 
INTERNIST,  roentgenologist,  LABORA- 
TORY TECHNICIAN  AND  BRON- 
CHOSCOPIST 

WILLIAM  F.  MOORE,  M.D. 

ROBERT  M.  LUKENS,  M.D. 

PHILADUPHIA,  PA. 

The  treatment  of  suppurative  conditions  of 
the  lungs,  and  especially  pulmonary  abscess,  has 
been  attempted  in  many  ways.  These  conditions, 

* From  the  Broncboscopic  Clinic,  Jefferson  Hospital,  Phila- 
delphia, Pa. 


as  with  many  other  ailments  to  which  mankind 
is  subject,  either  progress  to  spontaneous  recov- 
ery, due  to  factors  chief  among  which  is  the 
fortunate  rupture  of  the  affected  area  into  a 
bronchus  patulous  enough  effectually  to  drain 
the  abscess,  or  the  condition  becomes  chronic, 
with  the  definite  involvement  of  a portion  of  the 
lung  lobe  surrounded  by  an  area  of  edematous 
lung  tissue.  Because  this  condition  is  so  well 
described  by  the  words,  “Sponge  Soaked,”  this 
term  has  been  well  used  to  define  that  tissue 
immediately  surrounding  the  abscess. 

Lynah^  inferred  from  roentgenograms  taken 
after  injections  of  bismuth  suspensions  made 
through  a bronchoscope,  that  the  actual  abscess 
cavity  was  usually  smaller  than  had  previously 
been  supposed.  Opinion  at  the  Broncboscopic 
Clinic  is  that  the  reverse  is  the  case,  and  that  in- 
volved areas  are  really  larger  than  indicated  by 
opaque  mixtures  becau.se  the  so-called  cavity  is 
filled  with  granulations  that  prevent  the  opaque 
mixture  from  extending  fully  out  to  the  pe- 
riphery of  the  suppurating  area. 

The  treatments  advocated  for  this  condition 
include : 

( 1 ) Confinement  to  bed  for  long  periods  of  time  with 
an  abundant  nutritious  diet.^ 

(2)  Postural  treatment. 

(3)  Vaccine  treatment. 

(4)  Broncboscopic  aspiration  and  irrigation,  or  tlie 
instillation  of  medicaments. 

(5)  Surgical  procedures,  which  include: 

(a)  Artificial  pneumothorax. 

(b)  Phrenectomy. 

(c)  Ligation  of  the  pulmonary  artery. 

(d)  Thoracoplasty. 

(e)  Lobectomy. 

Considering  the  field  of  pulmonary  suppura- 
tion broadly,  there  are  certain  classes  of  cases 
which  will  eventually  necessitate  a surgical  pro- 
cedure, as  enumerated  under  Class  5.  These  are : 

(1)  Those  in  which  there  is  an  extensive  bronchi- 
ectasis involving  a whole  lobe  or  side.  Where  the  dis- 
ease is  bilateral  the  question  of  procedure  is  again  more 
complicated. 

(2)  Where  the  suppurating  area  is  peripheral,  and 
where,  therefore,  reason  would  point  to  this  solution. 

(3)  Cases  in  which  there  is  no  communication  with 
the  bronchus,  and  in  which  the  broncboscopic  creation 
of  such  a communication  does  not  seem  advisable. 

(4)  Where  every  other  means,  including  broncho- 
scopic  drainage  and  medication  have  been  tried  with 
no  improvement  for  a period  of  say  six  months.  Dr. 
Willy  Meyer®  fixes  this  period  at  from  6 to  9 months. 

Broncboscopic  treatment  has  now  progressed 
to  such  a point  that  hope  can  be  held  out  to  the 
patient  of  decided  amelioration  of  the  distressing 
symptoms,  and  certainly  in  a definite  percentage, 
excluding  a generalized  bronchiectasis,  of  a per- 
manent cure.  In  these  cases  the  patient  has  lost 
nothing  through  delay,  and  indeed  a localization 
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or  a limitation,  or  both,  may  influence  for  good 
the  end  result. 

The  question  of  including  an  artificial  pneumo- 
thorax in  these  cases  depends*  largely  on  the  class 
of  case.  Ideally  in  a case  of  unilateral  bronchi- 
ectasis, where  there  has  been  no  previous  pleural 
involvement  to  cause  adhesions,  and  thus  prevent 
complete  collapse  of  the  involved  tissue,  it  should 
result  in  improvement.  As  a matter  of  fact 
pleural  adhesions  are  practically  always  present 
in  cases  of  localized  bronchiectasis.*  In  lung  ab- 
.scess  situated  in  the  region  of  the  hilus,  or  in- 
deed in  those  situated  peripherally,  it  is  hard  to 
see  how  we  can  expect  it  to  produce  a sufficient 
selective  pressure  and  collapse  to  affect  one  area. 
In  those  cases  which  have  come  to  bronchoscopy 
after  this  procedure  the  pleural  adhesions  were 
evidently  too  extensive  to  allow  a collapse  of 
the  lung  tissue,  and  the  trachea  was  displaced 
markedly  to  the  affected  side. 

Phrenectomy  and  ligation  of  the  pulmonary 
artery  are  severe  and  questionable  as  to  results. 

Lobectomy  and  thoracoplasty  undoubtedly 
should  be  resorted  to  when  other  means  fail,  but 
our  feeling  is  that  they  should  be  postponed  at 
least  until  other  measures,  which  will  now  be 
considered,  have  been  fairly  tried  by  men  trained 
in  such  work. 

After  treating  many  of  these  cases  we  have 
concluded  that  one  method,  to  the  exclusion  of 
all  others,  is  a mistake.  Therefore,  routinely, 
when  a patient  with  a pulmonary  suppuration 
presents  himself  or  herself  at  the  clinic  the  fol- 
lowing procedures  are  instituted : 

The  chest  findings  are  ascertained  by  an  in- 
ternist, who  also  makes  a thorough  study  of  the 
patient  for  organic  disease,  after  which  the  pa- 
tient is  referred  for  roentgen  ray  examination. 
Tuberculosis  is  excluded  so  far  as  possible  by 
the  usual  diagnostic  means.  With  the  informa- 
tion thus  obtained  it  then  becomes  a question  of 
whether  or  not  the  case  is  one  for  a diagnostic 
bronchoscopy. 

This  preliminary  work  is  necessary  not  because 
the  bronchoscopic  procedure  is  in  any  way  dan- 
gerous, in  proper  hands,  in  a fit  subject,  but 
suitability  of  the  case  for  bronchoscopic  exami- 
nation and  treatment  must  be  determined  on  the 
broadest  scientific  principles,  not  only  for  the 
best  interests  of  the  particular  case  under  ob.ser- 
vation,  but  for  the  development  to  the  fullest 
extent  of  criteria  by  which  suitability  can  be 
determined  in  future  cases.  For  instance  we 
recall  a case  in  the  past  year  sent  from  a distant 
city  for  bronchoscopy  which  on  examination 
proved  to  be  complicated  by  an  extensive  empy- 
ema. We  did  no  bronchoscopy  because  the  case 
was  utterly  unsuited  to  bronchoscopy,  requiring 


immediate  a.spiration  through  a pleural  external 
opening. 

The  i>leural  cavity  cannot  be  adequately 
drained  by  oral  bronchoscopy,  though  intercostal 
pleuroscopy  is  often  helpful.  In  this  case  even 
external  surgery  was  unable  to  relieve  a general 
septic  condition  which  cost  the  patient’s  life. 
Had  we  performed  a bronchoscopy  we  could 
have  done  the  patient  no  good  and  would  have 
brought  undeserv'ed  discredit  on  a procedure  that 
is  of  life-.saving  importance  in  proj>erly  selected 
cases. 

Having  localized  so  far  as  p>ossible  an  abscess 
or  bronchiectatic  condition,  a diagnostic  broncho- 
scopy is  performed.  The  condition  of  the  mu- 
cous membrane  of  the  tracheobronchial  tree  is 
noted  as  the  bronchoscope  is  inserted.  Two  of 
the  most  important  points  to  be  carefully  noted 
are : 

(1)  The  bronchu.s  or  bronchi  from  which  suppura- 
tive products  are  exuding. 

(2)  The  presence  of  any  factor  which  would  con- 
strict the  lumen  of  the  bronchus,  and  thus  inhibit  free 
drainage. 

At  this  examination,  uncontaminated  speci- 
mens of  the  secretion  are  taken  either  by  swab 
through  the  bronchoscope,  or,  if  the  quantity  is 
sufficient  and  not  too  viscid,  the  collection  is 
made  by  aspiration  into  a specially  devised  tube® 
which  can  immediately  be  sealed  and  sent  to  the 
laboratory. 

From  these  specimens,  uncontaminated  by  oral 
infections,  autogenous  vaccines  are  made  in  each 
case.  These  vaccines  are  given  twice  each  week. 
Fresh  vaccines  are  made  up  at  two-month  inter- 
vals because  we  have  found  that  the  bacterial 
content  changes  in  patients  under  treatment. 
This  change  may  be  due  in  part  to  the  treatment. 

These  patients  are  carefully  instructed  to  aid, 
by  posture,  the  drainage  of  the  affected  area ; 
that  is,  a sleeping  position  on  the  right  side  if  the 
left  is  affected,  and  zdce  z’ersa,  and  also  as  to 
posture  during  waking  hours. 

We  have  never  insisted  on  absolute  bed  rest, 
unless  there  is  fever  or  weakness,  but  an  abund- 
ant nutritious  diet,  as  for  tuberculous  patients, 
is  outlined.  Fatigue  must  be  avoided  and  rest 
in  bed  a definite  number  of  hours  (14  to  18) 
each  day  to  conserve  strength  and  to  build  up  a 
re.serve  is  recommended. 

At  the  second  bronchoscopic  treatment  the 
bronchi  draining  the  affected  area  are  first  thor- 
oughly aspirated,  either  using  the  Jackson  aspi- 
rating bronchoscope,  or,  in  case  of  the  small 
bronchi  whose  lumen  will  not  take  the  scope, 
using  a finer  tube  inserted  through  the  broncho- 
scojje.  The  cleansing  with  a si)ecial  solution 
containing  2 grams  of  trinitrophenol,  i dram  of 
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Lugol’s  solution,  and  normal  saline  solution  to 
make  one  pint,  completes  the  treatment  in  some 
cases. 

In  cleansing,  large  areas  are  never  treated  at 
one  time,  and  flooding  of  healthy  lung  tissue  is 
carefully  avoided.  The  branch  bronchus  is  at- 
tacked separately,  excluding  the  main  trunk,  and 
with  specially  devised  apparatus.  The  return 
flow  is  always  greater  than  the  intake.  A wash- 
ing action  is  thus  secured,  and  at  the  end  of  the 
treatment  very  little  fluid  is  retained.  This 
guards  against  a scattering  of  the  infection  to 
other  parts.  Vegetable  oils  have  been  found  very 
unsatisfactory.  Only  mineral  oils  are  used. 
These  are  at  times  used  either  after  cleansing 
or  instilled  after  aspiration  without  any  irriga- 
tion. 

Treatments  are  repeated  once  a week.  The 
lumen  of  a constricted  bronchus  is  dilated  at 
each  bronchoscopy.  Obstructing  granulations 
sometimes  require  removal,  but  usually  granula- 
tions disappear  after  purulent  accumulations  are 
prevented  by  bronchoscopic  aspirations. 

These  patients  are  so  little  affected  by  this  pro- 
cedure that  they  are  able  to  leave  the  clinic  for 
their  homes  almost  immediately  and  are  treated 
as  dispensary  patients.  Hospitalization  is  not 
required,  though  sometimes  out-of-town  patients 
are  put  in  the  hospital  for  preliminary  study. 

An  analysis  of  the  cases  of  pulmonary  abscess 
treated  at  this  clinic  including  those  complicated 
with  bronchiectasis  in  percentages  is  as  follows: 
Cured  25%,  improved  41.6%,  unimproved 
33-3%- 

The  cured  cases  are  only  pronounced  so  after 
cessation  of  symptoms  and  complete  x-ray 
studies. 

The  improved  cases  have  had  marked  amelio- 
ration of  symptoms  and  in  most  instances  have 
been  able  to  resume  their  occupations. 

The  unimproved  include  also  those  cases  with 
extensive  bronchiectasis,  who  respond  very 
poorly  or  not  at  all  to  this  treatment. 

Experience  at  the  Bronchoscopic  Clinic  has 
not  borne  out  the  contention  of  Miller  and  Lam- 
bert® that  bronchoscopy  is  indicated  only  in  for- 
eign body  cases  and  that  patients  would  rather 
submit  to  any  sort  of  operation  than  go  through 
a second  bronchoscopic  treatment.  We  have 
found  that  patients  always  wish  to  continue 
treatments.  We  can  readily  understand  the 
difflculties  and  untoward  effects  of  bronchos- 
copy as  performed  by  the  man  who  uses' it  only 
occasionally  and  whose  armamentarium  is  limited. 

Lord®  is  of  the  opinion  that  medical  treatment 
has  given  a much  larger  proportion  of  recoveries 
than  the  exceedingly  dangerous  surgical  pro- 
cedures. We  feel  that  bronchoscopy  is  the  logi- 
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cal  means  to  facilitate  better  drainage  and  aid 
medical  treatment. 

CONCLUSIONS 

(1)  Suppurative  conditions  of  the  lungs  de- 
mand for  satisfactory  treatment  a cooperation  of 
the  internist,  roentgenologist,  laboratory  techni- 
cian, and  trained  bronchoscopist. 

(2)  External  surgery  should  be  resorted  to 
only  after  other  means  have  been  given  a thor- 
ough trial,  except  when  suppuration  is  compli- 
cated with  empyema. 

(3)  Bronchoscopy  is  attended  with  no  danger. 

(4)  It  is  done  without  anesthesia  or  sedative 
in  children,  and  without  general  anesthesia  in 
adults. 

(5)  It  is  done  without  hospitalization. 

(6)  The  bronchoscopic  aspiration  and  local 
treatment  of  these  conditions  only  follows  the 
same  principles  of  procedure  as  would  be  insti- 
tuted for  any  purulent  collection  in  other  parts 
of  the  body.  Free  drainage  is  always  funda- 
mental for  suppuration  anywhere. 

(7)  Obstruction  to  drainage  by  granulation 
about  the  orifice  of  a bronchus,  or  a lessening  of 
its  lumen  by  swelling  of  the  mucosa,  will  retard 
natural  recovery.  These  obstructive  elements 
can  be  overcome  by  local  measures  during  the 
course  of  bronchoscopic  treatment. 

(8)  Patients  are  willing  to  continue  the  treat- 
ments as  long  as  we  deem  it  advisable  because  of 
the  lessening  of  cough,  foul  expectoration,  and 
improvement. 

(9)  These  cases  cannot  all  be  cured.  A cer- 
tain percentage  certainly  can  be,  and  others  can 
be  improved.  The  rest  are  made  happier  through 
the  alleviation  of  symptoms  which  have  made  the 
patient  thoroughly  wretched  both  night  and  day. 

(10)  To  the  often-asked  question:  “In  what 
class  of  cases  do  you  believe  btx>nchoscopic 
treatment  indicated  ?”  our  reply  has  been,  while 
this  is  a question  which  can  only  be  intelligently 
answered  after  many  thousands  of  cases  have 
been  treated,  in  a general  way  it  may  be  stated 
that  as  a working  basis  for  the  present  we  be- 
lieve diagnostic  bronchoscopy  is  indicated: 

(A)  In  any  patient  in  good  general  condition,  and 
with  a not  too  extensively  diseased  lung. 

(B)  In  any  case  in  which  the  internist  desires  the 
aid  of  bronchoscopy  with  aspiration  or  medication  as 
an  addition  to  his  general  measures. 

We  believe  bronchoscopy  is  contra-indicated : 

(A)  In  case  of  recent  profuse  hemorrhage. 

(B)  In  a moribund  patient. 

(C)  In  very  extensive  disease  of  the  lung,  involv- 
ing one-half  or  more  of  the  lung  tissue. 

(D)  In  organic  diseases  of  the  heart  and  great 
vessels. 

(E)  In  laryngeal  tuberculosis. 
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IS  THE  VESTIBULAR  APPARATUS  IN- 
VOLVED IN  MINERS’  NYS- 
TAGMUS ?* 

WATSON  MARSHALL,  M.D. 

PITTSBURGH,  PA. 

One  hesitates  to  bring  this  subject  before  a 
society  of  otologists  inasmuch  as  its  discussion 
heretofore  has  been  confined  almost  exclusively 
to  ophthalmological  societies,  with  an  occasional 
contribution  from  the  neurologists.  However, 
since  the  work  of  Barany  and  others  has  estab- 
lished common  ground  between  these  three  spe- 
cialties in  medicine,  its  consideration  at  this  time 
may  be  warranted.  Even  before  the  more  recent 
developments  in  neuro-otology,  it  had  been  sug- 
gested that  miners’  nystagmus  might  be  explained 
on  the  theory  of  nervous  exhaustion  of  the  cen- 
ters controlling  eye  movements,  and  it  was  in 
the  hope  of  obtaining  data  from  the  Barany  tests 
which  might  throw  some  light  on  the  question 
that  I undertook  to  test  out  the  cases,  very  few 
in  number,  coming  under  my  observation. 

The  problem  in  England  as  well  as  on  the 
Continent,  for  years,  was  a very  serious  one 
economically.  After  the  advent  of  workmen’s 
compensation,  it  was  estimated  that  in  England 
alone,  for  one  year,  the  sum  of  200,000  pounds 
was  paid  on  account  of  this  disability.  An  in- 
crease in  the  number  of  cases  followed  this  in- 
novation— an  increase  that  probably  was  more 
apjxirent  than  real.  In  America,  as  you  know, 
this  form  of  nystagmus  is  not  common.  The 
problem,  therefore,  lacks  the  economic  impor- 
tance here  that  it  commands  in  Europe,  but  as  a 
medical  problem  it  is  of  interest.  For  fifty  years 
the  question  of  its  etiology  has  been  debated  and 
the  theories  advanced  have  been  as  varied  as 
they  have  been  numerous.  Several  commissions 
have  brought  in  voluminous  reports.  Statistics 
of  all  sorts  have  been  collected,  and  at  present 
comparative  unanimity  prevails  as  to  its  cause 
and  means  of  prevention.  It  was  first  recog- 
nized as  a disease  of  coal  miners  about  1850,  by 
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Bell  of  Bradford,  and  first  appeared  in  a report 
by  Deconde  in  1861. 

With  the  subjective  and  objective  symptoms 
you  are  familiar.  It  may  only  be  necessary  to 
state  that  the  di.sease  is  characterized  by  a to- 
and-fro  movement  of  the  eyes  in  those  who,  for 
a period  of  years,  have  been  employed  as  coal 
diggers,  the  period  of  employment  varying  from 
ten  to  thirty  years ; that  the  movement  may  be 
lateral,  vertical,  rotary,  oblique  or  mixed ; that 
frequently  there  occurs  with  these  movements  a 
synchronous  twitching  of  the  eyelids ; that  head- 
ache, giddiness,  night-blindness  and  photophobia 
are  present  in  from  75%  to  85%  of  the  cases; 
that  errors  of  refraction  and  other  ocular  defects 
are  found  in  some  75%.  The  etiology  and  pa- 
thology will  concern  us  more  at  this  time,  and  I 
shall  mention  in  chronological  order  the  more  in- 
teresting etiological  theories.  Broadly,  they  may 
be  listed  as  (i)  the  postural  theory;  (2)  the 
theory  of  poor  illumination,  and  (3)  the  theory 
of  nervous  exhaustion. 

Simeon  Snell,  in  1884,  published  what  proved 
to  be  the  introduction  to  a long  and  at  times  a 
bitter  debate  on  the  cause  of  miners’  nystagmus, 
and  in  1891  he  elaborated  his  earlier  claim,  that 
the  miner’s  position  at  work  is  the  prime  cause 
and  poor  illumination  a very  secondary,  though 
not  negligible,  factor.  He  studied  the  question 
in  mines  in  which’  the  digging  or  “holing”  of  coal 
m narrow  seams  required  the  miner  to  lie  on 
his  side,  with  the  elevators  of  the  globes,  as  he 
thought,  under  constant  strain.  The  pathology 
is  similar  to  that  ol  writer’s,  pianist’s  and 
telegrapher’s  cramp.  The  strain  results  in  chronic 
fatigue  and  atony  of  the  muscles.  He  argued 
that  inasmuch  as  others,  working  in  mines  under 
the  same  conditions  of  poor  illumination,  rarely 
developed  nystagmus,  while  those  assuming  the 
same  position  as  “holers,”  but  working  in  good 
illumination,  often  acquire  it,  the  position  must 
be  the  exciting  cause.  Snell’s  paper  of  1891 
drew  fire  from  Court,  who  first  emphasized  the 
poor  illumination  theory,  and  he  combated  Snell’s 
position  by  photographing  miners  at  work.  The 
results,  he  claimed,  failed  to  show  a drawing  of 
the  eye  upward  in  an  oblique  direction,  as  Snell 
insisted. 

Court  stated  that  of  524  men  using  safety 
lamps,  30%  had  nystagmus,  while  of  573  using 
naked  lamps,  only  5%  showed  symptoms,  and 
of  these  all  but  a few  used  safety  lamps  at  pre- 
vious times.  Safety  lamps  in  that  day  gave  from 
1/3  to  t/5  candle  power  of  open  lamps.  He  con- 
tended that  improved  illumination  would  solve 
the  problem,  and  it  would  seem  from  tbe  most 
recent  developments — after  twenty  years — bis 
contention  was,  in  the  main,  correct. 
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Jaeffreson,  in  1887,  offered  an  explanation 
that  was  as  fanciful  as  it  was  original.  He 
claimed  that  poor  illumination  alone  would  not 
suffice.  The  position  assumed  by  the  miner 
brought  about  deranged  circulation  in  the  occipi- 
tal lobes,  and  later  in  the  cerebellum,  by  pressure 
on  the  arteries  supplying  those  parts.  The 
ischemia  thus  produced  involves  the  visual  cen- 
ters and  in  time  also  the  coordinating  centers  of 
the  cerebellum.  His  contribution  elicited  little 
comment. 

In  1891,  J.  Tatham  Thompson  observed  that 
in  South  Wales  there  were  more  cases  of  miners’ 
nystagmus  among  those  working  in  wide  seams 
— and  therefore  not  obliged  to  assume  the  posi- 
tion at  work  which  Snell  had  claimed  to  be  essen- 
tial. He  stated  that  where  the  lighting  was  good, 
cases  were  practically  unknown.  His  idea  was 
that  errors  of  refraction,  plus  visual  strain,  re- 
gardless of  posture,  were  the  only  prerequisites. 
The  nature  of  the  eye  movements  proves  that  the 
seat  of  the  disturbance  is  brain  centers  control- 
ling coordination. 

Anderson,  in  the  same  year,  stated  that  no 
man,  the  refractive  condition  of  whose  eyes  is 
normal,  will  develop  miners’  nystagmus  tO'  such 
extent  as  to  incapacitate  him.  Astigmatism  is 
the  chief  cause.  Errors  of  refraction  plus  pres- 
byopia and  poor  illumination  explain  all  cases. 

It  was  noted  in  the  American  Journal  of  the 
Medical  Sciences,  for  1895,  that  a small  amount 
of  alcohol  reduces  the  movements,  while  re- 
peated small  quantities  exaggerate  the  symptoms. 

In  1891,  Nieden,  in  Germany,  supported  Snell. 
The  strain  of  the  body,  head  and  eyes  produced 
a fatigue  tremor  which  is  essentially  a nerve  ex- 
haustion. 

In  the  same  year,  Taylor  maintained  that  the 
nystagmus  was  due  to  poor  lighting,  and  that  it 
was  purely  a local  affection  of  the  eye  muscles. 

In  1906,  Reid  developed  his  “equilibration 
theory.”  The  muscle  fatigue  theory,  in  his 
opinion,  is  inadequate.  If  there  were  a muscle 
fatigue,  upward  motion  of  the  eyes  would  be 
limited.  There  is  no  such  limitation.  No  known 
electrical  stimulation  can  produce  in  fatigued 
muscle  the  sort  of  contraction  present  in  miners’ 
nystagmus.  It  was  at  this  time  generally  con- 
ceded that  poor  light  led  to  imperfect  fixation, 
and  Reid  claimed  that  this  produced  a derange- 
ment of  the  equilibration  centers.  There  is, 
moreover,  a constant  tendency  to  disturbance  of 
tbe  equilibration  of  the  body  by  unnatural  pos- 
ture. The  defect  is  one  of  central  coordination. 
In  1920,  he  reaffirmed  his  position,  and  pointed 
out  that  there  is  a regular  and  rhythmic  motion 
of  the  head  and  shoulders  in  the  miner  at  work, 
and  that  this  is  accompanied  by  a compensatory 


motion  of  the  eyes.  Abnormal  afferent  impulses 
are  thus  conveyed  to  the  centers  whose  normal 
function  is  in  consequence  deranged,  but  whose 
tone  is  not  necessarily  lowered.  The  action  is 
through  the  semicircular  canals. 

Peters,  of  Rostock,  in  1907,  introduced  much 
the  same  general  idea,  stating  that  the  disease  is 
essentially  a disturbance  of  vestibular  function. 
To  prevent  nystagmus  while  at  work,  the  miner 
tilts  the  head  backwards,  thus  counteracting  the 
upward  lift  of  the  eyes.  The  position  of  the 
head  is  abnormal,  and  if  maintained  over  a long 
period,  a new  condition  of  equilibrium  will  be 
brought  about.  On  leaving  his  work,  the  miner 
assumes  the  erect  position — an  irritation  in  the 
vestibular  apparatus  is  caused  and  a new  adjust- 
ment between  the  eye  motor  apparatus  and  the 
vestibular  apparatus  becomes  obligatory. 

Nuel,  of  Belgium,  in  1909,  stated  that  the  de- 
fect is  one  of  brain  ratber  than  of  eye  muscles, 
and  emphasized  the  long  continued  rhythmic 
motion  of  head  and  body  as  causal  factors. 

El  worthy,  in  1910,  felt  tliat  the  absence  of 
nystagmus  in  lead  miners  was  due  to  the  fact 
that,  unlike  coal  miners,  they  were  working  in 
an  environment  not  totally  devoid  of  color.  The 
coal  miners  work  against  a jet  black  background 
and  leave  the  mine,  as  a rule,  as  it  is  getting 
dark.  Absence  of  color  is  the  essential  cause  and 
he  suggests  the  rather  original  idea  of  coloring 
the  mine  walls  green  or  of  whitewashing  them. 

Butler,  in  1910,  combated  Peters’  position. 
Tilting  the  head  backward  while  the  eye  remains 
focused  on  the  same  point,  does  in  many  in- 
stances arrest  the  nystagmus ; but  should  the  eye 
be  raised,  pari  passu,  with  the  head,  nystagmus 
does  not  cease.  The  miner  does  not  strain  his 
eyes  upward,  but  simply  moves  the  head  back- 
ward to  make  himself  comfortable.  There  is  no 
muscle  fatigue;  if  there  were,  the  contractions 
would  be  tetanic.  Butler  agreed  with  Nuel  and 
Reid  that  the  defect  is  one  of  brain  rather  than 
of  muscle.  Poor  lighting  alone  is  not  sufficient. 
Employees  in  the  photographic  factories,  work- 
ing in  absolute  darkness,  do  not  contract  it,  and 
boilermakers,  working  in  feeble  light,  are  im- 
mune. Butler  stresses  the  long  continued  move- 
ment of  digging,  with  the  simultaneous  swaying 
of  head  and  shoulders,  in  comparative  darkness. 

The  .Oxford  Ophthalmological  Congress  in 
1912  was  of  the  opinion  that  deficient  illumina- 
tion was  the  chief  etiological  factor,  and  in  1920 
the  Society  of  Illuminating  Engineers  of  Lon- 
don, after  wide  investigation,  came  to  the  same 
conclusion. 

Frederick  L.  Hoffman,  of  our  Bureau  of 
Mines,  published  in  1916  an  exhaustive  mono- 
graph on  miners’  nystagmus.  The  question  in 
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this  country  has  never  been  the  subject  of  ex- 
tended study.  The  reason  is  not  obscure.  Our 
cases  are  relatively  few  and  the  malady  is  not 
deadly.  Its  prevention  is,  therefore,  not  a seri- 
ous problem  for  employers  and  its  cure  is  not 
one  of  the  big  problems  of  medicine. 

The  Illinois  Committee  of  Occupational  Dis- 
eases reported  in  191 1 briefly  as  follows : ( i ) The 
increase  of  machinery  has  reduced  the  number 
of  men  actually  engaged  as  pick  miners.  In  the 
state  there  were  some  30,000  miners,  more  than 
half  of  whom  were  machine  miners.  (2)  By 
virtue  of  our  coal  lying  in  wide  seams,  our 
miners  assume  a natural  position  at  work. 

It  might  be  added  that  the  illumination  in 
American  mines  is,  on  the  whole,  superior  to 
that  of  English  and  of  Continental  mines.  It 
has  been  estimated  that  if  the  disease  were  as 
prevalent  here  as  in  foreign  fields,  we  should 
have  had  in  the  year  1913  some  37,300  cases. 

Llewellyn  has  examined  a greater  number  of 
cases  in  all  probability  than  any  other  observer, 
and  he  has  approached  the  subject  from  every 
angle.  Writing  in  1913,  and  again  in  1920,  he 
states  that  in  one  series  of  685  cases,  81%  were 
“holers” — the  remaining  19%,  various  employees 
in  the  mines ; that  in  another  series  of  580,  60% 
were  “holers”  and  40%  had  done  little  or  no 
“holing.”  Out  of  741  cases,  723  used  safety 
lamps  and  only  9 used  candles.  He  says  that 
nystagmus  is  common  in  the  safety  lamp  mines, 
rare  in  the  open  light  pits  and  unknown  in  the 
metaliferous  mines  where  the  light  is  good.  In 
1920,  he  reported  on  the  economic  importance  of 
the  trouble,  stating  that  since  1913  some  6,000 
men  were  incapacitated  at  any  given  time;  that 
100,000  pounds  in  1910  and  150,000  pounds  in 
1913  had  been  paid  in  compensation  alone,  and 
he  reaffirmed  his  statement  that  poor  illumination 
was  the  key  to  the  situation.  In  the  mines  of 
Wales,  he  found  that  the  incidence  of  nystagmus 
varied  inversely  with  the  candle  power  of  the 
lamps  used.  The  oil  safety  lamps  gave  from  1/3 
to  1/5  candle  power,  and  that  only  when  p>er- 
fectly  clean.  A diminished  oxygen  percentage, 
as  well  as  increased  moisture  content  of  the  air, 
serves  to  diminish  the  lamp’s  efficiency.  Of  all 
lamps  in  general  use,  90%  give  less  than  one 
candle  power  at  the  coal  face.  The  disease  is 
not  one  of  the  eye  muscles  but  rather  one  of  the 
nervous  system — a fatigue  brought  on  by  con- 
stant strain  and  effort  to  see  under  poor  illumi- 
nation. 

Rutten,  in  1920,  insisted  that  neither  illumina- 
tion nor  posture  were  potent  elements.  A dis- 
turbance of  equilibrium,  caused  by  violent  motion 
of  head  and  shoulders,  accompanied  by  compen- 
satory movement  of  the  eyes,  continued  over  a 


period  of  years,  explained  the  entire  phenome- 
non. 

Weekers,  in  the  same  year,  observed  that  sol- 
diers, after  long,  exhausting  marches  and  follow- 
ing periods  of  depressing  circumstances,  devel- 
oped hemeralopia ; that  among  workers  building 
the  St.  Goddard  tunnel,  hemeralopia  appeared. 
These  cases  lead  him  to  advocate  his  theory  of 
nervous  system  incoordination  brought  about  by 
general  and  local  causes. 

Also,  in  this  year,  Martin  held  that  the  nys- 
tagmus was  the  least  important  element.  We  are 
dealing  with  a general  functional  disease  of  the 
nervous  system.  Many  elements  are  present 
which  one  finds  in  the  anxiety  neuroses  of  the 
war-strained.  Tremors,  haunted  look,  fear  of 
the  dark,  depression,  anxiety,  giddiness,  fre- 
quently high  blood  pressure,  are  found  commonly 
in  both  conditions.  The  prime  factor  is  poor 
illumination.  Exhaustion  of  the  visual  centers 
is  followed  sooner  or  later  by  general  loss  of 
nervous  tone. 

The  foregoing  is  a brief  and  therefore  not  ex- 
haustive resume  of  the  problem.  I have  omitted 
the  voluminous  data  on  which  most  of  the 
authors  have  built  their  theories  and  have  at- 
tempted only  to  summarize  their  conclusions. 
I have  been  unable  to  discover  any  report  of  the 
Barany  tests  having  been  done  on  cases  of 
miners’  nystagmus  and  my  own  cases  are  far  too 
few  in  number  to  warrant  any  sweeping  deduc- 
tions. They  were  all  foreign  born  and  all  of  low 
mental  grade,  adding,  as  you  may  surmise,  to 
the  difficulty  in  getting  intelligent  co6j>eration. 
What  cases  I have  to  report  do  show  some  uni- 
formity of  reaction  and  it  is  possible  that  the 
tests  applied  to  an  increasing  number  may  prove 
of  value. 

Our  cases — five  in  number — ranged  from  30 
to  59  years,  an  average  of  41.  This  agrees  fairly 
well  with  the  average  age  as  recorded  for  the 
English  and  the  Continental  mines.  None  of 
them  had  assumed  for  any  prolonged  period,  the 
position  which  Snell  insisted  was  causative. 
They  complained  of  “poor  vision”  or  of  “things 
jumping  about.”  The  general  examination  of 
the  upper  air  passages  revealed  nothing  that 
could  have  any  etiological  bearing  on  the  cases. 
!\Iild  catarrhal  otitis  media,  deviated  septa,  or 
chronic  tonsillitis  (without  demonstrable  pus) 
were  present  in  the  majority.  In  no  case  was 
the  cochlear  function  affected.  The  character  of 
the  spontaneous  eye  movements  is  definitely  of 
the  “ocular  type,”  though  not  as  wildly  inco- 
ordinate .as  that  found  in  cases  of  ocular  defects, 
such  as  corneal  opacities  and  anterior  and  pos- 
terior polar  cataract.  They  range  from  a very 
fine  tremor  to  a larger  and  more  distinct  oscil- 
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lation ; but  one  fails  with  the  naked  eye  to  dis- 
cern any  suggestion  of  the  nystagmus  of  vestib- 
ular irritation.  There  is  no  ordered  rhythmic 
movement  with  quick  and  slow  components. 
There  were  no  instances  of  spontaneous  past- 
pointing and  after  turning  and  after  douching 
(water  at  68°)  the  past-pointing  was  normal,  or 
at  most  a little  below  normal  in  excursion  ; never 
absent  nor  in  the  wrong  direction.  The  above 
applies  to  all  cases  save  one — a case  with  history 
of  injury,  and  to  this  we  will  revert  later.  We 
feel  warranted,  therefore,  in  postulating  the  fol- 
lowing on  the  foregoing  data : ( i ) functioning 
internal  ears,  (2)  functioning  vestibular  and 
eighth  nerves,  (3)  functioning  cerebella  in  re- 
spect to  inward  and  outward  shoulder  pointing, 
and  (5)  normal  vertigo  sense,  and  accordingly  I 
shall  mention  in  detail  only  the  reactions  in 
nystagmus. 

The  first  case,  G.  K.,  aet.  42,  referred  by  Dr.  Wil- 
liam W.  Blair,  as  were  all  of  the  cases  except  case  2, 
was  a man  of  more  than  fair  intelligence,  and  coopera- 
tion was  readily  obtained— a rare  instance  among  these 
cases.  He  had  worked  ten  years  as  a coal  digger,  prac- 
tically all  of  the  time  in  the  erect  position,  and,  as  he 
said,  “with  good  light.”  There  was  a mixed  spon- 
taneous which  disappeared  on  looking  to  right,  left  and 
down,  but  which  was  accentuated  on  looking  up.  On 
right  turning,  a left  horizontal  of  fair  excursion  but  of 
only  four  seconds’  duration  was  followed  by  the  spon- 
taneous nystagmus.  On  left  turning  the  same  phe- 
nomenon occurred  with  the  quick  component  to  the 
right.  After  80  seconds’  douching  of  right  ear,  one 
could  make  out  readily  a left  rotary,  overcoming  the 
spontaneous  for  a few  seconds.  With  head  back,  a 
good  left  horizontal  developed.  Left  douching  after 
two  minutes  failed  to  affect  the  spontaneous,  but  with 
head  back,  a good  right  horizontal  appeared.  The  eye 
findings  in  this  case  were : media  clear,  marked  re- 
fractive error,  no  scarring.  The  pathways  were  evi- 
dently all  clear,  with  the  exception  of  the  left  vestibulo- 
ocular  from  the  verticals. 

The  second  case,  J.  C.,  aet.  35  years,  referred  by  Dr. 
A.  P.  D’zmura,  showed  a mixed  nystagmus,  which 
ceased  when  looking  widely  in  any  direction.  Right 
turning  elicited  a left  horizontal  of  very  poor  amplitude 
lasting  IS  seconds,  while  left  turning  gave  a very  poor 
right  horizontal  of  same  duration.  The  right  douching, 
head  erect,  after  3 minutes  produced  a left  rotary  of 
very  poor  amplitude  and  with  head  back,  a fair  left 
horizontal.  The  turning  tests  then  showed  reaction  a 
little  below  par,  while  the  nystagmus  reactions  by  way 
of  the  vertical  canals  were  markedly  below  normal. 

The  third  case,  J.  Y.,  aet.  59  years,  complained  of 
night  blindness  and  of  “things  jumping  about.”  The 
nystagmus  was  not  present  on  looking  straight  ahead. 
It  appeared  as  a vertical  on  looking  up  and  as  a hori- 
zontal on  extreme  movement  to  the  left.  There  was 
none  on  looking  to  right.  Right  turning  gavd  a poor 
left  horizontal  of  nine  seconds  and  left  turning  a right 
horizontal  of  fair  amplitude  of  nineteen  seconds.  After 
fifty  seconds  of  right  douching,  a very  poor  left  ro- 
tary. The  douching  was  discontinued  on  account  of 
severe  vertigo.  Head  back  produced  good  left  hori- 
zontal. Left  douching  after  eighty  seconds  gave  only 
fair  right  rotary,  the  vertigo  again  accentuated,  while 


with  head  back  a very  good  right  horizontal  was 
elicited.  The  eye  examination  revealed  scars  of  cornea 
of  left  eye;  fundus  normal  in  both. 

The  fourth  case,  J.  S.,  aet.  39  years,  complained  of 
“things  jumping  about,”  not  constantly  but  always  ag- 
gravated by  work.  He  showed  at  time  of  examination 
a fine,  mixed  nystagmus  on  looking  straight  ahead.  On 
looking  up,  at  first  examination,  vertical  predominated, 
while  at  the  second  examination,  most  of  the  oscilla- 
tions were  in  the  horizontal  plane.  Right  turning  gave 
a very  poor  left  horizontal  of  eight  seconds’  duration. 
Left  turning,  one  of  better  amplitude  and  of  seventeen 
seconds.  It  is  to  be  remembered  that  after  the  periods 
mentioned,  the  spontaneous  nystagmus  always  recurred. 
The  caloric  reactions  were  all  well  within  normal  after 
eighty  and  ninety  seconds  for  right  and  left  respec- 
tively. This  man’s  spontaneous  nystagmus  was  not 
severe.  It  was  very  evident  on  looking  forward.  The 
eyes  were  normal  as  to  vision. 

The  last  case,  V.  deV.,  aet.  30  years,  complained  of 
“things  jumping  about.”  He  began  digging  coal  in 
1911  and  continued  for  ten  years,  until  injured  in  1921 
by  an  explosion  near  by.  He  thinks  he  was  unconscious 
for  a few  minutes — was  uncertain  as  to  head  injury 
but  was  positive  that  he  had  no  ear  symptoms  at  that 
time.  His  eyes  were  wildly  oscillating,  and  this  seemed 
to  be  increased  by  looking  widely  in  any  direction.  On 
looking  straight  ahead,  the  movements  were  distinctly 
ocular  in  type  and  for  the  most  part  in  a horizontal 
plane.  On  right  turning,  he  gave  a good  left  horizontal 
of  ten  seconds,  when  the  original  spontaneous  type  be- 
gan to  assert  itself.  On  left  turning,  a right  of  good 
amplitude  developed,  but  persisted  as  a pure  vestibular 
for  only  eight  seconds.  Douching  the  right  ear  for 
three  minutes  failed  to  alter  the  spontaneous,  but  with 
head  back  a very  definite  left  horizontal  appeared. 
This  is  the  only  instance  in  which  vertigo  and  its 
resultant  past-pointing  were  abnormal,  and  in  it  there 
was  no  vertigo  whatever  and  of  course  no  past-pointing 
with  head  erect.  With  head  back  the  vertigo  and 
pointing  were  within  normal  limits.  On  left  douching 
after  two  minutes  the  spontaneous  type  still  persisted 
— the  vertigo  and  pointing  normal.  With  head  back  a 
horizontal  of  good  amplitude  to  the  right  appeared. 

To  summarize:  These  cases  all  gave  on  turn- 
ing a vestibular  t>q>e  nystagmus,  normal  in  re- 
spect of  plane  and  direction  but  always  of  sub- 
normal duration.  The  ocular  type,  in  short, 
gave  place  to  a vestibular  of  short  duration  and 
of  poor  amplitude.  In  only  one  instance,  case 
five,  was  the  amplitude  good.  To  convert  the 
tyjie  by  douching  was  less  successful.  Case  / 
gave  very  poor  reactions  from  the  verticals  of 
both  sides.  Case  2 gave  fairly  good  conversion 
Case  3 gave  poor  conversion  on  the  right  and 
only  fair  on  left.  Case  4 was  normal,  while 
Case  5 showed  no  conversion  of  type.  Conver- 
sion on  douching  all  horizontals  was  successful. 

One  can  safely  assert  from  what  evidence 
*hese  few  cases  supply  that  the  vestibular  appa- 
ratus is  not  tbe  site  of  any  gross  lesion.  Another 
fact  brought  out  is  that  the  measure  of  success  in 
converting  the  ocular  to  the  vestibular  type 
would  .seem  to  have  been  determined  by  the 
duration  or  by  the  intensity  of  the  spontaneous 
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nystagmus.  Functional  involvement  of  the  ves- 
tibular apparatus  is  all  that  may  be  assumed  even 
tentatively  in  miners’  nystagmus. 

It  is  of  interest  to  compare  with  these  cases  one 
taken  from  quite  a number  of  similar  cases — an  in- 
stance of  spontaneous  ocular  type  nystagmus  in  a boy 
of  seventeen  years.  There  was  corneal  ulceration  from 
ophthalmia  neonatorum.  His  vision  was  6/12  and  1/60 
in  right  and  left  eye,  respectively.  The  eyes  were  in 
extreme  nystagmic  movement,  rotary  and  horizontal. 
Turning  to  right  and  to  left  gave  reduced  reactions  in 
duration  and  excursion.  Conversion  was  definite.  On 
right  douching  after  four  minutes  a left  rotary  of  very 
fine  amplitude  obtained,  the  direction  determined  with 
difficulty;  and  with  head  back,  a left  nystagmus  of  fair 
amplitude  but  not  a pure  horizontal.  On  left  douching 
after  four  minutes  the  spontaneous  did  not  give  place 
to  the  vestibular  rotary,  but  with  head  back  a fairly 
definite  right  horizontal  developed,  persisting  only  a 
few  seconds.  This  young  man  had  done  no  mining  or 
any  work  which  could  have  had  any  bearing  on  his 
trouble.  His  reactions  are  strikingly  similar  to  those 
of  the  miners. 

It  is  our  impression  that  one  is  not  warranted 
in  postulating  an  organic  block  of  one  or  more 
of  the  nerve  pathways  of  the  vestibular  appa- 
•ratus,  when  in  cases  of  extreme  spontaneous 
nystagmus,  the  type  fails  to  be  affected  by  the 
vestibular  irritation.  When  no  spontaneous 
ocular  nystagmus  exists  or  where  the  sponta- 
neous nystagmus  is  of  vestibular  type,  failure  to 
elicit  response  through  any  pathway  merits  seri- 
ous consideration. 

Suite  604-606,  Diamond  Bank  Bldg. 
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SPECIAL  DANGER  OF  STRANGULA- 
TION IN  FEMORAL  HERNIA* 

T.  TURNER  THOMAS,  M.D. 

PHILADELPHIA,  PA. 

It  is  well  known  that  strangulation  is  rela- 
tively more  common  in  femoral  than  in  inguinal 
hernia  but  the  reason  for  this  greater  danger  in  - 
femoral  is  not  as  well  recognized  as  it  should  be. 

In  the  Annals  of  Surgery  for  November,  1915, 
p.  583,  the  writer  presented  his  reasons,  based 
upon  an  anatomical  study  carried  on  during  a 
period  of  twenty  years  as  an  instructor  and  dis- 
sector in  general  cadaver  work  and  special  study 
of  numerous  dis.sections  of  specially  prepared 
formalin  hardened  and  other  cadaver  specimens. 
The  main  conclusions  from  this  work  were  that 
in  femoral  hernise  we  were  dealing  not  so  much 
with  a femoral  canal  as  with  a femoral  ring,  that 
this  distinction  was  a very  important  one,  that 
the  clinical  considerations  based  upon  the  exist- 
ence of  a canal  were  largely  theoretical  or  not 
practical  and  that  very  valuable  deductions  and 
applications  can  be  drawn  and  supported  from 
the  assumed  importance  of  a femoral  ring. 

The  anatomical  work  upon  which  the  existence 
and  clinical  importance  of  a femoral  canal  was 
based  was  done  many  years  ago.  One  wonders 
how  many  years  ago  it  was  done  and  by  whom. 

It  has  become  so  established  that  no  one  ever 
gives  any  authority  for  it,  questions  it  or  cares 
where  it  came  from.  At  best  the  canal  is  a thin 
fascial  arrangement  and  to  obtain  any  semblance 
of  it  the  dissector  must  have  in  his  mind  before- 
hand a very  clear  idea  of  what  he  is  looking  for 
and  then  must  use  skill  and  care  in  not  finding 
.some  other  fascial  arrangement.  The  writer  has 
not  been  able  to  find  much  excuse  clinically  or 
anatomically  for  considering  the  existence  of  a 
canal  but  has  had  no  difficulty  in  proving  clin- 
ically and  anatomically  the  importance  of  a 
femoral  ring. 

It  has  to  do  chiefly  with  the  frequency  and  the 
danger  of  strangulation.  The  probability  is  that 
most  nonstrangulated  femoral  hernise  are  purely 
omental  and  that  usually  when  intestine  or  any 
other  organ,  as  the  bladder,  gets  into  it  strangu- 
lation begins  because  the  ring  is  so  small  and  its 
margins  on  three  of  its  four  sides  so  rigid  that 
it  will  not  permit  the  passage  of  so  thick  a struc- 
ture as  intestine  without  compromising  its  cir- 
culation. Thompson  and  Miles  say  that  femoral 
hernia  is  often  as  small  as  a cherry  or  pigeon 
egg  and  may  contain  only  a small  tag  of  omen- 
tum or  a portion  of  the  circumference  of  the 
.bowel-i-;-!  iftpe’s  hernia.  The  upper  boundary  of 

* Read  before  tie’  Asioeiated  Physicians  of  Hazleton,  Pa., 
November  20,  1923.''  ' 
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the  ring,  Poupart’s  ligament,  is  very  strong. 
Below  we  have  the  pelvic  bone  and  internally  the 
sharp  edged,  very  strong,  unyielding  Gimbernat’s 
ligament.  On  the  outer  side  we  have  the  femoral 
vein  which  very  frequently  approaches  so  qlose 
to  Gimbernat’s  ligament  as  to  leave  no  space  be- 
tween and  consequently  no  femoral  ring.  The 
hernia  must  push  out  between  these  two  struc- 
tures and  can  get  out  only  by  pushing  the  vein 
outwards  away  from  the  edge  of  the  ligament. 
But  the  vein  has  fairly  strong  fascial  attachments 
to  surrounding  structures  so  that  it  resists  this 
outward  displacement  by  the  developing  hernia. 
Consequently  the  hernia  is  always  small  and  very 
frequently  strangulated  if  anything  but  omentum 
gets  into  it. 

A few  clinical  facts  will  emphasize  the  impor- 
tance of  this  anatomy.  Akermann,  in  1889,  col- 
lected 235  cases,  and  in  1913,  664  cases  of  gan- 
grenous intestinal  hernia  operated  on  in  Swedish 
Hospitals.  Of  these  899  cases,  214  were  ingui- 
nal, 658  femoral,  13  umbilical,  7 ventral  and  7 
obturator.  Von  Bergmann  and  Bull  in  19 — , 
collected  999  cases  of  strangulated  inguinal  and 
femoral  hernias  of  which  510  were  inguinal  and 
489  femoral.  Akermann’s  group  shows  that  about 
three  times  more  femoral  than  inguinal  devel- 
oped gangrenous  intestine.  This  is  the  more 
remarkable  when  we  consider  that  inguinal  her- 
nia is  15  to  17  times  more  frequent  than  femoral. 
While  strangulation  with  or  without  gangrene  of 
the  intestine  in  von  Bergmann  and  Bull’s  group 
of  cases  occurred  in  about  the  same  number  of 
inguinal  and  femoral  hernise,  owing  to  the 
greater  total  number  of  inguinal,  strangulation 
is  about  15  to  17  times  more  frequent  relatively 
in  femoral  than  inguinal.  The  anatomy  explains 
readily  the  much  greater  tendency  of  femoral  to 
strangulation  and  still  greater  tendency  to  gan- 
grene of  the  intestine. 

There  were  116  Littre’s  herniae  in  Akermann’s 
second  group  of  664  gangrenous  intestinal  herniae 
(154  inguinal  and  487  femoral),  but  his  report 
does  not  show  the  relative  frequency  of  the 
Littre  herniae  among  the  different  varieties.  A 
Littre  hernia  is  one  in  which  only  a part  of  the 
circumference  of  the  bowel  escapes,  i.  e.,  in 
Akermann’s  cases,  strangulation  and  gangrene 
occurred  before  the  whole  circumference  of  the 
bowel  could  get  through  the  constricting  ring. 
The  large  number  of  Littre  herniae  and  the  rela- 
tively large  number  of  femoral  herniae.  in  this 
group  would  seem  to  indicate  a causative  rela- 
tionship to  each  other,  i.  e.,  that  the  reason  for 
the  very  large  number  of  gangrenous  femoral 
herniae  is  very  likely  the  reason  fpr.  4hq':veTy . 
large  number  of  gangrenous  LUl^/Vetrffae.‘:Tbe‘ 
writer  has  had  a few  femqraL'st'itirtg'urated  Littre 


herniae  but  not  one  of  the  inguinal  variety.  This 
would  tend  to  support  still  more  strongly  the 
idea  that  the  escape  of  intestine  or  other  organ 
in  a femoral  hernia  will  cause  strangulation  al- 
most always  and  cause  it  not  infrequently  be- 
fore the  whole  circumference  of  the  intestine  can 
escape  through  the  very  small  and  rigid-margined 
ring  with  its  inner  Gimbernat’s  ligament  margin 
sharp-edged  and  quick  to  cut  into  and  shut  off 
the  circulation  of  the  bowel.  The  writer  has 
never  seen  a strangulated  purely  omental  inguinal 
hernia,  but  has  operated  in  a strangulated  purely 
omental  femoral  hernia  of  considerable  size  in 
an  elderly  hemiplegic  woman.  Early  operation 
on  a strangulated  inguinal  hernia  is  much  more 
likely  to  disclose  an  involved  portion  of  intestine 
with  a sufficiently  good  circulation  to  permit  its 
safe  return  into  the  peritoneal  cavity  than  opera- 
tion on  a strangulated  femoral  hernia  of  the  same 
duration. 

In  view  of  these  circumstances  operation  be- 
fore strangulation  develops  becomes  much  more 
urgent  in  a femoral  than  in  an  inguinal  hernia, 
but  experience  shows  the  average  patient  with 
inguinal  hernia  much  more  willing  to  submit  to 
operation  in  this  stage.  This  may  be  because 
most  inguinal  herniae  occur  in  young  men  who 
are  much  more  incapacitated  by  hernia  than 
women  and  are  more  anxious  to  be  restored  to 
full  earning  capacity.  The  women  are  also  more 
liable  to  femoral  hernia  than  men.  In  the 
writer’s  experience  most  operations  on  femoral 
hernia  are  performed  only  after  threatening 
symptoms  arise,  while  increasing  numbers  of 
patients  with  inguinal  hernia  are  seeking  opera- 
tion in  the  very  early  stages.  Operation  after 
gangrene  of  the  intestine  sets  in  still  shows  a 
high  mortality.  Our  prospects  for  improved 
results,  therefore,  will  depend  largely  upon  the 
reduction  of  the  time  between  the  onset  of 
threatening  symptoms  and  operation. 

There  is  an  early  phase  of  strangulation  in 
femoral  hernia  that  deserves  more  consideration 
than  the  writer  finds  it  receiving.  The  proper 
attention  to  it  will  lead  to  a considerable  saving 
of  lives.  The  attention  given  to  it  by  the  writer 
was  the  result  of  the  anatomical  study  published 
in  1915,  and  the  cases  here  reported  have  ac- 
cumulated since  that  time  because  of  the  impor- 
tance he  now  attaches  to  the  constriction  of  the 
femoral  ring,  particularly  of  the  inner  border, 
the  sharp  edged  and  rigid  Gimbernat’s  ligament. 
Most  operations  for  femoral  hernia  will  prob- 
ably continue  to  be  done  after  threatening  symp- 
toms arise,  because  it  will  be  difficult  to  convince 
-.the  patient  in  the  nonstrangulated  stage  of  the 
, .'possibilities  and  probabilities  of  danger  from 
sftang!  nation,  In  operating  on  early  strangu- 
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lated  inguinal  hernia,  after  releasing  the  con- 
striction if  the  color  returns  it  will  usually  do  so 
uniformly  throughout  the  involved  portion  of 
the  intestine  so  that  the  surgeon  puts  it  back  into 
the  abdomen  and  closes  the  abdomen  with  con- 
fidence that  the  bowel  will  give  no  further  trou- 
ble. The  following  cases  show  that  this  is  not 
as  true  of  the  early  strangulated  femoral  hernia. 
After  the  .satisfactory  general  recovery  of  the 
circulation  there  may  still  remain  a dark-colored 
line  usually  extending  in  the  circumference  of 
the  intestine  and  for  a variable  distance  on  one- 
half  of  the  circumference  or  one  side  of  the 
bowel,  and  may  be  a quarter  of  an  inch  wide  or 
more.  It  is  due  to  the  constriction  of  the  femoral 
ring  and  may  be  found  in  both  limbs  of  the 
strangulated  loop  as  in  Case  i,  but  usually  occurs 
in  only  one  limb — that  coming  in  contact  with  the 
sharp  edge  of  Gimbernat’s  ligament.  That  it 
should  receive  special  attention  is  indicated  by 
these  cases. 

Case  i:  A 63-year-old  woman,  a foreigner,  had  done 
hard  work  all  her  life  and  had  developed  a well-marked 
occupation  kyphosis.  She  had  a barrel-shaped  chest, 
chronic  cough,  dyspnea  on  exertion,  and  systolic  heart 
murmur,  while  her  urine  showed  a heavy  trace  of 
albumin  and  hyaline  casts.  She  had  had  a double 
femoral  hernia  for  some  years  and  abdominal  pains 
from  time  to  time. 

On  October  21,  1918,  at  the  height  of  the  severe 
“flu”  epidemic  of  that  year  the  writer  was  asked  by  the 
family  physician  to  visit  this  patient  and  take  charge  of 
the  case,  as  it  was  clearly  a severe  surgical  condition. 
Every  other  member  of  the  family,  four  in  number, 
was  very  sick  in  bed  with  the  “flu.”  She  had  been 
seized  with  the  severe  pain  in  the  right  groin  on  the 
preceding  day  and  there  was  a lump  just  below  Pou- 
part’s  ligament,  tender,  hard  and  irreducible.  A 
strangulated  femoral  hernia  was  diagnosed  and  the  pa- 
tient transferred  to  St.  Agnes  Hospital  as  soon  as  this 
could  be  managed  and  was  taken  to  the  operating  room 
immediately,  etherized,  and  the  operation  begun  about 
8 p.  m.  A transverse  incision  was  made  over  the 
hernia,  which  was  then  isolated  and  the  constriction 
released  by  dividing  Gimbernat’s  ligament.  On  opening 
the  sac  the  bowel  was  very  dark-colored  at  first  but 
soon  recovered  its  color  sufficiently  probably  to  war- 
rant putting  it  back  into  the  abdominal  cavity,  but  at 
each  end  of  the  involved  portion  there  was  a narrow 
area  in  the  line  of  the  circumference  of  the  bowel 
which  did  not  improve  in  color  and  the  bowel  wall 
seemed  clearly  necrotic  here. 

This  was  the  first  time  the  writer  had  noticed  this 
distinctly  localized  pressure  necrosis  in  femoral  hernia 
and  with  such  an  area  of  necrosis  at  each  end  of  the 
involved  loop  he  could  not  see  how  he  could  save  this 
portion  of  intestine,  so  that  he  resected  it,  closed  the 
ends  and  did  a lateral  anastomosis.  A rubber  drainage 
tube  was  introduced  to  the  repaired  bowel  with  a small 
gauze  drain  and  the  rest  of  the  wound  closed.  The 
drainage  was  all  removed  October  25th,  and  the  skin 
sutures  on  October  28th,  the  wound  being  clean.  The 
patient  was  discharged  November  4th,  and  has  been 
well  since.  She  has  refused  operation  for  the  other 
femoral  hernia. 


Case  2:  A woman,  54  years  old,  clerk,  had  a small 
swelling  in  the  right  groin  for  6 years,  which  gave  her 
no  pain  or  other  trouble.  From  the  beginning  it  dis- 
appeared on  lying  down  and  after  a time  seemed  to 
disappear  altogether,  so  that  she  had  no  further  trouble 
with  it. 

On  December  2,  1918,  after  some  heavy  lifting  at  the 
office  that  day,  in  the  evening  she  had  a sharp  pain  in 
the  lower  part  of  the  abdomen  on  the  right  side.  She 
says  the  swelling  reappeared  in  the  right  groin  and  the 
pain  increased,  vomiting  setting  in  and  becoming  al- 
most constant.  The  symptoms  continuing,  late  the  fol- 
lowing night  she  called  in  Dr.  W.  Drummond,  who 
diagnosed  a strangulated  hernia.  During  the  night  she 
demurred,  so  that  she  was  taken  to  the  University  Hos- 
pital on  the  following  morning  and  operation  begun  at 
10  a.  m. 

When  the  sac  was  opened  a loop  of  small  intestine 
was  found  in  it  about  six  inches  long,  very  dark  in 
color.  After  Gimbernat’s  ligament  was  divided  and  the 
strangulation  released  the  color  soon  ijmproved  enough 
to  justify  putting  the  intestine  into  the  abdomen,  e.x- 
cept  for  a dark  line  which  did  not  improve  in  color, 
extending  about  half  way  around  the  circumference. 
It  was  considered  too  threateningly  necrotic  to  warrant 
putting  it  back  without  some  special  provision  against 
perforation  here  later.  It  was  decided  to  suture  this 
area  against  the  peritoneum  at  the  site  of  the  wound  so 
that  adhesions  would  develop  and  protect  the  peritoneal 
cavity  in  case  of  later  perforation.  The  wound  was 
closed  without  drainage. 

December  8th,  there  was  a slight  rise  in  temperature. 
On  December  loth,  on  account  of  a slight  puffiness  of 
the  wound  without  other  signs  of  infection,  a few  skin 
sutures  were  removed  and  a grooved  director  intro- 
duced. Some  gas  escaped,  the  slight  swelling  de- 
creased, and  there  was  a slight  odor  given  off.  On 
December  14th,  there  was  some  fecal  oozing  and  two 
days  later  a fecal  fistula  was  well  developed.  The 
bowel  wall  had  perforated  at  the  site  of  the  necrotic 
line  and  the  feces  had  escaped  from  the  wound  with- 
out getting  into  the  peritoneal  cavity.  Later  there  was 
a very  free  discharge  of  feces  but  on  January  10,  1919, 
it  was  noted  that  the  fistula  was  healing  rapidly.  The 
patient  was  discharged  January  28th  with  the  fistula 
completely  healed.  Dr.  Drummond  reported  later  that 
she  had  a femoral  hernia  on  the  opposite  side  but  de- 
clined operation  on  it. 

Case  3:  A slender  woman,  52  years  old,  with  rup- 
ture in  left  groin  for  six  years.  Its  appearance  fol- 
lowed a heavy  lift  and  was  accompanied  by  consid- 
erable pain.  On  February  26,  1919,  she  developed 
severe  pain  in  the  lower  abdomen  and  began  to  vomit. 
Dr.  W.  Drummond  was  not  called  until  the  next  day, 
when  he  diagnosed  strangulated  femoral  hernia  and 
sent  her  promptly  to  St.  Agnes  Hospital  where  the 
operation  was  begun  soon  after  her  admission.  Through 
a transverse  incision  the  constricting  ring  was  exposed 
and  Gimbernat’s  ligament  divided  and  the  sac  opened. 
It  contained  a small  amount  of  omentum  and  a loop 
of  small  intestine  about  two  inches  long,  both  very 
dark  in  color.  By  this  time,  i.  e.,  from  the  first  division 
of  the  ligament  to  the  opening  of  the  sac  and  exposure 
of  gut,  the  color  was  improving  and  continued  to  do  so 
satisfactorily  except  for  one  spot  about  the  size  of  a 
dime  which  retained  a blue  black  color,  suggesting  that 
its  vitality  had  been  lost.  This  spot  corresponded  to 
that  part  of  one  limb  of  the  loop  which  had  been  con- 
stricted by  Gimbernat’s  ligament. 
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Since  there  was  only  one  damaged  spot  in  this  case, 
as  in  the  last  in  which  a fecal  fistula  resulted  from 
suturing  the  involved  area  to  the  abdominal  wall  at  the 
wound,  it  was  decided  to  turn  in  the  necrotic  spot  with 
a Lembert  catgut  suture  and  further  protect  it  by 
suturing  it  to  the  abdominal  wound.  The  wound  was 
then  closed  in  the  usual  manner  without  drainage.  The 
skin  sutures  were  removed  on  March  7th,  and  the  pa- 
tient discharged  March  19th.  There  was  no  infection 
or  discharge  from  the  wound,  and  no  further  trouble 
afterward. 

Case  4:  A woman,  38  years  old,  in  good  health. 
She  had  an  ovarian  cyst  removed  in  the  fall  of  1921 
and  then  had  a lump  in  the  left  groin  which  developed 
some  time  before  the  preceding  Christmas  with  con- 
siderable pain.  The  physician  then  called  put  her  to 
bed  and  applied  an  ice  bag  for  a few  days.  The  lump 
became  smaller  but  did  not  disappear  entirely.  Only 
occasionally  after  that  would  she  have  pain  there  and 
then  only  mildly,  until  in  February  of  this  year  when 
it  laid  her  up  in  bed  for  24  hours  ,with  hot  applications. 

About  midnight  of  April  27,  1923,  while  riding  home 
in  an  automobile,  she  was  seized  with  severe  pain  in 
the  hernial  region.  She  went  to  bed  immediately  on 
arriving  home  and  called  Dr.  J.  C.  Scott,  who  gave  her 
relief  with  medicine  and  applied  hot  cloths.  He  re- 
turned later  that  morning  and  finding  that  the  patient 
had  not  been  relieved,  called  the  writer  in.  A strangu- 
lated femoral  hernia  was  diagnosed  and  operation  as 
soon  as  possible  advised.  This  was  begun  at  the  North- 
eastern Hospital  about  3 p.  m. 

The  hernial  mass  was  about  the  size  of  a hen’s  egg, 
very  tender,  irreducible,  and  the  patient  had  been  vom- 
iting since  soon  after  the  attack  began.  A skin  incision 
about  3 inches  long  was  made  just  below  and  parallel 
to  Poupart’s  ligament,  exposing  an  irregular  mass 
about  2 inches  horizontally  and  a little  less  vertically. 
The  constriction  was  divided  freely  in  Gimbernat’s 
ligament  and  the  mass  further  delivered.  When  the 
dark-colored  sac  was  opened  there  was  seen  in  it  a 
dark-colored  small  loop  of  small  intestine  which  had 
already  begun  to  recede  into  the  abdomen  because  of 
the  relief  of  the  strangulation.  It  had  taken  some  time 
after  the  first  division  of  Gimbernat’s  ligament  before 
it  was  sufficiently  cut  to  permit  the  sac  to  be  opened 
properly.  By  this  time  the  color  of  the  involved  in- 
testine had  improved  considerably  but  was  still  a very 
dark  red.  In  one  linear  area  the  color  was  distinctly 
blacker  than  elsewhere  and  appeared  to  indicate  ne- 
crosis. This  was  at  one  end  of  the  discolored  region 
and  was  evidently  due  to  the  sharp  edge  of  Gimbernat’s 
ligament.  As  in  the  preceding  case,  it  was  turned  in 
by  a Lembert  suture  and  this  portion  of  the  intestine 
sutured  to  the  peritoneum  at  the  wound,  which  was 
likewise  closed  in  the  usual  manner  without  drainage. 
Healing  was  uneventful.  Skin  sutures  were  removed 
May  6,  1923,  and  the  patient  sent  home  on  the  12th. 
She  has  had  no  further  trouble  since. 

Case  5:  A strong  healthy  man,  43  years  old,  first 
noticed  pain  in  the  left  groin  while  at  work  on  March 
26,  1923.  It  followed  a heavy  lift  and  was  stabbing  in 
character,  lasting  about  15  minutes.  A second  attack 
came  about  a week  later.  On  March  9th,  while  at  work, 
the  pain  came  suddenly  and  for  a time  was  severe.  He 
was  examined  by  his  physician,  who  diagnosed  an  in- 
flamed lymph  node  and  sent  him  to  the  writer  for  ex- 
amination. There  was  a tender  mass  about  the  size  of 
a pigeon  egg  just  below  Poupart’s  ligament  and  ex- 
ternal to  the  spine  of  the  pubis.  It  was  not  adherent 


to  the  skin  nor  to  the  underlying  tissues,  apparently, 
and  moved  freely  on  pressure  from  side  to  side.  The 
patient  thought  it  was  increasing  in  size.  Palpation  of 
the  external  inguinal  ring  excluded  inguinal  hernia. 
The  free  mobility  of  the  mass,  apparently  without 
fixation  below,  seemed  to  exclude  femoral  hernia,  while 
the  pain,  tenderness  and  increasing  size  rather  pointed 
to  a lymphadenitis.  Operation  was  indicated  in  either 
case  and  was  done  at  the  Northeastern  Hospital  on 
April  12,  1923,  in  the  usual  manner,  disclosing  a femoral 
hernia.  By  the  time  the  constricting  ring  was  divided 
at  Gimbernat’s  ligament  and  the  sac  opened,  the  contents 
had  disappeared  into  the  abdomen.  The  intestine  at 
the  wound  was  brought  out  and  found  congested  to  a 
degree  that  would  indicate  that  its  circulation  had  been 
somewhat  compromised,  probably  by  the  femoral  ring 
before  it  had  been  divided,  but  no  specially  damaged 
area  was  discovered.  The  operation  was  completed  in 
the  usual  manner  and  no  trouble  ensued.  The  patient 
was  sent  home  on  April  22d,  ten  days  after  operation, 
and  has  had  no  further  trouble  since. 

This  case  is  included  here  because  of  the  evidence  it 
affords  that  the  patient  had  pain  every  time  anything 
got  into  the  sac.  He  had  three  such  attacks.  The  first 
lasted  only  about  fifteen  minutes.  The  second  was 
short,  but  the  third  and  last  was  much  more  severe 
and  continued  to  be  severe  enough  to  prevent  him  from 
working  until  it  was  relieved  by  operation  three  days 
after  it  began.  The  involved  intestine  was  abnormally 
congested;  all  of  which  indicated  that  the  intestine 
could  not  pass  through  the  femoral  ring  without  having 
its  circulation  compromised  and  causing  distress. 

Case  6:  A slender  woman,  64  years  old,  had  had  a 
swelling  in  the  right  groin  for  the  past  thirty  years, 
which  had  not  given  her  any  special  trouble  until  dur- 
ing the  last  year  when  she  had  had  soreness  and  pain 
in  the  swelling.  It  was  believed  to  be  a femoral  hernia 
because  of  its  situation,  duration,  feel  and  impulse  on 
coughing.  It  had  never  become  inflamed  but  often  had 
become,  as  she  said,  real  hard.  She  did  not  recall  its 
disappearing  when  she  lay  down.  She  had  had  occa- 
sional attacks  of  abdominal  pain,  eructations  of  gas,  and 
nausea,  but  had  rarely  vomited.  She  probably  would 
not  have  come  to  operation  when  she  did  if  it  had  not 
been  that  an  older  brother  in  the  past  year  had  been 
operated  on  by  the  writer  for  a severe  strangulation  of 
an  old  inguinal  hernia  of  about  thirty-five  years’  dura- 
tion, with  a suppurating  bubo  overlying  this  hernia  at 
the  time  of  operation.  He  recovered  and  induced  her 
to  submit  to  operation. 

This  was  done  at  the  Northeastern  Hospital  on  July 
I7>  1923-  A vertical  or  longitudinal  incision  was  made 
down  to  the  sac  and  Poupart’s  ligament  which  with 
Gimbernat’s  ligament  were  well  exposed  before  passing 
a grooved  director  under  the  edge  of  the  latter  liga- 
ment and  dividing  it  freely.  When  the  sac  was  opened 
only  omentum  was  found  in  it.  This  was  adherent  to 
the  neck  of  the  sac  at  the  upper  and  outer  side  and 
nonadherent  in  the  rest  of  its  circumference.  There  is 
the  suggestion  here  that  the  attacks  of  pain  in  the  past 
year  when  the  hernia  would  become  “real  hard’’  were 
occasioned  hy  the  escape  of  intestine  alongside  the 
omentum  through  the  nonadherent  portion  of  the  femo- 
ral ring  and  that  she  did  not  have  pain  immediately 
preceding  the  operation  as  in  case  5,  because  the  intes- 
tine was  not  out  at  tliat  time.  The  omentum  was 
separated  from  the  neck  of  the  sac  where  adherent, 
drawn  out  further,  ligated  and  the  portion  beyond  the 
ligature  excised.  In  pulling  the  omentum  for  this  pur- 
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pose  the  transverse  colon  appeared  and  the  ligature 
was  placed  close  to  the  attachment  of  the  omentum  to 
the  colon.  This  suggests  that  on  severe  straining  more 
than  the  usual  amount  of  omentum  was  forced  out- 
ward and  dragged  a portion  of  the  colon  into  the 
femoral  ring,  giving  rise  to  the  pain  and  hardening  of 
the  hernial  mass. 

The  operation  was  completed  in  the  usual  manner, 
the  healing  was  uneventful  and  the  patient  was  sent 
home  on  July  28,  1923.  She  has  had  no  further  trouble 
since. 

CONCLUSIONS 

1.  The  femoral  ring  is  a very  definite  and  very 
imjxirtant  anatomical  fact,  but  the  rest  of  the 
femoral  canal  is  very  vague  and  indefinite.  The 
ring  is  so  small  or  narrow  and  its  boundary  so 
firm  and  rigid  that  when  intestine  or  other  struc- 
ture as  thick  and  firm  passes  through  it  into  the 
hernial  sac,  the  patient,  in  most  cases,  if  not  in 
all,  will  become  conscious  of  more  or  less  dis- 
tress. When  there  is  no  distress  in  the  presence 
of  contents  in  the  sac  these  are  probably  omental. 

2.  Strangulation  is  relatively  much  more  fre- 
quent in  femoral  than  in  inguinal  hernia  because 
of  its  small  rigid  ring,  especially  its  sharp  inner 
margin,  Gimbernat’s  ligament. 

3.  Notwithstanding  that  the  chances  of  stran- 
gulation are  very  much  greater  in  femoral  than 
inguinal  hernia,  the  consent  of  the  patient  to 
operation  before  strangulation  is  very  much 
more  difficult  to  obtain  in  femoral  than  in  in- 
guinal hernia. 

4.  Investigation  would  probably  show  that  pa- 
tients with  femoral  hernia  usually  accept  opera- 
tion only  after  more  or  less  pain  and  other 
threatening  symptoms  have  developed,  while 
most  patients  with  inguinal  hernia  seek  operation 
without  the  urge  of  such  troubles. 

5.  More  attention  should  be  given,  in  cases  of 
strangulated  femoral  hernia  operated  on  early,  to 
the  possible  presence  of  one  or  more  lines  of 
necrosis  or  threatened  necrosis  in  the  intestinal 
wall,  due  to  the  pre.ssure  of  the  sharp  edge  of 
Gimbernat’s  ligament.  The  invagination  of  such 
areas  by  Lembert  suture  will  often  give  an  ade- 
quate protection  against  later  perforation  in  these 
necrotic  areas. 

2009  Spruce  Street. 


HEMATURIA  AND  GUESSING* 

P.  S.  PELOUZE,  M.D. 

PHILADELPHIA,  PA. 

Of  all  abnormal  cellular  constituents  of  urine 
the  red  blood  cell  is  probably  of  the  most  im- 

*  From  the  Department  of  Urology,  University  of  Pennsyl- 
vania. 


portance.  The  occasion  for  its  presence  is 
generally  a lesion  of  such  gravity  that,  if  un- 
corrected, it  costs  the  patient’s  life  or  health. 
Despite  this  fact  there  is  a widespread  com- 
placency among  physicians  regarding  hematuria 
w'hich  is  certainly  not  justifiable  when  one  con- 
siders its  usual  significance.  This  is  particularly 
evident  when  it  is  realized  that  papillomata  of 
the  urinary  tract  invariably  become  malignant  if 
allowed  to  remain ; that  renal  growths  are  par- 
ticularly fatal  if  not  removed  early  and,  even 
then,  the  percentage  of  metastases  is  extremely 
high  ; that  the  time  to  remove  a tuberculous  kid- 
ney is  so  early  that  its  fellow  is  not  involved, 
and  that  the  vast  majority  of  cases  of  hematuria 
are  in  crying  need  of  some  surgical  help. 

View  the  clinical  picture  as  we  will,  it  is  im- 
possible to  justify  the  common  procedure  of 
treating  the  symptom  by  rest  in  bed  and  hemo- 
statics and  considering  the  case  as  cured  when 
the  bleeding  has  ceased.  Our  files  show  that  it 
is  almost  a rule  to  find  in  cases  of  vesical  car- 
cinoma a history  of  bleeding  months  or  years 
before,  perhaps  long  before  an  existing  papilloma 
had  taken  on  malignancy. 

In  no  class  of  cases  is  there  a more  crying 
need  for  the  closest  study  than  in  those  who  have 
blood  in  the  urine  and  it  is  certainly  not  safe  to 
place  reliance  upon  a symptomatic  diagnosis. 
Except  in  urethral  and  some  few  cases  of  vesical 
neck  bleeding  it  is  practically  impossible  to  make 
more  than  a shrewd  guess  as  to  its  source  from 
symptoms  alone  and  recourse  must  be  had  to  the 
cystoscope  or  x-ray  or  both  if  the  real  answer 
is  to  be  obtained.  The  old  thought  that  one  could 
tell  by  the  character  of  the  blood  whether  it  came 
from  the  kidney  or  bladder  was  proved  erron- 
eous years  ago,  but  if  it  were  not  erroneous,  it 
would  give  such  a very  small  part  of  the  diag- 
nosis as  to  be  of  little  aid. 

The  uncertainties  of  symptomatic  diagnoses  of 
lesions  of  the  urinary  tract  are  so  great  as  to  be 
utterly  unreliable  in  most  cases  but  with  our 
present  means  of  diagnostic  precision  there  is 
small  need  to  be  satisfied  with  such  guesses.  We 
hear  so  much  of  “symptomless  hematuria”  being 
so  indicative  of  vesical  papilloma  that  we  are 
prone  to  lose  sight  of  the  fact  that  very  grave 
renal  and  vesical  lesions  that  are  not  papillomata 
often  cause  no  pain.  Further,  if  they  all  caused 
pain  we  have  only  to  consider  how  misleading 
such  pain  can  be  to  make  us  seriously  discount  its 
value  as  a safe  diagnostic  aid.  For  instance,  a 
bleeding  tuberculous  kidney  may  cause  no  pain 
other  than  that  of  the  secondary  bladder  involve- 
ment or  the  only  pain  may  be  in  the  perfectly  well 
kidney  of  the  opposite  side;  a ureteral  calculus 
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may  simulate  appendicitis ; a vesical  growth 
blocking  a ureteral  orifice  may  cause  only  renal 
pain  ; a carcinoma  of  the  prostate  may  give  only 
rectal  pain  or  none  at  all  and  so  the  list  might  be 
continued  were  it  necessary  to  show  more  fully 
such  possibilities  of  confusion. 

Again,  if  they  all  caused  pain  and  such  other 
symptoms  that  one  could  say  without  further 
study  that  the  blood  came  from  this  or  that  struc- 
ture he  would  find  very  little  room  for  com- 
placency. Certainly  not  to  an  extent  that  would 
justify  the  treatment  so  commonly  accorded  such 
patients  of  stopping  the  bleeding  by  rest  and 
allowing  the  casual  lesion  to  go  merrily  on. 

To  allow  these  cases  to  go  unstudied  until  the 
bleeding  has  ceased  often  delays  the  correct  diag- 
nosis for  an  indefinite  period.  The  time  prop- 
erly to  study  a patient  with  hematuria  is  while 
that  patient  is  bleeding.  It  has  been  the  misfor- 
tune of  every  cystoscopist  to  be  asked  to  deter- 
mine the  source  of  such  bleeding  during  a 
quiescent  period.  In  bleeding  of  vesical  origin 
this  can  usually  be  done  but  in  upper  tract  hem- 
orrhage it  is  often  impossible  to  do  so. 

One  should,  however,  bear  in  mind  that  there 
are  certain  definite  contra-indications  to  a cysto- 
scopic  study  but  that  if  none  of  these  exist  such 
a study  should  not  be  delayed.  Besides  such 
contra-indications  as  those  offered  by  violently 
acute  lower  tract  inflammations  and  grave  illness 
there  are  certain  other  patients  in  whom  cysto- 
scopy should  be  avoided  if  possible.  For  some 
reason  a great  number  of  patients  with  active 
pulmonary  tuberculosis  experience  a very  severe 
systemic  upset  which  appears  about  twenty-four 
hours  after  the  procedure,  and  is  accompanied  by 
high  temperature  and  marked  prostration  lasting 
from  a few  days  to  several  weeks.  The  pale, 
nephritic  patient  also  is  often  badly  shocked  by 
cystoscopy,  at  times  fatally  so. 

If,  then,  we  except  siurh  patients,  the  only  ride 
worth  following  is  that  ez'ery  patient  in  whose 
urine  blood  is  found  cither  microscopically  or 
macroscopically  should  have  the  closest  studies 
aimed  at  the  discovery  of  the  cause,  which  studies 
ihould  not  be  discontinued  until  the  answer  is 
obtained.  One  might  go  even  further  and  say 
that  if  a unilateral  renal  hemorrhage  is  present 
and  the  true  cause  cannot  be  established  in  any 
other  way,  such  a kidney  should  be  explored 
unless  there  are  grave  contra-indications  to  0{3er- 
ation.  j 

That  the  picture  is  not  overdrawn  is  seen  by 
a glance  at  the  accompanying  tabulation  of  a 
few  such  cases.  The  average  time  elapsing  be- 
tween the  first  appearance  of  blood  and  a request 
for  cystoscopy  was  over  two  years  which,  in  not 


a few  cases,  is  sufficient  time  for  easily  and  safely 
removable  conditions  to  assume  the  direct  im- 
portance, the  outcome  of  which  is  far  too  often 
death. 

As  one  studies  this  list  of  cases  and  realizes 
that  cystoscopy  has  been  a reasonably  exact  art 
for  at  least  fifteen  years  he  is  sure  to  wonder 
how  such  things  can  be.  Nor  is  his  wonderment 
lessened  when  he  thinks  that  at  least  90%  of  all 
cases  of  hematuria  are  treated  by  rest  and  drugs 
and  that  the  files  of  any  urologist  will  supply  a 
very  large  number  of  cases  that  have  gone  be- 
yond any  hope  of  cure  before  a cystoscopic  study 
was  even  thought  of. 


HEMATURIA  AS  THE  CYSTOSCOPIST  SEES  IT 


Case 

T ime 
Since 
First 
Bleeding 

True  Pathology 

n i'  1 ! 

c.  S.  W. 

5 months 

Large  vesical  papilloma. 

S.  S. 

I year 

Renal  growth. 

T.  0. 

2 weeks 

Renal  and  vesical  tuberculosis. 

S.  McC. 

I month 

Stricture  and  prostatic  hyper- 
trophy. 

E.  L. 

I year 

Large  branched  renal  calculus. 

A.  H.  I. 

5 years 

Vesical,  renal  and  pulmonary 
tuberculosis. 

C.  S.  G. 

4 years 

Renal  tumor. 

W.  H.  D. 

3 weeks 

Renal,  vesical  and  epididymal 
tuberculosis. 

L.  C. 

I year 

Vesical  carcinoma. 

S L.  B. 

2 years 

Vesical  carcinoma. 

F.  B. 

I week 

Left  pyonephrosis  (probably  tu- 
berculous). 

C.  G.  H. 

4 years 

Renal  in  origin — cause? 

J.  M. 

4 months 

Renal  tuberculosis. 

M Z. 

7 months 

Renal  tuberculosis. 

W.  F. 

7 years 

Renal  carcinoma  secondary  to 
papilloma  of  kidney  pelvis. 

A.  L. 

6 months 

Vesical  papilloma. 

(J.  A. 

2 years 

Prostatic  and  pulmonary  tuber- 
culosis. 

L.  N. 

4 months 

Renal  and  vesical  tuberculosis. 

J.  R. 

18  months 

Large  vesical  papilloma. 

J.  F.  D. 

I year 

Renal  tuberculosis. 

S,  S. 

2 years 

Prostatic  and  vesical  carcinoma. 

H.  A. 

3 years 

Renal  bleeding  (further  study 
refused). 

B.  W.  P. 

1 year 

Large  vesical  papilloma. 

W.  D. 

10  years 

Vesical  carcinoma. 

Wherefore,  it  is  of  the  greatest  importance  to 
recognize  that,  carcfidly  and  gently  carried  out, 
cystoscopy  is  but  little  more  of  an  ordeal  than 
the  passage  of  a catheter  or  sound.  It  is  in  most 
cases  an  office  procedure  followed  by  little  or 
no  discomfort.  With  it  the  uncertainties  of 
symptomatic  diagnoses  are  banished  and  guessing 
becomes  a useless  art. 

812  Medical  Arts  Building. 
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DISTORTION  OF  THE  PELVIS  FROM 
FAULTY  POSTURE 

WILLIAM  JACKSON  MERRILL,  A.B.,  M.D. 

PHILADEU’HIA,  PA. 

Asynietry  of  the  i>elvis  is  found  in  a large 
majority  of  women  who  have  no  developmental 
defects.  At  birth,  in  normal  individuals,  the  ossa 
innominata  are  symmetrically  placed  relative 
to  the  axes  of  the  spine  and  sacrum,  and  their 
dimension  and  poise  are  reciprocal  in  every  re- 
spect. Hence  any  variation  from  the  normal  is 
acquired.  Women,  far  more  than  men,  acquire 
the  habit  of  standing  on  one  foot.  The  reason 
for  this  habit  posture  in  many  cases  is  not  due 
to  weakness  of  the  weight-bearing  structures, 
but  to  fads  of  posture  and  figure  cultivated  by 
slaves  of 
fashion.  I t 
is  true  that 
many  indi- 
viduals have 
constitu- 
tional and 
physiologic 
defects 
which  pro- 
mote habits 
of  faulty 
posture.  In 
such  indi- 
V i d u a 1 s 
weight  -bear- 
ing stress 
soon  pro- 
duces fa- 
tigue and 
the  notion  is 
formed  that 
a change  of 
posture  will 
relieve  the 
discomfort  in  spite  of  the  fact  that  excessive 
stress,  unilaterally  applied,  produces  combined 
strains  which  are  more  fatiguing  than  the  forces 
of  well-balanced  posture.  When  the  body  is  in 
normal  poise  and  balance,  the  body  structures 
collectively  and  individually  receive  the  mini- 
mum of  strain. 

From  observation  of  a number  of  persons,  the 
author  lias  noted  the  following  facts : When  the 
weight  is  borne  on  the  right  leg,  for  instance, 
as  a rule,  the  abductor  muscles  of  that  leg  are 
relaxed,  the  pelvis  tilts  to  the  left,  the  left  knee 
is  bent.  The  excursion  of  the  pelvis  to  the  left 
and  in  forward  rotation  is  usually  to  the  ex- 
treme limit  of  movement.  There  is  generally 
action  of  the  left  posterior  spinal  muscles  and  a 


stress  is  so  applied  to  the  pelvis  that  the  left  os 
innominatum  is  rotated  backward  and  the  right 
os  innominatum  is  torsed  on  its  long  axis;  that 
is,  the  ilium  is  rotated  to  the  left  relative  to  the 
ischium  and  pubes.  This  structural  change  pro- 
duces an  increased  prominence  of  the  crest  of 
the  left  ilium  and  a relative  elevation  of  the  left 
anterior  suj^erior  spine.  The  two  ossa  innomi- 
nata consecpiently  are  rotated  in  opposite  direc- 
tions on  their  transverse  axes,  the  left  backward 
and  the  right  forward.  These  forces  tend  to 
flatten  the  left  ilium  and  increase  the  curve  of 
the  right,  noted  especially  in  the  crests.  The 
ischia  and  pubes  consequently  are  distorted.  It 
is  very  clear,  then,  tliat  in  measuring  the  length 
of  the  legs  from  the  anterior  superior  spines  to 
the  malleoli  there  will  be  a discrepancy  in  these 

measure- 
ments  which 
f requently 
will  be  at- 
tributed  to 
variations  in 
the  length 
of  the  legs 
when  no 
such  differ- 
ence exists 
and  this  dis- 
crepancy 
will  be  pro- 
portionate to 
the  rotation 
of  the  ossa 
innominata 
d e s c r ibed 
above. 

When  the 
lower  ex- 
tremities and 
pelvis  are  in 
the  condition 
of  postures  described  above,  the  lumbar  spine  is 
flattened  or  curved  backward,  continuing  the 
curve  of  round  back,  a left  scoliosis  is  produced, 
the  shoulders,  relative  to  the  pelvis  are  rotated 
to  the  right,  the  left  shoulder  is  higher  than  the 
right,  the  head  is  inclined  toward  the  left  shoul- 
der and  forward  and  rotated  to  the  left.  To  add 
to  these  distorting  forces,  the  right  hand  is  usu- 
ally placed  on  the  right  hip. 

When  torsion  of  the  pelvis  is  present  and  it 
is  desired  to  determine  the  length  of  the  legs  hy 
measurements,  it  can  be  done  more  accurately  if 
five  measurements  are  made.  The  patient  stands 
or  lies  in  a symmetrical  position.  Measurements 
should  be  made  to  the  floor,  or  to  the  level  of 
the  plantar  surfaces  of  the  feet:  from  the  upper 


Symmetrical  pelvis.  Drawing  taken  from  a normal  pelvis  in  which  no  marked 
distortions  exist. 
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border  of  the  tubercle  of  the  pubis;  from  the 
anterior  superior  spine  of  the  ilia;  from  the  tip 
of  the  crests  of  the  ilia;  from  the  posterior  su- 
perior spines ; and  the  tip  of  the  trochanter. 
The  measurements  on  each  side  combined  sepa- 
rately, and  the  difference  divided  by  the  number 
of  measurements  made  on  one  side,  wdll  indicate 
the  differences  in  length  of  the  legs  if  such  exists. 

When  there  is  torsion  of  the  pelvis  or  some 
other  malformation  or  deformity  suspected,  an 
x-ray  in  the  standing  jxvsture  or  lying  with  the 
plantar  surfaces  at  the  same  plane,  perpendicular 
to  the  long  axis  of  the  body,  as  in  the  erect 
posture,  showing  the  heads  of  the  femora  and 
the  troclranter,  will  determine  whether  a differ- 
ence in  the  length  of  the  legs  exists.  A wire 
stretched  between  the  subject  and  the  x-ray 
plate  perpen- 
d i c u 1 a r to 
the  vertical 
axes  of  the 
body  and 
pelvis  will 
aid  in  the 
determina- 
tion of  any 
deviation 
present.  I f 
t h e subject 
is  standing, 
the  wire 
should  be 
parallel  with 
the  floor ; if 
lying,  the 
planter  sur- 
faces of  the 
feet  should 
be  in  the 
the  same 
plane  and 
the  wire 
should  be  parallel  with  that  plane. 

Distortion  of  the  pelvis  which  develops  in  an 
individual  normal  at  birth  and  not  due  to 
trauma  or  disease,  is  the  result  of  the  habit  of 
bearing  the  weight  on  one  leg.  In  the  study  of 
many  cases,  anatomic  and  radiographic  data 
show  a constant  and  direct  degree  of  deformity 
relative  to  the  Irabit  posture.  If  the  habit  pos- 
ture is  persisted  in  for  a sufficient  length  of  time 
to  produce  distortion,  the  habit  posture  can  be 
ascertained  from  the  deformity ; i.  e.,  when  the 
weight  is  borne  on  both  legs  straight,  equally, 
the  crest  on  the  same  side  as  the  leg  that  bore 
the  weight  will  be  higher  tlian  its  opposite  fel- 
low, and  the  anterior  superior  spine  on  the  side 
on  which  the  knee  was  bent  in  the  position  of 


faulty  posture,  will  be  higher  tlian  the  opposite 
anterior  superior  spine.  The  line  drawing  cuts 
were  made  from  radiographs  to  illustrate  the 
distortion  of  the  pelvis  as  a result  of  bearing 
tbe  weight  on  the  right  leg. 


DEAFNESS  AND  ITS  PREVENTION— 
THE  RESPONSIBILITY  OF  BOTH 
FAMILY  PHYSICIAN  AND 
SPECIALIST* 

(intended  as  a help  to  the  general 
practitioner) 

WALTER  D.  CHASE,  M.D. 

BETHLEHEM,  PA. 

“The  greatest  gateway  to  the  development  of 
the  brain  -is  the  ear. 

“Hearing 
is  of  rela- 
tively greater 
importance 
to  the  child 
than  to  the 
adult. 

“Occurring 
before  the 
fourth  year, 
and  often  oc- 
curring be- 
tween  the 
years  of  four 
and  seven, 
loss  of  hear- 
ing results  in 
mutism. 

“The  loss, 
nation- 
ally  and  in- 
d i V i d u - 
ally,  from 
deafness  and 
ear  diseases 

almost  incalculable.” 

“Nearly  all  deafness  is  preventable.” 

These  five  statements  should  receive  our  seri- 
ous consideration,  for  we  physicians  know  that 
our  duties  in  these  modern  times  are  far  greater 
than  the  mere  giving  of  curative  drugs  for  ex- 
isting specific  maladies,  the  issuing  of  card  re- 
ports of  infectious  diseases,  births,  deaths,  etc. 
We  are  thankfully  aware  that  preventive  meas- 
ures are  easier  than  those  curative,  and  the  en- 
lightened public  expects  and  demands  of  us  all 
the  effective  means  for  saving  them  from  sick- 
ness and  partial  or  complete  loss  of  any  of  the 
special  senses. 

Intelligent  laymen  have  accomplished  great 

* Read  before  the  Northampton  County  Medical  Society. 


Drawing  to  illustrate  x-ray  of  distorted  pelvis.  The  breadths  of  the  ilia  are  unequal 
and  there  are  other  irregularities  in  the  pelvis. 

it 
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things  in  the  line  of  bettering  the  lot  of  those 
who  were  born  deaf  or  have  become  deafened. 
Special  institutions  have  been  endowed  for  the 
dissemination  of  knowledge  which  shall  make 
more  useful  and  happy  these  afflicted,  and  splen- 
did men  and  women  have  and  are  spending  their 
lives  in  the  work  of  teaching  lip-reading  to  the 
deaf  and  speech  to  the  mute. 

It  is  our  duty  to  develop  and  employ  means 
toward  the  prevention,  and,  as  much  as  possible, 
the  cure  of  conditions  leading  to  deafness. 

The  etiological  factors  of  deafness  are:  hered- 
itary deafness,  meningitis,  syphilis,  and  infec- 
tions which  reach  the  ear  from  the  rhinopharynx. 
'i'he  first  three  causal  factors  are  far  less  impor- 
tant than  the  nasopharyngeal  group.  Two  rea- 
sons prove  this  statement:  first,  there  are  rela- 
tively few  cases  of  such  etiology ; second,  this 
group  is  much  less  amenable  to  treatment. 

The  nasopharyngeal  group  is  made  up  of  the 
specific  infectious  diseases  (scarlet  fever,  mea- 
sles, diphtheria,  influenza,  etc.),  acute  nasal  infec- 
tions, chronic  infections  of  the  nose,  including 
the  accessory  sinus  diseases ; obstructions  of 
the  nose  due  to  septal  deflections,  turbinate  ab- 
normalities, such  as  hyperplasia  along  the  in- 
ferior border  and  posterior  tip  of  the  inferior 
turbinate,  and  to  diseased  tonsils  and  adenoids. 

Deafness  due  to  occupational  causes,  drugs, 
illuminating  gas,  etc.,  are  not  being  discussed  in 
this  paper. 

Because  of  mutual  sympathy  in  the  serious 
handicap  of  this  loss  of  hearing  or  speech,  as  the 
case  may  be,  the  deaf  often  marry  one  similarly 
afflicted,  and  likewise  the  mutes.  These  people 
are  hypersensitive.  They  think  themselves  set 
apart  from  those  with  normal  hearing,  neither 
being  able  to  converse  with  them  nor  believing 
themselves  desired  in  the  same  company.  This 
intermarrying  of  defectives,  of  course,  according 
to  the  Mendelian  law,  produces  more  defectives. 
Prevention  here  consists  in  the  dissemination  of 
the  knowledge  that  one  defective  should  not 
marry  another  similarly  afflicted ; also,  in  con- 
vincing the  oversensitive  subject  that  he  is  capa- 
ble of  agreeable  associations  with  all  his  fellows. 

Acting  on  the  knowledge  that  “syphilitic  par- 
ents mean  dead  children  or  deaf  children,”  we 
should  be  able  to  cop>e  successfully  with  pre- 
vention. 

Regarding  the  meningeal  cause,  we  have  little 
opportunity  for  preventive  effort. 

We  come  now  to  the  important  group,  be- 
cause it  includes  the  vast  majority  of  the  eti- 
ological causes,  and  because,  as  we  have  said  be- 
fore, it  is  among  these  cases  that  we  can  do  so 
very  much  to  prevent  as  well  as  to  cure  deafness 
— the  rhinopharyngeal  cases. 

2 


The  mucous  membrane  of  the  ear  being 
directly  continuous  with  that  of  the  nose  and 
throat,  through  the  eustachian  tube,  it  is  easily 
understood  how  infection  travels  to  the  middle 
ear  in  all  the  inflammations  which  affect  the  nose 
and  throat,  alone  or  accompanying  any  of  the 
acute  exanthemata  or  other  general  infections. 

In  the  great  majority  of  cases,  the  family 
physician  sees  the  case  at  the  onset  of  illness  and 
he,  therefore,  has  the  opportunity  to  do  the  pre- 
ventive things  which,  if  early  applied,  quickly 
alleviate  already  established  infection  of  the 
middle  ear,  or  better  still,  help  to  avoid  this  com- 
plication. In  all  acute  illnesses  in  which  the  nose 
or  rhinopharynx  is  inflamed  the  advice  to  the 
patient  not  to  blow  the  nose  in  the  usual  way, 
but  to  imitate  the  bilateral  expulsion  which  is 
done  so  effectually  by  animals,  is  indicated. 
Teach  the  laity  not  to  grasp  the  nose  and  com- 
press both  sides  more  or  less  when  endeavoring 
to  expel  intranasal  secretions  or  discharge.  In 
acute  infections  the  disease-producing  organisms 
may  in  this  way  be  forced  into  the  middle  ear. 
In  any  instance,  the  drum-membrane  is  very 
often  overstretched  and  hearing  interfered  with. 

When  the  nose  is  swelled  so  as  to  prevent  fair 
ventilation,  or,  especially  if  with  the  swelling 
there  is  much  mucopus,  the  use  of  a shrinking 
spray  is  very  helpful,  as  the  tissues  of  the  whole 
nasal  chamber  are  made  more  pervious  to  the 
circulating  air,  including  that  area  around  the 
eustachian  tube.  A very  good  shrinking  spray 
consists  of  the  following : In  one  ounce  of  dis- 
tilled water  put  one-half  of  one  per  cent  of 
cocain  hydrochlorid,  one  or  two  per  cent  of  anti- 
pyrin and  five  drops  of  adrenalin  chlorid  solu- 
tion. Have  this  solution  kept  in  an  amber  bottle 
and  use  in  an  atomizer  of  similar  material  if  pos- 
sible. If  an  atomizer  of  white  glass  is  used,  have 
it  kept  in  a dark  closet,  or  other  place  excluding 
the  light  between  usings.  This  is  done  to  pre- 
vent the  deterioration  of  the  adrenalin.  Use 
every  four  hours.  An  oil,  to  be  dropped  into  the 
nose,  containing  one  grain  each  of  menthol  and 
camphor  and  i%  of  alkaloidal  cocain,  is  also 
useful,  but  less  effectual  than  the  aqueous  spray 
described.  Two  or  three  times  a day,  five  min- 
utes after  the  shrinking  spray,  the  application  of 
a not  too  strong  solution  of  argyrol  is  a decided 
advantage,  as  this  medicine  is  a real  antiseptic 
and  well-borne  by  the  nasal  mucosa. 

In  those  conditions  with  much  mucopurulent 
accumulation  in  the  nose,  the  use  of  controlled 
suction  may  be  useful  in  ridding  the  nose  of  ob- 
struction, thus  avoiding  harmful  blowing  of  the 
nose  by  the  patient.  Water  syphonage  apparatus 
for  use  in  the  home  where  there  is  running  water 
is  available.  However,  I do  not  favor  suction 
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in  acute  conditions,  as  it  very  easily  traumatizes 
the  already  overdistended  mucosa,  sometimes 
causing  rupture  of  the  membrane’s  vessels. 

Drainage  and  aeration,  -which  the  shrinking 
spray  certainly  does  afford,  is  the  all  important 
need.  Washing  out  any  unusual  amount  of  dis- 
charge with  warm  normal  saline  solution,  by  hav- 
ing patient  draw  it  up  into  nose  from  cupped 
hand,  head  forward,  then  blowing  it  out  bilat- 
erally, as  I have  previously  described,  effectually 
unloads  the  nasal  passages  in  a safe  way  and  af- 
fords much  comfort.  This  may  be  done  once 
or  twice  a day. 

This  combination  procedure  is  indicated  in  se- 
vere rhinitis  attacks,  sinusitis,  etc.  In  the  ex- 
anthemata where  patient  is  confined  to  bed,  the 
use  of  the  spray  alone  will  prevent  many  an  ear 
complication,  especially  if  the  throat  be  kept 
clean  by  use  of  gargles  and  patient  does  not 
improperly  blow  the  nose. 

The  presence  of  adenoids,  and  to  a lesser  ex- 
tent of  the  tonsils,  makes  the  child  who  is  ill  of 
acute  infections  far  more  liable  to  extension  of 
the  infection  tO'  the  middle  ear.  Therefore,  any 
child  showing  evidence  of  an  imperfectly  venti- 
lated rhinopharynx  should  have  the  adenoids 
removed.  If  this  removal  be  incomplete,  not  so 
much  preventive  or  curative  benefit  results,  as 
ear,  nose  and  throat  workers  often  have  occasion 
to  observe.  The  deep  interstices  between  these 
adenoid  masses  seems  to  offer  just  the  favorable 
site  for  harboring  and  propagating  those  organ- 
isms which  so  easily  invade  the  pharyngeal  end 
of  the  near-by  eustachian  tube.  It  is  a common 
experience  to  see  a case  with  persistence  of 
otorrhea,  who'  has  had  an  adenoid  operation,  not 
completely  removing  all  of  the  vegetations,  whose 
ear  discharge  clears  up  promptly  when  a second- 
ary and  thorough  removal  of  adenoids  is  done. 
It  is,  therefore,  a serious  question  whether  it 
would  not  be  a very  valuable  prophylactic  meas- 
ure to  have  all  young  children’s  adenoids  com- 
pletely removed.  It  would  surely  seem  that  this 
would  prevent  a great  number  of  damaged  mid- 
dle ears.  Of  course,  any  unhealthy  tonsils 
should  at  the  same  time  be  as  thoroughly  enu- 
cleated. 

Take  the  child  who  has  chronic  nasal  discharge. 
This  frequently  means  accessory  nasal  sinus  in- 
volvement. Here,  the  use  of  suction,  following 
shrinking  of  the  nasal  mucosa,  which  includes  the 
openings  of  the  sinuses,  is  very  helpful  and  many 
child  cases  of  sinusitis  may  by  this  means  be 
healed.  The  child’s  sinuses  are  smaller,  the 
antrum  has  not  so  deep  a reservoir  between  its 
top  and  floor,  and  suction  in  these  cases  accom- 
plishes what  cannot  be  accomplished  in  adult 
cases.  Frequently,  however,  an  antrum  may  re- 


quire irrigation,  and  rarely  the  surgical  opening 
of  some  of  the  sinuses  may  be  indicated.  Clear- 
ing up  this  variety  of  nose  condition  is  necessary 
before  alleviation  of  any  coexisting  ear  trouble 
can  be  expected.  The  continuance  of  sinus  dis- 
ease is  very  apt  to  involve  the  ears,  if  not  early, 
almost  surely  late,  and  the  more  insidious  the 
onset  of  decreased  hearing  the  less  opportunity 
for  complete  alleviation,  because  permanent 
changes  have  occurred  in  the  eustachian  tube  and 
the  mucosa  covering  the  delicate  ossicles  and 
ligaments  of  the  middle  ear. 

Many  children  have  septal  deformities.  These 
may  be  corrected  after  the  age  of  fourteen.  But 
inferior  turbinates  whose  lower  margins  or  pos- 
terior ends  are  hypertrophied,  blocking  up  the 
nose  and  interfering  with  aeration,  may  be 
trimmed  off  sufficiently  to  afford  proper  venti- 
lation, thus  removing  that  source  of  excess  mu- 
cus and  congestion  around  the  pharyngeal  end 
of  the  eustachian  tube. 

If,  during  a bead  cold  the  ears  become  blocked 
up  and  this  condition  does  not  disappear  after 
Ihe  subsidence  of  the  acute  nasal  symptoms,  the 
ears  should  be  inflated  with  the  Politzer  bag. 
Eustachian  catheters,  used  on  children  are  be- 
lieved by  the  great  Vienna  otologists  to  cause 
catharrhal  disease  of  the  sensitive  mucosa  of  the 
eustachian  tube,  thus  causing  traumatic  condi- 
tions which  perpetuate  the  ear  fault.  Therefore, 
having  the  child  take  a swallow  of  water  into  the 
mouth,  the  physician  expelling  the  contents  of 
the  Politzer  bag  into  tbe  nose  at  the  instant  the 
patient’s  larynx  is  seen  to  rise  in  the  act  of  swal- 
lowing, opens  the  eustachian  tube,  reestablishes 
tympanic  aeration  and  goes  a long  way  toward 
preventing  the  establishment  of  conditions  lead- 
ing to  future  deafness. 

It  sometimes  happens  that  with  the  obstruction 
of  the  eustachian  tube  a serous  transudate  accu- 
mulates in  the  middle  ear.  This  causes  decreased 
hearing,  a sense  of  fulness  in  the  ear,  unnatural 
tone  of  patient’s  own  voice,  and  the  color  of  the 
tympanum  as  seen  through  the  tympanic  mem- 
brane appears  yellowish,  with  greater  luster  and 
an  apparent  narrowing  of  the  handle  of  the 
malleus.  Often,  also,  the  line  at  the  top  of  the 
fluid  shows,  usually  more  or  less  curved.  Some- 
times bubbles  are  visible  in  the  transudate. 
Thorough  politzerization,  repeated  daily,  usually 
cures  these  cases,  especially  if  the  rhinopharynx 
be  put  in  order.  Neglected,  these  cases  can  go 
on  to  organization  of  the  transudate,  adhesive 
otitis  media  later  succeeding  this  stage,  perma- 
nent impairment  of  hearing  being  certain. 

Therefore,  after  all  head  colds,  after  all  ill- 
nesses which  have  been  accompanied  by  conges- 
tion or  frank  inflammation  of  the  rhinopharynx. 
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jjay  attention  to  the  ears — and  pay  attention  to 
both  ears.  It  very  often  happens  that  a patient 
has  suddenly  been  made  aware  that  he  has  for  a 
long  time  had  little  or  no  hearing  in  one  ear. 
Systematic  testing  of  both  ears  after  all  acute 
infections,  as  the  simple  watch  test,  or  the  whis- 
pered voice  test,  would  detect  all  cases  showing 
the  early  stages  of  deafness  and  it  is  at  this  early 
stage  that  curative  means  work  most  effectively 
and  with  least  expense. 

Suppose  the  case  to  have  earache : It  is  our 
duty  to  find  by  examination  whether  or  not  the 
drum-membrane  is  bulging  and  red.  As  soon  as 
any  bulging  occurs  it  is  our  imperative  duty  to 
incise  the  membrane  and  establish  that  agency 
governing  all  surgery — drainage.  Some  tym- 
panic membranes  are  so  tough  they  will  not  rup- 
ture spontaneously  and  the  retention  of  pus 
laden  with  such  deadly  organisms  as  the  strep- 
tococcus may  lead  to  the  passing  of  the  infection 
through  the  thin  attic  roof  into  the  meninges, 
meningitis  or  brain  abscess  resulting.  It  is  the 
opinion  of  one  of  the  most  able  men  I consulted 
abroad  that  in  every  case  of  scarlet  fever  in 
which  the  tympanic  membrane  becomes  reddened 
we  should  incise,  not  waiting  for  bulging  in  this 
treacherous  disease.  He  stated  that  in  an  exten- 
sive service  in  the  infectious  wards,  where  this 
early  paracentesis  was  routinely  practiced,  only 
an  occasional  case  went  on  to  mastoid  operation ; 
whereas  in  the  periods  before  regular  early  in- 
cision was  put  in  vogue  there  were  every  year  a 
great  many  mastoid  operations  done  on  scarlet 
fever  patients.  We  all  know  what  frightful  ear 
complications  follow  this  exanthematous  disease, 
so  we  should  practice  the  early  prophylactic 
measure  which  will  safeguard  these  patients. 

The  incision  should  always  be  in  the  lower, 
posterior  quadrant.  It  can  many  times  be  done 
by  rendering  the  membrane  analgesic  by  the  ap- 
plication of  a mixture  of  equal  parts  of  menthol, 
phenol  and  cocain.  After  opening,  a light  gauze 
drain  should  be  inserted.  This  should  be  changed 
daily,  when  the  canal  can  be  wiped  dry  with 
sterile  cotton,  a new  drain  being  inserted.  Over 
the  ear  keep  gauze  pads  or  sterile  cotton  which 
should  be  changed  as  often  as  they  become 
soiled.  If  the  canal  wall  becomes  excoriated 
from  the  maceration,  touch  it  up  with  lo  per  cent 
silver  nitrate,  but  do  not  allow  any  of  this  medi- 
cine to  flow  against  the  sensitive,  inflamed  drum- 
membrane,  as  it  causes  great  pain.  After  the  dis- 
charge ceases,  politzerize  daily  until  the  hearing 
becomes  normal.  Advise  against  the  Valsalva 
method  of  auto-inflation,  which  consists  of  the 
patient’s  holding  the  nose  shut  while  he  forcibly 
distends  mouth  and  rhinopharynx  with  air  from 


the  lungs.  This  overstretches  the  membrane  and 
sometimes  leads  to  catarrhal  deafness. 

Now,  take  the  case  which  has  escaped  acute 
mastoid  operation,  the  chronic  discharging  ear: 
If  it  be  due  to  eustachian  tube  catarrh  it  is  cura- 
ble. Such  a discharging  ear  is  not  dangerous  to 
life,  but  it  leads  to  increasing  deafness  and 
should  receive  attention.  All  other  chronic 
otorrheas  are  dangerous,  as  sinus  thrombosis, 
meningitis  or  brain  abscess  can  result.  The  pop- 
ular idea,  that  so  long  as  an  ear  continues  dis- 
charging there  is  no  danger,  should  be  corrected. 
If  the  chronic  running  ear  does  not  clear  up 
after  three  weeks’  treatment  it  should  be  oper- 
ated on  by  the  radical  mastoid  technique,  in 
order  to  prevent  the  serious  complications  men- 
tioned above.  It  sometimes  happens  that  only 
the  attic  is  retaining  the  infection  and  in  these 
cases  a conservative  radical  operation  can  be 
done  with  the  saving  of  a great  deal  of  hearing 
power. 

I will  report  three  cases  which  will  illustrate 
the  relative  value  of  early  and  of  late  treatment 
directed  against  deafness: 

Case  I : Rose  F.,  aged  ii,  came  complaining  of  very 
poor  hearing,  having  difficulty  in  hearing  in  school,  and 
speaking  in  whispers  part  of  the  time.  Did  not  think 
she  heard  at  all  in  right  ear.  Condition  had  lasted  five 
months.  Had  diseased  tonsils  and  adenoids.  After 
inflation,  she  heard  four  meters  on  L.  side  and  two 
meters  on  R.  side.  Tonsils  and  adenoids  were  removed 
and,  after  healing,  politzerization  was  begun.  Hearing 
rapidly  improved,  voice  was  now  properly  modulated, 
and  at  present  patient  hears  whispered  voice  seven 
meters,  which  is  the  empirical  normal  distance. 

Case  2:  John  A.,  aged  14,  mouth-breather,  had  dis- 
eased tonsils  and  enlarged  adenoids.  No  history  of 
ear  discharge.  Had  to  sit  on  front  bench  in  school  to 
hear  teacher.  After  removal  of  tonsils  and  adenoids, 
and  the  healing  of  wounds,  politzerization  was  practiced 
until  hearing  became  normal. 

Case  3 : David  M.,  aged  39,  had  been  hard  of  hearing 
since  childhood,  more  especially  recently.  History  of 
acute  otitis  attacks,  with  spontaneous  ruptures  of  drum- 
membrane,  and  short  periods  of  ear  discharge.  On  ex- 
amination, both  membranes  were  seen  to  be  greatly  re- 
tracted with  poor  motility  on  use  of  otoscope,  indicating 
adhesions  between  the  ossicles  and  inner  tympanic  wall. 
The  causal  factors  in  this  case  were  deflected  nasal 
septum  and  hyperplasia  of  the  middle  turbinates.  In- 
flations give  marked  temporary  relief.  Soon  after  in- 
flation however,  the  ears  block  up  and  the  hearing  re- 
turns to  his  regularly  very  poor  range.  His  adhesions 
cannot  be  eradicated,  as  we  know  that  scar  tissue  is 
permanent  tissue.  If  this  patient’s  nasal  condition 
could  have  been  corrected  early  enough,  he  would  in 
all  probability  be  possessed  of  as  good  hearing  as  any 
of  us  at  his  age  have. 

Injuries  which  come  suddenly  to  the  body  ar- 
rest the  attention.  The  insidious  processes  of 
disease  are  all  too  often  neglected.  This  is  par- 
ticularly true  of  ear  conditions.  Therefore,  let 
me  repeat  the  five  statements  with  which  I began 
this  paper : 
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“The  greatest  gateway  to  the  developing  brain 
is  the  ear. 

“Hearing  is  of  relatively  greater  importance  to 
the  child  than  to  the  adult. 

“Deafness  which  comes  on  early  enough  leads 
to  deaf-mutism. 

“The  individual  as  well  as  national  loss  from 
deafness  is  almost  incalculable. 

“Nearly  all  deafness  is  preventable. 

t James  K.  Love.  Reprint  No.  355,  Volta  Review. 


MEDICAL  PRACTICE* 

HENRY  STEWART,  M.D. 

GETTYSBURG,  PA. 

Precedent  has  placed  at  the  head  of  the  pro- 
gram for  our  annual  meetings  the  “President’s 
Address.”  My  distinguished  predecessor  honored 
the  custom  by  its  breach;  whether  out  of  con- 
sideration for  our  feeling  or  his  own  I was  not 
able  to  determine.  Whichsoever  the  reason  may 
have  been,  reinforced  by  a lively  appreciation  of 
the  truth  that  “a  prophet  is  not  without  honor, 
save  in  his  own  country,”  I was  strongly  tempted 
to  take  refuge  behind  the  excuse  thus  furnished. 
My  only  apology  for  trespassing  on  your  time  is 
that  the  position  with  which  you  have  honored 
me  gives  me  the  opportunity  of  passing  on  to 
you  a thought  expressed  some  time  since  by  my 
colleague.  Dr.  Dickson : “Our  best  weapon 

against  the  quack  is  more  careful  diagnosis.” 

We  live  to-day  in  the  midst  of  an  apparently 
endless  crop  of  paths,  practs,  isms  and  what  not, 
doing  untold  harm.  The  organized  profession 
is  meeting  them  with  the  reasonable  demand  that 
our  legislatures  require  a scientific  education  at 
least  equal  to  that' required  of  the  medical  pro- 
fession, with  a varying  degree  of  success,  none 
too  great  at  best. 

Not  for  a minute  thinking  that  this  or  any 
other  weapon  can  do  more  than  add  its  mite  to 
the  final  result — for  P.  T.  Barnum  was  only  par- 
tially right  when  he  said  “one  is  born  every  min- 
ute”— yet  it  seems  to  me  that  there  is.  a wealth 
of  force  in  the  text  I have  given  you,  and  that 
each  and  every  one  of  us  can,  if  he  will,  make 
his  contribution  toward  an  objective  desirable 
both  from  altruistic  consideration,  and  the  bet- 
terment of  ourselves  materially,  mentally  and 
morally. 

Improved  diagnosis  requires  three  things — the 
first,  intrinsic ; the  others  extrinsic,  so  to  speak ; 
1st,  harder  work  keeping  abreast  of  the  times, 
and  closer  attention  to  individual  cases ; 2d, 

more  frequent  consultations  ; 3d,  more  liberal  u.se 
of  the  laboratory  facilities,  including  roentgen- 
ology, available  to  us. 

• Read  at  a meeting  of  the  Sixth  Censorial  District. 


INDIVIDUAL  WORK 

On  the  first  question,  I have  little  to  offer  you. 
As  I said,  it  is  an  intrinsic  problem,  one  which 
every  one  has  to  meet  in  his  own  way ; yet  I 
cannot  pass  it  without  calling  your  attention  to 
an  instrumentality  of  incalculable  value,  namely, 
institutional  work.  You  will  there  have  facilities 
for  study  far  in  excess  of  what  you  can  indi- 
A’idually  supply  yourself,  or  what  will  come  to 
you.  You  will  find  incentives  to  study,  to  do 
good  work,  which  you  will  not  find  elsewhere. 
He  who  does  his  share  in  carrying  the  load,  in 
the  right  spirit,  will  find  he  has  cast  bread  upon 
the  waters  which  will  return  tO'  him  manyfold. 
I have  no  hesitation  in  admitting  that  the  short 
space  of  two  and  a half  years  of  such  work  has 
benefited  me  to  an  extent  on  which  it  is  hard  to 
place  a definite  value — hard  because  of  its  great- 
ness. 

consultations 

It  has  been  my  fortune  to  have  the  span  of 
my  student  and  professional  life  cover  a period 
which  has  witnessed  more  and  more  startling 
advances  in  medical  science  than  any  period  of 
equal  length  in  the  history  of  medicine.  Largely, 
at  least,  a result  of  those  advances,  there  have 
been  radical  changes  in  professional  conditions. 

Thirty-four  years  ago  J.  Wm.  White  had  just 
returned  from  Europe,  bringing  first-hand  expe- 
rience with  Sir  Joseph  Listers’  perfected  tech- 
nique of  antiseptic  surgery,  while  the  elder  Ash- 
hurst  was  still  contending  manfully  for  his  “bran 
dressing”  for  compound  fractures.  We  yet 
“read  medicine”  under  a preceptor,  and  some  of 
us  owe  much  to  those  keen  intellects  which  had 
developed  in  the  hard  school  of  experience.  With 
a scanty,  as  we  would  view  it  to-day,  educational 
foundation,  they  “delivered  the  goods”  in  a way 
that  sometimes  may  well  put  us  to  shame,  con- 
sidering the  almost  infinitely  greater  resources  at 
our  command.  The  family  physician  yet  reigned 
supreme,  and  the  presumptuous  fledgling  who 
dared  hang  out  his  shingle  among  an  established 
group  of  them  usually  had  a mighty  hard  row  to 
hoe  and  a goodly  period  of  waiting  for  the 
crumbs  from  Lazarus’  table.  As  he  was  then, 
he  is  hardly  known  to-day.  Why? 

Thirty  years  ago  it  was  possible  for  one  man 
to  come  within  reasonable  reach  of  covering  the 
whole  field  of  medicine.  To-day  the  mastery  of 
any  one  of  the  subdivisions  presents  a harder 
problem. 

Q.  E.  D. ; S|>ecialism  was  the  only  solution. 

Does  it  also  follow  that  there  is  no  place  in  the 
scheme  of  existence  for  the  general  practitioner? 
Mo.st  emphatically  no.  They  are  both  intimately 
correlated,  and  can  exist  to  the  best  advantage 
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of  humanity  and  to  their  mutual  benefit  only 
when  each  realizes  and  admits  the  necessity  for 
the  existence  of  the  other,  and  does  his  part  to- 
ward the  eradication  of  the  weeds  which  have 
sj)rung  up  among  the  essential  growth. 

The  “weeds”  in  the  garden  of  specialism? 

I think  the  biggest  is  the  man  who  picks  his 
specialty  during  or  even  before  his  premedical 
education,  who  sees  nothing  else  throughout  his 
medical  course  and  interneship,  and  who  begins 
work  with  absolutely  no  foundation  of  general 
medical  practice.  Such  a man  is  ofttimes  more 
dangerous  than  the  quack. 

I think  the  rankest  is  the  man  who,  as  often 
must  be  the  case,  combines  general  and  special 
work,  and  takes  advantage  of  bis  opportunities, 
by  delivering  elaborate  opinions  to  patients  re- 
ferred to  him  in  his  special  line,  ultimately  to 
draw  them  into  his  own  general  practice. 

In  the  garden  of  the  general  practitioner? 

Foremost  is  the  almost  unconquerable  disin- 
clination, from  which  very  few  if  any  of  us  are 
entirely  free,  to  admit  that  there  is  anything 
under  the  sun  about  which  we  do  not  know  as 
much  as  any  one  else.  Yet  it  is  a proposition 
which  admits  of  no  argument  that  every  one  of 
us  does  some  things  better  than  others — knows 
more  in  some  line. 

Let  us,  then,  throw  aside  our  spurious  self- 
valuation and  consult  more  frequently. 

On  the  part  of  the  specialist  or  general  con- 
sultant, a scrupulous  regard  for  the  proprieties 
is  essential.  On  the  part  of  both,  a reasonable 
approach  to  observance  of  the  golden  rule  will  go 
far  toward  making  life’s  pathway  smoother. 

A development  of  specialism  which  has  come 
into  considerable  prominence  in  recent  years  is 
group  practice.  It  would  be  a waste  of  time  to 
recapitulate  the  charges  against  it,  and  it  may  be 
that  it  is  not  at  times  properly  used,  but  what 
instrument  for  good  may  not  be  misused? 

Would  you  discard  the  roentgen  ray  because 
some  men  see  ( ?)  the  appendix  with  it?  Would 
you  discard  our  science  because  quacks  prate  a 
lingo  of  it?  Would  you  discard  our  modern 
medical  knowledge  because  .some  of  the  profes- 
sion put  it  to  unworthy  use? 

I believe  that  the  essential  idea,  whatever  be 
the  final  form  of  its  crystallization  in  any  given 
locality,  offers  a solution  of  the  problem,  espe- 
cially in  a small  community,  of  how  the  profes- 
sion can  give  the  public,  in  some  degree  at  least, 
what  they  have  a right  to  expect. 

THE  laboratory 

Did  one  awake  to-day,  after  having  partaken 
of  the  hospitality  of  the  little  men  of  the  moun- 
tain, the  surprises  of  Rip  Van  Winkle  would  be 


trivial,  compared  with  those  of  the  laboratory 
worker  of  twenty  years  ago.  Through  the  whole 
range  of  laboratory  work,  from  the  colorimetric 
methods  of  blood  chemistry  not  then  dreamed 
of,  whereby  constituents  of  the  blood  normally 
])resent  in  the  proportion  of  one  part  in  fifty 
thousand  are  determined  to  a high  degree  of 
accuracy,  to  the  refinements  of  the  simple — as  it 
is  generally  viewed — urinalysis,  the  laboratory 
offers  to  the  practitioner  a wonderful  array  of 
aids  to  diagnosis. 

Please  note  my  phraseology.  In  this,  the  in- 
terdependence of  the  specialist  and  the  practi- 
tioner .stands  out  to  a greater  degree,  if  possible, 
than  in  any  other  phase  of  medical  problems. 
The  laboratory  which  purports  to  make  your 
diagnosis,  and  the  practitioner  who  depends  on 
the  laboratory  to  make  his  diagnosi.s,  are  both 
woefully  off  the  track.  The  laboratory  fulfills 
its  metier  when  it  furnishes  to  the  clinician  its 
statement  of  the  facts  of  one  side  of  a many- 
sided  problem.  It  is  the  clinician  who  must 
visualize  the  whole  problem,  and  render  the 
verdict. 

I think  I am  not  exaggerating  when  I say  that 
laboratory  work  demands  a higher  degree  of  spe- 
cialism than  any  other  subdivision  of  medicine. 
Do  not  misunderstand  me.  I refer  to  the  prac- 
tical impossibility  of  coming  within  speaking  dis- 
tance of  doing  it  right  in  the  rush  and  responsi- 
bilities of  active  practice.  There  is  grave  doubt 
as  to  the  moral  right  of  the  general  practitioner 
to  pass  upon  many  of  the  questions  that  arise. 
Let  me  give  you  but  one  illustration. 

I venture  to  say  that  most  of  you  would  con- 
sider the  determination  of  the  existence  of  glyco- 
suria about  the  simplest  possible  question,  and 
hotly  resent  the  imputation  that  you  were  not 
fully  qualified  to  pass  upon  it.  Yet.  I wonder 
how  many  patients  have  been  scared  half  to 
death  or  deprived  of  the  benefits  of  life  insur- 
ance by  mistaken  interpretation  of  the  reduction 
of  copper  salts ; or,  of  vastly  more  importance, 
and  just  as  likely  to  happen,  how  many  incipient 
diabetics  have  been  lulled  to  fahse  security  by 
failure  to  recognize  the  cause  of  a negative  reac- 
tion in  actual  presence  of  glucose?  Do  you 
realize  that  the  determination  of  the  identity  of 
a reducing  substance  in  urine  is  an  intricate 
problem,  of  absorbing  interest,  which  often  re- 
quires from  two  to  four  hours  for  its  solution? 
How  many  practitioners  can  give  such  time  to 
but  one  phase  of  a diagnosis — or  have  the  equip- 
ment ? 

To-day,  there  is  ab.solutely  no  excuse  for  guess 
work  in  lieu  of  exact  knowledge.  Abundant 
laboratory  facilities  are  witbin  the  reach  of  every 
one  of  you.  If  time  is  no  object,  and  the  cost  is. 
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you  have  at  your  command  the  laboratories 
maintained  by  the  liberal  policy  of  the  State  De- 
partment of  Health.  If  time  is  an  object,  and 
the  cost  is  not,  there  is  not  one  of  you  not  within 
easy  reach  of  your  local  hospital  laboratory. 

The  large  volume  of  work  called  for  by  a 
minority  of  the  profession  in  my  home  com- 
munity can  but  raise  the  question — how  does  the 
large  majority  “get  away  with  it”?  How  does 
the  man  who  is  satisfied  with  guessing  square 
himself  with  his  conscience? — for  every  one  of 
us  has  some  of  the  article,  however  indignantly 
he  may  repudiate  it,  or  however  securely  he  may 
have  it  tucked  away. 

Nor  are  altruistic  considerations  the  only  ones 
which  plead  for  more  careful  diagnosis.  There 
are  material  questions  of  self-interest,  if  one 
will  only  see  it. 

What  is  the  cause  for  the  present  day  attitude 
of  the  public  to  the  profession,  by  reason  of 
which — and  I believe  that  this  is  the  experience 
of  every  one  of  you— there  is  such  a large  pro- 
portion of  your  clientele  which  was  not  yours 
yesterday,  and  will  not  be  yours  to-morrow? 

Again,  though  not  believing  that  I have  offered 
the  only  reason,  yet  I think  you  will  find  in  the 
foregoing  thoughts  a goodly  share  of  the  ex- 
planation. 

Why  is  it  that  so  many  erroneous  diagnoses 
come  into  every  institution  ? Nine  times  out  of 
ten  it  is  because  the  attending  physician  does  not 
take  the  time  to  put  into  practice  what  he  knows 
of- diagnostic  methods,  or  if  it  is  out  of  the  gen- 
eral run  of  the  day’s  work,  will  not  admit  that 
consultation  is  desirable  or  laboratory  work 
essential. 

Incidentally,  from  observation,  let  me  assure 
you  that  the  consultant,  institutional  or  other- 
wise, very  often  has  a pretty  stiff  proposition 
before  him  in  devising  ways  and  means  to  let  the 
attendant  down  easy,  and  nine  times  out  of  ten, 
he  is  let  down  easier  than  he  deserves. 

Why  will  some  men  persist  in  assuring  pa- 
tients that  no  one  can  do  any  more  for  them, 
that  there  is  nothing  to  be  gained  by  going  to 
a hospital?  There  can  be  but  one  reason,  ob- 
vious enough  not  to  need  mention ; but  is  it  not 
a short-sighted  policy — even  if  judged  from  no 
other  standpoint  than  dollars — for  how  often 
does  it  fail,  in  the  long  run  ? However  there  are 
other  aspects,  higher  and  broader ; though,  para- 
doxically enough,  in  the  final  accounting  'trans- 
latable into  dollars. 

It  is  just  such  practices  which  bring  the  pro- 
fession into  disrepute  with  the  public,  and  tend 
to  debase  it  to  the  level  of  quackery. 

230  Baltimore  Street. 


CLINICAL  TYPHOID  FEVER;  ITS  POSI- 
TIVE AND  NEGATIVE  TYPES 
THOS.  S.  BLAIR,  M.D. 

S.ANTA  Ana,  Caup. 

P)udd,  as  long  ago  as  1856,  said : “A  sewer  is 
only  a prolongation  of  the  alimentary  tract  of 
the  infected  person.”  How  true  as  relates  to 
typhoid  and  its  congeners,  cholera  and  some  of 
the  dysenteries ! Sewage  is  defined  as  “the 
heterogeneous  substances  constituting  the  ex- 
creta and  waste  matter  of  domestic  economy  and 
the  contents  of  drains.  It  consists  mainly  of 
putrescent  animal  and  vegetable  tissues,  fecal 
matter,  and  urine — the  latter  in  a state  of  am- 
moniacal  fermentation — mixed  with  water  or 
dissolved  in  it.”  Viewing  sewage  in  this  wide 
relationship,  whenever  an  epidemic  of  typhoid  or 
near-typhoid  breaks  out,  sewage,  not  necessarily 
from  a sewer  pipe,  must  be  suspected  as  the 
most  probable  cause ; and  it  may  be  conveyed  by 
the  water,  by  milk,  by  flies,  by  contact,  and 
sometimes  by  the  air  through  suspended  dust. 
This  leaves  the  “carrier”  who  contaminates  food 
and  drink  indirectly  from  his  alimentary  and 
urinary  tracts. 

“Clinical  typhoid,”  in  contradistinction  to  true 
Eberthian  typhoid,  is,  nevertheless,  a sewage  in- 
fection ; for  sewage  carries  many  organisms  of 
the  colon  type,  various  putrefactive  bacteria, 
and,  according  to  Houston,  as  supported  by  in- 
vestigations by  the  staff  of  the  Massachusetts 
Institute  of  Technology,  the  sewage  streptococ- 
cus, said  to  be  constantly  present  in  sewage. 
Streptococci  were  found,  in  a recent  case  under 
my  care  that  was  not  a true  typhoid,  swarming 
in  the  stools.  Others  have  noted  the  same  phe- 
nomenon, and  it  is  my  belief  that  many  cases 
of  more  or  less  continued  fevers  are  due  to  con- 
tamination of  water,  food  and  contact  factors 
with  normal  sewage  which  does  not  contain  any 
of  the  typhoid  group  of  organisms  but  does 
carry  B.  coli  and  the  sewage  streptococcus. 

Edward  Curtis  Hill,  in  his  “Textbook  of 
Chemistry,”  says,  when  discussing  organic  mat- 
ter in  drinking  water,  that  when  absorbing  more 
than  2 parts  of  O per  million,  water  is  of  doubt- 
ful purity.  This  is  determined  by  the  test  with 
KMn0.t  and  H2SO4,  and  if  the  purple  tint  all 
disappears  on  boiling  when  the  standard  per- 
manganate solution  is  used  in  proper  proportion 
to  indicate  more  than  3 parts  of  organic  matter 
per  million  parts,  this  matter  is  in  excess  of 
sanitary  limits.  Organic  matter  contaminating 
water  is  an  index  of  danger ; but  the  chemical 
test  does  not  determine  the  nature  of  the  organic 
matter.  It  is  necessary  to  make  cultures  to  de- 
termine if  the  water  is  actually  dangerous  to 
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health.  These  cultures  may  be  illuminating  and 
may  not  be.  Abbott,  in  his  “Principles  of  Bac- 
teriology,” fully  discusses  the  difficulties  en- 
countered in  trying  to  culture  the  Ebarth  bacillus 
from  suspected  water  and  the  various  methods 
have  proved  disappointing  to  him.  Theobald 
Smith  has  developed  a method  whereby  “certain 
organisms  that  are  of  the  utmost  importance  in 
influencing  our  judgment  upon  the  fitness  of  the 
water  for  domestic  use”  may  be  isolated ; and 
Vaughan  has  succeeded  in  isolating  from  suspi- 
cious waters  “a  group  of  organisms  very  closely 
allied  to  the  bacillus  of  typhoid  fever.”  Please 
note  the  existence  of  these  closely  allied  bacilli 
as  of  intere.st  in  discussion  later  in  this  present 
paper. 

As  a practical  matter  of  fact,  isolation  of  the 
colon  bacillus  is  easy;  and  its  finding  in  fairly 
high  count  in  water  demonstrated  to  contain  an 
excess  of  organic  matter  is  almost  proof  positive 
of  sewage  contamination,  and  in  a typhoid  epi- 
demic such  findings  are  somewhat  presumptive 
of  the  presence  in  the  water  of  the  Ebarth  ba- 
cillus. 

V'aughan,  in  his  “Epidemiology  and  Public 
Health,”  after  noting  Eberthian  typhoid,  para- 
typhoid A and  paratyphoid  B,  says : “Besides 
these  groups,  each  of  which  may  be  identified, 
there  still  remain  a number  of’cases  in  which  the 
detection  of  the  etiologic  agent  cannot  be  made. 
At  present  such  cases  are  classified  under  the 
general  term  of  ‘clinical  typhoid.’  ”.  He  agrees 
with  Babes  that  there  are  varieties  of  the  Ebarth 
bacillus,  and  between  the  typical  typhoid  bacillus 
and  the  typical  colon  bacillus,  he  believes,  there 
are  “many  intermediate  varieties.”  And  he  fur- 
ther states  that  “there  are  cases  of  clinical  ty- 
phoid fever  in  which  no  specific  organism  has  as 
yet  been  detected  in  the  blood,  urine,  or  feces.” 
Permit  me  to  refer  to  certain  interesting  points 
he  makes  in  this  book,  for  instance : “Every  one 
who  swallows  the  typjjoid  bacillus  does  not  neces- 
sarily develop  the  disease ; in  fact,  there  is 
really  no  infection  until  the  bacillus  passes 
through  the  walls  of  the  alimentary  canal  and 
finds  its  way  into  the  hlood.”  He  cites  the  fact 
that  the  bile  favors  the  growth  of  the  typhoid 
bacillus,  whereas  its  growth  is  antagonized  by 
the  colon  bacillus  and  by  other  inhabitants  of 
the  lower  bowel.  Further,  he  states:  “Typhoid 
fever  varies  greatly  in  its  effect  upon  individuals. 
In  some  it  may  he  only  a slight  and  transient 
indisposition,  while  in  others  it  causes  a long 
and  distressing  illness.” 

We  may  practically  eliminate  bacillary  dysen- 
tery as  a water-borne  disease,  the  Shiga  and  al- 
lied bacilli  quickly  dying  out  in  water  containing 


the  normal  saprojjhytic  bacteria.  The  Flexner 
bacillus  is  more  persistent  in  water,  however. 
Contact  infection  and  distribution  by  flies  are 
more  potent  factors  than  is  the  water  supply. 
Nor  is  typhus  a water-borne  disease.  But  it  is 
to  be  remembered,  as  stated  by  Abbott,  the  colon 
bacillus  “under  favorable  conditions  of  reduced 
vitality  on  the  part  of  the  animal  tissues  may 
assume  pathogenic  properties.” 

Before  the  days  of  the  far-from-satisfactory 
Widal’s  reaction  all  typhoids  were  “clinical  ty- 
phoid” and  I am  not  sure  but  the  patients  were 
better  off  than  they  are  to-day.  Furthermore, 
there  are  many  cases  Widal-negative  that  may 
readily  enough  be  a menace  to  others  and  proper 
precautions  are  not  taken  because  of  negative 
laboratory  findings.  Widal-negative  findings 
mean  very  little,  as  the  profession  is  fast  coming 
to  realize.  It  must  not  be  forgotten  that  typhoid 
is  a contagious  as  well  as  an  infectious  disease; 
that  it  does  not  generate  de  novo,  and  that  the 
colon  bacillus  does  not  develop  into  the  typhoid 
bacillus,  even  though  the  former  may  become 
markedly  pathogenic  under  certain  conditions 
and,  usually  in  organs  remote  from  the  intestinal 
tract,  become  of  surgical  concern. 

I recall  an  epidemic  of  gastro-enteritis  of 
severe  type  that  occurred  along  a small  stream 
in  Pennsylvania  over  thirty  years  ago.  The 
water  was  demonstrated  to  contain  sewage  and 
there  were  many  cases  of  serious  illness  from 
drinking  it,  yet  not  one  case  of  typhoid  devel- 
oped in  the  whole  valley.  Whether  it  was  purely 
a colon  bacillus  infection,  or  a mixed  infection, 
was  not  determined ; but  the  patients  carried  a 
fever  for  two  or  three  weeks  in  severe  cases, 
and  were  without  fever  if  they  recovered  from 
the  diarrhea  and  vomiting  within  two  or  three 
days,  as  the  majority  of  them  did. 

This  experience  came  to  my  mind  at  once 
when  confronted  with  an  epidemic  of  gastro- 
enteritis recently  in  a water  district  of  California 
serving  approximately  27,000  people. 

January  second  and  third,  1924,  was  marked 
by  about  2,000  persons  in  this  district  becoming 
ill,  and  about  1,000  additional  in  the  course  of 
the  next  few  days.  The  attack  was  sudden  and 
prostrating,  usually  ushered  in  with  vomiting 
and  the  eructation  of  foul  gases  smelling  of 
H,S.  This  was  followed  by  a most  persistent 
diarrhea,  nausea  and  ])ain  in  the  abdomen,  but 
no  symptoms  characteristic  of  typhoid.  Within 
three  or  four  days  the  great  majority  of  the  cases 
apparently  recovered,  but  suffered  from  lack  of 
appetite  and  abdominal  bloating  for  some  time. 

The  vital  .statistics  of  the  epidemic  are  not  yet 
in  hut  will  be  made  available  in  time  by  the 


30 


THE  ATLANTIC  MEDICAL  JOURNAL 


October,  1924 


State  Board  of  Health,  which  was  very  capably 
represented  by  an  e])idemiologist,  a sanitary  en- 
gineer and  a general  sanitarian.  Yet  lacking 
these  statistics,  it  is,  perhaps,  safe  to  say  that 
about  1,000  cases  suffered  relapses,  many  of 
them  of  most  serious  type,  approximately  500 
cases  of  Widal -positive  typhoid  developing, 
others  “suspects”  or  “clinical  typhoid,”  as  one 
viewed  it,  and  still  many  others  carried  a 3- 
weeks’  fever  (102  to  104°)  but  without  rose 
rash,  characteristic  stools,  or  other  marked  evi- 
dences of  a true  typhoid.  Yet  these  people  were 
critically  ill,  some  of  them  dying.  The  mortality 
among  the  positive  typhoid  cases  was  relatively 
high.  There  was  every  facility  for  laboratory 
tests ; in  fact,  they  were  required  by  the  Board 
of  Health.  Notwdlhstanding,  here  were  hun- 
dreds of  cases,  the  majority  with  laboratory  tests 
negative,  but  very  ill.  What  was  it?  In  view 
of  typhoid  developing,  is  it  likely  that  these 
cases  were  merely  colon  bacillus  infections? 

January  third  my  own  analysis  showed  the 
drinking  water  to  contain  16  parts  per  million  of 
organic  matter.  The  sanitary  engineer  demon- 
strated the  contamination  to  be  from  sewage 
accidentally  entering  a well  from  which  part  of 
the  supply  of  water  was  pumped  and  due  to  a 
break  in  old  and  imperfectly  guarded  equipment. 
January  fourth  showed  only  6 parts  per  million, 
and  the  next  day,  the  fifth,  it  dropped  to  a mere 
trace.  Unfortunately,  my  own  were  the  only 
like  tests  made  before  the  contamination  had 
dropped  to  mere  traces.  How  long  before  Jan- 
uary third  the  contamination  from  sewage  exist- 
ed is  not  known. 

Here  was  a district  normally  supplied  with 
very  pure  water ; but  a transient  contamination 
with  sewage  suddenly  produced  a morbid- 
ity comprising  one-ninth  of  the  whole  popu- 
lation. It  emphasizes  pointedly  what  is  said  early 
in  this  paper  about  sewage.  I am  personally  of 
the  belief  that  the  sewage  streptococcus  was  a 
probable  factor  in  many  of  the  cases;  that  the 
relapsing  cases — nearly  all  showing  a tender 
liver — were  the  result  of  the  colon  bacillus  and 
probably  other  organisms  proliferating  in  the 
bile  and  the  common  bile  duct  and  adnexa ; that 
the  “intermediate  varieties”  described  by 
Vaughan  were  responsible  organisms  in  the  pro- 
duction of  the  Widal-negative  cases  of  clinical 
typhoid ; that  there  are  positive  and  negative 
types  of  clinical  typhoid,  the  first  marked  by 
high  fever  and  the  .second  with  very  little  fever; 
and  that  we  depend  altogether  too  implicitly  on 
the  Widal  reaction  in  public  health  work. 

618  S.  Broadway. 


SUBDIAPHRAGMATIC  ABSCESS* 
CHAS.  G.  EICHER,  M.D.,  and 
AMBROSE  T.  KIBZEY,  M.D. 

MC  KP.ES  ROCKS,  PA. 

The  rarity  of  this  condition,  especially  in  chil- 
dren, is  our  excuse  for  reporting  the  following 
case. 

Subphrenic,  otherwise  known  as  subdiaphrag- 
matic  abscess,  has  been  more  or  less  of  a clinical 
curiosity.  Its  supposed  rarity  and  the  difficulty 
of  diagnosis,  especially  when  no  cause  of  infec- 
tion can  be  found,  as  in  the  present  case,  makes 
it  especially  interesting. 

The  patient,  R.  A.,  was  a boy,  four  years  of  age, 
white,  of  American  parentage,  fairly  well  developed 
for  his  age,  and  well  nourished.  Family  and  past  his- 
tory both  negative.  No  history  of  previous  gastro- 
intestinal trouble. 

The  boy  took  sick  suddenly  July  14,  1923,  with  chills, 
rise  of  temperature  and  pulse,  tenderness  in  abdomen, 
and  tendency  to  constipation.  The  first  examination 
revealed  nothing  definite.  Lungs  and  heart  were  found 
normal.  No  localized  tenderness  or  rigidity  was  found. 
Consequently,  no  definite  diagnosis  was  made.  It  was 
thought  that  the  boy  had  some  gastro-intestinal  dis- 
order, and  symptomatic  treatment  was  given. 

However,  as  the  temperature  persisted,  varying  be- 
tween 102  and  105,  typhoid  fever  and  tubercular  men- 
ingitis were  thought  of,  but  were  ruled  out  promptly. 

In  about  a week’s  time  the  following  symptoms  were 
observed : On  inspection,  the  right  side  of  the  chest, 
both  anteriorly  and  posteriorly,  was  lagging  on  respira- 
tion. There  was  a definite  bulging  mass  anteriorly,  be- 
low the  costal  margin,  which  did  not  move  on  respira- 
tion. The  respiration  was  about  30,  shallow  and  sharp. 
This  mass  was  somewhat  regular  in  outline,  resembling 
in  shape  the  lower  border  of  the  liver. 

On  palpation  and  percussion,  the  lagging  of  the  right 
base  of  the  lung  was  confirmed.  Vocal  fremitus  was 
absent  posteriorly.  The  liver  dullness  anteriorly  w’as 
pushed  downward,  reaching  the  line  of  the  umbilicus. 
This  mass  increased  in  size  gradually  and  extended  en- 
tirely across  the  upper  abdomen.  At  the  same  time  the 
diaphragm  was  pressed  upward,  especially  on  the  right 
side,  until  finally  there  was  dullness  from  the  level  of 
the  right  nipple  to  the  level  of  the  umbilicus  in  front, 
and  from  the  angle  of  the  right  scapula  almost  to  the 
crest  of  the  ileum  posteriorly,  as  demonstrated  by  per- 
cussion. A definite  tenderness  was  now  found  ante- 
riorly and  posteriorly  in  these  regions. 

On  auscultation,  posteriorly  the  respiratory  sounds 
were  found  weak  and  distant  over  the  right  base.  No 
rales  were  heard.  Left  side  was  normal. 

Patient  was  now  running  a septic  temperature  and 
had  chills  and  sweats.  Had  practically  no  cough.  Re- 
peated urinalyses  were  negative.  The  blood  count 
showed  a leucocytosis  of  29,800.  A pediatrician  was 
called  in  consultation  near  the  end  of  the  first  week, 
and  decided  that  the  diagnosis  lay  between  perinephritic 
abscess  and  central  pneumonia.  An  x-ray  was  taken 
and  the  roentgenologist  was  of  the  opinion  that  the  boy 
had  empyema. 

Of  course,  liver  abscess  and  hydatid  cyst  were  con- 
sidered, but  the  absence  of  jaundice  and  the  regular 
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outline  of  the  border  of  the  liver  practically  ruled 
these  out. 

The  problem  then  was  to  differentiate  between  sub- 
phrenic  abscess,  perinephritic  abscess,  and  empyema  of 


A schematic  drawing  showing  the  actual  position  of  the 
abscess  and  the  displacement  of  organs  and  viscera  in  order  to 
accommodate  same. 


the  right  chest.  But  considering  the  history,  we  in- 
clined toward  subphrenic  abscess.  The  displacement  of 
the  liver  downwards  and  the  region  of  dullness  pos- 
teriorly, pushing  the  right  lung  up  (as  is  well  seen  in 
the  x-ray)  supported  our  view,  the  more  so  since  the 
boy  now  had  sweats,  irregular  septic  temperature  and 
pulse,  but  no  cough.  There  was  little  rigidity  of  the 
muscles  in  the  lumbar  or  kidney  region.  The  urinaly- 
sis was  negative. 

The  same  consultant  was  called  again,  who  still  held 
to  the  opinion  that  the  condition  was  a renal  one,  prob- 
ably pyonephrosis. 

The  parents  then  consented  to  an  operation,  which 
was  performed  July  26th.  With  the  child  on  the  left 
,';ide,  Parkes’  incision  was  made,  the  kidney  bared  and 
found  normal  but  displaced  downward.  Dissecting  to 
the  outer  border  of  the  kidney  a bulging  fluctuating 
mass  was  encountered.  An  exploring  needle  was  intro- 
duced and  pus  withdrawn.  A knife  was  inserted  be- 
side the  needle  and  the  opening  enlarged  upward.  This 
was  followed  by  a free  flow  of  thick  grayish  pus  with 
a strong  B.  coli  odor,  at  least  a quart  being  evacuated 
at  once.  The  cavity  was  explored  with  the  finger  and 
was  found  to  be  situated  between  the  upper  surface  of 
the  liver  and  the  diaphragm.  It  seemed  to  consist  of 
one  large  smooth  cavity  without  any  subdivisions,  the 
whole  mass  of  the  liver  being  pressed  below  the  costal 
margin.  A rubber  drainage  tube  was  inserted  into  the 
abscess  cavity,  secured  by  sutures  to  the  skin  margin, 
and  the  wound  packed  open. 

As  the  abscess  cavity  emptied,  the  liver  receded  up- 
ward. There  was  a copious  flow  of  pus  for  several 
days  and  the  temperature  remained  quite  septic.  Irri- 
gation with  Dakin’s  solution  was  tried,  but  excited  such 


violent  fits  of  coughing  that  it  had  to  be  abandoned  and 
free  drainage  alone  depended  upon.  The  discharge  of 
pus  rapidly  diminished  after  the  first  few  days,  so  that 
by  the  end  of  the  third  week  it  had  entirely  ceased,  the 
tube  which  had  been  gradually  shortened  and  replaced 
by  a smaller  one,  was  removed  and  the  wound  allowed 
to  close. 

One  thing  that  impressed  us  as  queer  was  the  almost 
entire  absence  of  cough  while  the  abscess  was  forming, 
and  the  production  of  cough  by  irrigating  the  cavity. 

SUMMARY 

The  current  theories  as  to  the  cause  and  eti- 
ology of  the  subphrenic  abscess  are ; ( i ) Septic 
infection  from  neighboring  viscera,  such  as  rup- 
tured gastric  and  duodenal  ulcers,  which  cause 
one-third  or  more  of  these  abscesses.  (2)  Ap- 
pendicitis and  hepatic  disease,  which  cause  one- 
sixth  each.  (3)  The  remaining  third  of  the 
cases  are  distributed  among  the  following: 
parturition,  pyemia,  splenic  infarcts,  thoracic  dis- 
ease, gastric  cancer,  disease  of  the  lumbar  verte- 
brae, cholecystitis,  suppurating  gall-bladder,  sup- 
puration of  the  right  kidney,  stabs  or  crushes  of 
the  upper  abdomen  and  other  traumatisms. 

However,  in  our  case  no  cause  was  established. 
The  greatest  number  of  these  abscesses  occur  be- 
tween the  age  of  twenty  and  thirty.  Our  patient 
was  only  four  years  old. 

The  subphrenic  abscess,  according  to  its  situa- 
tion here,  is  classified  as  follows 

I.  Right  intraperitoneal  abscess — between  the 
right  lobe  of  the  liver  and  the  diaphragm,  in 


Figure  II 

\-ray  showing?  a shadow  of  the  lower  [lortion  of  the  right 
luntj — a place  where  the  lung,  together  with  the  diaphragm,  was 
pushed  up,  and  where  the  actual  abscess  was  found. 
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front  of  the  right  coronary,  and  to  the  right  of 
the  falciform  ligaments.  This  involves  one-third 
of  all  the  cases.  Our  case  was  of  this  variety. 

2.  Right  posterior  intraperitoneal  abscess. 

3.  Left  anterior  intraperitoneal  abscess. 

4.  Left  posterior. 

5.  Right  extraperitoneal. 

6.  Left  extraperitoneal. 

Symptoms:  A history  of  previous  symptoms  of 
dyspepsia  or  liver  disease  is  given  in  most  of  the 
cases.  No  such  information  was  obtained  in  our 
case.  The  appendix  cases  that  cause  subphrenic 
abscesses  are  usually  of  acute  origin.  The  onset 
is  sudden.  The  pain  is  over  the  site  of  abscess. 
Vomiting,  hematemesis  and  melena  occur  in  gas- 
tric and  duodenal  ulcers.  There  is  a temporary 
constipation,  which  may  be  followed  by  diarrhea. 
Pyrexia  is  present  with  all  its  constitutional 
signs  : complexion,  tongue,  sweating,  etc.  Rigors 
are  exceptional  and  of  very  ill  omen.  Leucocy- 
tosis  is  constant  and  well  marked. 

Physical  Signs:  An  abdominal  epigastric  or 
hypochondriac  swelling  is  found  in  two-thirds  of 
all  cases.  The  swelling  does  not  move  on  respira- 
tion. Tenderness  and  rigidity  are  well  marked 
over  the  hepatic  area.  Thoracic  dullness,  at  one 
or  both  lung  bases,  is  present.  Breath  sounds 
are  diminished,  due  to  consolidation  or  compres- 
sion of  the  lung. 

The  diagnosis  is  made  by  attention  to  the  his- 
tory and  signs  of  abdominal  disease.  The  dif- 
ferential diagnosis  should  be  made  between: 

1.  Pleural  effusion,  especially  pyopneumo- 
thorax, in  which  the  history  and  signs  are  those 
of  lung  disease. 

2.  Hepatic  tumors  and  abscesses,  in  which  the 
liver  moves  with  respiration. 

3.  The  pneumococcal  peritonitis  with  pneu- 
monia, in  which  the  peritoneal  condition  is  usu- 
ally generalized. 

Treatment:  Free  opening  and  drainage  di- 
rectly after  the  diagnosis  is  made.  This  opera- 
tion may  be  conducted  by  various  routes  accord- 
ing to  the  position  of  the  abscess,  namely,  (i) 
anterior  abdominal,  (2)  posterior  transpleural, 
(3)  other  routes — anterior  transpleural,  lateral 
transpleural,  subpleural,  and  lumbar. 

Prognosis:  About  half  of  all  cases  die.  Cases 
not  operated  are  usually  fatal.  The  prospect 
after  posterior  operations  is  rather  better  than 
after  anterior  ones. 

604  Chartiers  Ave. 

THAT  HEALTH  EXAMINATION 

The  following  article  appeared  in  the  Harris- 
burg (Pa.)  Telegraph.  It  is  of  importance  to 


you  men  and  women  of  the  medical  profession 
in  every  way  and  the  message  should  be  broad- 
casted. Cut  out  this  article  and  ask  the  editor  of 
your  local  paper  to  print  it,  giving  due  credit  to 
the  Harrisburg  Telegraph. 

“DOCTOR,  I FEEL  GREAT’’ 

A certain  doctor  was  visited  by  a well-known  busi- 
ness man  who  looked  to  be  in  the  pink  of  condition.  In 
fact,  there  was  nothing  the  matter  with  him  so  far  as 
he  knew. 

He  said,  “Doctor,  I want  you  to  go  over  me  as  thor- 
oughly as  though  I told  you  that  I had  been  given  up 
by  a dozen  other  medicos.  Incidentally,  I feel  great.’’ 

The  physician  did  as  he  was  directed.  Heart,  lungs, 
kidneys- — all  in  sound  condition.  Blood  pressure  nor- 
mal. All  other  organs  apparently  functioning  rightly. 

“You  are  as  fine  a specimen  of  a healthy  man  as  I 
have  examined  in  many  a moon,’’  said  the  doctor. 

“Good,”  replied  the  businessman,  “that’s  what  I am 
here  to  hear.  And  I intend  to  stay  this  way.  I want 
you  to  summon  me  for  an  examination  every  six 
months.  I intend  also  to  see  that  every  man  in  my 
organization  does  the  same  thing.” 

This  man  was  wiser  than  the  great  run  of  American 
business  executives  or  of  the  rank  and  file  of  the  peo- 
ple. We  have  made  great  strides  in  the  matter  of  pub- 
lic health,  but  lag  behind  in  the  preservation  of  personal 
health.  Few  doctors  ever  see,  in  a professional  capac- 
ity, other  than  ailing  people. 

We  need  a little  more  of  the  Chinaman’s  foresight 
who  pays  his  physician  while  he  is  in  good  health  and 
gets  free  medical  service  and  advice  while  he  is  sick. 
It  may  seem  foolish  to  visit  your  doctor  when  you  feel 
yourself  to  be  in  the  best  of  health.  Yet  nothing  could 
be  more  wise,  prudent  and  economical. 

Americans  are  dying  in  ever  increasing  ratios  from 
insidious  diseases  of  heart,  stomach,  kidneys  and  ar- 
teries— diseases  that  move  slowly  and  give  a false  sense 
of  security  until  the  final  and  irrevocable  breakdown. — 
Harrisburg  Telegraph,  June  7,  1924. 


Dr.  O.  Pine  queries : It  is  often  wondered  why  such 
a cultured  people  as  the  Athenians  did  not  avail  them- 
selves of  the  gifted  intellect  of  a Socrates  in  filling 
the  highest  and  most  important  positions  of  the  com- 
monwealth; but  has  it  ever  occurred  to  you  that  in 
your  community,  in  your  society,  yea,  even  in  your  col- 
legiate associations,  you  commonly  pass  by  a Socrates, 
and  select  a Cleon  or  a Critias  as  leader? 

Dr.  O.  Pine  queries ; Have  you  ever  been  annoyed 
by  the  alleged  purist  pointing  out  to  you  petty  solecisms 
happening  in  the  interesting  essay  that  you  enjoy  and 
to  the  thought  of  which  said  purist  should  be  enjoined 
to  devote  more  engrossing  attention  than  to  a few 
trifling  aberrations  of  expression? 


ERRATA 

In  the  September  number  of  this  Journal,  on  page 
808,  the  title  of  article  by  W.  Egbert  Robertson,  M.D., 
Philadelphia,  should  read : “The  Importance  of  an 
Exact  Diagnosis  in  Acute  Rheumatic  Fever.” 

On  page  849  of  the  same  issue,  second  column,  lines 
9 and  10  (article  entitled  “The  Alleged  Discovery  ot 
the  Cause  of  Cancer  by  Dr.  Glover”)  should  read : 
“Of  the  hopeless  cases,  22  were  dead,  4 were  said  to 
be  unimproved,  27  improved  and  3 symptom-free.” 
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EDITORIALS 


GO  THOU  AND  DO  LIKEWISE 

The  movement  advocating  health  examina- 
tions is  spreading  and  will  continue  to  spread, 
for  it  is  a logical  step  in  the  evolution  of  scien- 
tific medicine.  For  the  present,  active  agitation 
must  continue.  The  profession  must  be  trained 
to  perform  such  examinations  properly  and  the 
general  practitioner  must  become  accustomed  to 
the  idea  that  he  is  a vital  part  of  preventive  med- 
icine. The  public  must  be  educated  to  preven- 
tion instead  of  cure.  All  this  will  take  time  and 
constant  pressure  on  the  more  backward  of  the 
profession  and  of  the  community. 

With  these  facts  in  view  we  would  commend 
to  your  emulation  the  example  of  Dr.  William 
B.  O’Rear,  of  Waynesboro,  Pa.,  who  recently 
read  a paper  before  the  Franklin  County  Medical 
Society  from  which  we  quote  the  following: 

The  idea  of  periodic  physical  examinations  was  ad- 
vanced by  the  Council  on  Health  and  Public  Instruction 


of  the  A.  M.  A.  as  far  back  as  1921  or  ’22,  and  is  grad- 
ually expanding  and  growing  in  interest. 

There  is  no  hard  and  fast  rule  of  mortality.  Look 
how  almost  negligible  variola  has  become  in  communi- 
ties where  vaccination  is  carried  on;  likewise  typhoid 
fever,  in  its  low  rate  of  inception  and  mortality  when 
antityphoid  serum  is  used;  also  diphtheria.  Modern 
hygiene  has  modified  other  familiar  maladies  and  will 
continue  to  do  so  as  time  passes.  Our  medical  service 
in  the  last  war  has  made  this  fact  incontestable. 

The  aim  of  the  modern  physician  should  be  to  keep 
his  patients  well,  just  as  much  as  to  care  for  them 
when  sick.  In  the  near  future,  if  not  now,  sickness 
will  not  be  considered  good  form,  for  good  health  will 
be  the  fashion,  as  it  properly  should  be.  The  physi- 
cian will  keep  his  friends  fit  by  the  method  of  periodic 
physical  examinations  and  by  advising  them  as  to  the 
proper  application  of  some  simple  rules  about  hygiene 
and  diet.  It  is  believed  that  physicians  will  finally  be- 
come interested  in  preclinical  medicine,  beginning  with 
the  expectant  mother,  through  the  birth  of  her  off- 
spring and  the  various  stages  of  its  life,  until  the  mortal 
body  is  no  more. 

Education,  gradual  in  its  process,  or  perhaps  develop- 
ing rapidly  in  its  evolution,  causing  the  people  ear- 
nestly and  regularly  to  seek  their  medical  advisers, 
will  be  the  means  of  establishing  this  system  and  in- 
ducing people  to  purchase  health  from  the  followers  of 
the  healing  art  who  have  the  ability  to  keep  the  large 
per  cent  of  the  people  well.  For  the  success  of  this 
idea,  the  various  functional  disturbances  must  be  ob- 
served and  treated,  exercises,  lists  for  diets,  etc.,  pre- 
pared, and  general  hygienic  measures  ensured. 

The  research  workers  of  a large  corporation  report 
that  in  17,000  examinations,  the  defects  found  which 
enabled  them  to  reduce  the  mortality  among  those  ex- 
amined and  advised,  were  28%  less  than  those  found  in 
the  same  number  of  people  who  are  not  examined  and 
advised.  The  most  important  defects  found  in  these 
examinations  were:  enlarged  or  infected  tonsils,  26%; 
overweight,  13%;  albuminuria,  12.2%;  pyorrhea  and  in- 
fected teeth,  8.5%  ; functional  murmurs,  6%  ; herniae, 
5.1%;  arteriosclerosis,  5%;  cardiac  hypertrophy,  2.5%; 
organic  cardiac  trouble,i%;  pulmonary  tuberculosis, 
0.4%. 

The  investigators  believed  that  the  children  showed 
teeth  defects  to  the  extent  of  from  75%  to  90%  of 
cases  examined,  as  I also  observed  in  my  school  med- 
ical inspection  during  the  last  term  of  the  Waynesboro 
and  Washington  Township  schools.  It  has  been  fur- 
ther asserted  that  by  care  and  attention  to  these  con- 
ditions, there  has  been  a reduction  of  mortality  in  the 
last  ten  years.  Infected  tonsils,  throat  conditions  and 
sinuses  are  also  classed  in  this  category. 

It  seems  to  me  such  a pity  that  parents  of  school 
children  do  not  take  a more  serious  interest  in  the  re- 
ports furnished  them  through  the  many  school  boards 
as  to  the  recommendations  of  the  medical  examiners. 
I do  believe,  however,  that  attention  to  these  is  gradu- 
ally increasing  as  the  communities  are  becoming  better 
informed  and  also  due  to  the  advice  of  their  family 
physicians.  This,  you  see,  is  one  of  the  natural  re- 
sults of  preclinical  procedure  and  helps  to  pave  the  way 
to  a broader  and  more  extensive  field. 

Then,  there  is  albuminuria  and  similar  conditions 
which  cause  no  inconvenience  in  their  incipiency,  and 
which,  if  a regular  periodic  health  examination  were 
made,  would  be  discovered,  enabling  the  physician  to 
fortify  his  patient  against  chronic  affections,  and  ex- 
tending his  life  many  years  as  a useful  citizen. 
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To  enable  the  great  mass  of  our  citizens  to  learn  the 
absolute  necessity  of  a thorough  physical  examination, 
at  least  once  a year,  a system  of  legitimate  advertising 
could  be  instituted  by  the  local,  county  and  state  so- 
cieties, in  a manner  to  be  determined  by  them.  But  the 
local  practitioner  in  his  community,  with  his  good  influ- 
ence and  wisdom,  can  do  much  to  aid  his  clientele  to 
follow  the  path  of  reason  and  right,  and  at  the  same 
time  realize  a satisfactory  encomium  for  his  service. 

Dr.  O’Rear  then  proceeded  with  details  that 
we  will  not  reproduce. 

The  Committee  on  Public  Relations  of  the 
State  Society  has  recommended  tliat  every 
county  society  take  up  this  subject,  and  we  feel 
that  the  Franklin  County  Society  is  to  be  com- 
mended for  its  prompt  adoption  of  this  sugges- 
tion. 


WHAT  CAN  THE  MEDICAL  PROFES- 
SION DO  TO  REMOVE  THE  STICxMA 
OF  DISGRACE  ASSOCIATED 
WITH  OUR  COUNTY 
ALMSHOUSES? 

Dr.  Potter,  Director  of  the  Department  of 
Public  Welfare,  recently  made  the  statement 
that  in  ten  years  the  stigma  now  attached  to 
these  institutions  would  be  obliterated  by  their 
higher  standard. 

In  certain  counties  of  this  state,  through  the 
zeal  and  idealism  of  newly  appointed  physicians 
to  the  county  almshouse,  an  effort  is  being  made 
to  convert  the  institution  into  a general  hospital, 
not  only  for  the  best  possible  care  of  the  aged 
and  infirm  who  may  be  inmates ; but  also  for 
the  care  of  those  chronic  cases,  contagious  dis- 
ease cases,  venereal  and  tubercular  cases  who 
cannot  be  cared  for  in  most  of  our  smaller  city 
hospitals.  The  great  obstacle  in  the  way  is  the 
widespread  sentiment  against  an  almshouse,  and 
the  usual  expert  advice  that  a tubercular  hospital 
must  not  be  in  close  proximity  to  the  poorhouse 
farm. 

If  the  location  and  other  physical  conditions 
favor  what  is  now  called  the  poorhouse,  and  the 
only  objection  is  the  sentimental  one  deeply 
rooted  in  the  minds  of  the  population,  who,  bet- 
ter than  the  medical  profession,  can  help  in 
eradicating  these  objections!  In  many  counties 
it  may  be  a tremendous  saving  of  money  to  the 
taxpayers  if  these  county  institutions,  usually 
advantageously  situated  on  fine  farms,  can  be 
managed  as  high  class  hospitals  and  homes, 
maybe  in  conjunction  with  existing  hospitals. 
Taken  out  of  politics,  these  county  hospitals 
could  be  run  in  conjunction  with  city  hospitals 
intended  only  for  acute  medical  and  surgical 
cases,  thus  relieving  the  usually  overcrowded 
acute  hospitals.  There  is  need  for  the  most 


skilled  care  of  those  unfortunates  who  are  in- 
mates of  our  county  homes,  frequently  through 
illness  or  misfortune  over  which  they  had  abso- 
lutely no  control.  Many  of  them  are  subjects 
for  medical  care.  All  of  them  are  subjects  for 
sympathetic  understanding  that  they  may  have 
a chance  to  “come  back.”  If  too  handicapped 
for  industrial  conditions  outside,  they  frequently 
can  be  taught  to  perform  certain  kinds  of  work 
around  the  institution  or  its  farm,  which  would 
cover  their  living  expense,  and  enable  them  to 
remain  on  a self-supporting  and  self-respecting 
basis,  if  not  a more  liberal  earning  capacity. 

To  judge  a community  correctly,  the  efficiency 
of  its  hospitals  and  the  almshouse  intended  for 
the  treatment  and  care  of  the  sick  poor,  must  be 
considered  along  with  the  advantages  of  its 
public  schools.  In  each  community  no  greater 
problem  confronts  the  medical  profession  than 
the  proper  management  of  these  institutions,  for 
they  are  factors  of  great  importance  to  the  lives 
of  every  community.  There  is  a great  deal  of 
ignorance  on  the  part  of  the  public,  and  even  of 
physicians  as  to  what  hospital  efficiency  means. 
It  can  be  said  without  fear  of  contradiction 
that  many  municipal  institutions  have  often 
been  interfered  with  by  local  politics,  medical  or 
otherwise.  Frequently  they  have  been  poorly 
staffed,  insufficiently  supported,  and  poorly  man- 
aged. This  condition  we  know  is  yearly  improv- 
ing, and  probably  will  rapidly  become  better 
under  the  watchful  supervision  of  our  Depart- 
ment of  Public  Welfare. 

The  words,  almshouse  and  poorhouse,  have  a 
gruesome  reputation  to  live  down.  Whether 
this  reputation  is  deserved  or  not,  matters  little. 
That  the  inheritance  was  partly  bred  of  igno- 
rance and  superstition,  is  immaterial.  As  a mat- 
ter of  fact,  the  masses  still  have  tendencies  to 
mistrust  and  fear  them.  Remove  the  stigma 
associated  with  the  almshouse.  Connect  it  with, 
or  convert  it  into  a general  hospital,  and  call  it 
The  County  General  Hospital  or  other  appro- 
priate name  and  get  rid  of  the  old  terms.  Let 
the  medical  profession  of  each  county  make  it 
one  of  the  prime  objects  of  its  society  to  remove 
the  sentiment  of  disgrace  attached  to  these  insti- 
tutions; to  place  the  professional  service  of 
these  institutions  in  the  hands  of  physicians 
skilled  not  only  in  their  profession  but  with  the 
idealism  to  regard  a public  hospital  as  a public 
utility. 

Under  such  administration,  these  institutions 
will  render  such  a service  as  has  hitherto  been 
little  dreamed  of.  A staff  with  such  a view  of 
their  responsibility  and  opportunity  would  in- 
spire enthusiasm  in  their  medical  associates, 
maintain  a congenial  atmosphere  for  the  patients 
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and  teach  improvement  in  medical  procedure. 
It  can  be  done  by  publicity  and  education  and 
influence  with  the  proper  authorities,  to  the 
credit  of  the  medical  profession.  J.  B.  McA. 


ENCEPHALITIS 

Encephalitis  with  its  protean  manifestations 
is  still  frequently  unrecognized  and  treated  for 
some  obscure  nervous  affection.  The  post- 
encephalitic syndromes  vary  and  are  dependent 
on  the  distribution  of  the  lesions  or  the  toxic 
processes  affecting  the  central  nervous  system 
as  well  as  cause  a disturbance  of  the  basal 
metabolism.  Interesting  observations  on  the 
symptomatology,  pathology  and  treatment  have 
been  recently  reported. 

Quinter  O.  Gilbert  and  Adeline  E.  Gurd^ 
state  that  the  localizing  symptoms  will  not  en- 
able one  to  conclude  as  to  what  variety  of 
encephalitis  or  meningo-encephalitis  may  exist 
in  a given  case.  They  report  that  the  distribu- 
tion of  the  lesions  of  three  cases  of  tuberculous 
meningo-encephalitis  were  about  the  same  as 
found  in  six  cases  of  lethargic  encephalitis. 
From  their  observations  they  report  different 
pathological  pictures  found  in  the  acute  forms 
of  encephalitis  or  meningo-encephalitis. 

In  the  tuberculous  variety  they  found  severe 
meningitis  with  plasma  cells,  small  lymphocytes, 
giant  cells,  but  more  especially  the  giant  phago- 
cytes which  make  diagnosis  easy.  In  general 
paralysis  of  the  insane  they  found  a more  or 
less  severe  meningitis  presenting  plasma  cells, 
mast  cells,  lymphocytes,  the  absence  or  rare  ap- 
pearance of  giant  phagocytes,  the  presence  of  a 
generalized  plasma  cell  infiltration  of  practically 
all  the  capillaries  in  the  cortex  area  of  the  brain 
and  the  presence  of  a large  number  of  red  cells 
in  tbe  spinal  fluid. 

In  the  acute  lethargic  meningo-encephalitis 
the  inflammatory  process  involves  the  veins  to 
the  exclusion  of  the  arteries.  There  is  very 
little  or  no  connective  tissue  reaction,  fat  is 
present  in  the  cells  of  the  foci  and  in  the  vessel 
endothelial  cells,  and  there  is  a minimal  amount 
of  reaction  of  the  glia. 

In  the  chronic  cases  or  patients  who  die 
months  or  years  after  the  acute  process  has 
ceased,  these  distinguishing  points  in  the  patho- 
logical picture  disappear.  It  was  the  general 
opinion  during  the  earlier  stages  of  epidemic 
encephalitis  that  fundus  changes  did  not  occur, 
at  present  it  is  recognized  that  fundus  changes, 
though  rare,  do  occur  as  a part  of  the  patho- 
logical picture  in  epidemic  encephalitis.  Various 
authors  have  reported  cases  having  optic  neuritis. 


choked  disk,  hemorrhagic  retinitis  and  retinal 
hemorrhages.  How  to  explain  the  optic  neuritis 
and  pai)illadema  has  been  a question.  Mills 
gives  wbat  seems  the  most  rational  explanation 
that  it  is  the  result  of  a concurrence  of  menin- 
gitis with  encephalitis.  It  is  more  likely  to  occur 
if  the  meningo-encephalitis  is  close  to  the  optic 
chiasm  or  cerebral  base.  This  observation  shows 
the  importance  of  differentiating  encephalitis 
from  brain  tumor. 

Dr.  Barker^  states  that  clinically  encephalitis 
in  many  respects  is  analogous  to  syphilis  and 
that  at  pre.sent  three  main  groups  of  symptoms 
are  recognized,  or  that  its  course  presents  three 
stages.  In  the  first  stage,  he  states,  are  the  in- 
fluenza features  with  fever  and  drowsiness,  and 
depending  on  the  localization  of  the  virus, 
meningeal  symptoms,  cord  symptoms,  bulbar  or 
basal  ganglia  symptoms  or  cerebral  symptoms. 
Recovery  may  set  in  at  the  end  of  this  stage  or 
the  second  stage  may  begin  with  residual  neuro- 
logic manifestations  (paralysis  or  hyperkinesis) 
or  various  psychic  disturbances. 

There  may  be  an  asymptomatic  remission  be- 
tween the  second  and  third  stage.  In  the  third 
stage  when  one  occurs  there  are  observed 
remarkable  clinical  features  — postencephalitic 
syndromes  with  symptoms  resembling  paralysis 
agitans  except  that  the  tremor  is  not  usually 
marked.  There  may  be  also  vasomotor  and 
marked  trophic  disturbances  or  disturbances  of 
temperament  especially  in  children  and  young 
adults.  Some  of  these  patients  show  a remark- 
able change  in  their  personality.  In  the  post- 
encephalitic parkinsonian  syndromes  the  lesions 
seem  to  be  due  to  a toxic  process  rather  than  to 
local  inflammatory  foci. 

Dr.  Barker  tried  various  modes  of  treatment, 
salvarsan,  mercurochrome,  trypaflavin,  uro- 
tropin,  and  various  serums,  but  he  is  quite  cer- 
tain that  a successful  chemotherapy  for  epidemic 
encephalitis  has  not  yet  been  worked  out.  As 
a rule  the  more  quickly  the  parkinsonian  syn- 
drome develops  after  the  encephalitis  the  greater 
the  likelihood  of  recovery ; the  more  slowly  it 
develops  the  greater  the  probability  of  perma- 
nent sequels  and  a progressive  course.  The 
treatment  must  be  largely  symptomatic.  The 
rigidity  may  be  overcome  to  a great  extent  by 
hyoscin,  rest,  massage,  hydrotherapy  and  gen- 
eral upbuilding  measures.  Hyoscin  hydrobromid 
gr.  1/400  to  gr.  i/ioo  may  be  given  and  atropin, 
if  there  is  drooling,  or  x-rays  may  be  applied  to 
the  parotid  gland.  G.  E.  H. 
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THE  DOCTOR  AND  HIS  TYPEWRITER 

In  the  olden  days  when  doctors  used  to  dash 
off  their  prescriptions  with  pen  or  pencil  or 
whatever  happened  to  be  handy,  the  business  of 
being  a prescription  druggist  was  fraught  with 
adventure.  Dr.  Jiggs’  scrawl  might  mean  any- 
thing from  arsenic  to  arnica  in  quantities  of  any- 
where from  i/6o  of  a grain  to  6 ounces.  Many 
were  the  lives  saved  by  tbe  faithful  pharmacist, 
who  was  “too  busy”  to  put  up  the  prescription 
until  he  could  find  out  from  Dr.  Jiggs  what  he 
really  did  mean,  or  who  happened  to  know  from 
what  particular  ailment  the  patient  was  suffering 
and  gave  him  what  he  ought  to  have. 

In  the  olden  days  Dr.  Jiggs  used  to  be  invited 
frequently  to  read  a paper  before  bis  State  So- 
ciety. Recently  he  has  been  hurt  at  the  apparent 
neglect  of  his  experience  and  ability.  The  poor 
man  never  knew  that  the  editor  had  put  the 
kibosh  on  him  because  of  the  task  of  editing  his 
impossible  bandwriting. 

Poor  Dr.  Jiggs ! Why  doesn’t  somebody  tell 
him  that  it  is  as  necessary,  if  he  would  keep  up- 
to-date,  to  have  a good  typewriter  as  it  is  to  have 
the  latest  blood-pressure  apparatus  or  the  newest 
improvement  in  electrical  equipment  ? Why 
doesn’t  somebody  tell  him  that  he  will  save  his 
time  and  that  of  everybody  else  by  abandoning 
his  old-fashioned  scrawl,  and  writing  his  pre- 
scriptions, his  labels,  his  bills,  his  letters  and  his 
papers  in  the  modern  way  on  a good  machine? 
Why  doesn’t  somebody  tell  him  that  he  will  en- 
hance his  own  popularity  and  increase  his  effi- 
ciency by  adopting  the  typewriter? 

But,  of  course,  it  will  not  be  sufficient  merely 
to  purchase  a typewriter  and  set  it  up  on  a corner 
of  his  desk;  he  must  learn  to  use  it  properly. 
To  turn  out  manuscript  that  is  cramped  intO'  too 
small  a space  or  mussed  by  overmuch  erasing  or 
handling,  that  is  full  of  strike-overs  and  errors, 
is  fully  as  bad  as  to  write  a,n  illegible  hand.  The 
beauty  of  tbe  typewriter,  however^  is  that  it  is 
such  a willing  servant  that  a working  knowledge 
of  it  can  be  gained  in  a short  time.  This  is 
shown  by  the  numbers  of  busy  practitioners  who 
use  it  continually — and  we  notice  that  once  a man 
learns  to  use  a typewriter  he  never  wants  to  re- 
turn to  the  old,  slow,  laborious  way  of  trans- 
cribing by  hand.  And  it  doesn’t  take  long  to  get 
converted  either ! 


EX  LIBRIS  MEDICI 


WHEN  THE  BARBER  WAS  ALSO  THE 
DOCTOR 

It  is  not  so  much  from  the  medical  as  from 
the  romantic  literature  of  the  past  that  we  are 
able  to  appreciate  the  amount  of  misfortune  and 


mortality  that  stalked  in  the  wake  of  the  doctor. 

In  those  bygone  days  the  medical  profession 
was  composed  of  doctors,  apothecaries,  barbers 
and  quacks.  Their  claims  and  pretentions  were 
very  much  alike — each  guaranteed  a cure,  and 
each  commonly  buried  his  patient. 

Illness  in  those  days  was  dramatic,  and  the 
treatment,  often  worse  than  the  disease  itself, 
was  bloody  and  spectacular,  and  its  results  not 
infrequently  tragic.  The  entire  duration  of  an 
illness  was  a period  of  vigorous  action — no 
watchful  waiting;  something  was  being  done  all 
tbe  time.  It  was  always  disagreeable,  usually 
painful,  and  frequently  exhausting.  You  either 
got  well  or  you  died ; there  was  no  middle  point. 

But  things  are  different  now ; illness  has  be- 
come a luxury,  and  the  doctor  unimpeachable. 
Everybody  can  be  doctored— quite  within  the 
law — according  to  his  individual  taste,  without 
any  of  the  risks  our  forefathers  ran. 

For  example,  if  one  has  nothing  in  particular 
the  matter  with  him,  but  simply  desires  to  spend 
a little  money  upon  his  health,  he  does  not  see 
his  adviser  personally,  but  can  arrange  for  “ab- 
sent treatments”  by  his  “healer.” 

If,  on  the  other  hand,  he  enjoys  company,  or 
suffers  from  that  “lonely  feeling,”  he  may  em- 
ploy a “healer,”  of  either  sex,  to  sit  with  or  read 
to  him. 

That  is  the  latest  modern  me'dical  invention, 
and  is  free  from  all  the  terrors  of  the  past — the 
drawing  of  blood,  the  application  of  leeches,  the 
administration  of  purges  and  the  appearance  of 
nasty  fluxes.  It  is  both  pleasant  and  comfort- 
able, though  sometimes  expensive,  and  recovery 
almost  invariably  follows.  Faith  is  the  element 
in  the  system ; one  gets  well  because  he  believes 
there  is  nothing  the  matter  with  him — which  is 
probably  true.  Failures  now  and  then  happen. 
They  may  occur  even  when  the  malady  is  trifling 
in  nature,  as  in  scabies  or  pediculosis^  but  are 
more  frequent  in  aneurysm,  cancer  of  the  stom- 
ach, strangulated  hernia  and  Bright’s  disease. 
They  are  not  the  fault  of  the  system ; they  are 
the  result  of  lack  of  faith.  The  diseases  men- 
tioned seem  to  have  an  unfortunate  tendency  to 
undermine  faith  and  thus  render  the  system 
inoperative.  The  disturbances  incidental  to  early 
pregnancy  entirely  destroy  it.  But  these  unfor- 
tunate circumstances  in  no  manner  vitiate  the 
system,  which  is  perfect  and  should  be  continued 
in  all  cases  with  hope  substituted  for  faith,  until 
tbe  patient  dies. 

More  robust  patients  of  the  present  day,  espe- 
cially those  loving  exercise  and  diversion,  some- 
times prefer  the  more  heroic  methods  of  the 
osteopaths  and  chiropractors  who  give  no  dan- 
gerous or  poisonous  drugs,  but  rummage  in  the 
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body  and  always  succeed  in  bringing  to  light 
tender  points  about  which  there  had  been  no 
previous  knowledge,  and  hence  no  apprehension, 
but  the  discovery  of  which  makes  necessary  the 
replacement  of  invisibly  displaced  bones  and 
prolonged  courses  of  treatment  for  the  purpose 
of  keeping  them  in  place,  and  breaking  up  and 
dispersing  morbid  products.  This  method  of 
treatment  is  also  infallible,  and  the  patients 
never  fail  to  recover  unless  they  suffer  from 
such  stupid  ailments  as  cancer,  extra-uterine 
pregnancy,  salpingitis  or  appendicitis,  when  they 
usually  immediately  get  worse,  or  in  most  per- 
verse cases,  quickly  die.  That,  however,  is  no 
particular  matter,  for  they  then  constitute  the 
exceptions  by  which  the  general  rule  of  benefit 
is  proved. 

But  the  majority  of  the  people  of  the  present 
day  are  sensible  enough  to  prefer  the  regular 
fine  of  medical  practitioners,  unbroken  since  the 
time  of  Hippocrates,  possessed  of  all  the  medical 
lore  of  the  ages,  whose  methods  are  based  only 
upon  sound  science,  who  have  no  secrets,  know 
no  sects,  ride  no  hobbies,  are  free  from  all  preju- 
dices, and  whose  only  concern  is  the  care  and 
comfort  of  their  patients,  nearly  all  of  whom 
recover  if  there  is  not  too  much  the  matter  with 
them.  This  large  body  of  “regular  practi- 
tioners,” having  all  learned  the  same  things,  out 
of  the  same  books,  in  much  the  same  way,  in 
the  same  number  of  hours,  from  professors  ^all 
of  whom  think  much  alike  upon  all  of  the  sub- 
jects they  think  about,  can  be  depended  upon  to 
treat  diseases  in  exactly  the  same  way  right  or 
wrong.  Scarcely  any  of  them  would  dare  to 
think  or  act  differently  from  what  he  had  been 
taught  lest  it  would  subject  him  to  disagreeable 
criticism,  or  what  might  be  more  disastrous,  to 
pursuit  at  law,  and  although  he  is  usually  amply 
protected  against  the  latter  misfortune  by  his 
liability  insurance  company,  he  would,  above  all 
things  desire  to  avoid  such  a scandal. 

Of  course  the  methods  vary  from  decade  to 
decade,  but  at  the  time  they  are  in  vogue  are 
invariably  the  right,  and  the  only  right  method. 
Two  decades  ago  each  of  them  treated  typhoid 
fever  by  periodically  freezing  his  patients  in 
baths  of  cold  Water.  Such  treatment  never  did 
affy  good,  buEWb  attention  was  paid  to  that  for 
the  method  was  right.  About  the  same  time  each 
cooked  his  pneumonia  cases  in  enormous  hot 
I)oultices — they  died  just  the  same,  but  the 
method  was  not  at  fault.  To-day  the  treatments 
are  reversed ; it  is  the  pneumonia  cases  that  are 
frozen  and  the  typhoid  cases  that  are  kept  com- 
fortably in  bed  where  it  is  warm. 

But  isn’t  that  life  as  we  ordinarily  live  it? 
What  we  do  to-day  we  are  apt  to  regret  to- 


morrow, and  no  doubt  future  generations  of 
medical  men  will  look  back  upon  our  methods 
with  the  same  merriment  and  jest  with  which 
we  view  past  generations  of  doctors.  Eor  the 
errors  of  his  time  no  man  should  be  held  re- 
sponsible; he  is  their  victim,  and  to  escape  them 
must  needs  be  a prophet. 

But  egotism,  stupidity,  obstinacy  and  cupidity, 
the  vices  of  the  doctors  most  frequently  and  most 
properly  derided  in  the  books,  are  unfortu- 
nately by  no  means  peculiar  to  the  medical  men, 
or  for  that  matter,  to  any  men  of  the  past.  They 
still  survive,  and  perhaps  must  do  so  as  long  as 
men  are  human,  and  from  them  many  must  still 
suffer.  Now  and  again  some  ignorant  preten- 
tious, obnoxious  and  meretricious  scoundrel  is 
called  before  a bar  of  justice  and  “gets  his.” 
When  it  happens  we  all  applaud,  but  it  unfor- 
tunately happens  so  rarely  that  we  still  all  expe- 
rience delight  in  the  unmasking  of  a villain,  even 
though  it  be  only  in  a story,  as  for  example  in 
the  following  incident  from  “Georgette,”  a little 
novel  by  Charles  Paul  De  Kock. 

The  story  itself  is  a tragedy,  the  moral  of 
which  is  “The  wages  of  sin  is  death.”  With  the 
whole  we,  at  present,  have  no  interest,  but  it  is 
necessary  to  know  this  much : 

Charles,  a young  French  aristocrat,  travelling 
through  his  country  on  horseback  accompanied 
by  a young  and  faithful  groom,  seeks  a night’s 
accommodation  in  a cottage  where  he  is  hos- 
pitably received  by  Jean,  the  farmer.  There  he 
meets  a very  pretty  girl.  Georgette,  with  whom 
he  falls  violently  in  love,  the  passion  being  a 
true  and  lasting  one.  There  are  love  passages, 
and  vows  are  exchanged.  After  a rather  long 
visit,  Charles  is  compelled  to  go  on  his  way, 
promising  to  return,  but  circumstances  over 
which  he  has  no  control  detain  him,  and  the 
months  pass  slowly  with  the  girl.  One  night, 
during  a te'rrific  storm,  another  traveler  seeks 
shelter.  It  is  a handsome  young  marquis  with 
his  servant.  He  too  meets  the  girl,  and  entirely 
unscrupulous  in  his  attitude  toward  women,  per- 
suades her  to  elope  with  him  to  Paris.  Jean,  her 
foster  father,  follows,  is  lost  in  a fog,  falls  into 
the  hands  of  bandits  and  is  robbed,  injured  and 
dies.  Later,  Charles,  with  his  heart  full  of  love 
and  his  mind  full  of  thoughts  of  marriage,  re- 
turns to  find  the  girl  gone.  He  immediately  falls 
into  one  of  those  mysterious  Victorian  illnesses 
peculiar  to  the  heroes  and  heroines  of  novels, 
and  medical  assistance  is  sought  by  his  lackey 
with  the  result  told  in  the  following  rather  free 
translation : 

Charles  was  attacked  by  a biiriiiiig  fever  and  com- 
pelled to  go  to  bed.  Tbe  most  violent  delirium  mani- 
fested itself.  Therese  and  Ursule  lavished  the  most 
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tender  care  upon  the  sick  man,  and  Baptiste  ran  to 
the  village  to  find  a doctor. 

But  unhappily  the  little  jockey,  not  knowing  to  whom 
to  address  himself,  and  impatient  to  procure  assistance 
for  his  master,  applied  to  the  barber  in  order  to 
learn  the  address  of  an  3Esculapius.  Now  this  barber 
was  also  a physician — at  least  he  believed  himself  to 
be  such,  and  indeed  knew  enough  to  dress  a wound, 
bleed  a patient,  order  a draught,  extract  a tooth,  com- 
pound pills,  and  bury  his  patients  like  many  another. 

The  barber,  persuaded  of  his  own  merit,  took  care 
not  to  inform  the  jockey  where  the  local  physician 
lived,  but  made  him  believe  that  he  alone  cared  for 
the  entire  district,  and  quickly  possessing  himself  of 
his  lancets,  razors,  scrapers  and  pills  (that  cured  all 
diseases)  followed  Baptiste,  assuring  him  that  his 
master’s  condition  would  soon  be  altered. 

They  arrived  at  the  cottage.  The  barber  examined 
Charles  and  declared  that  he  had  too  much  blood ; 
that  the  violence  of  the  fever  was  caused  by  an 
oppression  of  the  organs ; that  the  fibres  that  com- 
municate with  the  brain  were  stretched ; that  the 
head  of  the  sick  man  was  in  danger  of  bursting;  that 
he  would  have  delirium,  insanity  or  hemorrhage,  and 
that  to  remedy  the  condition  he  would  apply  some 
sixty  leeches  to  his  posterior  between  the  back  and 
the  thighs. 

It  should  be  said  that  unhappily  for  Charles,  the 
barber,  on  his  last  visit  to  Paris  had  provided  himself 
with  the  leeches  which  he  hoped  to  use  with  profit 
in  his  neighborhood.  But  in  spite  of  his  prescriptions, 
his  talk  and  his  rhetoric,  the  villagers  had  such  an 
aversion  to  the  little  beasts  that  he  could  not  succeed 
in  selling  a single  one.  To  this  cause  is  to  be  at- 
tributed the  earnestness  of  the  barber  in  applying  his 
merchandise  to  the  posterior  of  the  first  sick  stranger 
that  Providence  placed  in  his  way. 

Thanks  to  this  ingenious  treatment,  Charles  was  soon 
too  weak  to  budge. 

It  is  true  that  the  delirium  left  him,  and  the  doc- 
tor made  a parade  of  his  knowledge. 

“But,”  said  Ursule,  “the  young  man  can  no  more . 
than  breath.” 

“Eh,  and  what  difference  does  that  make  if  the 
breathing  is  good  and  if  there  remain  no  other  im- 
purities ?” 

“But,  doctor,  he  has  lost  all  his  strength.’’ 

“So  much  the  better ; that  is  why  the  fever  has 
left  him.” 

“But  he  can  scarcely  speak : one  can  scarcely  hear 
his  voice.” 

“Good ! That  proves  that  his  organs  are  no  longer 
irritated.” 

“But  his  eyes  are  dulled.” 

“Bravo ! That  shows  that  madness  no  longer  fires 
them.” 

“With  all  that  it  seems  to  me  that  he  is  not  doing 
well.” 

“He  is  as  he  ought  to  be.” 

“He  seems  not  to  have  two  days  to  live.” 

“I  am  not  assuring  you  that  he  will  recover,  but 
he  will  die  entirely  cured.” 

“That’s  a fine  consolation ! One  would  rather  live 
and  be  ill.” 

“That  he  should  live  and  be  ill ! Good  woman,  what 
are  you  talking  about?  What  would  become  of  my 
reputation?  But  reassure  yourself:  the  young  man 
is  not  yet  dead,  and  this  evening  we  shall  apply  three 
dozen  leeches  to  the  lower  part  of  his  belly,  and  if 
that  doesn’t  cure  him,  we  shall  use  wet  cups — a new 


remedy  much  a la  mode.  I don’t  know  in  what 

country  they  were  invented,  but  one  has  to  admit  that 
they  are  very  pretty — forty  knife  points  enter  the  flesh 
at  the  same  time  and  mark  the  body  in  a thousand 
different  ways.  You  are  tattooed  like  a Carib  prince !’’ 
“Ah,  mon  Dieu!  Forty  cuts  at  the  same  time!” 
“That  can  do  no  harm ; besides,  I am  going  to 
make  the  necessary  instrument  myself  out  of  the  pieces 
of  my  broken  razors,  and  shall  not  be  sorry  to  have 
the  opportunity  to  try  it  on  my  patient.” 

The  faithful  Baptiste  seated  beside  the  bed  of  his 
master,  noted  the  dreadful  change  that  had  come  over 
the  features  of  Charles  during  the  last  few  days. 

“Oh  cursed  wisker-doctor !”  he  cried  from  time  to 
time,  “It  is  you  with  your  damned  leeches  that  have 
brought  my  master  to  this  condition.  But  look  out!  If 
Mr.  Charles  dies.  I’ll  put  an  end  to  you.” 

At  that  moment  the  barber  entered  the  room  and 
approached  the  bed. 

“How  is  your’ master  ?” 

“Bad !” 

“Let  us  see.  Indeed  his  pulse  shows  irritation : his 
color  inflammation.  He  has  plethora ; the  blood  is  m 
a state  of  sanguinification.  We  are  going  to  cup 
him,  and  all  that  will  end.” 

Not  understanding  what  was  meant  at  first,  Baptiste 
made  no  objection.  But  when  the  barber  drew  from 
his  pocket  a long  instrument  richly  provided  with  sharp 
blades,  and  prepared  to  mince  the  bodv  of  his  patient, 
the  little  jockey  thrust  himself  between  his  master  and 
the  barber. 

“I  don’t  need  your  help,  young  man,”  said  the  barber 
tranquilly,  mistaking  the  intention  of  Baptiste. 

“My  help,”  cried  Batiste,  “far  from  helping  you, 
I forbid  you  to  touch  my  master  with  your  infernal 
machine.” 

“You  forbid  me,  you  little  fool?” 

“Yes,  you  want  to  kill  my  master.” 

“Imbecile,  I want  to  cure  him,  and  hence  to  cup 
him.” 

“You  are  not  going  to  cup  him.” 

“I  shall  cup  him.” 

The  barber  was  obstinate,  but  Baptiste  would  not 
move.  Our  ^sculapius  who  saw  that  he  had  only  a 
lad  to  deal  with,  attempted  to  put  him  out  of  the 
room,  but  Baptiste  became  a lion  and  tackled  the 
barber  so  violently  that  he  fell  against  a buffet,  his 
periwig  catching  on  a dish  of  eggs  that  tumbled  over, 
breaking  against  his  nose,  eyes  and  cheeks.  He  picked 
himself  up  in  a state  of  fury,  his  head  and  face 
covered  with  a yellow  mass  like  an  omelet.  Baptiste 
awaited  him,  armed  with  a jug  and  a broom-stick. 

The  doctor  bravely  threw  himself  upon  his  enemy, 
who  belabored  him  soundly,  shoved  him  about  and 
thrashed  him,  forcing  him  back  again  and  again  until 
he  fell  into  the  chest  in  which  Ursule  kept  her  stock 
of  flour.  There  he  floundered  about  giving  utterance 
to  shouts  of  rage,  for  the  flour  mixing  with  the  eggs 
formed  a thick  paste  that  so  covered  his  face  and 
eyes  that  he  could  no  longer  see. 

Baptiste,  a generous  enemy,  withdrew  his  vanquished 
adversary  from  the  chest,  put  in  his  pocket  the  price 
of  his  visits  and  his  leeches,  and  leading  him  to  the 
door  of  the  cottage,  called  a little  peasant  boy  to 
lead  him  home.  The  poor  barber,  ashamed  and  con- 
fused, passed  through  the  village,  his  face  still  covered 
with  the  pancake,  escorted  by  all  the  country  clowns 
and  swearing — but  a little  late — that  he  would  never 
cup  anybody.” 
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CHANGES  IN  MEMBERSHIP  OF  COUNTY 
SOCIETIES 

The  following  changes  have  been  reported  to  Sep- 
tember i6th ; 

Allegheny  : New  Member — Ralph  Lynch,  Mercy 
Hospital,  Pittsburgh.  Death — Nancy  B.  Craighead 

(Woman’s  Medical  Coll.,  Philadelphia,  ’02),  Sept,  i, 
aged  49. 

Armstrong:  Removal — A.  Victor  Ohlson  from  Ru- 
ral Valley  to  Kane  (McKean  Co.). 

Beaver:  New  Members — Harold  J.  McLaren,  John 
C.  Sutton,  New  Brighton. 

Berks:  Death — ^John  F.  Feick  (Jeff.  Med.  Coll.,  72), 
Aug.  24,  aged  72. 

Chester:  New  Member — Leslie  E.  Chappell,  Ken- 
nett  Square.  Death — Norman  G.  Catanach  (Jeff.  Med. 
Coll.,  ’96),  found  dead  in  bed,  Aug.  16,  aged  48. 

Cumberland:  Ne^v  Member — Donald  B.  Coover, 

New  Cumberland.  Reinstated  Member — Harvey  B. 
Bashore,  West  Fairview. 

Fayette  : Reinstated  Member — Arthur  K.  Odbert, 
Brownsville. 

Greene:  Reinstated  Member — John  A.  Coen,  Har- 
veys. 

Jefferson:  Rebistated  Member — Harry  B.  King, 

Reynoldsville.  Death — Ralph  R.  Jordan  (Univ.  of 
Penna.,  ’03),  July  31,  aged  51. 

Lancaster  : Removal — George  H.  Kohlbraker  from 
Ephrata  to  Shamokin  (Northumberland  Co.). 

Luzerne:  Reinstated  Members — Joseph  C.  McNelis, 
55  So.  Washington  St.,  Wilkes-Barre ; William  C. 
Person,  152  N.  Laurel  St.,  Hazleton. 

Montgomery  : Removal — ^James  M.  Keaton  from 

Ardmore  to  Old  Fort,  N.  C. 

Montour:  Transfer — Ernest  T.  Williams,  Williams- 
port, to  Lycoming  County  Society. 

Northampton  : Reinstated  Member — Harry  E.  Mc- 
Cormick, 52  N.  Third  St.,  Easton. 

Philadelphia:  New  Members — Geoffrey  C.  H. 

Burns,  Philadelphia  Hospital,  Thirty-fourth  and  Pine 
Sts. ; James  G.  Gumming,  Sixty-third  and  Oxford  Sts. ; 
Walter  J.  Daly,  2009  Spring  Garden  St. ; Louis  A. 
Kustin,  2218  So.  Twenty-first  St.;  John  C.  Ritchie, 
3700  Spring  Garden  St. ; Marshall  B.  Sponsler,  603 
Harper  Ave.  (Drexel  Hill)  ; George  M.  Tomlinson, 
114  E.  Allegheny  Ave.;  Adrian  W.  Voegelin,  5306  N. 
Broad  St.  ; Benjamin  Wieskrontz,  2626  So.  Thirtieth 
St.,  Philadelphia.  Reinstated  Members  — Rudolph 
Bloom,  4104  Girard  Ave. ; Clarence  A.  Copeland,  5430 
Woodland  Ave. ; Leon  Felderman,  4428  York  Road ; 


Mary  Fisher,  1911  Arch  St.;  J.  Bernhard  Mencke, 
1816  Spruce  St. ; Horace  D.  Perlman,  1932  N.  Seventh 
St. ; William  C.  Ryan,  1229  No.  Eighteenth  St. ; Ben- 
jamin Ulanski,»44io  Germantown  Ave.;  Arthur  J.  Zim- 
lick,  Greene  and  Rittenhouse  Sts.,  Philadelphia ; Fran- 
ces J.  Heath,  Shantung  University,  Tsinan,  China; 
Edward  P.  L.  Shope,  Mendham,  N.  J.  Transfer — 
David  T.  Ditchburn,  1320  Pine  St.,  Philadelphia,  from 
Tioga  County  Society.  Removal — N.  A.  Jolley  from 
Wayne  to  924  California  Ave.,  Avalon  (Allegheny 
Co.).  Death — Walter  Lowa  (Univ.  of  Penna.,  ’99), 
Aug.  15. 


PAYMENT  OF  PER  CAPITA  ASSESSMENT 

The  following  payment  of  per  capita  assessment  has 
been  received  since  July  29th.  Figures  in  first  column 
indicate  county  society  number ; second  column,  State 
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FREDERICK  L.  VAN  SICKLE,  M.D. 

Executive  Secretary 
230  State  St.,  Harrisburg,  Pa. 


rim  MEDICO-LEGAL  ASPECT  OF  THE 
WORKMEN’S  COMPENSA- 
TION LAW 

The  report  of  the  Commission  on  Compensa- 
tion Law  rendered  to  the  House  of  Delegates  of 
this  Society  for  1924  pointed  out  the  defects  in 
the  present  Workmen’s  Compensation  Law  of 
Pennsylvania.  A reference  to  this  report,  which 
appeared  on  page  890  of  the  September  issue  of 
this  Journal,  will  convince  anyone  that  there 
have  been  .some  serious  results  from  this  defec- 
tive law.  We  desire  to  present  this  matter  to 
the  profe.s.sion  with  a court  decision  so  that  there 
.shall  be  no  uncertainty  in  the  mind  of  the  indus- 
triid  surgeon  of  Pennsylvania  as  to  the  medical 
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and  surgical  fees  connected  with  the  Workmen’s 
Compensation  Act.  In  order  that  the  latest  deci- 
sion may  be  at  hand  for  discussion  the  following 
decision  is  reprinted  from  the  August  Bulletin 
of  the  Department  of  Labor  and  Industry,  Vol. 
I.  No.  8: 

WORKMEN’S  COMPENSATION  DECISIONS 
Lerch  V.  Bushkii,l  Amusement  Co. 

Hospital  services,  including  surgeon’s  fee  in  private 
hospital. 

Court  of  Common  Pleas,  Northampton  County,  No. 
58  December  Term,  1923. 

This  is  an  appeal  from  a decision  of  the  Workmen’s 
Compensation  Board. 

The  claimant  was  injured  while  in  the  employ  of  the 
defendant,  and  was  at  once  taken  to  the  private  hospital 
of  Dr.  Paul  Correll,  at  Easton.  He  had  a fractured 
leg  and  other  severe  injuries,  and  required  imme- 
diate surgical  attention.  These  services  were  prop- 
erly rendered,  and  the  claimant,  because  of  the  nature 
and  extent  of  his  injuries,  was  placed  in  a separate 
room,  with  a special  nurse  in  attendance.  Dr.  Correll 
is  the  sole  proprietor  of  this  hospital.  It  is  private, 
and  receives  no  state  or  public  aid  in  its  maintenance. 
It  is  maintained  by  him  for  the  care  and  treatment  of 
his  own  patients.  He  in  person  rendered  the  surgical 
services  necessary  in  this  case,  and  by  means  of  his 
hospital  facilities,  and  through  the  nurses  and  other 
attendant  in  his  employ,  he  brought  the  claimant  back 
to  health. 

After  the  claimant’s  discharge,  Dr.  Correll  rendered 
a bill  to  the  employer  for  $565.25,  of  which  sum  ^$100 
was  for  his  own  surgical  and  medical  services,  and  the 
balance,  $465.25  for  hospital  services  and  supplies. 
The  Referee  ordered  the  compensation  agreement  mod- 
ified by  limiting  the  hospital  charges  to  the  first  thirty 
days  of  claimant’s  disability,  which  he  found  to  be 
$329.61,  but  he  allowed  the  charge  of  $100  to  stand. 
Upon  review  by  the  Compensation  Board,  this  item  of 
$100  was  stricken  off.  There  was  no  dispute  as  to  the 
hospital  bill  proper.  The  question  before  us  upon 
appeal  is  therefore,  whether  the  employer  is  liable  for 
the  personal  charge  of  the  owner  or  proprietor  of  a 
private  hospital  for  professional  services  rendered,  in 
tlie  absence  of  any  express  agreement  to  that  effect. 

Section  306  (e)  of  the  Workmen’s  Compensation 
Act  of  1915,  stands  amended  by  the  Act  of  June  26th, 
1919,  P.  L.  642,  so  that  the  law  now  imposes  upon  the 
employer  the  duty  to  furnish  to  the  employe,  additional 
to  the  benefits  specified  in  the  Act  of  1915,  “hospital 
treatment,  services  and  supplies,”  for  the  period  of 
the  first  thirty  days  after  disability  begins.  “The  cost 
for  such  hospital  treatment,  service  and  supplies  shall 
not  in  any  case  exceed  the  prevailing  charge  in  the 
hospital  for  like  services  to  other  individuals.” 

The  act  speaks  of  three  separate  hospital  benefits, 
viz : hospital  “treatment,”  hospital  “service,”  and  hos- 
pital “supplies.”  No  charge  shall  be  made  for  these 
benefits,  which  necessarily  means  either,  any,  or  all  of 
them,  which  would  exceed  the  “prevailing  charge”  in 
that  particular  hospital  if  the  patient  were  some  indi- 
vidual other  than  a beneficiary  under  the  Compensation 
Act.  “Treatment”  lefers  to  and  can  mean  only  such 
surgical  or  medical  aid  and  attention  which  the  em- 
ploye-patient may  require.  It  is  not  contended  in  this 
case  that  the  charges  for  either  treatment,  services  or 
supplies,  as  specified  in  Dr.  Correll’s  bill,  exceed  the 
prevailing  charges  to  other  individuals  in  this  hospital. 


The  contention  is  that  Dr.  Correll  may  make  no  charge 
for  “treatment”  whatever,  because  such  treatment  was 
given  in  a hospital. 

This  contention  is  based  upon  the  two  cases  of  Yost 
V.  Coxe  Traveling  Grate  Co.,  8 Departmental  Reports, 
loii  (1922),  which  was  appealed  to  the  Court  of  Com- 
mon Pleas  of  Schuylkill  County  (reported  in  19  Schu. 
Leg.  Rec.  121),  and  O’Hara  v.  John  Wanamaker,  8 
Departmental  Reports,  1849. 

An  examination  of  both  these  cases  will  show  that 
the  hospitals  in  question  were  public,  not  private  hos- 
pitals. The  physicians  who  there  rendered  bills  were 
staff  physcians  and,  as  pointed  out  in  the  Yost  case, 
they  gave  their  services  for  the  hospital  and  not  in 
their  individual  capacity.  Furthermore,  it  was  the  rule 
of  the  hospital  “not  to  charge  ward  patients  for  opera- 
tions performed  and  subsequent  attention  given  by  its 
surgeon  in  chief.”  It  is  also  pointed  out  that  the 
hospital  was  paid  its  charges  “for  hospital  treatment 
services  and  supplies,”  and  the  Referee  says : “The 
services  rendered  by  Dr.  Householder  to  the  claimant 
cannot  be  divorced  from  the  hospital  treatment,  since 
his  own  testimony  was  that  he  operated  for  the  hos- 
pital. In  other  words,  his  service,  as  chief  of  staff, 
was  rendered  gratuitously  to  the  hospital  and  also  to 
the  patient,  the  claimant,  and  must  have  been  so  re- 
garded by  the  hospital  when  it  rendered  its  bill  to  him 
for  treatment,  services  and  supplies.”  The  O’Hara 
case  is  in  all  essential  respects  similar  to  the  Yost  case, 
and  follows  it. 

The  case  at  bar  is  quite  dissimilar  to  those  cases  in 
its  salient  facts.  Dr.  Correll  is  not  a staff  physician 
or  surgeon  of  a public  hospital.  His  services  were  not 
rendered  to  the  hospital,  but  were  individual  in  char- 
acter. Lerch  was  not  a mere  ward  patient,  but  even 
if  be  had  been,  it  is  not  the  rule  of  this  hospital,  or 
Dr.  Correll,  not  to  charge  such  patients  for  operations 
and  subsequent  attention.  It  was  not  regarded  by  the 
hospital,  when  the  bill  was  rendered,  that  the  hospital 
“treatment,”  as  distinguished  frorn  “service”  and  “sup- 
plies,” should  be  gratuitous  either  to  the  hospital  or 
to  the  patient.  The  bill  as  rendered,  including  the  item 
of  $100  for  “treatment,”  does  not  exceed  the  “prevail- 
ing charge”  to  other  individuals.  The  situation  is  fun- 
damentally no  different  than  it  would  be  if  Dr.  Correll 
has  taken  the  patient  into  his  own  private  home  for 
treatment  and  care. 

The  act  does  not  prohibit  a charge  for  treatment  in 
a hospital,  either  public  or  private.  It  merely  limits  the 
rate  of  such  charge.  The  cost,  not  only  for  service 
and  supplies,  but  also  for  treatment,  shall  not  exceed 
the  prevailing  charge.  This  provision  implies  that  a 
charge  may  be  made,  and  the  regulation  of  the  amount 
or  rate  is  predicated  upon  such  implication. 

The  first  and  most  important  requirement  where  a 
person  is  severely  injured  is  surgical  or  medical  treat- 
ment, hospital  service  and  supplies  are  incidental,  and 
secondary  in  importance.  It  would  be  unreasonable  to 
suppose  that  the  legislature  intended,  when  this  amen- 
datory act  was  passed,  that  the  employer’s  implied  con- 
tract to  pay  at  the  prevailing  rates  for  what  was 
necessary  to  relieve  and  heal  an  injured  employe, 
should  exclude  the  first  and  most  essential  requisite 
for  this  purpose.  In  the  Yost  and  O’Hara  cases  the 
contract  was  with  the  hospital  as  such,  an  institution. 
There  was  no  contract  between  the  employer  and  the 
surgeon  who  made  the  claim.  Here  the  contract  is 
between  the  employer  and  Dr.  Correll.  His  hospital 
is  merely  a building  properly  equipped  in  which  he 
operates,  and  a means  by  which  he  brings  his  patients 
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back  to  health.  Here  the  nurses  whom  he  hires  render 
their  services,  and  the  supplies  for  which  he  pays  are 
furnished,  for  both  of  which  he  admittedly  is  entitled 
to  charge  the  employer  during  the  period  fixed  by  the 
act.  Why  must  he  be  denied  payment  for  the  most 
important  part,  his  own  services  ? 

The  cases  above  cited  do  not  hold  that  the  hospital, 
as  an  institution,  may  not  make  a charge  for  treatment. 
Indeed,  the  bill  which  was  presented  by  the  hospital 
and  allowed  in  the  Yost  case  included  treatment.  The 
staff  surgeon’s  bill  for  services  which  was  disallowed 
was  simply  an  additional  bill  for  treatment.  These 
cases  recognize  that  the  hospital,  as  an  institution,  may 
make  such  charge.  There  is  no  Correll  hospital  as  an  * 
institution  separate  from  and  independent  of  Dr.  Cor- 
rell himself.  So  far  as  it  may  be  an  institution,  as 
distinguished  from  a building  or  plant,  it  is  Dr.  Correll. 
Here  the  hospital,  as  a hospital,  made  no  charge  for 
treatment.  It  was  Dr.  Correll  who  made  the  charge. 
There  is  no  duplication  of  charge,  one  by  the  hospital 
and  another  by  the  surgeon.  If  a public  hospital  may 
include  a charge  for  treatment  in  its  bill,  why  may 
not  the  proprietor  of  a private  hospital  do  so?  We 
cannot  agree  to  the  proposition  that  hospital  treatment, 
if  given  in  a private  hospital,  must  be  gratuitous.  The 
act  does  not  require  it. 

Now,  May  ig,  1924,  the  appeal  is  sustained,  and  the 
claim  of  Dr.  Paul  Correll,  as  fixed  by  the  Referee,  is 
allowed.  By  the  Court. 

Robert  A.  Stotz,  J. 

From  the  above  decision  it  is  very  evident — 
and  w'e  can  now  consider  it  conclusive  evidence 
— that  if  the  industrial  physician  or  surgeon  ex- 
pects to  receive  compensation  for  the  treatment 
of  the  industrial  case  in  a hospital,  he  must  first 
enter  into  a contract  or  agreement  with  the  em- 
ployer or  his  insurance  carrier  relative  to  pay- 
ment in  a hospital.  The  doctor  taking  such  case 
without  such  a contract  or  agreement  cannot  ex- 
pect to  have  his  bill  paid  upon  presentation. 

Hospitals  have  been  serving  notice  upon  their 
stafifs  that  compensation  cannot  be  collected  for 
service  rendered  compensation  cases  treated  in 
the  wards.  It  will,  therefore,  be  necessary  for 
the  industrial  surgeon  to  decide  whether  he  pro- 
poses to  continue  on  the  staff  of  the  hospital,  or 
whether  unitedly  the  profession  of  each  locality 
shall  serve  notice  upon  the  hospitals  that  they 
expect  and  shall  demand  compensation  for  in- 
dustrial cases  under  the  Workmen’s  Compensa- 
tion Law  as  was  intended  when  the  act  was 
amended  in  1919,  viz.,  the  surgeon  shall  receive 
$100.00  or  less  according  tO'  the  nature  of  the 
case. 

Why  should  the  insurance  companies  be  per- 
mitted to  charge  the  manufacturer  or  any  em- 
ployer insurance  rates  which  have  been  based 
upon  an  estimate  of  the  cost  of  medical  and  sur- 
gical hospital  services  and  supplies  in  addition 
to  the  weekly  compensation  for  loss  of  time? 
This  money  is  now  being  collected  and  has  been 
since  the  act  went  into  effect,  and  only  adds  to 
the  exchequer  of  the  insurance  carrier  or  to  the 


fund  of  the  employer  whei.  such  is  maintained. 
Wliy  should  the  Industrial  physician  be  the  goat 
and  he  mulcted  to  the  tune  of  $100  or  less,  ac- 
cording tO'  the  case,  when  the  funds  are  on  hand 
in  each  in.stance  to  pay,  had  not  one  man  been 
empowered  with  sufficient  authority  to  render  a 
decision  adverse  to  the  interests  of  the  medical 
profession  ? 

It  is  quite  evident  that  our  appeal  to  the  Legis- 
lature will  be  futile,  and  it  is  also  evident  that 
the  entire  matter  is  in  the  hands  of  the  indus- 
trial medical  and  surgical  profession  of  this  state 
if  they  desire  the  errors  and  impositions  to  be 
corrected.  A determined  stand  against  the 
ruling  of  a former  chairman  of  the  Workmen’s 
Compensation  Act  and  a definite  understanding 
with  the  hospitals  and  insurance  carriers  is  the 
answer. 
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Vice-President 
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Dr.  R.  A.  Winson,  55:16  Penn  Ave.,  Pittsburgh,  Pa. 

Treasurer 

Dr.  T.  C.  Tenkins,  ga.t  Gerrett  St.,  Pittsburgh,  Pa. 

Chief  Counsel 

Hon.  Harry  A.  Mackey,  City  Center  Bldg.,  Phila.,  Pa. 

Chairman  State  Legislative  Committee 

Dr.  Thomas  T.  Goldberg,  8.10  Morton  Ave.,  Chester,  Pa. 

Secretary 

Dr.  Harry  Findeison,  ag  N.  52nd  St.,  Phila.,  Pa. 

Dear  Doctor: 

The  above  Association  will  attempt  to  have  a bill 
passed  by  the  Pennsylvania  Legislature  at  its  next  ses- 
sion (January,  1925). 

This  bill  is  intended  to  give  full  license  and  authority 
to  the  Drugless  Physicians  of  Pennsylvania. 

You,  as  a practical  man,  know  that  legislation  cannot 
be  secured  for  the  mere  asking.  Money  is  needed  for 
various  purposes  so  that  the  bill  will  have  a chance  to 
pass.  We  have  secured  the  services  of  eminent  law- 
yers, who  ask  no  fee  in  advance  but  will  leave  that  to 
our  judgment  if  the  bill  passes. 

We  have  a powerful  legislative  committee.  In  their 
hands  rests  the  fate  of  the  proposed  bill.  If  they  have 
moriey  to  work  with,  there  is  an  excellent  chance  for 
success. 

If  100  Drugless  Physicians  will  contribute  $100  each 
we  will  have  a campaign  fund  of  $10,000.  What  a 
small  amount  the  $100  is  for  each  member  to  pay  to 
secure  full  legal  standing? 

I am  not  asking  you  to  send  this  $100  in  a lump  sum. 
Send  it  in  installments  so  that  by  January  i,  1925,  you 
will  have  the  full  $100  paid  in.  Some  members  are 
soliciting  the  wealthy  members  of  their  community  who 
are  in  sympathy  with  Drugless  healing  for  assistance  in 
this  matter.  Up  and  at  it.  Send  in  your  pledge  and 
payments  to  the  State  Secretary,  who  will  send  you  a 
receipt  from  our  Treasurer,  who  is  bonded.  Let’s  put 
this  across  now. 

Enclosed  please  find  the  pledge.  Its  for  your  pro- 
tection. I am  sure  you  will  cooperate  to  place  Naturo- 
pathy in  its  proper  sphere  as  a legally  recognized  pro- 
fession. Very  truly  yours, 

(Signed)  Meyfj?  Ri.oomfiei.d, 
State  President. 
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REPORTERS  OF  COUNTY  SOCIETIES 


Adams — James  P.  Dalbey,  M.D.,  Gettysburg. 
Allegheny — Lester  Hollander,  M.D.,  Pittsburgh. 
Armstrong — Jay  B.  F.  Wyant,  M.D.,  Kittanning. 
Beaver — Francis  H.  McCaskey,  M.D.,  Rochester. 
Bedford — N.  A.  Timmons,  M.D.,  Bedford. 

Berks — Clara  Shetter-Keiser,  M.D.,  Reading. 

Blair — James  S.  Taylor,  M.D.,  Altoona. 

Bradford — Stanley  D.  Conklin,  M.D.,  Sayre. 

Bucks — Anthony  F.  Myers,  M.D.,  Blooming  Glen. 
Butler — L.  Leo  Doane,  M.D.,  Butler. 

Cambria — Joseph  J.  Meyer,  M.D.,  Johnstown. 

Carbon — Jacob  A.  Trexler,  M.  D.,  Lehighton. 

Center — James  L.  Seibert,  M.D.,  Bellefonte. 

Chester — J.  A.  Perkins,  M.D.,  Coatesville. 

Clarion — James  M.  Hess,  M.D.,  Tylersburg. 
Clearfield — John  M.  Quigley,  M.D.,  Clearfield. 
Clinton — R.  B.  Watson.  M.D.,  Lock  Haven. 
Columbia — C.  B.  Yost,  M.D.,  Bloomsburg. 

Crawford — Cornelius  C.  Laffer,  M.D.,  Meadville. 
Cumberland — Calvin  R.  Rickenbaugh,  M.D.,  Carlisle. 
Dauphin — W.  Minster  Kunkel,  M.D.,  Harrisburg. 
Delaware — George  L.  Armitage,  M.D.,  Chester. 

Elk — Samuel  T.  McCabe,  M.D.,  Johnsonburg. 

Erie- — Anna  M.  Schrade,  M.D.,  Erie. 

Fayette — John  D.  Sturgeon,  Jr.,  M.D.,  Uniontown. 
Franklin — Samuel  D.  Shull,  M.D.,  Chambersburg. 
Greene — Robert  W.  Norris,  M.D.,  Waynesburg. 
Huntingdon — John  M.  Beck,  M.D.,  Alexandria. 
Indiana — F.  J.  Kellam,  M.  D.,  Ernest. 

Jefferson — W.  A.  Hill,  M.D.,  Reynoldsville. 

Juniata — Brady  F.  Long,  M.D.,  Mifflin. 

Lackawanna — G.  A.  Clark,  M.D.,  Scranton. 


Lancaster — J.  Sullivan,  M.D.,  Lancaster. 

Lawrence — William  A.  Wbmer,  M.D.,  New  Castle. 
Lebanon — W.  Horace  Means,  M.D.,  Lebanon. 
Lehigh— Harold  E.  Hersh,  M.D.,  Allentown. 

Luzerne — H.  Irvin  Evans,  M.D.,  Ashley. 

Lycoming — Wesley  F.  Kunkle,  M.D.,  Williamsport. 
McKean — Francis  DeCaria,  M.D.,  Bradford. 

Mercer — M.  Edith  MacBride,  M.D.,  Sharon. 

Mifflin — F.  A.  Rupp,  M.D.,  Lewistown. 

Monroe — Walter  L.  Angle,  M.D.,  Stroudsburg. 
•Montgomery — John  C.  Simpson,  M.D.,  Norristown. 
Montour — John  H.  Sandel,  M.D.,  Danville. 
Northampton — Frank  J.  Hahn,  M.D.,  Bath. 
Northumberland — Charles  H.  Swenk,  M.D.,  Sunbury. 
Perry — A.  R.  Johnson,  M.  D.,  New  Bloomfield. 
Philadelphia — Franklin  M.  Crispin,  Philadelphia. 
Potter — Ross  H.  Jones,  M.D.,  Coudersport. 
Schuylkill — Arthur  B.  Fleming,  M.  D.,  Tamaqua. 
Snyder — John  O.  Wagner,  M.D.,  Beaver  Springs. 
Somerset — H.  Clay  McKinley,  M.D.,  Meyersdale. 
Sullivan — P.  G.  Biddle,  M.D.,  Dushore. 
Susquehanna — ^Robert  B.  Mackey,  M.D.,  Montrose. 
Tioga — John  H.  Doane,  M.D.,  Mansfield. 

Union — Oliver  W.  H.  Glover,  M.D.,  Laurelton. 
Venango — John  F.  Davis,  M.D.,  Oil  City. 

Warren — M.  V.  Ball,  Mi.D.,  Warren. 

Washington — Charles  C.  Cracraft,  M.D.,  ,Claysville. 
Wayne — Hugh  Stevenson,  III,  M.D.,  Waymart. 
Westmoreland — Joseph  E.  Sunder,  M.D.,  Delmont. 
Wyoming — Herbert  L.  McKown,  M.D.,  Tunkhannock. 
York — Pius  A.  Noll,  M.D.,  York. 
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COUNTY  SOCIETY  REPORTS 


CHESTER— JULY-AUGUST 

A meeting  of  the  Chester  County  Medical  Society 
was  held  at  the  Coatesville  Country  Club,  July  15th. 
Following  a luncheon  Dr.  Tyson  of  the  Rush  Hospital 
gave  a short  talk.  He  told  us  that  the  Malvern  Branch 
of  the  Rush  Hospital  would  be  very  glad  to  take  care 
of  tubercular  cases  that  are  able  to  pay  the  regular 
charge  of  $21  per  week.  Charity  cases  must  be  en- 
tered through  the  Rush  Hospital  in  Philadelphia. 

Dr.  Gifford  reported  that  the  committee  of  the  So- 
ciety working  with  the  County  Commissioners  had  in- 
tended to  put  the  question  of  the  County  Tubercular 
Hospital  before  the  voters  this  fall,  but  because  of  the 
fact  that  a test  case  involving  the  same  conditions  that 
we  will  meet  here  is  at  present  in  the  courts  of  Schuyl- 
kill County,  it  was  deemed  advisable  to  wait  until  a 
decision  is  rendered  there  so  that  we  may  escape  un- 
necessary delay  and  possible  litigation. 

Dr.  Alfred  Gordon,  of  Philadelphia,  then  spoke  on 
“The  Principles  of  Heredity.”  He  gave  some  startling 
incontrovertible  statistics  regarding  the  number  of  in- 
sane patients  in  the  hospitals  of  this  country.  He  said 
that  there  are  in  the  United  States  alone,  8,000,000 
syphilitics ; that  lues  and  alcohol  are  of  prime  impor- 
tance in  the  production  of  inferior  and  insane  off- 
spring; that  heredity  is  of  far  greater  importance  than 
environment ; that  children  have  the  right  to  be  born 
right  and  it  is  up  to  us  to  preach  eugenics  as  much  as 
possible.  The  reproduction  and  multiplication  of  the 
mentally  inferior  must  be  stopped.  Legislation  must 
be  passed  to  prevent  the  marriage  of  defectives,  and 
there  should  be  a medical  examination  of  every  couple 
desiring  marriage. 

Opening  the  discussion,  Mr.  W.  W.  Long,  member 
of  the  Legislature  from  this  district  and  candidate  for 


reelection  this  fall,  prophesied  quite  a battle  should 
this  question  come  up.  He  said  something  should  be 
done  to  make  marriage  laws  as  strict  as  possible; 
something  must  be  done  to  stop  the  spread  of  insanity. 
He  said  he  is  more  than  willing  to  help,  but  he  must 
have  the  support  of  a campaign  and  publicity. 

On  Tuesday,  August  19th,  the  Society  was  enter- 
tained by  the  Rush  Hospital  of  Malvern,  Pa.  Dr. 
Tyson  and  his  assistants  provided  a delightful  luncheon 
to  about  forty-five  members  and  guests. 

During  the  business  meeting  a letter  from  Dr.  Miner 
was  read,  calling  our  attention  to  the  importance  of 
insisting  on  the  vaccination  of  all  who  have  not  al- 
ready been  vaccinated  against  smallpox.  There  is  at 
present  an  uncomfortably  large  number  of  cases  of  an 
unusually  severe  type  of  the  disease  throughout  the 
country. 

The  news  of  the  death  of  Dr.  Catanach  came  as  a 
shock  to  his  many  friends  in  the  Society. 

Dr.  Chapelle  was  elected  a member  of  the  Society. 

Dr.  John  D.  McLean,  of  Philadelphia,  then  addressed 
the  Society  on  the  “Legal  Control  of  Tuberculosis.” 
Dr.  McLean  brought  to  our  attention  many  interesting 
and  important  points,  among  which  were  the  following : 
A regulation  of  the  State  Department  of  Health  is 
just  as  effective  as  any  law  passed  by  the  legislature. 
Tuberculosis  is  subject  to  quarantine  when  it  is  a 
menace  to  the  public.  The  character  and  habits  of  the 
individual,  as  well  as  the  stage  of  the  disease,  are  of 
utmost  importance  in  determining  when  a case  may  be 
declared  a menace. 

The  idea  of  the  law  in  regard  to  the  county  tuber- 
culosis hospitals  was  to  add  T.  B.  units  to  already 
existing  institutions,  not  to  add  the  burden  of  a sepa- 
rate hospital.  These  units  are  to  be  for  the  dying 
consumptives  because  of  the  nearness  of  family,  priests, 
friends,  etc. 

Dr.  Cairns,  Chief  Medical  Inspector  of  the  Depart- 
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ment  of  Health  of  Philadelphia,  then  gave  a talk  in 
which  he  gave  us  some  statistics  that  showed  a very 
gratifying  decrease  in  the  number  of  cases  of  tuber- 
culosis in  Philadelphia  during  the  last  eight  years. 

On  motion  of  Dr.  Aiken  thanks  were  expressed  to 
Dr.  Tyson  and  the  Rush  Hospital  by  a rising  vote,  ex- 
pressing our  appreciation  of  a very  pleasant,  instruc- 
tive and  worth-while  afternoon. 

J.  Ashbridge  Perkins,  M.D.,  Reporter. 


DAUPHIN— SEPTEMBER 

The  regular  monthly  meetings  of  the  Society  were 
resumed  September  2d  with  Dr.  W.  G.  Turnbull, 
Deputy  State  Health  Commissioner,  as  the  speaker  of 
the  evening.  The  subject  of  his  paper,  “Diagnosis  of 
Early  Tuberculosis,”  follows: 

The  term  “incipient  tuberculosis”  is  somewhat  of  a 
misnomer  unless  it  is  used  in  the  sense  of  earliest 
tuberculous  morbidity,  since  the  primary  pathology  of 
the  disease  in  all  probability  antedates  considerably  the 
onset  of  symptoms  and  physical  findings.  Furthermore, 
the  diagnosis  of  the  primary  stage  of  infection  would 
be  of  no  special  advantage  in  the  absence  of  specific 
treatment.  On  the  other  hand,  the  diagnosis  of  the 
earliest  stage  of  morbidity  is  of  extreme  importance  to 
the  patient,  as  the  success  of  the  present  day  treatment 
depends  to  a large  extent  on  early  diagnosis.  Of  al- 
most equal  seriousness  is  the  diagnosis  of  tuberculosis 
where  it  does  not  exist.  The  resultant  economic  loss 
as  well  as  the  personal  and  social  injury  incurred  is 
apparent. 

Failure  to  diagnose  incipient  tuberculosis  is  usually 
due  to  one  of  three  causes;  (i)  too  great  hurry,  (2) 
placing  too  great  importance  on  the  presence  or  ab- 
sence of  physical  signs,  ’(3)  Hck  of  persistent  search 
for  clinical  symptoms.  A quick  diagnosis  is  rarely 
possible  and  each  patient  should  be  instructed  as  to  the 
necessity  of  observation  for  several  weeks. 

The  usual  physical  signs  as  encountered  in  text- 
books are  variable  in  their  occurrence  and  are  not 
(with  the  exception  of  crepitant  rales)  pathognomonic 
of  activity,  but  merely  indicate  fibrosis.  Signs,  to  be 
of  diagnostic  value,  should  be  accompanied  by  definite 
clinical  symptoms.  The  symptoms  of  most  importance 
are ; cough,  fever,  loss  of  weight,  hemoptysis  and  night 
sweats. 

Cough  is  present  in  all  cases  of  early  pulmonary 
tuberculosis,  although  frequently  denied  by  patients. 
Fever  must  be  present.  Instability  of  temperature  is 
rather  diagnostic.  Loss  of  weight  and  strength  occurs 
in  the  majority  of  cases.  Hemoptysis  occurs  in  about 
10  per  cent  of  the  cases  of  early  tuberculosis.  The 
elimination  of  other  causes  of  this  symptom  is  neces- 
sary to  avoid  erroneous  diagnosis.  Night  sweats  are 
of  common  occurrence  and  are  made  worse  by  in- 
creased exercise. 

X-ray  examination  of  the  chest  gives  but  confirma- 
tory evidence  and  its  value  is  in  direct  proportion  to 
the  skill  and  experience  of  the  man  who  interprets  the 
plate. 

In  spite  of  the  advance  of  medical  science  the  per- 
centage of  early  tuberculosis  sent  to  our  state  institu- 
tions to-day  is  not  perceptibly  higher  than  it  was  ten 
years  ago.  Much  of  this  is  due  to  an  incorrect  valua- 
tion of  the  relative  importance  of  physical  signs  and 
clinical  symptoms.  With  the  development  of  the  vari- 
ous instruments  of  precision  we  have  lost  a certain 
amount  of  the  medical  art,  and  in  the  diagnosis  of 
early  pulmonary  tuberculosis  the  emphasis  should  be 
laid  on  the  clinical  symptoms. 

W.  M.  Kunkei,,  M.D.,  Reporter. 


DELAWARE— SEPTEMBER 

A regular  meeting  of  the  Delaware  County  Medical 
Society  was  held  in  the  Staff  Rooms  of  the  Chester 
Hospital  at  8:30  p.  m.,  September  iith.  The  vice- 
president,  Dr.  A.  V.  Orr,  presided.  After  the  disposal 
of  routine  business  Dr.  Shoemaker  of  Reading,  Trus- 
tee of  the  State  Society,  addressed  the  meeting,  touch- 
ing on  various  phases  of  the  work  of  the  State  Society. 
He  especially  urged  that  the  members  use  their  influ- 
ence with  our  legislators  to  prevent  passage  of  obnox- 
ious bills  relating  to  the  healing  art. 

Dr.  J.  K.  Williams  Wood  was  the  essayist  of  the 
evening.  He  read  a very  interesting  paper,  “A  Classi- 
fication of  Nephritis  from  an  Etiological  Standpoint.” 
Dr.  Wood  took  up  the  various  infections  causing  ne- 
phritis and  showed  that  certain  of  them  usually  caused 
nephritis  of  a similar  clinical  and  pathologic  type.  The 
paper  was  discussed  extensively.  It  was  agreed  that 
such  a classification  was  a distinct  help  to  the  practi- 
tioner in  his  attempt  to  practice  preventive  medicine. 

A buffet  luncheon  was  served  after  adjournment  of 
the  scientific  meeting.  Thirty-five  members  were  in 
attendance.  George  L.  Armitage,  M.D.,  Reporter. 


MONTGOMERY— JUNE 

At  the  meeting  of  the  Montgomery  County  Medical 
Society  held  on  June  4,  1924,  a paper  on  “Fracture 
Reduction  and  Fixation  Splints,  With  Case  Illustra- 
tions,” was  read  by  Dr.  H.  C.  Masland,  of  Philadel- 
phia. Dr.  Masland  said  that  “In  the  treatment  of 
fractures,  from  time  immemorial,  we  have  followed 
the  method  of  reducing  the  deformity  and  then  apply- 
ing some  form  of  splint  to  hold  the  correction  gained. 
In  the  splints  I bring  to  your  notice  this  method  is 
reversed.  The  splints  are  applied  first,  and  the  ma- 
nipulation of  the  splints  yields  the  traction  necessary 
for  the  reduction  of  the  deformity.” 

Dr.  Masland  then  gave  a detailed  description  of 
these  splints  and  his  method  of  applying  them  in  frac- 
tures of  the  thigh,  leg,  arm  and  forearm,  saying  “I 
know  that  my  splints  are  decidedly  more  comfortable 
than  those  ordinarily  used.  Frequently  patients  ex- 
claim that  ‘It  doesn’t  hurt  any  more’  after  reduction 
has  been  made.”  He  closed  with  the  statement  that 
“A  grasp  of  the  mechanical  principles  involved  and 
of  the  capabilities  incorporated  in  the  construction  of 
the  splint  parts  will  enable  one  to  treat  almost  if  not 
all  the  cases  that  come  to  his  attention,”  following  this 
by  a presentation  of  case  reports. 

The  paper  was  discussed  by  Drs.  MacDonald  and 
McKenzie,  and  the  discussion  closed  by  Dr.  Masland, 
after  wdiich  a rising  vote  of  thanks  was  extended  Dr. 
Masland  for  his  excellent  talk. 

John  C.  Simpson,  M.D.,  Reporter. 


SOMERSET— JULY 

On  invitation  of  the  President,  Dr.  H.  A.  Zimmer- 
man, the  Somerset  County  Medical  Society  held  its 
July  meeting  on  the  “Zimmerman  Farm,”  an  ideal  place 
for  holding  an  outing  or  picnic  session.  We  received 
strict  orders  from  the  President  that  we  bring  with  us 
nothing  but  a whole-souled  jolly  gootl  fellowship  and  a 
first-class  appetite. 

A little  leftover  business  from  the  May  meeting  was 
transacted,  viz.,  approval  of  the  proposed  amendment 
to  the  Constitution  of  the  Medical  Society  of  the  State 
of  Pennsylvania  regarding  affiliate  membership,  an- 
swer to  the  questionnaire  that  was  sent  to  the  com- 
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ponent  societies  regarding  laboratory  equipment  of 
physicians  and  hospitals  in  the  county,  and  the  election 
of  a delegate  and  alternates  to  the  next  meeting  of  the 
State  Society.  Dr.  Fred  B.  Shaffer,  of  Somerset,  was 
elected  delegate  and  Drs.  C.  T.  Saylor,  of  Rockwood, 
and  J.  H.  Gardner,  of  Stoyestown,  alternates. 

Then  came  the  treatment  of  the  stomach,  which  all 
were  ready  for.  It  seemed  as  though  some  had  fasted 
for  the  feast,  as  the  four-course  dinner,  besides  hot 
coffee,  ice  cream  and  cake,  disappeared  very  rapidly. 
It  required  some  time  for  the  “after  dinner  mints”  to 
take  effect  but  finally,  after  the  smokes,  all  sorts  of 
gymnastics  and  Olympics  that  respectable  doctors 
ought  to  engage  in  were  brought  into  play  and  the 
Barnum-Ringling  combination  were  beaten  more  than 
a neck. 

An  enjoyable,  profitable  meeting  was  held;  also  an 
increase  of  fraternal  feeling,  which  is  so  desirable, 
was  manifested.  A vote  of  thanks  was  extended  to 
the  President  and  the  good-byes  were  said  with  the 
wish  that  all  will  be  spared  to  meet  again  next  year. 

H.  C.  McKinley,  M.D.,  Reporter. 


WARREN— JUNE-JULY-AUGUST 

Our  June  meeting  was  held  in  conjunction  with 
Chautauqua  and  Cattaraugus  Counties,  New  York,  and 
Erie  County,  Pennsylvania,  and  took  place  at  Bemus 
Point  on  Lake  Chautauqua  on  June  25th.  Because  of 
inclement  weather  only  a small  crowd  was  present. 
The  essayist  of  the  day  was  Dr.  Dickinson  of  New 
York,  who  gave  a very  helpful  talk  on  the  manage- 
ment of  gynecological  cases  (nonsurgical)  by  the  gen- 
eral practitioner.  He  said  the  three  most  frequent 
symptoms  occurring  in  women  seeking  medical  aid 
are  backache,  leucorrhea  and  irritable  bladder,  and  too 
often  (100%)  the  general  practitioner  fails  to  make  a 
careful  examination  of  such  patients.  He  advised 
against  curettement — less  safe  in  abortion  than  doing 
nothing.  Radium  not  advisable  for  fibroids  larger  than 
a month's  pregnancy.  Myomectomy  to  be  preferred  to 
hysterectomy.  Thyroid  and  ovarian  extract  the  only 
useful  gland  products.  He  described  the  position  of 
the  patient  in  introducing  the  speculum— cotton  wool 
tampons  better  than  absorbent  cotton.  He  also  empha- 
sized many  little  points  in  relation  to  the  office,  the 
examination,  the  posture  of  the  patient,  the  use  of  the 
cystoscope,  the  examination  of  the  rectum  and  the  im- 
portance of  an  Albert  Smith  pessary  in  making  a diag- 
nosis. If  such  a pessary  will  not  relieve  backache, 
operations  will  not. 

The  July  meeting  of  the  County  Society  which  was 
to  be  a picnic,  was  not  held.  A meeting  of  representa- 
tives of  Crawford,  Venango  and  Warren  Counties  was 
held  in  Meadville  July  25th,  and  it  was  proposed  to 
reorganize  the  Northwestern  Society,  which  functioned 
about  15  years  ago  and  was  the  means  of  bringing  the 
State  Society  annual  meeting  to  Cambridge  Springs. 
An  effort  will  be  made  to  cooperate  with  physicians 
practicing  in  northeastern  Ohio  and  thus  bring  together 
a sufficient  number  of  physicians  to  make  a good  audi- 
ence for  at  least  one  speaker  of  authority.  The  first 
meeting  is  planned  for  September  3d  at  Conneaut  Lake. 
This  lake  is  the  largest  lake  in  Pennsylvania  and, is 
very  much  frequented  by  persons  from  this  section  of 
the  state. 

Our  Society  regrets  the  loss  of  one  of  its  oldest 
members — Dr.  John  Coulter  Russell — who  has  prac- 
ticed in  Warren  and  vicinity  since  1884.  He  has  been 
in  poor  health  for  the  past  one  and  a half  years,  but 
endeavored  to  attend  to  his  practice  until  a few  weeks 


before  his  death.  Dr.  Russell  was  of  a kindly  nature 
and  yet  a forceful  fighter  for  the  things  he  believed  in. 
He  was  not  afraid  to  make  enemies,  or  to  uphold  a 
cause  against  the  majority.  He  served  many  years  as 
a school  director.  Mrs.  Russell  and  one  son  survive 
him. 

The  August  meeting  of  our  Society  was  held  in 
Sheffield,  where  Drs.  Mervine,  Pryor  and  Russell  are 
located,  and  who  acted  as  hosts.  The  attendance  was 
small,  partly  due  to  the  fact  that  the  main  road  to 
Sheffield  is  closed  because  of  repairs.  Fourteen  mem- 
bers were  present  at  the  dinner  provided,  and  then  at 
the  very  commodious  High  School,  Dr.  Jas.  E.  King 
of  the  University  of  Buffalo  gave  a very  interesting 
talk  on  “Cancer  of  the  Uterine  Cervix.” 

Dr.  King  gave  a brief  outline  of  the  pathology  of 
this  type  of  cancer.  The  epithelioma,  which  is  the  one 
most  often  seen  and  which  affects  the  squamous,  cell 
of  the  cervix,  is  of  two  types:  (i)  An  infiltrating 

form  which  replaces  normal  tissue,  cutting  of  the  blood 
supply  and  producing  ulceration  and  sloughing;  (2) 
the  proliferating  type  which  causes  a piling  up  of 
cells,  forming  a mass  of  new  growth. 

A watery  discharge  caused  by  the  granulating  sur- 
face is  an  early  symptom  and  should  always  be  viewed 
with  suspicion.  Bleeding  after  slight  exertion  or  inter- 
course is  another  suspicious  symptom.  A simple  non- 
cancerous  erosion  shows  the  cervix  soft;  the  cancerous 
cervix  is  hard.  A small  probe  will  enter  cancerous 
tissue  easily;  normal  cervix  is  penetrated  with  diffi- 
culty. 

As  to  treatment.  Dr.  King  reviewed  the  various 
measures  that  have  been  used.  All  have  been  failures 
because  cancer  is  probably  not  a local  disease,  (i)  The 
cautery  destroys  the  cancer  cell,  and  if  all  the  cancer 
cells  can  be  reached  the  cautery  cures.  (2)  Amputa- 
tion of  cervix  was  practiced,  but  this  has  been  an  abso- 
lute failure.  (3)  Hysterectomy  also  fails  unless  the 
radical  or  Wertheim  operation  is  performed,  but  this 
carries  with  it  a high  operative  mortality  (20%),  also 
unpleasant  sequellae  often  result — ureter  and  bladder 
sloughs,  etc. 

When  radium  was  proposed,  it  was  felt  that  it  was 
a great  improvement  over  former  methods,  but  alas  1 
it  too  has  failed.  It,  like  the  cautery,  acts  only  locally. 
It  does  not  prevent  recurrence;  it  does  not  prevent 
metastasis,  and  nearly  all  cervical  cancers  become  gen- 
eral. Radium  treatment  helps  as  much  as  the  radical 
operation  and  has  no  operative  mortality  or  sequellse, 
but  it  must  not  be  heralded  as  a cure.  When  cancer 
recurs  in  the  broad  ligament,  there  is  no  help.  Radium 
lessens  hemorrhage  and  is  the  best  palliative  we 
possess. 

A number  of  lantern  slides  were  exhibited  showing 
the  different  types  mentioned  in  the  talk.  In  the  dis- 
cussion which  followed  Dr.  Robertson,  of  Warren, 
stated  that  the  zinc  chloride  treatment  of  uterine  can- 
cer had  produced  as  effective  results  as  any  operative 
procedure.  The  chemical  agent  seems  to  block  off  the 
channels  as  effectively  as  radium  or  removal  with  the 
knife. 

Resolutions  in  memory  of  Dr.  John  C.  Russell,  who 
died  July  23d,  were  read  and  adopted,  as  follows: 

“In  the  death  of  John  Coulter  Russell,  the  members 
of  the  Warren  County  Medical  Society  lost  a most 
trustworthy  and  most  estimable  colleague  and  friend. 

“Ever  upholding  the  best  principles  of  our  profes- 
sion, Dr.  Russell  strived  through  a long  number  of 
years  zealously  and  untiringly  to  give  to  his  patients 
the  best  there  was  in  him  regardless  of  material  return. 
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“In  public  he  was  faithful  to  the  people,  never  sub- 
servient to  any  one  class,  always  ready  to  espouse  the 
right  as  he  saw  it  and  without  fear  of  consequence. 

“Forceful  in  argument,  original  in  mind,  he  was 
never  afraid  to  be  counted  with  the  minority  if  he 
judged  that  minority  to  be  right. 

“He  bore  his  long  and  painful  illness  with  great 
fortitude  and  was  ever  solicitous  lest  he  cause  his 
loved  ones  trouble  and  care. 

“He  was  a kind  and  loving  husband  and  father,  a 
generous  and  helpful  friend  to  many. 

“In  recognition  of  these  worthy  traits  we  inscribe 
these  lines  in  the  record  book  of  our  society. 

“August  i8,  1924.’’ 

An  invitation  to  a meeting  of  physicians  of  north- 
western Pennsylvania  and  northeastern  Ohio  was  read. 
Dr.  Samuel  Gant  of  New  York,  the  authority  on  dis- 
eases of  the  rectum,  will  be  the  speaker  at  the  meeting, 
which  will  be  held  at  Conneaut  Lake,  near  Meadville, 
September  5th.  The  meeting  will  be  a social  one,  and 
it  is  expected  that  it  will  be  well  attended,  as  this 
pleasure  resort  is  easy  of  access.  It  is  hoped  to  have 
a meeting  every  year  of  the  physicians  of  this  section. 

M.  V.  Ball,  M.D.,  Reporter. 
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deaths 

Bobby  Lyons,  son  of  Dr.  and  Mrs.  J.  W.  Lyons,  of 
Jessup,  died  on  September  7th.  He  is  survived  by  his 
parents,  a sister  and  brother. 

Dr.  Joseph  J.  Barber,  of  Scranton,  died  recently. 
Dr.  Barder  was  born  in  1890  and  was  graduated  from 
Jefferson  Medical  College  of  Philadelphia  in  1912. 

Dr.  Henry  C.  W.  Showalter,  of  New  Holland,  a 
graduate  of  Jefferson  Medical  College  of  Pliiladelphia 
in  1883,  died  recently  of  cerebral  hemorrhage,  aged 
63  years. 

Dr.  Norman  Guthrie  Catanach,  of  West  Chester, 
who  was  graduated  from  Jefferson  Medical  College  of 
Philadelphia  in  1896,  was  found  dead  in  bed,  August 
i6th.  He  was  48  years  old. 

Dr.  Nancy  B.  Craighead,  of  Pittsburgh,  who  was 
born  in  1875,  and  was  graduated  from  the  Woman’s 
Medical  College  of  Pennsylvania,  Philadelphia,  in  1902, 
died  September  ist  at  Strasburg,  P'a. 

Dr.  William  J.  Higgins,  of  Sayre,  died  suddenly 
on  August  20th  at  the  People’s  Hospital,  of  cerebral 
hemorrhage.  Dr.  Higgins  was  a graduate  of  the 
Medico-Chirurgical  College  of  Philadelphia,  class  of 
1899- 

Dr.  J.  Sparks  Parker,  of  Philadelphia,  aged  55 
years,  died  suddenly  on  August  nth  of  heart  disease. 
Dr.  Parker  was  graduated  from  the  University  of 
Pennsylvania  School  of  Medicine,  Philadelphia,  in  1897. 

Dr.  William  B.  Ansley,  of  Saltsburg,  aged  77 
years,  died  on  August  20th.  Dr.  Ansley  was  gradu- 
ated from  Jefferson  Medical  College  of  Philadelphia 
in  1867.  He  was  a former  president  of  the  Indiana 
County  Medical  Society. 

Dr.  Albon  S.  Fichtner,  of  Johnstown,  who  was 
graduated  from  the  College  of  Physicians  and  Sur- 
geons, Baltimore,  in  1882,  died  on  August  24th  of 
mitral  regurgitation,  aged  66  years.  He  was  for- 
merly a member  of  the  board  of  health. 

Dr.  John  F.  Feick,  of  Reading,  aged  72  years,  died 
on  August  24th  of  arteriosclerosis.  Dr.  Feick  was 
graduated  from  Jefferson  Medical  College  of  Phila- 
delphia in  1872.  In  1904  he  was  president  of  the  Berks 
County  Medical  Society. 


Dr.  Bertha  T.  Caldwell,  of  Johnstown,  aged  56 
years,  died  on  August  loth  at  the  Memorial  Maternity 
Hospital,  of  injuries  received  in  a fall.  Dr.  Caldwell 
was  graduated  from  the  Woman’s  Medical  College  of 
Pennsylvania,  Philadelphia,  in  1893. 

Dr.  Alexander  H.  C.  Rowand,  of  Philadelphia,  died 
on  August  13th,  aged  71  years.  Dr.  Rowand  was  a 
graduate  of  the  University  of  Pennsylvania  School  of 
Medicine,  Philadelphia,  class  of  1893.  He  was  for- 
merly on  the  staff  of  the  Wills  Hospital. 

BIRTHS 

Born  to  Dr.  and  Mrs.  H.  E.  Milliken,  of  Harris- 
burg, recently,  a son. 

Dr.  and  Mrs.  Josiah  F.  Reed,  of  Harrisburg,  have 
announced  the  birth  of  a son,  Josiah  Frederick  Reed, 
Jr.,  September  21st. 

MARRIAGES 

Dr.  William  H.  Jones  and  Miss  Ruth  Altmiller, 
both  of  Hazleton,  were  married  in  August. 

Dr.  Joseph  Elmer  O’Brien  and  Miss  Mae  M.  Getz, 
both  of  Erie,  were  married  on  August  14th. 

Dr.  Morris  D.avies  and  Miss  Dorothy  Rabinivitz 
were  married  at  New  Castle  on  August  12th. 

Dr.  Ward  E.  Newcomer,  of  McClellandtown,  and 
Miss  Norma  Stuart  Johnson,  of  Richmond,  Va.,  were 
married  on  June  21st. 

Miss  Katherine  Shaw,  daughter  of  Dr.  and  Mrs. 
C.  E.  Shaw,  of  Williamsport,  was  united  in  marriage 
with  Lieut.  Vern  Waldridge,  United  States  Army,  on 
August  23d,  at  the  home  of  the  bride.  Lieutenant  and 
Mrs.  Waldridge  will  live  at  Fort  H.  G.  Wright,  Long 
Island,  where  the  bridegroom  is  stationed. 

Dr.  H.  j.  Byron,  of  Pittsburgh,  and  Miss  Mary  Isa- 
bel Langdon,  sister  of  Dr.  J.  D.  Langdon,  of  Phila- 
delphia, were  married  in  August.  The  best  man  was 
Dr.  R.  H.  Bradley,  and  a cousin,  Dr.  L.  F.  Scanlon, 
was  an  usher.  Dr.  and  Mrs.  Byron  will  be  at  home 
after  October  ist  on  Mt.  Pleasant  Road,  Connellsville. 

ITEMS 

Dr.  Aaron  S.  Cantor,  of  Dickson  City,  has  gone  to 
Europe  to  study. 

Dr.  R.^ymond  j.  Garvey  and  family,  of  Minooka, 
are  on  a trip  to  the  Bermudas. 

Dr.  and  Mrs.  Frank  E.  Rouse,  of  Williamsport, 
have  been  spending  some  time  in  Canada. 

Dr.  and  Mrs.  H.  P.  Haskin,  of  Williamsport,  are 
on  a six  weeks’  motor  trip  to  Nova  Scotia. 

Dr.  Frank  G.  Bryant,  of  Scranton,  spent  most  of 
the  summer  on  a trip  to  the  Pacific  Coast. 

Dr.  and  Mrs.  Russell  T.  Wall,  of  Scranton,  have 
returned  from  an  eleven-thousand-mile  trip  through 
the  West. 

Dr.  Luther  C.  Peter,  of  Philadelphia,  spent  a de- 
lightful summer  abroad.  He  spent  the  month  of  July 
in  Vienna. 

Dr.  William  T.  Johnson,  of  Philadelphia,  has  been 
elected  President  of  the  American  Electrotherapeutic 
Society  for  the  next  year. 

Drs.  Arthur  E.  Davis  and  Addison  W.  Smith,  of 
Scranton,  and  Dr.  John  W.  Grant,  of  Dickson  City, 
are  travelling  in  Europe. 

Dr.  j.  LeRoy  Foster,  of  Blawnox,  is  taking  post- 
graduate work  in  pediatrics  at  the  Harvard  Postgradu- 
ate Medical  School. 

Dr.  and  Mrs.  FrEdi-rick  J.  Bishop  and  Dr.  and  Mr.s. 
James  E.  O’Toole,  of  Scranton,  are  motoring  through 
eastern  Canada  and  New  England. 
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Dr.  T.  Turner  Thomas,  of  Philadelphia,  has  re- 
covered from  a severe  septicemia  suffered  from  an 
apparent  slight  injury  to  the  knee. 

Dr.  Louis  Arensberg,  of  Uniontown,  was  elected 
commander-in-chief  of  the  Grand  Army  of  the  Re- 
public at  its  recent  session  in  Boston,  Mass. 

Dr.  J.  Aelen  Jackson,  of  Danville,  on  August  15th 
delivered  an  address  on  “The  Mental  Hospital,”  which 
was  broadcasted  from  the  Steel  Pier,  Atlantic  City, 
N.  J. 

Dr.  j.  D.  Stevenson,  of  Beaver,  left  on  October  2d 
for  London,  England,  where  he  has  arranged  to  spend 
several  months  in  postgraduate  work  at  the  Children’s 
Hospital. 

Dr.  G.  Oram  Ring,  of  Philadelphia,  has  returned 
from  a two-month’s  tour  of  Europe,  where  he  visited 
the  well-known  ophthalmic  clinic  at  the  University  of 
Berne  in  Switzerland. 

Dr.  and  Mrs.  John  B.  Corser,  of  Scranton,  took  a 
motor  trip  through  the  Adirondacks  to  Montreal,  where 
they  attended  the  sessions  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology. 

Dr.  and  Mrs.  T.  E.  Mendenhall,  of  Johnstown,  left 
on  August  20th  for  a six  weeks’  tour  of  Europe. 
While  in  Europe  Dr.  Mendenhall  will  spend  some  time 
at  the  obstetrical  clinics  in  Vienna  and  Friberg. 

Dr.  S.  Metz  Miller,  of  Norristown,  was  elected 
Superintendent  of  the  Norristown  State  Hospital  on 
September  4th.  Dr.  Miller  was  connected  with  the 
Hospital  upwards  of  25  years,  is  a Pennsylvanian  and 
a graduate  of  Jefferson  Medical  College  of  Phila- 
delphia. 

The  annual  meeting  of  the  Central  Pennsylvania 
Medical  Association  was  held  at  the  Blairmont  Coun- 
try Club  (near  Hollidaysburg)  on  September  17th. 
The  two  speakers  of  the  afternoon  were  Drs.  John  B. 
Carnett  and  D.  J.  McCarthy  of  the  University  of  Penn- 
sylvania School  of  Medicine.  The  meeting  was  fol- 
lowed by  a dinner. 

The  Mercy  Hospital  of  Pittsburgh  celebrated  its 
third  anniversary  on  September  24th.  The  morning 
was  devoted  to  clinics  by  the  staff.  In  the  afternoon 
Dr.  Charles  Mayo  was  the  guest  of  honor  and  Dr. 
James  I.  Johnston  gave  a biographical  sketch  of  the 
late  Dr.  Irwin  Justus  Moyer.  In  the  evening  a dinner 
was  served  at  the  University  Club  for  the  guests,  staff, 
ex-residents  and  friends. 

The  Bfjiks  County  Medical  Society  celebrated  its 
Centennial  Year  by  a historical  program  in  July,  1924. 
Over  a hundred  members  and  guests  assembled  at 
South  Mounta'n  Manor  to  celebrate  the  occasion.  Dr. 
George  Hetrich,  of  Birdsboro,  and  Dr.  C.  W.  Bach- 
man, of  Reading,  both  presented  historical  addresses. 
Dr.  Ross  V.  Patterson,  of  Philadelphia,  spoke  on  “The 
History  of  Medicine  in  Philadelphia.” 

The  twenty-first  annual  meeting  of  the  eight- 
eenth censorial  district  (comprising  Snyder,  Northum- 
berland, Montour  and  Columbia  Counties)  was  held 
at  Danville,  on  Thursday,  .September  nth.  The  morn- 
ing session  was  devoted  to  clinics  at  the  Geisinger 
Memorial  Hospital,  while  the  feature  of  the  afternoon 
session  at  the  State  Hosnital  for  the  Insane  was  a 
paper  on  “P'svchanalysis,”  read  by  Dr.  Edward  A. 
Strecker,  of  Philadelphia.  Dr.  Harold  L.  Foss,  of 
Danville,  read  a paper  on  “Surgery  of  the  Large  In- 
testine.” The  Executive  .Secretary  of  the  State  So- 
ciety, Dr.  Frederick  L.  Van  Sickle,  was  also  present 
and  outlined  the  One  Board  Bill,  which  is  to  be  pre- 
sented at  the  coming  Legislature.  In  the  absence  of 
Councilor  Guthrie,  Dr.  H.  W.  Albertson,  Councilor  of 
the  Second  District,  was  present  and  talked  about  the 
work  of  the  State  Society, 

The  Board  of  Directors  of  Allegheny  County  Med- 
ical Society,  upon  recommendation  of  a special  com- 


mittee, has  laid  plans  for  the  development  of  a series 
of  postgraduate  lectures. 

This  idea  was  brought  to  the  membership  by  the 
former  President,  Dr.  Ernest  W.  Willetts,  in  his  an- 
nual address.  The  lectures  will  begin  in  October  of 
this  year  and  will  be  held  at  four  o’clock  in  the  after- 
noon on  Thursdays.  Carnegie  Lecture  Hall  in  the 
Carnegie  Institute  has  been  obtained  and  is  especially 
designed  for  lecture  work.  The  committee  has  com- 
pleted its  schedule  and  lectures  will  be  given  by  in- 
vited guests  from  other  cities  and  by  local  men. 

The  Board  of  Directors  has  appropriated  a fund  for 
this  undertaking  and  the  Committee’s  plans  are  so 
thorough  that  this  move  should  prove  a splendid  ad- 
vance in  postgraduate  work. 

The  first  lecture  will  be  given  on  October  23d  by 
Dr.  Elliott  P.  Joslin,  Boston,  Mass.,  on  Treatment  of 
Diabetes  Mellitus  by  the  General  Practitioner. 


GENERAL  NEWS  ITEMS 

More  than  ioo  physicians  and  surgeons  of  New 
York  have  combined  to  relieve  the  lack  of  hospital 
accommodation  for  private  patients,  and  as  a result 
Hudson  Towers  hospital-hotel  is  now  nearing  comple- 
tion and  will  be  opened  early  next  year,  representing 
a capital  investment  of  $3,500,000. 

The  National  Tuberculosis  Association  will  again 
conduct  their  Annual  Christmas  Seal  sale  this  fall  and 
winter,  and  it  is  hoped  that  the  readers  of  this  Journal 
will  cooperate  in  every  way  possible  to  make  this  drive 
a success.  The  fight  against  tuberculosis  is  a most 
worthy  one  and  deserves  the  support  of  every  physi- 
cian. 

A cordial  invitation  is  extended  to  all  interested  in 
public  health  to  attend  the  Fifty-third  Annual  Meeting 
of  the  American  Public  Health  Association,  which  is 
to  be  held  in  Detroit,  Michigan,  October  20-23.  The 
headquarters  will  be  in  the  Hotel  Statler.  The  Detroit 
Local  Committee,  headed  by  Dr.  R.  M.  Olin,  State 
Health  Commissioner,  is  engaged  in  arranging  matters 
for  your  comfort  and  entertainment.  You  are  as- 
sured of  a hearty  welcome  from  them  and  from  the 
officers  and  members  of  the  Association. 

AMERICAN  PROCTOLOGIC  SOCIETY 

NEW  YORK  AND  LONDON  MEETINGS 

Upon  adjournment  of  the  25th  Annual  Meeting  of 
the  American  Proctologic  Society  which  was  held  June 
23-25,  in  the  New  York  Academy  of  Medicine,  some 
twenty  of  the  members  journeyed  to  London  on  invita- 
tion of  the  English  Fellows  who  are  the  leaders  of  the 
specialty  in  Great  Britain.  Here,  on  July  9-1 1,  they 
met  in  conjunction  with  the  sub-section  on  Proctology 
of  the  Royal  Society  of  Medicine  with  Mr.  Aslett 
Baldw  n,  the  President  in  the  chair. 

Dr.  William  A.  Beach  of  Pittsburgh  started  the  ses- 
sion with  a historical  paper  on  “The  Evolution  of 
Proctology.”  Following  this,  Mr.  Graemme  Anderson 
of  London  gave  a most  interesting  paper  on  “The  In- 
ject'on  Treatment  of  Hemorrhoids.”  Dr.  Louis  J. 
Hirshman  of  Detroit  described  a new  operation  for 
“Rectal  Prolapse”  and  this  was  followed  by  a paper 
on  “Pruritus  Ani,”  illustrated  with  moving  pictures  by 
Dr.  J,  F.  Montague  of  New  York.  The  following  day 
was  devoted  to  a most  interesting  discussion  of  the 
subject  of  Cancer,  the  paper  being  presented  by  Mr. 
W.  Ernest  Miles.  Members  of  both  societies  took  part 
in  the  general  discussion  that  followed  each  paper. 

The  visiting  American  iiroctologists  were  most  lav- 
ishly entertained  by  their  English  hosts,  from  the  open- 
ing luncheon  at  the  Royal  Automobile  Club  to  the 
closing  banquet  at  the  Hotel  Langham,  and  all  felt 
ln'<dily  elated  at  the  success  of  the  European  trip. 

The  officers  of  the  American  Proctologic  Society 
elected  for  the  year  1924-1925  are:  President,  Dr. 

Frank  C.  Yeomans,  New  York  ; Vice-President,  Dr.  Wil- 
liam A.  Rolfe,  Boston;  Secretary-Treasurer,  Dr.  Jos. 
E.  Montague,  New  York. 
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THE  PRESENT  STATUS  OF  THE  MED- 
ICAL PROFESSION* 

CHARLES  P.  NOBLE,  M.D.,  Sc.D.  (Hon.) 

PHII,ADEI.PHIA,  PA. 

Two  points  of  view  exist  in  the  profession. 
The  point  of  view  of  the  clinician  is  that  of  his- 
toric medicine.  Its  roots  lie  deep  in  the  past. 
Medicine,  as  a cult,  had  its  beginnings  at  least  as 
early  as  the  civilizations  of  IVIesopotamia,  Egypt 
find  India,  when  the  oflice  of  the  priest  and 
healer  was  combined  in  one  individual.  This 
was  equall}'  true  in  Greece,  and  is  the  origin  of 
the  fact  that  physicians  are  called  disciples  of 
^sculapius,  the  god  of  healing,  which  implies 
that  the  true  disciple  is  physician  to  the  sick  soul 
as  well  as  to  the  diseased  body  of  his  patient. 

This  historic  point  of  view  underwent  devel- 
opment during  the  Roman  period  under  Galen, 
and  by  inertia,  persisted  during  the  retrogressive 
period  known  as  the  dark  ages.  It  underwent 
some  development  during  the  middle  ages,  when 
guilds  were  a very  prominent  social  institution 
in  Europe,  so  that  physicians  became  more  guild- 
brothers  than  in  the  past,  and  less  priest-physi- 
cians. Further  development  took  place  during 
and  subsequent  to  the  Renaissance,  when  such 
medical  leaders  as  Vesalius,  Boerhaave,  Antonj 
von  Leeuwenhoek,  Ambroise  Pare,  Harvey  and 
Sydenham,  lightened  the  pages  of  medical  his- 
tory with  their  contributions.  In  modern  times 
the  development  culminated  in  the  relative  per- 
fection of  clinical  insight  in  both  diagnosis  and 
treatment,  which  may  be  called  clinical  wisdom, 
in  the  French  school.  This  .school  flourished, 
particularly  in  Paris,  from  the  days  of  Napoleon 
until  about  1870,  during  which  time  physical 
diagnosis,  as  understood  thirty  years  ago,  both 
had  its  beginnings  and  progressed  almost  to  its 
perfection. 

The  second  point  of  view  has  its  source  in  the 
work  of  Virchow  and  of  Pasteur ; the  one  with 
his  fundamental  discovery  of  the  cell  doctrine, 
with  its  related  cellular  pathology ; and  the 
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other,  with  the  equally  fundamental  discovery 
of  the  pathogenic  nature  of  certain  microorgan- 
isms. As  a consequence  of  the  labors  of  these 
two  great  men,  supplemented  by  that  of  the  host 
of  their  disciples,  a flood  of  new  knowledge  has 
been  gained,  and  a very  deep  impression  has 
been  made  upon  the  point  of  view  and  the  pur- 
po.ses  of  a very  considerable  percentage  of  medi- 
cal men.  This  may  be  called  the  laboratory 
school,  as  distinguished,  in  a general  way,  from 
the  group  of  clinicians. 

After  Virchow  had  published  his  great  work, 
and  had  received,  as  a reward,  the  recognition 
of  his  genius  and  of  the  value  of  his  labors,  it 
was  natural  that  he  should  have  had  great  influ- 
ence with  the  profession.  Unfortunately,  at 
that  period,  he  urged  upon  the  profession  the 
teaching  that  “What  is  the  matter  with  medicine 
is  that  it  has  too  many  theories : and  what  it 
needs  is  facts,  and  more  facts,  and  more  facts.” 
The  weight  of  Virchow’s  authority  was  such 
that  his  advice  has  been  fully  accepted  and  fol- 
lowed by  the  great  host  of  his  followers,  and  as 
a consequence,  observations  of  facts  have  been 
recorded,  until  the  records  have  become  so  volu- 
minous that  they  fill  not  only  libraries,  but  also 
one  is  at  a loss  to  estimate  what  their  quantity 
really  is,  and  it  has  become  impossible,  because 
of  their  very  quantity,  for  any  man  either  to 
know  or  to  use  them. 

Science  is  ordered  knowledge ; that  is,  facts 
arranged  in  their  due  relations.  Arriving  at  the 
meaning  or  the  interpretation  of  these  observa- 
tions, manifestations,  phenomena  or  facts  is  an 
entirely  different  matter,  j.  c.,  truth.  This  con- 
stitutes no  part  of  what  Virchow  taught  should 
be  the  chief  bu.siness  of  medical  men,  since  this 
constitutes  theorizing,  a process  of  pure  thought 
or  mathematics.  One  must  grant  that  Virchow’s 
disciples  have  faithfully  adhered  to  his  dictum. 
They  have  sought  and  found  facts,  most  of 
them  true  facts  or  correct  observations,  and 
many  of  them  false  facts  or  incorrect  observa- 
tions. As  most  of  these  facts  have  never  been 
reduced  to  proper  order,  and  their  interpretation 
sought,  because  this  constitutes  theory,  is  not  the 
consequence  that  which  was  laid  down  by  Con- 
fucius, in  his  celebrated  maxim : “Undigested 
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knowledge  leads  to  confusion?”  Is  not  the 
present  state  of  the  laboratory  school,  or  of 
Virchow’s  disciples,  pretty  accurately  described 
as  being  one  of  confusion  or  obfuscation?  Pas- 
teur, happily,  made  no  such  pronouncement,  so 
that  his  work  stands  upon  its  own  merits,  which 
are  indisputable. 

Both  Virchow  and  Pasteur  belonged  to  the 
laboratory  school  of  scientific  men,  and  very 
properly  had  that  point  of  view,  which  is  exactly 
right  for  pure  scientists.  The  nature  and  object 
of  pure  science,  or  rather,  of  men  devoted  to  it, 
is  the  learning  of  new  facts  and  their  orderly 
correlation,  leading,  when  feasible,  to  generali- 
zation or  to  an  induction  which  may  be  either  a 
happy  or  an  unhappy  guess  at  the  truth.  This 
is  the  scientific  method.  I have  found  in  my 
personal  relations  with  the  laboratory  school  of 
jjhysicians  and  with  the  laboratory  school  of 
biologists,  that  almost  all  of  them  look  upon  sci- 
ence as  being  coequal  with  the  scientific  method 
— observe,  record,  and  if  possible,  correlate.  In 
my  experience,  almost  none  of  them  go  further, 
and  seek  to  induce  or  to  generalize.  Speaking 
generally,  they  are  really  technicians,  and  their 
interest  lies  in  the  technical  processes  which  they 
employ  in  their  work.  As  a group,  they  are  not 
interested  in  the  broad  questions  of  evolutionary 
biology,  which  has  made  up  the  greater  portion 
of  the  interest  and  of  the  writings  of  the  leaders 
among  them  since  the  days  of  Lamarck.  In 
medicine  I have  found  the  same  state  of  facts 
as  among  biologists,  with  reference  certainly  to 
ninety  per  cent  of  the  laboratory  men.  The  ex- 
ceptions, while  few,  are  very  happy  ones,  and 
the  men  who  are  the  examples  in  question  whom 
I have  known,  have  had  the  larger  view,  the 
interest  in  truth  as  contrasted  with  mere  fact 
and  the  earnest  desire  to  promote  at  least  an 
approach  to  understanding  when  complete  com- 
prehension cannot  be  reached.  I have  had  this 
same  experience  with  this  saving  minority  of  the 
biologists,  who  are  certainly  all  that  any  honest 
and  thoughtful  man  could  expect  them  to  be. 

The  point  of  view,  the  purpose,  end  and  ob- 
ject of  laboratory  men,  as  has  already  been 
stated,  is  the  acquisition  of  knowledge,  and  if 
possible,  its  explanation.  This  constitutes  the 
contents  of  a book  upon  science.  The  work  is 
impersonal  in  thought;  it  is  not  related  to  hu- 
man beings,  and  if  any  other  living  being  is  in 
question  besides  the  scientist,  it  is  one  of- the 
lower  animals  which  is  being  used  for  experi- 
mental purposes.  Consequently  the  mental  atti- 
tude of  the  scientific  research  worker  is  one  of 
intelligent  scientific  interest  or  curiosity. 

The  direct  application  of  the  fruits  of  scien- 
tific research  in  medicine  has  been  in  the  preven- 


tion of  disease,  public  health  or  state  medicine, 
sanitation,  and  its  limited  field,  the  sanitary 
advice  which  a practitioner  may  give  concern- 
ing the  premises  of  one  of  his  patients,  or 
finally,  advice  concerning  personal  hygiene.  The 
accomplishments  of  the  laboratory  school  in  the 
last  fifty  years  are  directly  reflected  in  the  im- 
provement in  vital  statistics,  the  lowering  of  the 
death  rate,  and,  particularly  in  the  lowering  of 
the  morbidity  rates  in  preventable  diseases — a 
record  and  results  of  which  they  may  be  proud. 
All  this  is  the  work  of  boards  of  health, 
national,  state,  county  and  local,  and  does  not 
not  come  within  the  daily  work  of  the  practi- 
tioner of  medicine  unless  he  deserts  the  field  of 
the  healing  of  the  sick  in  order  to  gain  knowl- 
edge of  the  prevention  of  disease  or  for  the 
practice  of  state  medicine. 

So  far  as  I am  aware,  the  only  direct  appli- 
cation to  the  healing  of  the  sick  which  the  labors 
of  the  laboratory  men  have  developed,  has  oc- 
curred when  they  have  perfected  a specific,  as 
antitoxin,  salvarsan  and  certain  protein  serums 
which  the  practitioner  can  use  in  the  treatment 
of  the  individual  diseases  in  which  these  prod- 
ucts are  indicated.  The  practice  of  medicine,  as 
distinguished  from  surgery,  can  make  an  ad- 
vance corresponding  to  that  which  has  been  the 
glory  of  surgery  and  the  surgical  specialties, 
only  when  the  facts  of  medicine  shall  have  been 
reduced  to  their  underlying  mathematical  prin- 
ciple or  principles,  so  that  the  art  of  therapeutics 
may  become  the  science  of  healing. 

In  surgery,  including  obstetrics,  it  has  been 
possible  to  apply  in  practice  the  two  principles 
of  antisepsis  and  of  asepsis,  which  are  an  out- 
growth of  the  work  of  Pasteur ; and  this  is  the 
basic  groundwork  of  modern  surgical  and  ob- 
stetrical practice,  and  has  led  to  the  development 
of  the  modern  hospital. 

On  the  other  hand,  the  point  of  view,  the  end, 
object ‘and  purpose  of  the  practitioner  of  medi- 
cine, in  a broad  sense  of  the  family  doctor  as  he 
was  formerly  conceived  and  as  he  practiced,  is 
either  the  prevention  of  diseases  or  the  allevia- 
tion or  cure  of  sickness,  whether  in  body  or  in 
spirit.  The  relation  has  always  been  direct  be- 
tween the  physician  and  his  patient.  It  is  per- 
sonal ; and  the  practitioner’s  interest,  instead  of 
being  that  of  scientific  curiosity,  is  interest  in 
the  welfare  of  his  patient — and  the  welfare  of 
the  patient  includes  that  of  his  body,  mind,  spirit 
and  estate. 

The  historic  attitude  of  the  practitioner  is 
that  any  knowledge,  whether  empiric  or  scien- 
tific, whether  accurately  known  or  merely  pre- 
sumably true,  which  offers  aid  to  him  in  his  work 
of  either  relieving  or  curing  the  sick,  shall  be 
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made  use  of.  His  purpose,  his  object  and  his 
aim  is  not  to  evaluate  the  relative  merit  of  ob- 
servations in  science,  as  to  whether  they  be  more 
or  less  accurate  (that  is  the  business  of  the  pure 
scientists)  but  it  is  to  help  the  sick  in  every 
possible  way. 

Within  the  i>ast  fifty  years,  even  more  within 
the  past  thirty  years,  and  still  more  within  the 
past  twenty  years,  great  changes  have  taken 
place  in  the  profession  of  medicine.  When  the 
great  discoveries  of  Virchow  and  Pasteur  be- 
came known,  it  was  not  only  natural  but  also 
it  was  right  for  the  aspiring  leaders  in  the  pro- 
fession to  endeavor  to  make  this  new  knowl- 
edge their  own,  and  to  make  it  available  to  their 
students.  They,  very  properly,  felt  that  here 
was  the  opportunity,  which  had  long  been  hoped 
for,  to  make  medicine  scientific  and  exact  in- 
stead of  empiric  and  inexact,  or  at  least  not 
thoroughly  understood.  It  seems  to  me  that  no 
man  can  rightly  object  to  this  feeling,  which  was 
so  evident  twenty  or  thirty  years  ago  among  the 
lea:ders  of  our  profession.  Unquestionably  they 
did  all  that  they  set  out  to  do,  and  they  became 
so  enthusiastic  in  learning  and  teaching  the  new 
science  that  their  enthusiasm  was  imparted  to 
their  pupils,  with  the  consequence  that  they  neg- 
lected to  teach  in  an  adequate  way — and  hence 
their  students  were  denied  the  opportunity  to 
learn — the  historic  teachings  of  clinical  wisdom 
in  diagnosis  and  in  therapeutics.  While  prac- 
ticing clinical  methods  themselves,  they  failed 
to  give  their  students  the  benefit  of  their  own 
knowledge  and  experience  as  clinicians.  On  the 
other  hand,  they  devoted  so  much  time,  so  much 
energy  and  so  much  enthusiasm  tO'  the  teachings 
of  pure  and  applied  science  that  laboratory 
knowledge  more  and  more  filled  the  medical 
curriculum,  with  the  gradual  repression,  and 
almost  suppression,  of  the  older  teachings.  As 
a result,  the  graduates  of  twenty  years  ago  and 
less  have  been  turned  out  of  our  medical  schools 
with  their  sense  of  values,  shall  I say  unbalanced, 
or  shall  I say  so  far  from  true  as  to  be  almost 
false  ? 

The  student,  and  the  younger  medical  man, 
hearing  so  much  about  the  great  value,  the  exact- 
ness, the  accuracy,  the  dependability,  etc.,  etc., 
of  scientific,  mechanical,  technical  laboratory 
methods  for  the  acquisition  of  knowledge,  very 
naturally  has  come  to  place  a very  high  value 
upon  them.  As  laboratory  methods  of  examina- 
tion have  been  sO'  constantly  extolled,  and  as  the 
clinical  methods  of  diagnosis,  relatively  speaking, 
have  been  much  less  talked  about,  is  it  not  in- 
evitable that  the  younger  medical  men  not  only 
have  come  to  regard  the  clinical  wisdom,  born 


of  the  experience  of  seven  thousand  years  of 
honest  men  endeavoring  to  help  or  to  cure  the 
sick,  as  of  little  value,  but  also  actually  to  be- 
lieve and  to  say  that  it  is  out  of  date,  that  it  is 
of  little  or  no  worth,  and  that  those  who  prac- 
tice it  are  “old  fogies”  ? 

Now,  what  are  the  facts?  By  laboratory, 
mechanical,  technical  methods  it  is  a fact  that 
certain  things  can  be  learned  about  diseases  which 
cannot  be  learned  by  clinical  methods.  For  ex- 
ample ; The  presence  or  absence  of  albumin  and 
casts  in  the  urine,  certain  technical  refinements 
in  diagnosis  of  heart  disease,  the  presence  or 
absence  of  precipitins  in  the  blood  serum,  the 
appearance  and  the  number  of  the  various  cor- 
pu.scles  in  the  blood,  etc.,  etc.  These  things  can- 
ndt  be  learned  clinically.  They  can  only  be  sus- 
pected— it  is  true,  with  a large  amount  of  proba- 
bility. On  the  other  hand,  it  is  not  true,  as  the 
laboratory  school  has  contended  and  appears  to 
believe  and  tO'  teach,  and  as  their  less  intelligent 
and  less  thoughtful  pupils  certainly  believe,  that 
the  actual  facts  concerning  the  several  diseases 
can  be  learned  by  the  laboratory  methods.  All 
that  is  gained  is  an  approximation  to  a quanti- 
tative index  of  the  state  of  facts  existing  in  the 
particular  patient— which  is  very  far  from  being 
the  state  of  facts  itself. 

In  contrast,  by  clinical  methods  both  a quali- 
tative and  a quantitative  index  of  the  state  of 
facts  in  the  particular  sick  man,  can  be  learned. 
The  family  and  personal  history  of  the  patient, 
the  history  of  the  present  illness,  and  “what  the 
patient  complains  of”  afford  an  insight  into  the 
situation  of  a value  far  beyond  that  which  any 
laboratory  examination  can  furnish ; because  it 
deals  with  the  constitutional  factor  in  diseases, 
as  well  as  with  morbid  processes  and  symptoms, 
which  the  laboratory  school  entirely  ignore — 
ignore  for  the  reason  that  laboratory  methods 
are  inapplicable  to  these  factors  in  diagnosis  and 
prognosis. 

The  laboratory  school  of  physicians,  as  is  true 
of  the  laboratory  school  of  scientists  in  general, 
are  convinced  that  the  “scientific  method”  is  the 
only  way  to  truth.  This  is  denied  by  many  men, 
who  claim  that  the  scientific  or  experimental 
method  is  merely  ordered  “trial  and  error,”  or 
a more  orderly  empiricism,  in  that  the  conditions 
of  the  experiment  are  known.  It  is  pointed  out 
that  if  the  experimental  conditions  do  not  corre- 
spond with  natural  conditions  the  method  can 
lead  only  to  error.  In  other  words,  the  experi- 
mental method,  while  a great  boon  to  students 
of  truth,  in  that  it  is  an  additional  method  of 
investigation  and  one  by  means  of  which  much 
time  can  be  saved,  as  compared  with  ordinary 
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“trial  and  error”  or  learning  from  experience  or 
empiricism,  yet  cannot  be  regarded  as  leading 
to  a demonstration  of  a problem  but  only  to  a 
probability.  However,  it  has  the  great  advan- 
tage that  the  conditions  of  the  exi>eriment  are 
knowm,  and  this  can  be  repeated  by  other 
workers  until,  if  enough  investigators  confirm 
the  findings  of  the  first,  the  probability  becomes 
almost  a certainty  and  is  to  be  accepted  as  such. 
All  of  which  shows  that  its  advantages,  as  com- 
pared with  mathematical  reasoning,  are  merely 
relative,  since  in  the  final  analysis  the  accuracy 
of  the  findings  in  each  case  depend  upon  the 
quality  of  the  intelligence  of  the  student,  his  in- 
tegrity, and  the  care  with  which  he  does  his 
work. 

It  is  my  own  opinion  that  the  true  purpose  ^of 
the  scientific  or  experimental  method  is  to  dis- 
cover error,  and  that  it  is  only  in  this  negative 
sense  of  eliminating  mistaken  observations  or 
false  facts  that  it  can  rightly  be  regarded  as  a 
way  leading  toward  truth.  In  general,  this 
opinion  is  shared  by  so  sound  a reasoner  and  so 
intelligent  a critic  as  Dr.  J.  Chalmers  DaCosta. 
In  an  address.  Dr.  DaCosta  has  not  only  called 
attention  to  the  limitations  of  the  inductive 
method  but  also  in  an  allusion  to  Claude  Bernard 
has  pointed  out  the  true  pathway  toward  new 
truths.  Bernard  is  quoted  as  saying  that  when 
he  left  his  laboratory,  he  put  on  the  cloak  of  his 
imagination,  in  order  to  know  where  to  look  for 
truth  through  experimentation.  In  other  words, 
new'  truth  is  seen  by  vision  or  the  imagination ; 
which  result  is  called  speculation  by  scientists. 
The  sj>eculation  can  be  tested  by  the  experi- 
mental method,  as  well  as  by  analytical  reason- 
ing. To  omit  this  special  form  of  speculation 
is  to  blunder  on  the  way  to  truth.  It  is  like 
looking  for  a needle  in  a haystack,  and  is  as 
likely  to  prove  efficient. 

The  distinction  between  facts  and  truth  should 
be  empha.sized,  because  they  are  frequently  con- 
fused and  believed  to  be  one  thing.  Facts  are 
phenomena,  manifestations,  or  the  consequences 
of  proces.ses  which  are  themselves  induced  by 
causes.  Facts  are  apprehended  through  the 
senses,  and  this  leads  to  a concept.  The  names 
of  facts  are  merely  symbols  whose  purpose  is 
to  convey  to  the  mind  of  another,  usually 
through  either  sight  or  hearing,  the  concept  of 
the  material  thing  symbolized  by  the  name. 
Facts  are  actualities  and  belong  to  this  \Vorld 
with  its  materialities;  but  they  are  apprehended 
as  concepts,  which  are  the  product  of  the  human 
intelligence,  and  when  released  in  consciou.sness 
are  immaterial.  The  concepts  can  neither  be 
felt,  tasted,  smelled,  heard  nor  seen.  Truth  is 
the  exirlanation  or  the  comprehension  of  the 


nature  of  the  concept  and  its  relation  to  the 
causal  energy  which  produced  it,  or  rather,  which 
produced  the  manifestation  or  fact  that  is  repre- 
sented in  consciousness  as  a concept.  Truth  is 
real,  eternal,  absolute  or  mathematical. 

Lest  some  unthinking  person  should  wrongly 
consider  that  I place  a low  valuation  upon  the 
worth  of  science  and  of  scientists,  perhaps  it  is 
well  to  say  that  the  best  evidence  of  my  appre- 
ciation of  the  great  value  of  the  work  of  medical 
and  other  scientists  of  the  laboratory  school  in 
its  proper  field  of  usefulness  is  the  recognition, 
given  in  the  body  of  this  paper,  of  the  two  out- 
standing facts  that  the  very  basis  of  modem 
surgery,  antisepsis  or  asepsis,  and  the  lowering 
of  the  death  rate  almost  fifty  per  cent  and  the 
great  les.sening  of  the  morbidity  rate  in  pre- 
ventable diseases  througb  better  sanitation  and 
other  applications  of  preventive  medicine,  are 
due  to  the  work  of  the  laboratory  school,  not  to 
mention  the  allusion  to  the  as  yet  limited  appli- 
cation of  their  work  in  therapeutics,  as  in  the 
use  of  diphtheria  antitoxin,  salvarsan,  etc.  I 
.should  like  also  to  add  that  no  one  can  have  a 
greater  appreciation  than  I of  the  personal  merit 
and  the  value  of  the  work  of  such  men  as  Adami, 
Allen  J.  Smith,  Howell,  Mall,  Jennings,  Mont- 
gomery, Conklin,  Macfarlane  and  Stockard,  all 
of  whom  I have  known,  some  of  them  inti- 
mately, and  all  of  them  both  pleasantly  and  help- 
fully in  relation  to  my  work. 

Most  that  pertains  to  an  evaluation  of  the 
actual  facts  as  to  the  state  of  a sick  man  and 
the  probable  outcome  of  his  illness,  or  in  other 
words,  of  the  diagnosis  and  the  prognosis,  can 
be  much  more  truly  and  better  learned  by  clin- 
ical methods,  generally  speaking,  than  by  any 
or  all  laboratory  methods  combined ; although 
laboratory  examinations  are  at  times  necessary 
and  at  other  times  useful.  Did  time  permit, 
much  more  could  be  said  to  make  it  so  clear  that 
even  he  who  runs  could  read  that  the  wisdom 
of  the  fathers,  so  little  appreciated  by  the  young 
men  of  our  profession,  contains  most  that  is  of 
true  value  in  the  fulfillment  of  the  very  pur- 
]K)se,  the  very  object  of  the  existence  of  our 
historic  profession.  It  must  suffice  tO'  say  that 
the  trained  clinician,  when  gifted  with  the  neces- 
-sary  ability,  can  obtain  by  the  historic  methods 
both  a qualitative  and  a quantitative  estimate  of 
the  facts  with  reference  to  almost  all  instances 
of  disease,  which  far  more  closely  approximates 
the  actual  condition,  than  can  be  obtained  by 
any  other  methods. 


Dr.  O.  Pine  queries:  How  nauseating  are  the  medical 
mercantilists  who  would  transform  the  Hippocratic 
Code  into  the  hypocritic  code? 
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EDITORIALS 

A STORY  WITH  A MORAL 

A young  girl,  the  daughter  of  an  undertaker 
whose  business  is  confined  to  the  foreign  section 
of  Wilmington,  applied  for  work  as  a domestic. 

We  knew  her  and  her  father  well,  and  years 
back  we  knew  him  to  be  prosperous. 

“Why,  Mary,”  we  asked  in  surprise,  “How 
do  you  happen  to  apply  for  a job  of  this  kind? 
Is  not  your  father  well  off?” 

“He  was  at  one  time,”  she  replied  sadly,  “but 
in  the  last  three  years  he  is  hardly  making  his 
expenses.  He  used  to  bury  four  or  five  babies  a 
week;  now  it  is  an  occasional  funeral,  and  that 
a stillborn,  mostly.  And  grown-up  funerals  are 
not  so  many,  and  he  has  competition.” 

“Mary,  what  is  the  reason  fewer  babies  die?” 
we  asked. 

We  knew  the  reason.  We  have  observed  the 
gradual  decline  of  infant  mortality  among  the 
foreigners.  We  have  heard  complaints  from 
the  young  medicos  who  used  to  have  their  busiest 
time  during  the  summer  months  and  who  now 
have  time  to  go  on  a vacation  or  loaf  at  home. 
We  have  watched  statistics  tell  the  tale  of  how 
the  Grim  Reaper  has  been  cheated  out  of  his 
annual  summer  crop  of  babies.  We  knew  from 
information  gathered  among  the  druggists  in  the 
foreign  section  that  the  sale  of  anodynes,  sleep- 
ing potions,  teething  remedies  and  artificial  baby 
foods  has  fallen  down,  almost  to  the  vanishing 
point ; and  we  have  rightly  interpreted  this  up- 
ward movement  towards  health  as  the  result  of 
the  activities  of  the  Child  Welfare  Organization, 
with  its  health  centers  and  field  workers.  But 
we  wanted  to  get  the  explanation  from  Mary, 
the  undertaker’s  daughter. 

“Well,”  she  replied,  “It  is  the  Child  Welfare 
nurses  teaching  our  mothers  how  to  take  better 
care  of  their  babies.” 

And  so  the  organized  efforts  of  our  modern 
society  in  saving  babies  are  bearing  fruit ; and 
the  undertaker’s  daughter  is  looking  for  a job, 
and  the  young  medico  goes  fishing  in  the  sum- 
mer, and  the  babies  thrive  and  grow. 

It  is  true ; we  are  facing  a new  social  prob- 
lem : Undertakers  have  to  live,  and  doctors  must 
meet  their  expenses,  and  the  surviving  babies 
must  have  food  and  raiment. 

Eventually,  the  problem  will  solve  itself,  if  it 
is  not  already  in  the  process  of  a solution. 

There  will  be  fewer  undertakers,  fewer  doc- 
tors, and  fewer  babies. 

But  this  is  another  story ! A.  R. 


THE  DIAGNOSIS  OF  PULMONARY 
TUBERCULOSIS 

The  recognition  of  this  disease  at  a stage  when 
the  diagnosis  is  of  value  to  the  patient  is  still 
be.set  with  difficulties,  and  that  despite  the  fact 
that  tuberculosis  has  been  studied  as  no  other 
di.sea.se  has. 

It  is  simple  enough  to  fall  back  on  the  dictum, 
originated  in  Germany,  that  everybody  is  tuber- 
culous to  some  extent,  and  therefore  anyone 
presenting  suspicious  symptoms  may  be  assumed 
to  have  tuberculosis.  One  plays  safe  that  way. 
Either  a clever  diagnosis  is  made,  off  the  bat  as 
it  were,  or  should  the  disability  be  of  a transient 
character,  the  credit  for  a remarkable  cure  is 
achieved  without  much  effort.  But  what  of  the 
patient  ? What  of  the  mental  agonies  induced 
by  so  serious  a pronouncement?  What  of  the 
bla.sting  of  a career,  or  financial  loss,  or  actual 
im{x>verishment  brought  about  by  the  demand 
to  give  up  everything  and  take  the  cure?  How 
would  the  doctor  who  so  glibly  makes  the  diag- 
nosis of  pulmonary  tuberculosis  on  insufficient 
evidence — how  would  he  feel,  if  on  consulting 
a confrere  for  some  vague  symptoms,  he  were 
told  that  he  had  tuberculosis  and  better  give  up 
his  work  for  a time?  “Forever,”  would  flash 
through  his  mind ; for  this  dreadful  disease  is 
at  best  crippling  and  places  the  victim  in  a group 
of  physical  inferiors  who  are  badly  handicapped 
in  their  battle  for  a livelihood.  Who  would  take 
such  a verdict  calmly? 

That  a diagnosis  of  pulmonary  tubercuolsis  is 
only  too  often  made  lightly  is  shown  by  the  sta- 
tistics of  various  sanatoriums,  with  records  of 
from  lO  to  as  high  as  40  per  cent  of  error. 
Conditions  most  freqently  mistaken  for  tuber- 
culosis are  pulmonary  abscess,  focal  infection, 
bronchitis,  bronchiectasis,  postinfluenzal  infec- 
tions, cardiac  disease,  syphilis,  hyperthyroidism, 
and  that,  large  group  of  neurasthenics  who.se 
maladjustments  and  emotional  difficulties  are 
responsible  for  their  circulatory  and  metabolic 
disturbances  which  make  up  the  picture  simu- 
lating early  tuberculosis. 

The  general  practitioner  who  de]>ends  on 
symptoms  alone  in  making  his  diagnosis  is  fre- 
quently in  error,  but  even  the  expert  who  elicits 
and  is  able  to  interpret  the  various  physical  signs 
is  apt  to  make  grave  mistakes  if  he  depends  on 
a single  examination. 

In  a recent  contribution  by  Brown  and  Heise, 
of  the  Trudeau  Sanatorium,  it  is  shown  that  in 
a nontilberculous  group  comprising  203  indi- 
viduals, moderately  coarse  rales  at  an  apex  were 
heard  in  hyperthyroidism,  endocarditis,  bron- 
chitis and  various  disabilities  not  diagnosed. 
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Fine  rales  at  an  apex  were  elicited  in  enteropto- 
sis,  nervous  disorders  and  various  other  affec- 
tions which  proved  by  subsequent  observations 
not  to  be  tuberculous.  Yet,  apical  rales  are 
supposed  to  be  a sure  sign  of  tuberculosis. 

In  a certain  percentage  of  cases,  particularly 
where  an  influenzal  infection  bad  occurred, 
radiographic  findings  may  be  very  misleading. 

The  conclusion  reached  by  the  authors  is  that 
if  a patient  fails  to  react  to  a repeated  dose  of 
10  mgms.  of  old  tuberculin  a negative  diagnosis 
may  be  made  with  safety.  Likewise,  the  ab- 
sense  of  tubercle  bacilli,  parenchymatous  infil- 
tration, rales,  hemoptysis,  and  pleurisy  with 
effusion,  or  what  they  designate  as  the  five  diag- 
nostic criteria,  renders  a negative  diagnosis  jus- 
tifiable. 

From  a clinical  standpoint,  persistent  eleva- 
tion of  temperature  in  the  afternoon  is  perhaps 
the  most  important  sign  of  tubercular  toxemia. 
Here,  however,  great  caution  should  be  observed 
not  to  miss  slight  elevations  of  temperature 
through  inaccurate  thermometry. 

A very  interesting  study  by  Andrus  and 
Walker,  of  the  Queen  Alexandra  Sanatorium, 
London,  Ontario,  discloses  the  fact  that  not  only 
do  thermometers  vary  in  their  accuracy,  altering 
with  use,  but  marked  variations  occur,  depend- 
ing on  the  length  of  time  the  instrument  is  al- 
lowed to  remain  in  the  mouth.  Of  their  series, 
seventy-one  per  cent  of  persons  tested  failed  to 
record  their  maximum  temperature  in  5 minutes, 
and  sixteen  per  cent  in  10  minutes.  Twenty- 
four  per  cent  of  the  patients  with  fever  failed 
to  record  any  elevation  of  temperature  in  5 
minutes,  and  forty-two  per  cent  in  3 minutes. 
The  authors  conclude  that  fifteen  minutes  is  the 
proper  time  for  oral  thermometry. 

It  is  evident  that  even  in  so  simple  a test  as 
the  taking  of  temperature  error  is  apt  to  occur. 
How  very  careful,  therefore,  one  must  be  in 
conducting  an  examination  of  a suspected  tuber- 
culosis, to  guard  against  the  many  diagnostic 
pitfalls ! A.  R. 


MISCELLANEOUS 


NAUGHT  TO  RECORD 

The  deputy  health  officer  of  a certain  village  (in 
Indiana)  in  responding  to  a letter  of  inquiry  from  the 
State  Registrar  as  to  why  no  birth  or  death  report  had 
been  received  from  his  jurisdiction,  said;  “We  have 
not  had  a death  in  eleven  months  and  we  have  not  had 
a birth  in  the  past  year.  Our  people  are  too  old  to 
breed  and  too  contrary  to  die.” — Bulletin  Indiana  State 
Board  of  Health. 


AMERICAN  ANTITHESIS  OF  CAPITAN  TIAGO 
PROTESTS  AGAINST  DISPLAY 
AT  FUNERALS 

“Disgusted  with  the  foolish  display  almost  universally 
made  at  funerals,  to  the  great  gain  of  undertakers  and 
to  the  deprivation  of  many  families  of  even  the  neces- 
sities of  life  for  a long  time  thereafter,  I hereby  direct 
that  I be  buried  in  a white  pine  coffin  (because  the 
wood  decays  more  rapidly  underground  than  any  other 
1 know  of),  without  any  stain,  paint,  covering,  or  other 
emblems  of  woe  on  it,  and  if  my  friend,  Ner  Gehr, 
has  not  already  gone  to  heaven  before  I die,  I want 
him  to  make  it.  I direct  that  no  embalming  fluid  or 
other  stuff  shall  be  injected  into  my  body,  and  that  no 
funeral  service  shall  be  preached  over  it  and  that  I be 
buried  in  a suit  of  clothes  I have  worn,  as  I do  not 
see  the  sense  of  wearing  old  clothes  when  alive  and 
being  buried  in  a new  suit  when  it  is  of  no  use  to  you. 
I desire  that  my  executor  see  that  all  my  wishes  are 
fully  carried  out.” — Judge  Frederick  Stump,  Elkton, 
Md.,  in  N.  Y.  M.  J. 


MEDICAL  ETHICS  VINDICATED 

For  twenty-four  hundred  years  the  written  code  of 
medical  ethics  has  guided  the  reputable  physician  in 
his  dealings  with  the  people  and  with  his  colleagues. 
During  all  these  years  our  code  has  been  ridiculed, 
derided  and  censured  from  time  to  time  not  only  by 
thoughtless  laymen  but  also  by  some  physicians — those 
whose  concept  of  loyalty  is  deficient.  Since  Hippo- 
crates penned  the  Oath  of  Allegiance  three  hundred 
years  before  the  Christian  Era  medical  ethics  has 
withstood  the  buffetings  of  adverse  opinions  and  now 
stands  vindicated  before  the  world  as  the  right  method 
of  protecting  the  people  and  the  profession  from  injury. 
This  vindication  comes  not  in  the  form  of  direct  ap- 
proval of  our  principles  of  medical  ethics  but  in  the 
more  sincere  form  of  imitation  by  other  professions 
and  by  business  men. 

Unwritten  codes  have  for  years  governed  the  con- 
duct of  reputable  lawyers  and  newspaper  men,  but  the 
vindication  of  medical  ethics  is  found  in  the  adoption 
of  written  codes  in  the  business  world  as  well  as  in 
the  professions.  At  the  International  Congress  of  Ro- 
tary held  in  Toronto  last  June,  the  president  of  that 
organization,  Mr.  Guy  Gundaker,  said  in  his  address : 
“Of  the  fifty-one  codes  adopted  since  the  start  of  Ro- 
tary’s campaign  for  codes,  twenty-seven  of  which  are 
the  codes  of  great  national  organizations,  a careful 
estimate  indicates  that  200,000  business  men,  unasso- 
ciated with  Rotary,  are  now  working  under  adequate 
codes  which  direct  them  in  ethical  conduct.” 

Among  these  business  organizations  we  find  the 
greatest  of  them  all,  the  Chamber  of  Commerce  of 
the  United  States,  having  a written  code  of  ethics 
adopted  last  May.  In  this  code  we  note  such  expres- 
sions as,  “the  foundation  of  business  is  confidence, 
which  springs  from  integrity,  fair  dealing,  efficient 
service  and  mutual  benefit”;  that  “representation  of 
goods  and  services  should  be  truthfully  made  and 
scrupulously  fulfilled” ; that  “unfair  competition,  em- 
bracing all  acts  characterized  by  bad  faith,  deception, 
fraud  or  oppression  including  commercial  bribery,  is 
wasteful,  despicable  and  a public  wrong”;  that  “busi- 
ness should  render  restrictive  legislation  unnecessary 
through  so  conducting  itself  as  to  deserve  and  inspire 
public  confidence.” 

Any  code  of  ethics  must  be  based  upon  loyalty  to 
the  cause  and  loyalty  based  upon  honesty.  Not  all 
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persons,  however,  are  endowed  with  a full  concept  of 
their  obligations  to  their  fellowmen,  for  selfishness  is 
a universal  trait  that  leads  to  fraud  and  deceit,  hence 
the  axiom  in  the  business  world,  “let  the  buyer  be- 
ware.” That  axiom  must  now  be  discarded  and  in  its 
place  there  are  to  be  substituted  written  codes  of  con- 
duct to  guide  the  business  man  in  his  dealings  with 
the  public  and  with  other  business  men,  these  new  codes 
to  be  based  upon  another  axiom,  hitherto  more  honored 
in  the  breach  than  the  acceptance,  “honesty  is  the  best 
policy.” 

The  adoption  of  written  codes  of  ethics  by  business 
men  is  in  the  opinion  of  the  St.  Louis  Globe-Democrat 
“one  of  the  greatest  movements  that  has  ever  been 
undertaken  for  the  betterment  of  mankind.” 

Commenting  further  this  newspaper  says : “It  is  a 
movement  for  the  promotion  of  honesty  in  business, 
and  its  chief  significance  lies  in  the  fact  that  it  has 
been  inaugurated  and  is  being  carried  forward  with 
astonishing  results  by  business  men  who  are  leaders  in 
business,  men  who  are  not  visionary  idealists,  but  who 
for  the  greater  part  have  achieved  unusual  success  in 
the  practical  conduct  of  business.  The  effect  of  this 
is  to  put  sharp  practices  that  have  so  long  been  ex- 
cused, with  the  plea  that  “it’s  business,”  under  the  ban 
of  condemnation  by  one’s  business  associates.  It  estab- 
lishes standards  by  which  proper  or  improper  conduct 
in  business  can  be  measured.  Many  men  in  business 
do  wrong  things  without  being  conscious  that  they  are 
wrong,  and  many  do  things  that  they  know  are  wrong, 
but  that  are  established  customs.  Again,  many  do 
things  against  their  own  conscience  because  their  com- 
petitors do  them,  and  they  think  it  necessary  to  resort 
to  the  same  practices  to  maintain  their  trade  or  profit. 
‘Competition  between  men  of  different  standards  of 
business  methods,’  says  Mr.  Gundaker,  ‘is  unfair  com- 
petition. Standardization  of  right  conduct  will  destroy 
unfair  competition,  and  written  codes  or  rules  of  con- 
duct provide  the  only  way  for  such  standardization.’ 
When  business  through  its  great  organizations  estab- 
lishes definite  principles  of  right  conduct  in  business, 
and  makes  it  known  that  these  principles  are  backed, 
and  violations  will  be  frowned  upon,  by  the  dominating 
elements  in  business,  a very  powerful  influence  will  be 
set  up  for  their  general  observance.  The  great  ma- 
jority of  men  do  not  care  to  run  contrary  to  the  stand- 
ards set  up  by  their  kind.” — Editorial,  Journal  of  the 
Indiana  State  Medical  Society. 


The  Scientific  American,  after  having  made 
an  exhaustive  investigation  of  the  merits  of  the 
“Electronic  Reactions,  of  Abrams”  (ERA), 
widely  announced  by  the  late  Dr.  Abrams  as  a 
scientific  method  of  diagnosing  diseases,  has 
declared  the  theory  is  utterly  valueless.  The  re- 
port says,  “The  entire  Abrams  electronic  tech- 
nique is  not  worthy  of  serious  attention  in  any 
of  its  numerous  variations.  At  best,  it  is  all  an 
illusion.  At  worst,  it  is  a colossal  fraud.” 


Dr.  O.  Pine  queries : An  esteemed  author  fervently 
and  rightly  proclaims ; “The  endocrinology  craze  has 
gone  far  into  pseudoscience.”  Why  not  also  include 
the  frenzied  melange  of  sensitization,  serology,  and  in- 
travenous introduction  that  has  ambled  far  from  the 
sacred  precincts  of  rational  science? 
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coveries leading  up  to  the  successful  isolation  of  insulin 
by  Banting  and  his  coworkers  at  the  University  of 
Toronto  in  1921.  The  histology  of  the  pancreas  is  re- 
viewed, special  emphasis  being  laid  on  the  insulin- 
producing  part — namely,  the  beta  cells  of  the  islets  of 
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I.angerhans.  It  had  been  shown  by  previous  experi- 
ments that  after  ligation  of  the  pancreatic  duct  the 
acinar  portion  of  tlie  pancreas  completely  disappears, 
leaving  the  islet  tissue  intact.  Banting  and  Best  started 
out  to  obtain  a potent  extract  from  this  islet  tissue  and 
in  this  they  were  successful.  Numerous  laboratory  ex- 
periments were  necessary  before  sufficient  information 
was  found  to  warrant  a clinical  trial  of  this  new  sub- 
stance. For  instance,  all  the  symptoms  of  insulin  shock 
had  been  noted  first  in  the  laboratory  and  the  clinician 
knew  what  to  expect  when  the  blood  sugar  had  been 
unduly  lowered  by  this  substance.  In  their  experi- 
mental studies  it  was  shown  that  insulin  reduced  the 
percentage  of  blood  sugar  in  diabetic  (depancreatized) 
dogs,  in  normal  rabbits,  and  in  rabbits  that  had  been 
rendered  hyperglycemic  by  piqure,  adrenalin,  carbon 
monixid,  etc.  Insulin  was  shown,  too,  to  have  a 
marked  influence  on  fat  metabolism  in  diabetes.  First, 
the  undue  fatty  deposits  in  the  liver  and  the  lipemia 
cleared  up  after  insulin  administration ; and,  too,  the 
metabolism  of  the  fatty  molecules  became  complete 
when  sufficient  insulin  was  given. 

Dr.  Macleod  then  considers  the  mechanism  of  the 
action  of  insulin.  “How  does  it  work?”  Experiments 
so  far  indicate  that  insulin  acts  within  the  cell,  causing 
a sugar  vacuum  there.  This  vacuum  seems  to  result 
from  an  increase  of  sugar  oxidation,  of  glycogen  for- 
mation, and  by  ‘‘the  reduction  of  sugar  into  some  other 
substance  possibly  related  to  fatty  acids.” 

Professor  Banting  in  the  final  lecture  considers  the 
clinical  investigation  with  insulin.  “A  unit  of  insulin 
is  the  amount  of  the  active  principle  required  to  reduce 
the  blood  sugar  of  a normal  one  kilogram  rabbit,  which 
has  been  starved  i8  hours,  from  its  normal  of  approxi- 
mately .123%  to  .045%.  The  question  of  insulin  admin- 
istration and  the  symptoms  of  overdosage  are  also  con- 
sidered. C.  E.  E. 

INFECTION,  IMMUNITY  AND  BIOLOGIC 
THERAPY.  With  Special  Reference  to  immuno- 
logic Technic.  By  John  A.  Kolmer,  M.D.,  Dr.  P.  H., 
D.Sc.  (Hon.),  Professor  of  Pathology  and  Bacteri- 
ology in  the  Graduate  School  of  Medicine,  Univer- 
sity of  Pennsylvania,  and  Member  of  the  Research 
Institute  of  Cutaneous  Medicine,  Philadelphia.  With 
an  introduction  by  Allen  J.  Smith,  M.D.,  Sc.D., 
LL.D.,  Professor  of  Pathology  in  the  School  of  Med- 
icine of  the  University  of  Pennsylvania.  Third  edi- 
tion, thoroughly  revised  and  mostly  rewritten.  Phila- 
delphia and  London : W.  B.  Saunders  Company,  1923. 
The  third  edition  of  a volume  by  Dr.  Kolmer  is  suf- 
ficient guarantee  of  value.  During  the  six  years  elaps- 
ing since  the  second  edition,  considerable  advances  have 
been  made  in  the  fields  of  immunity  and  biologic 
therapy.  It  is,  therefore,  not  surprising  that  the  chap- 
ters dealing  with  these  subjects  in  the  second  edition 
have  been  rewritten  and  other  changes  have  been  made 
so  that  the  third  edition  is  up  to  date  and  undoubtedly 
represents  the  foremost  authority  in  America  on  the 
subjects  covered. 

As  stated  in  the  preface  the  main  purposes  of  the 
book  are  threefold,  namely : 

To  give  to  practitioners  and  students  of  medicine  a 
connected  and  concise  account  of  our  present  knowl- 
edge regarding  the  manner  in  which  the  body  may  be- 
come infected,  and  the  method,  in  turn,  by  which  the 
organism  serves  to  protect  itself  against  infection,  or 
strives  to  overcome  the  infection  if  it  should  occur, 
and  also  to  present  a practical  application  of  this 
knowledge  to  the  diagnosis,  prevention  and  treatment 
of  disease. 

To  give  to  physicians  engaged  in  laboratory  work 
and  special  workers  in  this  field  a book  to  serve  as  a 
guide  to  the  various  immunologic  methods. 

To  outline  a laboratory  course  in  experimental  in- 
fection and  immunity  for  students  of  medicine  and 
those  especially  interested  in  these  branches. 

More  space  has  been  donated  to  the  subjects  of 
vaccine  and  serum  therapy  and  the  treatment  of  dis- 
ease with  nonspecific  protein  substances.  The  much- 


in-vogue  nonspecific  therapy — the  injection  of  vaccines, 
milk,  turpentine  and  other  nonspecific  agents  in  the 
treatment  of  infections  and  other  pathologic  states — is 
amply  discussed. 

The  laboratory  aspects  of  syphilis  are  fully  covered. 
The  chapter  on  the  Wassermann  reaction  with  particu- 
lar reference  to  the  author’s  quantitative  method,  em- 
ploying the  new  cholesterolized  and  lecithinized  extract 
of  heart  muscle,  is  exhaustively  dealt  with.  The  status 
of  the  many  percipitation  reactions  for  the  serum  diag- 
nosis of  syphilis  is  discussed.  The  author  states  that 
“they  are  more  subject  to  misinterpretation  and  should 
not  be  relied  upon  alone  for  the  serum  diagnosis  of 
syphilis.  They  may,  however,  be  useful  as  controls  on 
the  complement-fixation  test,  and  for  this  purpose  the 
Mcinicke  (third  modification),  and  more  especially  the 
Sachs-Georgi  and  Kahn  reactions,  are  to  be  recom- 
mended.” There  is  much  of  considerable  practical 
value  in  the  chapters  relative  to  syphilis,  for  example, 
the  discussion  of  the  Wassermann  reaction  in  the  vari- 
ous stages  of  syphilis ; the  effect  of  treatment  upon  the 
Wassermann  reaction ; practical  value  of  the  Wasser- 
mann reaction. 

The  chapters  on  anaphylaxis,  allergy  and  hypersen- 
siliveness  have  been  almost  entirely  rewritten  and  new 
chapters  included  on  allergy  in  relation  to  infection  and 
immunity,  clinical  allergy,  allergic  skin  reactions, 
treatment  of  human  allergies  and  the  Schick  test  for 
immunity  to  diphtheria.  New  chapters  have  been  pre- 
pared on  the  principles  of  active  immunization,  prophy- 
lactic active  immunization  or  vaccination  in  diseases 
of  human  beings  and  the  lower  animals,  principles  of 
passive  immunization  and  the  use  of  sera  in  the 
prophylaxis  of  disease. 

A new  chapter  has  been  prepared  on  the  biologic 
therapy  of  tuberculosis  and  also  a new  chapter  on 
blood  transfusion.  The  value  of  transfusion  in  various 
pathologic  states,  choice  of  methods,  preliminary  com- 
patibility blood  tests  and  technic  of  blood  transfusion 
are  thoroughly  discussed. 

The  part  devoted  to  experimental  infection  and  im- 
munity embracing  a system  of  teaching  these  subjects 
by  means  of  a system  of  experiments  introduced  by 
the  author  has  been  enlarged  by  the  introduction  of 
new  experiments  to  keep  abreast  of  advancements. 

The  author’s  descriptions  of  procedure,  method  or 
apparatus  are  selected  as  the  most  advantageous  and 
most  generally  accepted  and  are  described  with  suffi- 
cient detail  to  be  of  particular  help  to  the  inexpe- 
rienced. 

The  bibliographies  accompanying  each  chapter  are 
plentiful — a feature  which  enriches  the  volume  as  a 
book  of  reference. 

In  this  volume  the  general  practitioner  will  find  much 
that  is  of  practical  application ; for  example,  vaccina- 
tion against  the  common  cold,  the  treatment  of  human 
allergies,  hay  fever  and  asthma  by  desensitization 
and  the  desensitization  treatment  of  ivy  poison. 

Indeed,  the  subject  of  Dr.  Kolmer’s  volume,  influ- 
encing as  it  does  every  branch  of  medical  practice,  is 
of  value  not  only  to  the  student  of  medicine,  the  labo- 
ratory worker,  the  research  worker,  but  to  the  general 
practitioner  as  well  as  the  specialist.  J.  V.  K. 

THE  CIRCULATORY  DISTURBANCES  OF  THE 
EXTREMITIES,  including  Gangrene,  Vasomotor 
and  Trophic  Disorders.  By  Leo  Buerger,  M.A.,  M.D., 
New  York  City.  Octavo  volume  of  628  pages  with 
192  illustrations,  including  4 colored  plates.  Phila- 
delphia and  London : W.  B.  Saunders  Company, 

1924.  Cloth,  $8.50  net. 

An  exceedingly  excellent  scientific  exposition  of  the 
many  disturbances  of  circulation  that  involve  the  upper 
and  lower  extremities,  covering  the  anatomy,  pathology, 
histopathology,  etiology,  clinical  phenomena,  diagnosis, 
treatment  and  other  adjuncts.  Much  of  the  text  com- 
prises independent  clinical  work  and  studies  of  the 
author  and  is  studded  plentifully  with  illustrative  cases 
from  his  rich  experience.  A large  number  of  the  illus- 
trations originate  with  the  author,  who  has  evidently 
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contributed  copiously  to  the  scientific  evolution  of  the 
manifold  divisions  of  the  subject.  Over  170  pages  are 
devoted  to  “thrombo-angiitis  obliterans,”  a term  in- 
vented by  the  author  to  replace  the  faulty  ‘‘endarteritis 
obliterans.”  In  one  place  the  author  writes  it  thromb- 
angiitis  obliterans,  and  it  is  to  be  regretted  that  he 
did  not  cut  the  Gordian  knot  and  evolve  for  the  lovers 
of  brevity  something  like  “thrombangitis  obliterans.” 
However,  this  section  alone  is  ample  justification  for 
careful  perusal  of  this  volume.  Where  surgical  meas- 
ures are  indicated  in  this  affection,  the  author  advo- 
cates the  Gritti-Stokes  amputation  very  logically. 
Among  other  of  the  many  interesting  features  of  the 
work  may  be  mentioned  the  sections  on  intermittent 
claudication  (which  has  been  considered  too  often  as 
an  entity  where  merely  a symptom-complex),  athero- 
or  arteriosclerosis,  gangrene,  Raynaud’s  disease,  and 
thrombosis,  and  the  concluding  chapters  treating  of 
capillary  microscopy  in  the  vasomotor  neuroses.  No 
reader  can  fail  to  acquire  a rich  store  of  additional 
knowledge  concerning  the  differential  diagnosis,  prog- 
nosis and  treatment  of  the  many  maladies  embraced  in 
the  term,  circulatory  disturbances  of  the  extremities. 
The  illustrations  are  well  executed  and  liberally  given. 

It  is  to  be  regretted  that  the  text  is  marred  by  many 
typographical  errors,  in  simple  as  well  as  technical 
words.  The  plural  of  ‘‘dorsalis  pedis”  is  rendered  a 
few  times  as  “dorsalis  pedes”  instead  of  “dorsales 
pedum.” 

The  work  is  recommended  heartily.  A better  one 
upon  the  subject  can  be  conceived  of  with  great  diffi- 
culty. H.  P.  A. 

EXCURSIONS  INTO  SURGICAL  SUBJECTS.  By 
John  B.  Deaver,  M.D.,  Emeritus  Professor  of  Sur- 
gery, University  of  Pennsylvania ; and  Stanley  P. 
Rieman,  M.D.,  Assistant  Professor  of  Experimental 
Pathology,  University  of  Pennsylvania.  Pp.  188,  with 
30  illus.  Cloth.  Price  $4.50.  Philadelphia:  W.  B. 
Saunders  Co.,  1923. 

This  little  volume  consists  of  eight  short  papers  on 
timely  subjects.  There  is  an  admirable  one  on  peptic 
ulcer,  and  those  on  jaundice  and  on  diseases  of  the  bile 
passages  follow  the  first  one  as  a natural  sequence. 
The  one  dealing  with  some  surgical  conditions  of  the 
intestinal  tract  is  a miscellany,  with  the  accent  on  car- 
cinoma. The  lecture  on  the  joys  and  tribulations  of  a 
surgeon  points  out  some  of  the  clinical  problems  in- 
volved in  good  hospital  management,  and  is  quite  read- 
able. The  addresses  on  Pasteur  and  on  medical  educa- 
tion are  of  interest ; that  on  living  pathology  has 
appeared  in  print  before. 

The  papers  on  surgical  subjects  are  accompanied  by 
excellent  discussions  of  the  pathology  involved,  written 
by  the  junior  author.  The  contributions  of  the  senior 
author  are,  as  usual,  as  full  of  suggestion  as  they  are 
of  fact,  without  the  fiat,  dictum  or  dogma  that  has 
characterized  some  of  his  writings.  The  illustrations 
deal  chiefly  with  the  pathology.  It  is  a book  well 
worth  while,  and  should  reach  a wide  circle  of  readers. 

W.  E.  B. 

INTRODUCTION  TO  MEDICAL  BIOMETRY 
AND  STATISTICS.  By  Raymond  Pearl,  Ph.D., 
Professor  of  Biometry  and  Vital  Statistics  in  the 
School  of  Hygiene  and  Public  Health  and  of  Biology 
in  the  Medical  School,  The  Johns  Hopkins  Univer- 
sity. Octavo,  379  pages.  Illustrated.  Philadelphia 
and  London : W.  B.  Saunders  Company,  1923. 

The  elements  of  statistical  and  biometric  method  are 
presented  in  a manner  comprehensible  to  one  with  but 
the  meager  mathematical  knowledge  of  the  average 
medical  student.  The  author  assumes  that  the  reader 
knows  nothing  of  the  subject  and  gives  a truly  ele- 
mentary presentation,  advancing  progressively  from 
subjects  of  less  to  those  of  greater  complexity. 

The  work  opens  logically  with  a series  of  definitions 
of  the  technical  terms  used  in  the  text.  The  interesting 
history  of  vital  statistics  adds  but  little  to  the  under- 
standing of  the  subject.  The  appended  bibliography. 


however,  is  an  excellent  guide  to  the  more  important 
classics  on  the  subject.  Detailed  instructions  for  curve 
fitting  and  graphical  representation  are  presented,  so 
that  the  reader  need  not  consult  the  older  standard 
works  on  these  subjects  to  attain  a good  general  work- 
ing knowledge  of  mathematical  analysis  and  signifi- 
cance of  numerical  experimental  results.  Most  of  the 
illustrations  are  drawn  from  the  fields  of  medicine, 
public  health  and  vital  statistics,  making  the  book  read- 
able by  the  physician.  The  more  technical  chapters,  on 
probable  error,  probability,  variation  and  correlation,  if 
read  intelligently  by  all  workers  in  experimental  medi- 
cine, would  stem  the  tide  of  illogical  deduction  from 
and  faulty  correlation  of  numerical  data  flooding  mod- 
ern medical  literature. 

It  has  been  said  that  all  researchists  should  read,  at 
least  once  each  year,  a good  textbook  on  logic.  This 
proposed  annual  cerebral  lubrication  might  well  be  aug- 
mented by  the  perusal  of  a good  book  on  special,  ap- 
plied mathematics,  such  as  the  present  one.  Those  in- 
terested in  the  subject  matter  of  this  book  anxiously 
await  the  fulfilment  of  the  author’s  prefatory  promise 
of  a more  advanced  treatise.  It  is  hoped  that  the  ex- 
tensive and  penetrating  bibliography  of  vital  statistics 
and  biometry  collected  by  the  author  will  be  made 
available  in  his  second  volume.  W.  H.  S. 

INTRAVENOUS  THERAPY.  ITS  APPLICA- 
TION IN  THE  MODERN  PRACTICE  OF 
MEDICINE.  By  Walton  Forest  Dutton,  M.D., 
Medical  Director,  Polyclinic  and  Medico-Chirurgical 
Hospitals,  Graduate  School  of  Medicine,  University 
of  Pennsylvania.  Illustrated  with  59  halftones  and 
line  engravings,  some  in  colors.  Pages  i to  542,  in- 
clusive. Publishers : F.  A.  Davis  Company,  Phila- 
delphia, Pa.  Price  $5.50  net. 

The  author  has  produced  a book  well  worth  while. 
Intravenous  therapy  is  here  to  stay  as  it  has  proved  its- 
value  in  many  ways.  It  is  timely,  therefore,  that  a 
well-balanced  book  on  the  subject  should  be  made 
available  for  reference  and  guidance.  The  historical 
review  is  unique  in  that  we  are  reliably  informed  that 
this  mode  of  treatment  was  known  and  practiced  before 
Columbus  crossed  the  Atlantic  Ocean.  The  illustra- 
tions are  very  good.  The  author  uses  simple  terms  in 
the  description  throughout  the  book  which  adds  to  its 
value. 

Part  I,  covering  two  hundred  pages  with  good  bibli- 
ography, goes  thoroughly  into  the  discussion  of  vene- 
section, direct  and  indirect  transfusion,  and  discusses 
arsenical  preparations  in  particular. 

Part  II  treats  of  the  applied  therapeutics  of  intra- 
venous medication  in  an  alphabetically  arranged  dis- 
cussion of  diseases  and  affections  which  makes  it  quite 
convenient  for  ready  reference. 

Throughout  the  book  ther.e  is  a frequent  word  of 
caution  sounded  as  to  untoward  effects  which  have 
been  known  to  follow  intravenous  medication.  This  is 
well  discussed  on  page  202. 

On  page  346  the  author  reports  “Encouraging  results 
in  six  out  of  twenty-six  cases  operated,”  committing 
the  error  in  grammar  that  is  too  common,  especially  in 
the  Middle  West.  Patients  are  not  “operated.”  They 
are  “operated  upon.” 

The  discussion  of  “Shock”  covers  ten  pages  and  af- 
fords much  information  as  to  the  treatment  of  this 
condition. 

On  the  whole  the  book  is  very  well  compiled  and  the 
author  and  editors  are  to  be  congratulated  upon  their 
good  work.  A.  C.  M. 

STUDY  OF  MENTAL  DISORDERS.  By  Francis 
M.  Barnes,  Jr.,  M.A.,  M.D.,  Associate  Professor  of 
Nervous  and  Mental  Diseases  in  the  St.  Louis  Uni- 
versity Medical  School,  etc..  Second  edition.  St. 
Louis  : • C.  V.  Mosby  Company,  1923.  Price  $3.75. 
Mental  Disorders  is  the  author’s  introduction  to  the 
“Study  of  Mental  Disorders”  and  “Notes  on  Mental 
Diseases”  in  one  volume  with  additional  chapters  given 
to  Mental  Hygiene  and  Social  Psychiatry.  The  Mental 
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Factor  in  Industry  and  Vocational  Guidance.  Old 
chapters  have  been  rewritten  and  new  ones  added. 
These  are  commendable  texts  and  the  subject  as  pre- 
sented will  be  helpful  to  students  of  medicine,  to  the 
general  practitioner  and  others  interested  in  psychiatry. 

J.  A.  J. 

INTERNATIONAL  CLINICS.  Edited  by  Henry  W. 
Cattell,  A.M.,  M.D.,  Philadelphia.  Volume  ii. 

Thirty-fourth  Series,  1924.  Pages  1 to  306,  inclu- 
sive. J.  B.  Lippincott  Company,  London,  Philadel- 
phia, Montreal. 

This  volume  is  well  up  to  the  high  standard  at- 
tained by  the  publishers  during  many  years. 

There  is  a very  timely  article  on  “Osteomyelitis”  by 
Astley  P.  C.  Ashhurst,  M.D.,  as  it  outlines  the  clinical 
history  and  pathology  of  this  condition,  which  just  at 
this  time  is  worthy  of  review  because  of  the  death  of 
Calvin  Coolidge,  Jr.,  from  this  affection. 

All  through  the  various  articles  there  is  an  emphasis 
upon  the  treatment  of  the  various  conditions  discussed. 

The  article  on  “Metastasis”  by  O.  H.  Perry  Pepper 
is  unusually  interesting. 

“As  when  we  dwell  upon  a word  we  know,  repeating 
o’er  and  o’er,  until  at  last  that  word  we  know  so  well 
becomes  a wonder,  we  know  not  why.”  A.  C.  M. 

FIRST  STEPS  IN  ORGANIZING  A HOSPITAL. 
An  exposition  of  ideals  and  principles  incident  to  the 
inception  and  organization  of  a hospital.  By  Joseph 
J.  Weber,  M.A.,  Editor,  The  Modern  Hospital.  New 
York : The  Macmillan  Company,  1924. 

In  the  author’s  words,  this  is  one  of  a series  of 
projected  handbooks,  devoted  to  the  organization,  con- 
struction and  management  of  hospitals.  In  this  little 
■volume  of  122  pages,  with  an  appendix  of  77  pages, 
■will  be  found  many  useful  hints  as  to  the  steps  neces- 
;sary  for  a community  to  take  before  and  during  the 
.construction  of  its  hospital. 

Mr,  Weber  rightly  stresses  the  advisability  of  thor- 
oughly surveying  the  whole  problem,  as  to  the  real 
need  for  such  an  institution,  its  size,  location  and  type 
of  construction,  before  any  move  is  made  toward 
actually  beginning  work.  Perhaps  a trifle  too  much 
space  has  been  consumed  in  explicitly  discussing  such 
details  as  the  proper  hours  for  the  meeting  of  the  vari- 
ous staff  committees,  and  the  method  of  incorporating 
the  newly  formed  hospital  organization,  the  latter  be- 
ing information  which  might  be  obtained  from  the  legal 
member  of  the  board,  but  withal,  there  is  set  forth 
much  sound  advice  as  to  the  fundamentals  of  hospital 
practice  and  planning. 

The  author’s  reference  list  should  be  especially  help- 
ful to  the  young  hospital  administrator,  who  may  not 
be  thoroughly  familiar  with  hospital  literature.  One 
might  express  the  wish  that  a list  of  suggested  gifts 
to  the  hospital  had  been  added,  and  that  boards  of 
trustees  could  have  been  advised  that  as  soon  as  pos- 
sible, the  educational  work  of  the  hospital  should  be 
furthered  by  the  development  of  a reference  library 
for  nurses  and  doctors,  and  a strong  educational  de- 
partment for  nurses.  J.  C.  D. 

THE  RELATIVE  POSITION  OF  REST  OF  THE 
EYES  AND  THE  PROLONGED  OCCLUSION 
TEST.  ByF.  W.  Marlow,  M.D.,  M.R.C.S.,  F.A.C.S., 
Professor  of  Ophtlialmology  in  the  College  of  Medi- 
cine, Syracuse  University.  Cloth.  Price  $2.50.  Pp.  96, 
with  II  charts.  Philadelphia;  F.  A.  Davis  Com- 
pany, 1924. 

This  small  and  interesting  monograph  of  96  pages 
elaborates  in  detail  a most  painstaking  study  df  seven 
hundred  cases  of  asthenopia  in  all  of  which  one  eye 
was  occluded  for  varying  lengths  of  time,  viz.,  two 
cases  one  day  to  one  case  27  days,  while  the  greatest 
number,  438,  were  occluded  seven  days.  The  author 
states  that  the  “prolonged  occlusion  test  is  in  other 
words  nothing  but  a screen  test  extended  in  point  of 
time.  Theoretically  and  practically,  when  convenient 
and  expedient,  the  test  should  last  until  stability  in  the 


position  of  rest  is  attained,  that  is  until  the  findings 
are  essentially  the  same  from  day  to  day;  but  as  a 
rule  a week’s  occlusion  will  furnish  valuable  infor- 
mation.” 

In  the  absence  of  definite  conclusions  it  is  rather 
difficult  to  believe  that  ophthalmologists  in  general  will 
be  able  to  persuade  patients  to  carry  out  this  method 
of  relaxing  muscular  spasm.  Those  interested  in  re- 
search will  be  impressed  by  the  large  number  of  charts 
and  tables  which  are  indicative  of  the  labor  expended 
in  the  study  of  this  problem  and  will  find  this  volume 
of  interest.  G.  H.  C. 

THE  SURGICAL  CLINICS  OF  NORTH  AMER- 
ICA. (Rochester  Number.)  April,  1924,  Vol.  4, 
No.  II.  W.  B.  Saunders  & Company,  Philadelphia 
and  London. 

The  activities  going  on  at  the  Mayo  Clinic  are  well 
set  forth.  All  told  there  are  thirty-three  contributors. 
The  subjects  take  up  general  as  well  as  special  branches 
of  surgery.  The  illustrations  are  complete  in  detail 
and  are  numerous.  The  entire  work  is  well  worth  the 
perusal  of  both  the  surgeon  and  the  general  physician. 

L.  D.  E. 

CANCER  OF  THE  BREAST.  By  L.  Duncan  Bulk- 
ley,  M.D.,  Senior  Surgeon,  New  York  Skin  & Cancer 
Hospital.  Pp.  336,  with  40  illustrations.  Cloth. 
Price  $3.50.  Philadelphia : F.  A.  Davis  Company, 
1924. 

This  little  volume  is  written  from  the  viewpoint  of 
the  dermatologist  rather  than  that  of  the  surgeon  or 
pathologist.  Too  much  of  the  book  consists  of  quo- 
tations from  other  works,  yet  these  quotations  appear 
to  us,  after  all,  as  constituting  the  most  valuable  parts. 
The  author  is  evidently  a surgical  nihilist,  and  places 
his  reliance,  when  it  comes  to  treatment,  not  on  the 
commonly  accepted  ideas  of  surgery,  x-rays  and  ra- 
dium, but  rather  on  dietetics,  a viewpoint  that  will  not 
be  accepted  by  many,  fortunately.  His  insistence  on 
such  treatment,  coupled  with  “patience  and  acumen.” 
will,  we  fear,  cause  unnecessary  loss  of  life  if  the 
author  gains  many  converts  to  his  doctrine.  Since  the 
book  is  so  at  variance  with  the  teachings  of  the  great 
leaders  of  the  profession,  it  is  hardly  to  be  recom- 
mended ; in  fact,  in  the  hands  of  the  inexperienced  and 
uncritical  student  it  could  be  a positive  menace. 

'W.  E.  B. 

A MANUAL  OF  GYNECOLOGY  AND  PELVIC 
SURGERY.  By  Roland  E.  Skeel,  M.D.,  Assoc. 
Clin.  Prof,  of  Gyn.,  Western  Reserve  University. 
Second  edition.  Pp.  674,  with  281  illustrations. 
Cloth.  Price  $5.50.  Philadelphia;  P.  Blakiston’s 
Son  & Company,  1924. 

This  little  manual  strikes  us  as  exceedingly  good, 
and  fulfills  its  avowed  mission  admirably.  Despite  the 
limited  intent  of  the  book,  a great  mass  of  operative 
technique  is  given  in  a clear  and  concise  manner,  ably 
assisted  by  the  illustrations.  Not  all  procedures  are 
g;iven,  e.  g.,  the  Watkins-Freund-Wertheim  interposi- 
tion operation  is  not  mentioned,  but  the  most  fre- 
quently employed  ones  are  given  in  sufficient  detail. 
It  would  have  been  well  to  include  a description  of  the 
Schuchart  incision  in  the  chapter  devoted  to  vaginal 
surgery. 

The  chapter  on  extra-uterine  pregnancy  is  unusually 
complete  and  helpful,  while  the  chapter  on  diseases 
associated  with  gynecological  lesions  is  replete  with 
suggestions.  In  those  sections  devoted  to  technique 
many  little  pointers  of  value  are  found,  such  as  the 
caution  in  the  Baldy-Webster  operation  not  to  suture 
the  round  ligaments  too  low  down  on  the  uterus,  lest 
the  uterus  tipple  backwards,  making  the  condition  after 
operation  worse  than  before.  Furthermore,  the  author 
shows  good  judgment  in  the  choice  of  operative  meas- 
ures, as  is  shown  by  his  statement  that  vaginal  hyster- 
ectomy is  generally  done  for  marked  prolapse,  but  is 
not  here  indicated.  There  is  a good  but  brief  bibli- 
(Continued  on  page  xiv) 
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ADDRESS 

DRIVERS  OF  MOTOR  VEHICLES  AND 
THEIR  SIGHT  AND  HEARING* 
GLENDON  E.  CURRY,  M.D. 

PITTSBURGH,  PA. 

In*  opening  the  Section  on  Eye,  Ear,  Nose  and 
Throat  Diseases  of  the  Medical  Society  of  the 
State  of  Pennsylavnia,  I should  be  remiss  were 
I not  first  to  acknowledge  my  appreciation  of 
the  honor  you  have  bestowed  upon  me  in  choos- 
ing me  to  act  as  your  Chairman  during  this  ses- 
sion. I desire  also  to  express  my  gratitude  to 
the  many  members  of  the  Section  who  have 
given  cooperation  with  helpful  suggestions  for 
this  year’s  work  and  to  emphasize  particularly 
the  diligence  of  our  efficient  Secretary  without 
whose  untiring  and  faithful  efforts  the  program 
to  be  presented  to  you  would  not  have  been  pos- 
sible. 

The  topic  I wish  to  bring  briefly  to  your  atten- 
tion is  one  concerning  the  present  requirements 
for  drivers  of  motor  vehicles  in  so  far  as  sight 
and  hearing  are  concerned.  The  very  casual 
reading  of  our  daily  papers,  particularly  on 
Mondays  or  days  following  holidays,  indicates 
an  enormous  number  of  motor  car  casualties 
throughout  the  country.  Of  course  most  of  the 
accidents  can  be  traced  to  causes  other  than  de- 
fective sight  or  hearing ; but  it  is  unquestionably 
true  that  these  physical  defects  are  productive 
of  some  such  accidents  and  something  should 
and  can  be  done  to  decrease  the  number  of  them. 
The  American  Medical  Association  has  a Com- 
mittee on  Physical  Standards  for  Drivers  of 
Motor  Vehicles,  which  at  the  Chicago  session  in 
June  made  a report  with  recommendations  en- 
deavoring to  overcome  inefficiencies  due  to 
physical  defects. 

The  Pennsylvania  motor  laws  effective  March 
1st,  1924,  state  in  part  that  to  obtain  a license 
to  operate  a motor  vehicle  the  applicant  must  be 
16  years  old  and  not  be  physically  or  mentally 
incapacitated.  They  more  specifically  state  that  a 
license  shall  not  be  granted  to  “any  person  whose 

* The  Chairman’s  Address,  delivered  before  the  Section  on 
Eye,  E^r,  Nose  and  Throat  Diseases  of  the  Medical  Society  of 
the  State  of  Pennsylvania,  Reading  Session,  October  7,  1924. 


eyesight  is  so  impaired  that  with  the  aid  of 
glasses  he  cannot  distinguish  substantial  objects 
at  a distance  of  150  feet  or  who  shall  have  less 
than  20%  of  normal  vision.”  It  further  ex- 
plains that  20%  of  normal  visions  means  one 
must  be  able  with  one  eye  to  read  all  the  letters 
on  the  line  marked  (20)  of  the  standard  test 
types  at  a distance  of  four  feet — these  letters 
are  of  an  inch  square.  As  to  hearing,  the 
law  states  “one  who  has  less  than  2%  of  normal 
hearing,  which  means  that  one  must  respond 
when  addressed  in  a natural  tone  of  voice  by 
another,  standing  one  foot  behind,  or  shall  be 
considered  physically  incapacitated  provided  that 
one  who  has  less  than  2%  of  normal  hearing 
shall  not  be  permitted  to  operate  any  motor  ve- 
hicle unless  the  same  is  equipped  with  a mirror 
or  other  device  that  will  enable  such  operator  to 
distinguish  traffic  approaching  from  the  rear.” 
There  is  no  provision  made  for  any  one  to 
determine  whether  vision  or  hearing  reaches 
even  this  standard.  No  examinations  are  made 
— the  applicant  for  license  simply  ignores  the 
provision  or  states  he  does  not  have  defective 
vision  or  hearing.  Some  months  ago  I was 
asked  to  examine  a man  claiming  he  had  prac- 
ticed dentistry,  who  gave  a history  while  driving 
an  automobile  of  having  collided  with  a tele- 
graph pole,  losing  control  of  his  machine  and 
going  through  a fence.  In  this  accident  he  re- 
ceived a number  of  lacerations  about  the  face, 
forehead  and  eyelids.  There  had  also  been  a 
contusion  of  the  eyeball  and  some  small  intra- 
ocular hemorrhages  in  the  right  eye.  My  exami- 
nation was  made  five  months  following  the  acci- 
dent. There  were  healed  scars  on  the  face  and 
forehead.  The  man  was  wearing  a high  myopic 
glass  as  follows:  R.  E.,  S — 7-5o;  L.  E.,  S — ■ 
10.00  3 C — 2.50  ax  90°.  I also  found  the 
presence  of  congenital  polar  cataracts,  some 
floating  vitreous  opacities  with  more  or  less  de- 
generative changes  in  the  choroid  and  retime. 
He  carried  considerable  accident  insurance  and 
claimed  to  be  so  incapacitated  that  he  was  un- 
able to  continue  his  profe.ssion.  The  vitreous 
opacities  appeared  to  be  of  recent  origin  but  the 
ixithology  in  the  lens,  choroid  and  retina,  had 
been  of  very  long  duration.  It  was  difficult  to 
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understand  how  the  man  ever  practiced  dentistry 
satisfactorily,  either  to  himself  or  to  his  patients, 
yet  he  was  legally  registered  and  maintained  an 
office  for  a number  of  years.  He  was  a Rus- 
sian and  later  I understood  was  suspected  of 
having  strong  “red”  tendencies.  His  office  was 
raided  by  the  police,  “red”  literature  was  found, 
and  he  fled  the  city.  However,  here  was  a man 
with  congenital  cataracts,  marked  chronic  dis- 
ease of  the  uvea  and  extremely  defective  vision ; 
yet  it  was  possible  for  him  to  obtain  a license  to 
operate  an  automobile  and  to  secure  accident 
insurance  from  a prominent  insurance  company, 
without  any  question  as  to  his  ability  to  operate 
a motor  vehicle  in  safety  either  to  himself  or  to 
others. 

Another  person  I have  seen  at  intervals  for 
22  years  is  a man  who  is  now  46  years  of  age, 
having  an  alternating  internal  strabismus  and 
showing  a compound  myopic  astigmatism  cor- 
rected by  the  following:  R.  E.,  S — i5-00  3 
C — 2.00  ax  180°  = 20/70 ; L.  E.,  S — 16.00 
3 C — 1.50  ax  180°  - 20/50.  With  this  re- 

fractive error  there  is  more  or  less  retinal  and 
choroidal  disturbance  which  so  frequently  ac- 
companies high  myopia.  The  man  is  now  and 
for  a number  of  years  past  has  been  a licensed 
driver  of  a motor  vehicle  in  Pennsylvania. 

Another  man,  aged  52  years,  seen  less  than  a 
month  ago,  required  a refractive  correction  as 
follows : R.  E.,  S — 15.00  C C — 2.00  ax  105° 
-----  20/70;  L.  E.,  S — 14.00  C C — 3.00  ax 
90°  = 20/70.  In  addition  he  had  numerous 
fine  floating  vitreous  opacities  and  posterior 
staphyloma.  He  is  licensed  to  drive  a motor  car, 
but  stated  that  because  of  his  poor  vision  he 
never  drove  after  dark. 

Another  instance  is  that  of  a man  aged  42 
years,  who  has  a gradually  increasing  conical 
cornea,  with  vision  in  one  eye  of  20/200  and  of 
20/70  in  the  other  with  correcting  lenses.  He 
has  a license  to  drive  a motor  car  and  is  aware 
of  his  difficulty  to  the  extent  that  he  rarely,  if 
ever,  drives  at  night  on  account  of  his  poor 
vision  and  great  annoyance  from*  bright  head- 
lights. 

During  the  war  we  had  a case  come  before 
the  Medical  Advisory  Board  of  a man  with  a 
degree  of  myopia  which,  when  corrected,  gave 
him  sufficient  vision  to  be  accepted  by  the  gov- 
ernment for  limited  military  service.  Prior  to 
this  he  had  been  told  by  his  oculist  of  a few  pig- 
ment spots  in  his  retina  and  that  the  condition 
might  be  retinitis  pigmentosa.  He  claimed  to 
have  the  symptoms  of  night  blindness,  yet  he 
was  driving  an  automobile  whenever  so  inclined, 
at  any  time,  day  or  night,  until  the  question  arose 
as  to  whether  or  not  he  would  be  subject  to  the 


draft.  In  this  case  an  undesired  military  service 
made  the  symptom  of  night  blindness  possibly  an 
exaggerated  one,  as  the  diagnosis  of  pigmentary 
degeneration  of  the  retina  could  not  be  substan- 
tiated. 

Quite  recently  I came  in  contact  with  a man 
from  a distant  southern  state  who  had  driven 
his  automobile  from  his  home  to  Wyoming, 
passing  through  such  cities  as  Washington,  Co- 
lumbus, Indianapolis  and  Chicago,  as  well  as 
smaller  places,  without  mishap.  He  was  essen- 
tially blind  in  one  eye,  was  extremely  myopic  in 
the  other  and  wore  no  corrective  glasses.  This 
man  expected  to  continue  his  touring  through 
such  parts  of  Yellowstone  and  the  Glacier  Na- 
tional Parks  as  were  open  to  motor  vehicle  traffic 
and  then  return  to  his  southern  home.  , Of 
course  the  motor  laws  of  Pennsylvania  have  no 
jurisdiction  in  granting  a license  in  this  par- 
ticular case.  It  is  simply  mentioned  as  a type. 

These  are  but  a few  examples  and  doubtless 
all  of  you  know  of  similar  cases.  There  is  no 
question  that  many  licenses  are  issued  to  indi- 
viduals with  defective  hearing  as  well  as  to  those 
with  defective  vision,  as  no  examination  is  re- 
quired to  determine  whether  the  applicant  has 
less  than  2%  of  normal  hearing  or  less  than 
20%  of  normal  vision.  The  question  arises: 
Should  anyone  who  need  not  have  more  than 
2%  of  hearing  or  20%  of  normal  vision  be  per- 
mitted to  operate  a motor  vehicle  in  this  com- 
monwealth? The  answer  is  so  obvious  that  one 
shudders  to  think  what  casualties  may  result  be- 
cause of  such  laxity  in  the  motor  laws  of  our 
state. 

The  Committee  of  the  American  Medical  As- 
sociation on  Physical  Standards  for  Drivers  of 
Motor  Vehicles  recommends  the  following: 
“That  each  individual  driving  a motor  vehicle 
shall  be  required  to  present  to  the  license  board 
in  each  state  a certificate  from  a reputable 
licensed  physician  certifying : 

“1.  The  applicant  has  no  disqualifying  defects 
of  either  legs  or  arms  (anatomic  or  functional 
loss  of  hand,  arm  or  foot  or  leg). 

“2.  The  applicant  has  vision  of  at  least  20/50 
in  one  eye  and  vision  of  at  least  20/100  in  the 
other  eye,  with  or  without  glasses. 

“3.  Double  vision  shall  disqualify. 

“4.  All  applicants  must  be  able  to  hear  a low- 
spoken  voice  at  five  feet. 

“5.  The  mentality  of  the  applicant  must  be 
adequate  and  the  heart’s  action  reasonably 
healthy.” 

In  addition  I think  it  should  be  required  that 
all  applicants  should  be  able  to  speak  English 
and  to  read  and  write.  In  certain  communities 
in  our  state  there  is  a large  foreign  population. 
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Some  of  them  may  be  granted  licenses  to  drive 
a motor  vehicle  but,  unless  they  could  read  Eng- 
lish, they  would  be  unable  to  heed  the  many 
precautionary  warnings  such  as  “sharp  turn 
ahead,”  “steep  grade  ahead,”  “go  into  second 
gear,”  etc.,  which  are  so  well  placed  on  many  of 
our  highways.  While  it  would  be  desirable  for 
operators  to  have  normal  color  sense,  it  would 
not  be  necessary  to  insist  upon  this  as  it  would 
bar  approximately  3%  of  all  males.  The  red 
tail  light  is  the  only  colored  one  employed.  The 
size  and  location  of  this  light  and  the  difference 
in  its  intensity  from  other  lights  used  on  motor 
cars  could  be  detected  even  by  one  deficient  in 
color  perception,  and  a driver  passing  a reason- 
able visual  and  intelligence  test  could  heed  this 
precautionary  signal. 

A number  of  suggestions  have  been  made  in 
the  American  Medical  Association  Committee 
report  as  to  the  manner  in  which  examinations 
of  applicants  should  be  made  and  who  should 
make  them.  It  is  recommended  that  they  be  not 
too  rigid,  that  they  be  free  from  non-essentials 
and  complexities,  and  that  too  much  should  not 
be  demanded  either  of  the  applicant  or  the  ex- 
aminer, else  the  universal  adoption  of  a physical 
test  might  fail. 

It  is  obvious  that  in  most  states  our  present 
laws  governing  the  granting  of  licenses  to 
drivers  of  motor  vehicles  are  extremely  lax.  I 
would  therefore  suggest  that  the  Medical  So- 
ciety of  the  State  of  Pennsylvania,  in  so  far  as 
is  reasonable,  cooperate  with  the  American  Med- 
ical Association  to  secure  such  legislation  in  the 
granting  of  licenses  to  drivers  of  motor  vehicles 
as  would  insure  uniform  standards  and  the 
greatest  safety  in  the  operation  of  motor  ve- 
hicles. 


ORIGINAL  ARTICLES 

SPHENOPALATINE  GANGLION 
NEUROSIS* 

FRED  FISHER,  Jr.,  M.D. 

ERIE,  PA. 

Although  Sluder,  Ewing,  Lynch,  Pollock  and 
Boebinger  and  many  others  have  been  teaching 
for  some  years  about  affections  of  the  spheno- 
palatine ganglion,  still  many  of  these  cases  are 
not  recognized  because  we  do  not  think  of  in- 
volvement of  the  ganglion  in  connection  with 
the  case  at  hand. 

I want  briefly  to  refresh  your  memory  of  the 
anatomical  relation  of  the  ganglion.  The  gan- 
glion lies  in  the  sphenomaxillary  fossa  just 

* Read  before  the  Section  on  Eye,  Ear,  Nose  and  Throat 
Diseases  of  the  Medical  Society  of  the  State  of  Pennsylvania, 
Reading  Session,  October  7,  1924. 


above  and  behind  the  posterior  tip  of  the  middle 
turbinate  bone.  The  ganglion  is  formed  by 
sensory  roots  from  the  maxillary  division  of  the 
fifth  nerve.  The  other  root  comes  from  the 
vidian  nerve.  The  vidian  nerve  in  turn  is 
formed  by  two  branches.  One  of  these  is  a 
motor  root  which  springs  from  the  facial  nerve 
and  is  known  as  the  superficial  petrosal  nerve. 
The  other  branch  of  the  vidian  is  a sympathetic 
root  which  comes  from  the  superficial  cervical 
ganglion  and  carotid  plexus  and  is  known  as  the 
deep  petrosal  nerve.  The  ganglion  gives  off 
orbital  branches  which  enter  the  orbit  by  way 
of  the  sphenomaxillary  fissure.  The  relation 
these  branches  bear  to  disease  of  the  orbit  will 
be  discussed  later.  Numerous  nasal  and  palatal 
branches  supply  sensation  to  the  nares  and 
palate.  Other  branches  extend  lower  and  give 
enervation  to  the  palate  and  surface  of  the 
tonsils. 

The  relation  the  ganglion  bears  to  the  acces- 
sory sinuses  is  very  interesting  to  us.  Behind 
we  have  a thin  wall  of  bone  separating  the 
ganglion  from  the  ethmoid  cells.  In  front  we 
have  the  maxillary  sinus  separated  only  by  a 
thin  wall  of  bone.  From  the  fact  that  the 
ganglion  comes  in  relation  to  the  maxillary  sinus 
at  the  uppermost  part  of  the  sinus,  and  in  rela- 
tion to  a portion  of  the  sinus  that  would  ordi- 
narily be  above  the  level  of  pus  in  a maxillary 
infection,  it  seems  quite  a rarity  for  the  maxil- 
lary sinus  greatly  to  affect  the  nasal  ganglion. 
This  much  cannot  be  said  however  for  the 
sphenoid  and  the  posterior  ethmoid.  The  gan- 
glion is  placed  superficially  and  is  in  a position 
that  is  almost  certain  to  come  in  contact  with 
pus  from  these  structures.  In  fact,  it  seems 
almost  strange  that  we  do  not  find  involvement 
of  the  ganglion  much  more  frequently  than  we 
do.  Anatomists  give  the  size  of  this  ganglion  as 
about  five  millimeters,  or  the  size  of  an  ordi- 
nary pea. 

We  will  first  take  up  the  neuralgic  affections 
resulting  from  involvement  \of  the  ganglion, 
leaving  the  sympathetic  system  affections  for 
the  latter  part  of  the  paper.  Typically  one 
would  describe  these  pains  as  involving  the 
lower  part  of  the  orbit,  the  root  of  the  nose, 
along  the  upper  jaw  and  extending  back  to  the 
mastoid  and  often  to  the  neck.  The  pain  may 
be  referred  to  the  shoulders,  arm,  forearm  and 
even  fingers.  The  pain  may  be  of  all  grades, 
but  is  often  very  severe.  We  must  not  lose  sight 
of  the  fact  that  only  part  of  the  area  may  be 
involved,  and  the  pain  be  diagnosed  trifacial 
neuralgia,  or  the  patient  sent  to  a dentist  and 
suffer  the  loss  of  many  sound  teeth.  From  the 
distribution  of  the  branches  of  the  ganglion  to 
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the  palate  and  tonsil,  we  may  have  pain  and 
tingling  over  the  roof  of  the  mouth  and  pain 
referred  to  the  throat  and  tonsil.  Like  so  many 
things  in  medicine  it  is  really  the  exception  for 
sphenopalatine  inflammation  to  follow  a text- 
book description.  Our  chief  factor  of  pain  may 
be  down  the  ann,  associated  with  headaches  that 
the  patient  may  consider  due  to  his  eyes  or  some 
other  cause,  and  not  consider  it  worth  while  to 
mention.  These  are  the  type  of  cases  that  are 
treated  for  rheumatism,  neuralgia  or  anything 
that  is  a fad  at  the  time.  They  are  generally 
baked,  electrocuted,  have  their  spines  adjusted, 
and  do  anything  that  the  neighbors  suggest  as 
a means  of  relief.  However,  the  proof  of  the 
pudding  is  in  the  eating,  and  so  with  the  spheno- 
palatine ganglion,  we  have  a diagnostic  means 
at  our  disposal  in  the  cocainization  of  the 
ganglion.  Cocain  applied  just  posterior  and 
above  the  posterior  tip  of  the  middle  turbinate 
will  stop  the  pain  if  the  trouble  is  due  to  in- 
volvement of  the  sphenopalatine  ganglion.  Nat- 
urally if  the  involvement  is  from  the  gasserian 
ganglion  or  from  some  other  source,  no  such 
relief  is  experienced.  The  procedure  is  so  sim- 
ple and  so  certain  that  it  warrants  a trial  in  all 
cases  that  have  any  suggestion  of  possible  in- 
volvement of  the  sphenopalatine.  We  have  used 
cocaine  in  varying  strengths  from  twenty  per 
cent  (20%)  upwards,  but  at  present  I find  the 
best  results  with  a drop  of  cocain  mud,  made 
from  rubbing  up  cocain  in  adrenalin.  The 
applicator  is  left  in  position  for  at  least  five 
minutes. 

We  must  not  lose  sight  of  the  fact,  however, 
that  cocainization  of  the  ganglion  is  but  a tem- 
porary diagnostic  procedure.  If  we  expect 
permanent  results,  we  must  go  further  and  find 
the  cause  of  the  involvement  of  the  ganglion. 

After  establishing  our  diagnosis  by  cocainiza- 
tion of  the  ganglion,  we  must  correct  any 
purulent  condition  existing  in  the  sphenoid  and 
ethmoid  sinuses.  As  the  patient  is  mainly  in- 
terested in  relief  of  his  pain,  we  may  extend  the 
results  of  the  cocainization  by  injecting  the 
sphenopalatine.  Providing  you  are  familiar 
with  the  region  injected,  nothing  is  more  simple 
than  sphenopalatine  injection,  but  remember 
you  are  injecting  in  a region  where  too  much 
pressure  or  unskillful  efforts  may  send  your 
needle  into  the  cranial  fossa.  This  caution, 
however,  applies  to  any  of  our  sinus  work.  'Al- 
ways anesthetize  the  ganglion  before  injecting, 
or  the  patient  will  suffer  untold  pain.  As 
straight  alcohol  is  liable  to  give  a painful  reac- 
tion, I have  followed  Sluder  in  the  use  of  5% 
phenol  in  alcohol.  The  phenol  is  added  for  its 
anesthetic  effect.  A pledget  of  cotton  saturated 


with  adrenalin  placed  in  the  nostril  a few  min- 
utes before  the  injection  shrinks  up  the  mucous 
membrane  and  makes  the  inspection  of  the  nares 
easier.  I prefer  a needle  bent  at  right  angles 
on  the  point,  and  pass  the  needle  back  to  the 
posterior  tip  of  the  middle  turbinate  with  the 
point  down.  The  point  is  then  rotated  outward 
and  upward  and  the  handle  is  brought  toward 
the  nasal  septum.  This  technique,  as  you  will 
observe,  is  very  similar  to  the  passing  of  the 
eustachian  catheter.  About  eight  or  ten  drops 
of  the  solution  is  injected.  In  some  cases,  due 
to  septal  deflections,  etc.,  one  must  use  a 
straight  needle  and  penetrate  the  base  of  the 
posterior  tip  of  the  middle  turbinate.  In  the 
use  of  the  straight  tip,  more  skill  and  care  is 
required  that  the  needle  may  not  be  inserted  too 
far  and  the  alcohol  injected  in  the  cranial  cav- 
ity. This  accident  has  been  reported  in  one  of 
the  southern  clinics. 

It  is  hardly  to  be  supposed  that  each  success- 
ful injection  hits  the  ganglion  exactly.  As  a 
relatively  large  amount  of  the  solution  is  used, 
the  alcohol  in  the  immediate  vicinity  of  the 
ganglion  seems  to  act  as  advantageously  as  if 
the  ganglion  itself  were  hit.  Two  years  ago  I 
made  a number  of  injections  of  carmin  on 
cadavers  and  afterwards  split  the  heads  and  dis- 
sected the  ganglion,  and  in  none  of  the  cases 
was  the  ganglion  injected  accurately.  How- 
ever, using  the  same  technique  on  the  living,  I 
had  a high  percentage  of  successful  injections. 

After  the  ganglion  is  successfully  injected  and 
our  patient  relieved  from  pain,  are  we  going 
calmly  to  hope  that  we  have  effected  a cure?  We 
will  not  do  this  if  we  have  the  best  interests  of 
the  patients  at  heart.  It  is  not  the  aim  of  the 
good  internist  or  surgeon  to  give  morphin  for 
an  attack  of  appendicitis  and  hope  that  it  will 
produce  a cure  without  appendectomy.  We 
must  determine  the  cause  of  the  ganglion  in- 
volvement and  direct  proper  treatment  to  it.  If 
we  have  a purulent  condition  of  the  sphenoid 
and  ethmoid  this  condition  must  be  corrected  by 
proper  ethmoid  and  sphenoid  surgery.  Other 
foci  may  well  be  looked  into,  such  as  infected 
teeth,  tonsils,  etc.  Much  of  the  disfavor  that 
has  fallen  upon  ganglion  injection  has  been  be- 
cause the  cases  have  not  been  followed  up  with 
the  proper  operative  procedure.  We  have  ex- 
pected results  from  injection  alone,  where  in 
most  cases  it  should  be  but  a step  toward  fur- 
ther treatment. 

Interesting  as  the  subject  of  sphenopalatine 
neuralgia  is,  as  our  time  is  short  we  must  con- 
sider for  a few  moments  the  sympathetic  symp- 
toms that  frequently  arise  from  involvement  of 
the  sphenopalatine  ganglion.  Frequently  we 
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find  the  sympathetic  symptoms  going  hand  in 
hand  with  the  sensory  symptoms,  but  as  they 
often  occur  separately  we  must  consider  them 
separately. 

Frequently,  without  regard  to  the  time  of  the 
year,  patients  will  complain  of  symptoms  simu- 
lating hay  fever,  which  are  stopped  by  cocain- 
ization  of  the  sphenopalatine  ganglion.  Here  we 
undoubtedly  have  an  involvement  of  the  vaso- 
moter  fibers  of  the  sympathetic  portion  of  the 
ganglion.  I do  not  mean  by  this  that  all  cases 
of  this  character  will  respond  to  anesthetization 
of  the  ganglion,  but  those  that  do  are  rendered 
free  from  trouble  by  subsequent  injection  of  the 
ganglion  and  treatment  as  in  the  cases  of  neu- 
ralgia pain. 

These  symptoms  may  go  a step  further  and 
present  a picture  of  asthma,  apparently  in  every 
way  similar  to  essential  asthma  but  relieved  by 
treatment  of  the  sphenopalatine  ganglion.  In 
these  cases,  as  in  others  of  nasal  ganglion  in- 
volvement, it  is  hard  to  tell  which  cases  will  re- 
spond. I have  had  two  cases  of  asthma  in  the 
last  year  that  responded  to  cocainization  of  the 
sphenopalatine,  although  it  is  only  fair  to  state 
that  many  cocainizations  of  the  ganglion  in 
asthma  patients  have  been  done  without  results. 
As  the  number  of  asthma  cases  calling  on  any- 
one doing  this  line  of  work  is  naturally  limited 
to  those  cases  that  have  some  other  coincident 
condition  that  brings  them  to  our  attention,  our 
knowledge  of  the  extent  that  the  sphenopalatine 
sympathetic  fibers  play  in  asthma  will  depend  on 
either  the  education  of  the  internist  to  refer  such 
cases  for  diagnostic  anesthetization  of  the  gan- 
glion, or  the  education  of  the  internist  to  apply 
' the  relatively  simple  procedure  of  ganglion 
cocanization,  referring  the  case  for  the  more 
uitricate  portions  of  the  treatment. 

Dr.  Emil  Mayer  of  New  York  City  has  called 
attention  to  the  use  of  cocain  applied  to  the 
ganglion  in  cases  of  dysmenorrhea.  As  I have 
had  no  experience  whatever  in  this  phase  of  the 
subject,  I desire  to  quote  from  Dr.  Mayer’s  ob- 
servations in  the  Journal  of  the  American  Med- 
ical Association,  August  23,  1919.  “It  is  re- 
markable to  note  the  prompt  relief  sometimes 
occasioned  when  women  are  in  great  pain,  un- 
able to  move  about,  pale  and  listless  and  then 
see  their  color  return  and  have  absolute  freedom 
from  pain  immediately  following  the  application 
of  cocain  to  the  nose.”  Here  as  in  asthma  we 
are  dealing  undoubtedly  with  an  inter-relation 
of  the  sympathetic  system  that  at  present  is  not 
fully  understood.  In  cases  such  as  these  we 
will  be  dependent  almost  entirely  on  the  intern- 
ist, as  such  cases  practically  never  come  to  the 
rhinologi.st. 


Ewing  of  St.  Louis  has  repeatedly  spoken  of 
the  relief  of  the  pain  of  glaucoma  following 
sphenopalatine  injection.  Miller  and  Luedde 
have  reported  a transitory  reduction  in  intra- 
ocular tension  following  injection  of  the  gan- 
glion in  cases  of  glaucoma.  I have  in  the  past 
year  anesthetized  the  ganglion  in  two  cases  of 
glaucoma,  but  my  results  were  disappointing. 
Po.ssibly  further  work  along  this  line  may  give 
us  a means  of  combating  glaucoma,  but  at  pres- 
ent it  does  not  seem  at  all  certain. 

Many  cases  of  corneal  ulcer,  interstitial  kera- 
titis, iritis  and  other  conditions  of  the  uveal  tract 
show  remarkable  relief  following  ganglion  anes- 
thetization. The  pain  is  very  frequently  re- 
lieved and  the  general  course  of  the  disease 
markedly  benefited.  Here  again  do  not  be  dis- 
appointed if  your  first  case  does  not  respond. 
Taking  a series  of  cases,  many  of  the  cases  will 
show  very  decided  improvement.  Sluder  attrib- 
utes this  betterment  in  eye  diseases  as  due  to  a 
nerve  blocking  and  the  improvement  of  the 
intra-ocular  condition  as  due  to  the  relief  of 
pain. 

In  a series  of  fifty  cases  of  sphenopalatine  in- 
jection, we  have  had  sixteen  spheno-ethmoidal 
operations  subsequent  to  the  injections,  and  so 
far  none  of  the  operative  cases  have  shown  re- 
currence. The  sixteen  cases  in  the  series  do  not 
represent  all  of  the  cases  on  which  operation 
was  advised,  as  some  of  the  cases  were  clinic 
cases  and  either  refused  operation  or  passed 
from  observation  before  operation  was  secured. 
Some  of  these  histories  are  of  interest  and  I 
want  to  burden  you  with  a few  of  them. 

F.  H.,  female,  26,  May  20,  1924.  Pain  over  the  right 
side  of  the  face  extending  to  the  back  of  the  neck. 
She  had  four  suspected  teeth  drawn,  with  no  relief 
from  pain.  She  had  been  treated  by  medicines,  chiro- 
practors and  osteopaths  but  all  to  no  avail.  Cocain  to 
the  ganglion  relieved  the  pain  and  gave  the  patient  a 
good  night’s  rest.  Next  morning  the  ganglion  was 
again  cocainized  and  injected  with  phenol  and  alcohol. 
She  was  advised  to  have  her  sphenoids  and  ethmoid 
cells  operated  on  but  refused.  She  reported  six  weeks 
later  with  a return  of  the  attack  and  had  a spheno- 
ethmoid  operation,  with  relief  to  the  present  time. 

F.  G.,  male,  56  years  old,  July,  1923.  For  years  he 
had  suffered  with  what  he  was  told  was  trifacial 
(fifth  nerve)  neuralgia.  Nasal  examination  revealed  a 
purulent  condition  of  all  the  sinuses,  evidently  of  long 
standing.  Cocainization  of  the  nasal  ganglion  pro- 
duced freedom  from  pain.  As  patient  refused  any 
form  of  operation,  the  ganglion  was  injected  with 
phenol  alcohol  solution,  and  treatments  consisting  of 
nasal  cleansing  and  sinus  suction  were  given  for  two 
months.  A letter  from  him  a month  ago  brought  forth 
the  reply  that  he  has  had  no  recurrence  of  his  symp- 
toms. 

M.  D.  C.,  female,  70,  March,  1923.  Indolent  ulcer 
of  the  cornea.  All  local  measures  failed  to  produce 
much  result.  The  sphenopalatine  ganglion  was  then 
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cocainized  four  successive  days  with  much  relief  from 
the  symptoms  and  pain.  On  the  fifth  day  the  ganglion 
was  injected  and  improvement  was  very  rapid.  Here, 
undoubtedly,  we  were  dealing  with  a neurotrophic 
disturbance. 

F.  E.  L.,  female,  29,  April,  19(23.  This  patient  had 
suffered  for  two  months  with  pain  along  the  lower 
half  of  the  left  side  of  the  face,  neck  and  shoulder, 
and  extending  along  the  left  arm  to  the  finger  tips. 
Here  again  we  had  evidence  of  a long  line  of  chiro- 
practic adjustments,  treatments,  etc.  Cocainization  of 
the  ganglion  established  the  diagnosis,  and  as  there 
was  a very  definite  involvement  of  the  sphenoid  and 
ethmoid  cells,  the  case  was  operated  on  at  once,  with 
no  return  of  symptoms  to  the  present  time. 

J.  L.  B.,  male,  51.  Patient  came  to  the  hospital  April, 
1924,  for  refraction  for  presbyopia.  While  in  the  wait- 
ing room  he  developed  an  attack  of  asthma,  telling  us 
that  he  had  been  subject  to  these  attacks  for  a number 
of  years.  The  ganglion  was  cocainized  in  this  case 
merely  as  a diagnostic  aid.  The  patient  experienced 
relief  from  his  symptoms  for  twenty-four  hours.  The 
ganglion  was  again  cocainized,  with  relief  for  a short 
period.  On  the  third  day  his  ganglion  was  cocainized 
and  injected  with  phenol  in  alcohol.  As  this  patient 
had  had  sphenoid  and  ethmoid  trouble  for  years,  he 
consented  to  a sphenoid  and  ethmoid  operation,  and 
for  the  last  five  months  has  been  free  of  trouble. 

CONCLUSIONS 

1.  If  in  doubt  as  to  whether  you  have  spheno- 
palatine ganglion  involvement,  cocainize  the 
ganglion. 

2.  Never  inject  the  ganglion  unless  you  have 
received  benefit  from  cocainization  of  the 
ganglion. 

3.  Do  not  inject  the  ganglion  without  famil- 
iarizing yourself  with  the  structure  involved. 

4.  After  injection  always  attempt  to  find  the 
cause  of  the  involvement  and  remedy  it. 

5.  In  hay  fever  cases  and  asthma  cases  co- 
cainize the  ganglion  as  a diagnostic  measure. 

6.  In  persistent  conditions  of  the  eye,  anes- 
thetization of  the  ganglion  will  do  no  harm,  and 
may  do  your  case  a great  deal  of  good. 

343  E.  6th  Street. 

DISCUSSION 

Dr.  F.  Earle  Magee  (Oil  City)  : Dr.  Fisher  is  to  be 
congratulated  on  having  the  courage  to  present  before 
this  section  his  paper  on  sphenopalatine  ganglion  neu- 
rosis. 

This  is  not  considered  a common  condition  and  quite 
often  the  origin  of  our  so-called  sphenopalatine  neu- 
rosis is  obscure. 

This  ganglion  is  better  known  as  Meckel’s,  and  be- 
fore treatment  is  instituted  for  any  condition  affecting 
the  ganglion,  it  is  well  to  understand  that  it  possesses 
a motor,  a sensory  and  a sympathetic  root. 

I am  sorry  Dr.  Fisher  did  not  have  time  to  describe 
the  anatomy  more  fully,  for  unless  one  thoroughly 
understands  the  anatomy  of  this  ganglion  as  to  its 
exact  position  and  nerve  branches  (which  are  divisible 
into  four  groups,  namely,  ascending,  which  pass  to  the 
orbit;  descending,  to  the  palate;  internal,  to  the  nose; 
and  posterior  branches  to  the  pharynx)  and  under- 


stands as  well,  the  relationship  of  these  branches  to 
other  structures,  it  would  be  difficult  to  attempt  to 
treat,  much  less  make  a true  diagnosis,  of  any  condi- 
tion affecting  this  ganglion  in  the  manner  described. 

I cannot  agree  with  Dr.  Fisher,  however,  in  his  state- 
ment that,  “When  we  are  familiar  with  the  region  to 
be  injected  nothing  is  more  simple.’’  I have  found  it 
very  difficult,  due  to  the  fact  that  the  space  is  so  small 
and  so  high  up  in  the  nose  that  the  needle  cannot  but 
obscure  your  view.  So  I very  much  prefer  the 
method  of  injection  as  outlined  by  Smith  in  his  work 
on  Block  Anesthesia,  or  the  method  commonly  used 
by  the  dentists,  that  is,  by  using  a needle  three  and 
one-half  cm.  in  length,  the  hub  being  four  cm.  in 
length.  The  needle  has  about  a right  angle  curve,  and 
is  inserted  just  back  of  the  upper  third  molar  tooth 
or  allowed  to  pass  just  over  the  tuberosity  of  the 
superior  maxillary  bone.  The  needle  is  then  advanced 
upward,  inward  and  backward  to  an  approximate  depth 
of  two  and  one-half  cm.  for  adults,  the  syringe  resting 
against  the  teeth.  This  is  the  method  used  by  many 
oral  surgeons  on  account  of  its  simplicity.  It  is  also 
used  by  other  surgeons  for  blocking  of  Meckel’s  gan- 
glion preparatory  to  tonsillectomy. 

In  conclusion,  let  me  state  that  this  condition  of 
sphenopalatine  ganglion  neurosis  is  far  more  common 
than  most  of  us  believe,  but  it  is  an  overlooked  con- 
dition. 

Surely  it  does  no  harm,  as  Dr.  Fisher  states,  to 
cocainize  suspected  cases  and  later  to  inject  if  neces- 
sary. 


ON  THE  TREATMENT  OF  PARENCHY- 
MATOUS KERATITIS* 

BURTON  CHANCE,  M.D. 

PHILADELPHIA,  PA. 

The  course  of  parenchymatous,  or  interstitial, 
keratitis  is  so  tedious  that  every  case  is  the  sub- 
ject of  concern  to  both  the  ophthalmologist  and 
the  patient ; and  while  it  is  true  that  no  class  of 
cases  has  received  more  attention  since  the  rela- 
tion of  affections  of  the  eye  to  systemic  syphilis 
became  known,  the  interest  is  perennial.  Uhthoff, 
Spicer  and  others  have  deemed  it  worthy  of 
their  serious  thought.  My  discourse  in  this 
short  hour  will  be  confined  to  cases  dependent 
upon  inherited  syphilitic  infection,  but  I cannot 
expect  to  present  facts  not  already  well  known 
to  you  when  I attempt  to  review  the  treatment 
of  this  distressing  affection.  Such  a review 
should  be  of  service,  however,  as  it  is  many 
years  since  a systematic  account  of  the  disease 
was  given  by  this  Section,  and  none  but  an  un- 
critical observer  would  declare  that  the  therapy 
of  it  is  at  all  satisfactory. 

Hutchinson  observed,  early  in  his  study  of 
syphilis,  that  in  the  tertiary  stage  of  that  dis- 
ease the  manifestations  in  a large  number  of 
instances  were  chiefly  local,  and  that  such  mani- 
festations were  likely  to  be  the  final  phenomena 

*Read  before  the  Section  on  Eye.  Ear,  Nose  and  Throat 
Diseases  of  the  Medical  Society  of  the  State  of  Pennsylvania, 
Reading  Session,  October  7,  1924, 
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of  the  infection.  The  interstitial  keratitis  which 
develops  in  those  congenitally  diseased  may  be 
understood  to  be  the  expression  of  the  local  reac- 
tion to  a systemic  infection,  now  known  to  be  the 
spirochaeta  pallida.  Therefore,  the  principles  of 
treatment  of  the  keratitis  must  be  applied  to 
assist  in  the  evolution  of  the  spirochetes,  to  ef- 
fect their  destruction  and  elimination,  and  to 
prevent  the  consequences  of  the  inflammatory 
processes  within  the  eyeball. 

It  is  rare  to  meet  with  complications  asso- 
ciated with  this  diathesis  which  menace  life.  It 
is  impossible  to  cut  the  disease  short,  for  usually 
the  keratitis  runs  its  course  in  spite  of  all  our 
efforts ; yet  the  course  is  likely  to  be  shorter 
and  less  severe  in  well  nourished  persons  with 
healthy  organs,  and  longest  and  worst  among  the 
starved  and  ill-nourished,  especially  those  with 
tubercular  joint  affections  present  either  before 
or  after  the  outbreak  of  the  keratitis.  It  will 
be  seen  already  how  necessary  it  is  to  seek  for 
the  improvement  of  the  general  health  of  the 
individual.  The  subjects  of  such  a taint  having 
passed  through  an  attack  of  keratitis,  in  spite  of 
a periostitis  or  adenitis  or  a loss  of  hearing, 
usually  attain  in  time  to  fair  health  and  continue 
through  the  rest  of  their  lives  free  from  symp- 
toms, and  the  physiognomical  and  other  char- 
acteristics of  the  diathesis  become  less  and  less 
obvious  year  by  year,  so  that  in  advanced  life 
it  may  be  difficult  to  recognize  them.  I often 
wonder  what  became  of  the  afflicted  young  per- 
sons I saw  in  my  early  years  of  practice ; it  is 
but  seldom  that  I see  an  individual  of  mature 
years  whose  ocular  aspect  is  indubitably  that  of 
the  congenitally  syphilitic. 

One  of  the  remarkable  features  in  the  clinical 
history  of  parenchymatous  keratitis  is  the  ten- 
dency for  it  to  recover,  so  that  in  the  end  the 
cornea  completely  clears.  Despite  this  pre- 
sumedly happy  outlook  the  structures  within  the 
globe  are  susceptible  to  inflammation,  which  in- 
flammation not  only  affects  the  sight  but  may 
lead  to  the  destruction  of  the  globe.  In  addi- 
tion, it  is  almost  invariable  that  the  two  eyes 
become  affected,  although  seldom  at  the  same 
time,  for  it  is  usual  for  the  keratitis  to  appear 
in  one  eye  and  after  a few  weeks  to  be  found 
in  the  other.  In  rare  cases  the  interval  between 
the  attacks  in  the  separate  eyes  may  extend  to 
several  years.  And  further,  relapses,  from  the 
incomplete  elimination  of  the  spirochetes,  and 
recurrences,  years  after  an  apparent  cure,  from 
the  exciting  of  quiescent  residual  organisms, 
frequently  take  place,  which  incidents  are,  as  a 
rule,  greater  in  their  efforts  and  more  harmful 
to  the  sight  and  to  the  fortunes  of  the  sufferer 


than  those  which  succeeded  the  initial  manifes- 
tations. 

All  these  characteristics  of  the  disease  require 
that  the  treatment  should  be  both  local  and  gen- 
eral, and  in  every  case  there  should  be  borne  in 
mind  the  possibilities  that  the  fellow  eye  is  likely 
to  be  affected,  and  that  in  time  there  may  be 
relapses  and  recurrences.  In  addition,  the  regi- 
men should  be  kept  up  long  after  the  symptoms 
have  abated  and  the  case  has  seemed  to  be  cured. 

The  practitioners  of  an  earlier  generation  than 
ours  might  have  been,  perhaps,  a bit  uncertain 
as  to  the  origins  of  disease,  but  they  were  none 
the  less  keen  observers  of  the  clinical  manifes- 
tations of  disease.  Moreover,  they  became  care- 
ful as  well  as  ready  therapeutists  who  applied 
remedies  to  bring  about  distinct  reactions  in 
order  to  reach  desired  physiological  effects. 
Accordingly,  they  grouped  the  symptoms  of 
parenchymatous  keratitis  into  the  periods  of 
progression  and  retrogression,  in  which  there 
were  to  be  seen  the  stages  of  infiltration,  vascu- 
larization and  resorption.  They  bore  in  mind 
that  in  each  state  they  must  regard  both  the 
local  and  the  constitutional  expressions,  for 
which  the  treatment  varied  according  to  the 
stage  of  the  disease. 

My  first  teachers  taught  that  it  is  not  neces- 
sary that  the  patient  should  be  kept  in  the  dark, 
indeed  it  would  be  better  for  him  to  live  in  the 
daylight,  the  eye  being  protected  with  dark 
goggles.  It  is  above  all  necessary  to  maintain 
the  genereil  health  and  spirits  of  the  sufferers  by 
assuring  them  that  they  will  eventually  regain 
the  use  of  their  eyes.  As  soon  as  possible  the 
patient  should  be  encouraged  to  live  in  the  open 
air  and  sunlight.  The  cure  is  greatly  promoted 
by  judicious  feeding  and  regular  exercise  out  ol 
doors.  It  would  be  of  great  advantage  if  chil- 
dren could  be  treated  in  the  country  where  the 
dietary  might  be  simple  and  fresh. 

In  severe  cases,  however,  the  patient  ought  to 
be  kept  in  bed,  when  possible  in  a hospital,  dur- 
ing the  worst  part  of  the  attack.  Spicer  calls 
attention  to  this.  “Especially  is  it  true,”  he 
states,  “of  hospital  patients,  among  whom  the 
increasing  loss  of  sight,  together  wih  the  want 
of  proper  care  and  attention,  cause  great  misery 
and  depression.  After  sending  a miserable,  de- 
pressed and  irritable  child,  with  half  blind, 
streaming  and  painful  eyes,  into  a hospital  ward 
where  good  food,  fresh  air  and  human  compan- 
ionship are  obtained,  the  change  is  often  so  great 
as  to  make  one  wonder  why  the  case  was  ever 
thought  bad  enough  to  be  sent  in.” 

From  the  very  outset,  small  doses  of  mercury 
should  be  prescribed.  Children  thrive  and  gain 
weight  while  they  are  taking  gray  powder,  small 
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doses  of  which  can  be  given  night  and  morning 
for  weeks  without  the  fear  of  ptyalism  or  other 
toxic  symptoms.  In  a large  number  of  cases, 
mercury,  if  the  dose  be  small,  seems  of  itself  to 
act  as  a tonic  by  purgation  of  the  glandular  sys- 
tem, and  it  is  well  known  that  it  actually  in- 
creases the  nimiber  of  the  red  blood  cells.  In- 
stances of  idiosyncrasy  are  not  common,  but  we 
do  meet  with  persons  with  whom  the  smallest 
doses  disagree  and,  conversely,  with  others  who 
take  large  doses  for  long  periods  with  but  little 
appreciable  effect.  Everything,  therefore,  de- 
pends upon  the  dose. 

The  general  treatment  should  consist,  there- 
fore, of  a long  course  of  mercury  in  small  doses, 
more  or  less  frequently  repeated.  The  “gray 
powder,”  hydrargyrum  cum  creta,  with  ipecac 
and  quinin,  is  the  least  variable  preparation  of 
mercury,  alternated  with  iodid  of  potassium ; the 
syrup  of  the  iodid  of  iron ; or,  in  the  ill-nour- 
ished, cod  liver  oil. 

Mercury  by  inunction  may  act  more  speedily 
than  by  ingestion.  A piece  the  size  of  a bean, 
or  to  be  exact,  a weighed  drachm,  should  be 
rubbed  well  into  the  skin  for  twenty  minutes 
every  day.  Because  the  skin  is  likely  to  become 
irritated,  a different  part  of  the  body — the  inner 
surfaces  of  the  thighs  and  the  arms,  the  sides, 
the  flanks,  or  the  axillae — should  be  selected  for 
each  inunction.  Action  can  be  accelerated  by  a 
prolonged  hot  tub  bath  every  third  day,  the  body 
being  well  cleansed,  after  which  the  rubs  are  to 
be  resumed.  Intramuscular  injections  of  mer- 
curial creams  also  are  of  distinct  service  and 
decidedly  more  cleanly  and  less  troublesome  to 
administer. 

At  the  beginning  of  the  disea.se  an  intravenous 
injection  of  a medium  dose  of  one  of  the  sal- 
varsan  preparations  usually  acts  promptly  in  re- 
ducing the  blepharospasm.  Salvarsan  some- 
times causes  a rapid  and  decided  improvement ; 
yet  it  should  be  clearly  understood  that  it  only 
prepares  the  way  for  mercury,  which  ought  to 
be  regarded  as  the  mainstay  of  the  treatment. 
It  has  no  influence  either  in  cutting  short  the 
attack  or  in  preventing  the  second  eye  from  be- 
coming affected.  Despite  its  great  value  in  gen- 
eral syphilis,  it  obtains  little  or  none  in  this  type 
of  keratitis;  indeed  even  in  salvarsanized  indi- 
viduals the  complement  fixation  reactions  com- 
monly continue  positive.  The  substance  may  be 
suspended  in  milk  and  injected  either  intra- 
venously or  intramuscularly.  In  the  more  seri- 
ous forms  of  keratitis  accompanied  by  uveitis, 
they  are  improved  by  continued  mercurials  and 
salvarsan,  or  by  the  one  alternated  with  the 
other.  A series  of  from  8 to  I2  intravenous  in- 
jections of  salvarsan,  followed  in  a week  by  a 


long  course  of  mercurial  inunctions,  may  so 
build  up  the  patient  as  to  enable  him  to  endure 
the  discomforts  attending  the  uveitis. 

Salvarsan  alone  cannot  be  relied  upon  to  pre- 
vent the  manifestations  appearing  in  the  other 
eye.  The  combination  of  mercury  and  salvarsan 
offers  a better  chance  than  when  either  is  em- 
ployed separately.  In  a certain  set  of  cases  con- 
fined to  one  eye,  which  had  cleared  up,  the  dis- 
ease broke  out  in  the  other,  and  exhibited  a 
greater  reaction  than  had  been  noted  in  the  first 
eye.  In  this  group  it  was  found  that  when  the 
symptoms  in  the  first  eye  had  lessened  in  their 
severity  the  treatment  was  discontinued  and  the 
patients  relaxed  their  vigilance.  Their  indif- 
ference demonstrates  how  difficult  it  is  to  con- 
trol patients  after  the  inflammatory  symptoms 
subside,  and  seldom  do  they  return  for  a sys- 
tematic review.  One  ought  not  to  relax  one’s 
vigilance  because,  by  the  continuation  of  the 
care  for  months  after  the  eyes  have  become 
white  again,  the  extension  of  the  disease  to  the 
uvea  may  be  permanently  checked.  A lad,  now 
sixteen  years  of  age,  who  had  given  me  great 
anxiety  from  his  seventh  to  his  ninth  year,  vol- 
untarily returned  recently  to  show  himself  and 
announced  that  he  is  learning  the  carpenters’ 
trade.  He  weighs  i8o  pounds.  Except  for  a 
fine  pannus  at  the  periphery  his  corneas  are 
clear,  and  the  fundi  healthy.  Another  boy,  now 
fourteen,  whose  choroids  were  disturbed  during 
the  first  of  two  attacks,  when  last  seen  showed 
no  increase  in  the  uveal  disorders. 

Notwithstanding  that  they  have  no  effect  upon 
the  spirochetal  keratitis,  the  use  of  the  organic 
arsenical  compounds  is  of  inestimable  value  be- 
cause of  the  great  effect  which  they  produce  in 
benefiting  the  general  health.  They  strongly 
combat  the  anemia,  and  strikingly  stimulate  the 
appetite  and  the  digestion,  both  during  the  pe- 
riod of  the  injections  and  for  several  months 
after.  A lad  of  17,  who  was  roused  from  a 
state  of  marked  a.sthenia  by  the  first  injections, 
is  now  a vigorous,  upstanding  timekeeper  em- 
ployed out  of  doors  by  a road-making  company. 
The  effect  of  a short  series  of  doses  was  to  dis- 
pel his  depression  and  surliness,  to  fatten  him, 
to  bring  back  his  color  and  to  reduce  the  painful 
intolerance  to  light  and  to  chase  away  other 
signs  of  irritation.  In  spite  of  these  happy 
changes,  his  corneas  continued  hazy  and  vas- 
cular for  many  weeks.  What  results  we  might 
obtain  if  it  were  possible  to  administer  these 
drugs  in  the  very  first  days  of  the  keratitis  it 
would  be  only  problematical  to  predict.  It  is 
indeed  rare  for  one  to  be  consulted  before  the 
sight  has  been  disturbed,  the  patient  uncomfort- 
able, and  while  the  eyes  are  but  slightly  inflamed. 
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I cannot  recall  an  instance  in  which  there  had 
not  been  a delay  of  many  days  if  not  weeks,  be- 
fore the  patient  came  under  skillful  attention, 
even  by  those  who  ascribed  their  disease  to 
traumatisms. 

In  recent  months  a combination  of  bismuth 
and  jK>tassium  has  been  used  in  the  form  of 
potassium  and  sodium  tartrobismuthate,  in  an 
oil  suspension,  in  which  butyn  has  been  added  to 
deaden  the  pain.  It  is  administered  from  am- 
pules containing  2 c.c.,  or  20  eg.  Twelve  to  six- 
teen intravenous  injections,  given  every  four  to 
seven  days  comprise  a course.  The  method  is 
painless,  easy  to  apply  and  can  be  used  when 
mercury  can  no  longer  be  tolerated.  I have  not 
employed  it  myself  but  have  had  an  opportunity 
to  observe  a small  number  of  cases  in  which  it 
is  being  used.  I have  not  been  convinced  that 
it  has  lessened  the  reactions  nor  shortened  the 
course  to  such  an  extent  as  to  impel  me  to  de- 
pend upon  it  any  more  exclusively  than  upon 
the  other  compounds.  It  is  true  that  its  use  was 
begun  so  recently  that  one  cannot  draw  conclu- 
sions as  to  its  superiority,  or  whether  it  has  any 
advantage  over  arsphenamin  and  the  mercurials. 
It  would  be  of  service  where  these  substances 
cause  stomatitis  and  other  idiosyncrasies. 

It  ought  always  to  be  kept  in  mind  that  tuber- 
culosis might  coexist  in  any  case  and  be  a hin- 
drance to  the  cure  of  the  specific  disease.  There- 
fore, when  the  effects  of  the  regimen  established 
are  slow  in  manifesting  themselves,  an  examina- 
tion for  the  presence  of  tubercles  should  be  made 
and  when  present,  appropriate  treatment  insti- 
tuted. 

The  local  symptoms  sometimes  would  make 
one  regard  the  case  as  of  greater  severity  than 
the  findings  actually  warrant,  although  the  photo- 
phobia and  blepharospasm,  the  lacrymation  and 
vascularity  may  be  most  distressing.  The  acute 
stage  may  last  for  months.  Therefore,  too  much 
local  treatment  often  causes  discomfort  and  ex- 
cites irritability  of  the  skin.  During  the  period 
of  progression  all  irritants  should  be  avoided 
and  only  soothing  remedies  prescribed.  Solu- 
tions of  boric  acid,  sodium  hyposulphate,  and 
carbonate  are  cooling  and  nonirritating.  Hot 
applications,  though  sometimes  beneficial,  gen- 
erally make  the  skin  tender  and  increase  the 
discomfort.  Bandages  and  compresses  should 
be  avoided ; the  closed  lids  are  the  best  covering 
and  protection  of  the  eye. 

The  majority  of  cases  require  atropin  or  some 
other  mydriatic  drug.  Although  atropin  is  not 
a specific  in  corneal  inflammations,  it  is,  how- 
ever, of  the  greatest  value  in  securing  physio- 
logical rest,  through  its  action  on  the  intra-ocular 
muscles  and  the  regulation  of  the  circulation  of 


the  eye.  It  is  required  and  indispensable  when 
the  iris  is  involved,  because  it  prevents  the  for- 
mation of  adhesions.  It  must  be  prescribed, 
therefore,  in  such  cases,  either  in  solution  or  as 
an  ointment.  In  certain  cases  the  iris  may  not 
be  affected,  the  pupil  often  dilating  widely 
throughout  the  attack.  In  other  cases,  the  pupil 
not  having  been  dilated  with  atropin,  has  been 
found  dilatable  and  the  iris  free  from  adhesions 
after  the  attack  is  over.  Not  seldom  one  is  con- 
fronted by  cases  in  which,  after  the  most  per- 
sistent use,  the  drug  fails  to  effect  mydriasis. 
In  such  cases  the  atropin  has  not  been  able  to 
get  into  the  anterior  chamber  through  the  in- 
flamed cornea. 

The  action  of  atropin  can  be  increased  by  be- 
ing combined  with  cocain,  which  also  serves  to 
allay  the  pain,  tenderness  and  irritability. 
Butyn,  holocain,  and  novocain,  too,  can  be  em- 
ployed for  their  anesthetic  properties.  Atropin 
irritation  and  poisoning  should  always  be 
watched  for,  as  they  cause  great  distress.  In- 
deed, some  of  the  discomfort  of  patients  is  due 
to  either  the  local  or  the  general  poisoning  by 
the  drug.  The  peculiar  dermatitis  is  quite  char- 
acteristic and  easily  recognized,  and  the  dryness 
of  the  throat,  sometimes  attended  by  hallucina- 
tions and  delirium  are  sure  signs  of  the  consti- 
tutional effects  of  the  drug.  It  should  not  be 
used  too  strong,  nor  more  often  than  necessary 
to  secure  dilatation  of  the  pupil.  It  should  be 
discontinued  when  the  pupil  has  become  fully 
dilated.  In  a few  days,  after  the  effects  have 
worn  off,  it  should  be  used  occasionally  to  ascer- 
tain whether  the  pupil  is  dilatable. 

During  the  period  of  invasion  by  blood  ves-  - 
sels  which  form  to  protect  the  cornea,  growing 
in  response  to  the  activity  of  the  spirochetes  and 
to  the  toxins  which  they  generate,  alarming  as 
the  redness  might  appear,  no  attempt  should  be 
made  to  diminish  the  vascularity  by  peritomy  or 
any  other  such  devices,  for  by  so  cutting  off  the 
blood  supply  the  absorption  of  the  spirochetes  is 
interfered  with  and  also  the  integrity  of  the 
cornea  jeopardized.  The  vascularity  should  in- 
deed be  encouraged,  as  by  the  use  of  dionin  and 
by  eserin.  In  certain  cases  where  there  seems 
to  be  a yellowish  necrosis  of  the  center  of  the 
membrane,  eserin  in  a 0.5%  solution  favors  the 
growth  of  vessels  and  tends  to  shorten  the 
process.  As  soon  as  the  mass  has  been  pene- 
trated by  the  vessels  the  solution  should  he 
withheld  and  atropin  again  used  to  secure  full 
mydriasis. 

Besides  favoring  the  intrusion  of  the  blood 
vessels,  dionin,  in  5%  and  10%  solutions,  in 
salves,  and  even  by  insufflation  of  the  powder, 
acts  well  in  relieving  pain  and  irritability,  and 
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late  in  the  course  seems  to  help  in  the  clearing 
up  of  the  opacity  while  the  cornea  is  still  per- 
meated with  vessels.  It  need  not  be  instilled 
more  than  once  or  twice  in  the  twenty-four 
hours,  for  there  is  no  advantage  in  its  more 
frequent  application,  because  the  eye  soon  be- 
comes accustomed  to  it  so  that  the  strength  of 
the  solution  must  be  regularly  increased. 

I have  not  seen  any  benefit  derived  from  sub- 
conjunctival injections  of  the  various  solutions 
of  mercury,  nor  of  salt  and  milk.  Their  em- 
ployment in  such  cases  as  I have  seen  in  the  past 
ten  years,  would  have  been  fussy  and  meddle- 
some. The  sequels  of  the  keratitis,  such  as 
dense  opacities,  the  effect  of  iridocyclitis,  cor- 
neal and  ciliary  staphylomata,  etc.,  present  noth- 
ing peculiar  or  limited  to  interstitial  keratitis. 
Such,  therefore,  are  to  be  treated  by  the  meth- 
ods pursued  in  similar  conditions,  the  results  of 
disease  acquired  by  other  causes,  and  need  not 
be  detailed  here. 

In  the  past  twenty-five  years  many  clianges 
have  come  over  the  facies  of  disease,  but  in 
none  has  there  been  so  great  a change  as  in 
syphilis.  The  di.sease  is  horrifying  enough  in 
any  of  its  aspects,  yet  I venture  to  state  that  its 
effects  have  been  wondrously  mitigated  by  the 
devoted  perseverance  of  the  medical  profession 
in  their  efforts  to  encourage  prophylaxis,  patient 
study  in  the  diagnosis  of  the  infection  and  wise 
employment  of  remedies  which  have  abated  the 
secondary  ravages  and  modified  the  results  of 
the  final  stages.  In  my  experience,  the  linea- 
ments of  interstitial  keratitis  have  been  less  se- 
vere than  those  described  by  my  teachers,  and  in 
this  country,  the  expression  of  the  disease  has 
been  milder  than  that  commonly  found  in  the 
cases  attending  the  clinics  in  the  Old  World. 

DISCUSSION 

Dr.  S.  Lewis  Ziegeer  (Philadelphia,  Pa.)  : Dr. 
Chance  has  presented  a very  complete  survey  of  the 
therapy  of  interstitial  keratitis.  I want  to  add,  how- 
ever, the  suggestion  that  certain  cases  will  not  respond 
to  mercurials,  either  by  inunction  or  by  the  injection  of 
salvarsan.  I have  had  a few  such  cases,  due,  as  I 
thought,  to  a lymphastatic  condition  of  the  system  that 
would  not  permit  any  reaction.  In  these  cases  I have 
used  injections  of  a French  preparation  called  enesol 
(salicylate  of  mercury  and  arsenic)  either  intrave- 
nously or  hypodermatically,  and  have  had  very  suc- 
cessful results.  I have  not  used  this  as  a routine 
treatment  but  only  where  salvarsan  has  failed. 

Dr.  William  Zentmayer  (Philadelphia,  Pa.)  : As 
there  is  little  new  in  the  treatment  of  interstitial  kera- 
titis there  is  at  this  time  not  much  else  to  do  than 
critically  to  review  the  methods  of  the  past  and  em- 
phasize what  they  have  taught  us.  This  Dr.  Chance 
has  done  in  an  interesting  and  thorough  manner. 

The  terminal  results  tell  us  what  we  may  expect 
from  the  treatment  now  employed  and  from  these  we 


may  ask  ourselves  whether  our  management  of  these 
cases  justifies  a sense  of  satisfaction. 

Dr.  Chance  says  that  one  of  the  remarkable  features 
in  the  clinical  history  of  parenchymatous  keratitis  is 
the  tendency  for  it  to  recover,  so  that  in  the  end  the 
cornea  completely  clears. 

With  the  first  part  of  this  statement  I am  in  accord 
but  it  is  not  my  experience  that  in  the  end  the  cornea 
completely  clears.  I believe  that  in  almost  all  of  the 
cases,  under  high  magnification  and  transmitted  light, 
the  blood  vessels  can  be  made  out,  and  in  a majority 
of  these  there  are  associated  nebulous  opacities.  With 
the  slit  lamp  microscope  I believe  that  vessels  will 
practically  always  be  found.  In  1917  Derby,  reporting 
on  the  end  results  in  186  eyes,  stated  that  vessels  were 
found  in  171. 

Bearing  upon  the  value  of  salvarsan  alone  and  when 
combined  with  mercury,  we  have  Langendorff’s  obser- 
vations that  in  a series  of  cases  in  which  in  44%  but 
one  eye  was  affected  when  treatment  was  begun,  and 
in  which  salvasan  alone  was  used,  in  20%  the  other 
eye  became  involved;  whereas,  when  its  use  was  com- 
bined with  mercury,  the  other  eye  remained  unaffected 
in  80%.  Koenig,  Statton  and  Knapp  all  report  en- 
couraging results  from  salvarsan,  but  Derby  and 
Walker  find  the  results  discouraging.  Wallis  noticed 
no  improvement  until  after  the  third  or  fourth  injec- 
tion, after  which  it  became  rapid.  It  is  true  that  sal- 
varsan has  little  effect  in  shortening  the  course  of  the 
disease  but  it  does  favorably  influence  both  the  sub- 
jective and  objective  symptoms  and  should  be  em- 
ployed in  conjunction  with  mercury  in  most  cases. 

My  own  preference  among  the  various  forms  of  mer- 
cury is  for  the  unguentum  hydrargum  used  by  inunc- 
tion. It  is  one  of  the  traditions  of  medicine  that  the 
early  Philadelphia  ophthalmologists  from  whom  I 
learned  the  value  of  mercury  used  in  this  manner  were 
the  most  successful  practitioners  in  the  treatment  of 
syphilis. 

Nicolli  has  employed  the  x-ray  in  the  treatment  of 
syphilitic  interstitial  keratitis.  He  advises  four  or  five 
radiations  lasting  from  four  to  five  minutes  at  two- 
day  intervals,  the  total  not  to  be  more  than  i hour 
and  20  minutes.  He  states  that  the  younger  the  pa- 
tient and  the  more  recent  the  eye  condition  the  better 
will  be  the  results. 

De  Coursey  and  Mather  have  also  employed  the 
x-rays  in  the  treatment  of  this  affection,  and  they  also 
find  that  the  earlier  the  stage  of  the  disease  at  which 
treatment  is  started  the  more  rapid  the  improvement 
and  the  more  satisfactory  the  results;  also  the  younger 
the  patient  the  better  the  reaction  to  the  x-rays.  It  is 
in  the  relief  of  pain,  photophobia  and  lacrimation  that 
this  agent  shows  the  most  striking  results^  The  acute 
stage  is  also  much  shortened  by  checking  infiltration 
and  vascularization.  In  no  case  was  any  damage  done 
to  the  eye  or  the  surrounding  tissues,  and  the  patients 
complained  of  no  inconvenience. 

Cases  of  interstitial  keratitis  fortunately  are  usually 
seen  early,  as  the  subjective  symptoms  are  prominent 
even  in  the  young.  My  own  view  as  to  the  proper 
handling  of  a case  of  interstitial  keratitis  is  as  follows : 

As  soon  as  the  diagnosis  is  made,  the  patient,  usu- 
ally a child,  should  be  admitted  to  the  hospital  where 
systematic  treatment  can  be  thoroughly  applied,  better 
hygienic  influence  brought  to  bear,  and  appropriate 
food  supplied.  A course  of  salvarsan,  together  with 
mercurial  inunctions,  should  be  begun  at  once.  Hot 
stupes  should  be  applied  to  the  closed  lids  for  one  hour 
four  times  a day.  At  the  end  of  each  period  one  or 
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two  drops  of  a one  per  cent  solution  of  atropin,  re- 
peated in  5 minutes,  should  be  instilled. 

When  the  acute  stage  of  the  corneal  condition  is 
passed  the  patient  should  be  discharged  from  the  hos- 
pital with  the  instruction  that  it  live  out  of  doors  as 
much  as  possible.  Directions  should  be  given  as  to  the 
kind  of  food  the  child  should  have  and  the  kind  that 
should  be  withheld.  Milk,  eggs  and  fresh  meats,  with 
starch-free  vegetables  and  baked  potatoes  should 
largely  form  the  dietary.  Ice  cream  may  be  permitted. 
No  sweets,  pastry  or  fried  food  should  be  allowed. 
Cod  liver  oil  and  syrup  ferri  iodidi  should  now  tem- 
porarily take  the  place  of  the  salvarsan  and  mercury. 
A little  later  very  small  doses  of  thyroid  extract,  to 
Yt.  gr.,  t.  i.  d.,  may  be  useful.  Atropin  solutions  should 
be  continued  and  dionin  added  to  the  local  treatment. 
The  seances  of  hot  stupes  should  be  reduced  to  twice 
daily.  When  the  stage  of  regression  is  advanced,  ef- 
forts should  be  made  to  hasten  the  absorption  of  the 
corneal  infiltrate.  No  better  means  are  at  our  service 
than  the  yellow  oxide  of  mercury  ointment,  with  mas- 
sage through  the  eyelids.  My  experience  with  subcon- 
junctival injections  of  saline  solution  has  on  the  whole 
been  favorable,  and  when  the  resorption  is  indolent 
they  may  be  used  twice  weekly.  Some  years  ago  I 
called  attention  to  a possible  danger  in  their  continued 
use,  that  is  the  production  of  a low  grade  inflammation 
resulting  in  an  adhesion  of  the  conjunctiva  to  the 
sclera  and  an  apparent  blocking  of  the  lymphatic  cir- 
culation. Dr.  Chance  may  recall  a case  we  saw  to- 
gether in  which  a distinctly  nodular  condition  of  the 
bulbar  conjunctiva  semeed  to  have  been  due  to  the 
use  of  subconjunctival  injections  for  the  clearing  of 
corneal  opacities. 

Dr.  Edward  B.  Heckhx  (Pittsburgh,  Pa.)  : If  I 
understood  the  essayist  correctly,  he  said  that  atropin 
dilated  the  pupil  only.  In  addition,  it  has  a very  de- 
cidedly beneficial  effect  upon  the  corneal  circulation. 
That  can  be  demonstrated  very  easily  if  one  has  a 
patient  with  foreign  body  in  the  cornea.  If  you  re- 
move the  foreign  body  and  do  not  apply  atropin,  the 
patient  will  suffer  for  several  days ; but  if  even  one 
drop  of  atropin  be  used  the  suffering  is  of  short  dura- 
tion. 

In  our  clinic  and  in  our  private  practice  we  have 
tried  the  various  newer  methods  of  treatment,  but  we 
practically  rely  upon  the  administration  of  mercury 
bichlorid,  aqueous  solution,  by  the  mouth,  and  we  get 
very  good  results ; but  it  must  be  kept  up  for  a long 
time.  The  corneae  will  clear  up,  but  not  always  com- 
pletely. I recall  at  the  present  time  a young  woman 
who  has  been  under  observation  for  a period  of  ten 
or  more  years.  When  she  first  came  she  was  a slender 
girl  of  about  i6,  with  both  eyes  involved  and  the  cor- 
neae like  ground  glass.  Under  persistent  treatment 
with  nothing  but  mercury  bichlorid,  aqueous  solution, 
i/i6  grain  three  times  a day,  increasing  that  to  i/io 
grain,  looking  after  the  hygienic  surroundings  and  the 
diet — a good,  plain,  substantial  diet — this  young  girl 
has  grown  into  a well  developed  woman,  the  corneae 
have  cleared,  and  when  she  came  in  recently  she  was  a 
tall,  broad-shouldered,  well  developed  woman,  and  she 
surprised  me  by  saying  that  she  had  married  and  had 
a child.  She  said  the  child  is  perfectly  healthy  and 
well. 

The  atropin  we  use  is  a standardized  solution,  2 
grains  atropin  sulphate  to  the  half  ounce,  one  or  two 
drops  three  times  a day. 

Dr.  Chance  (in  closing)  : In  regard  to  the  use  of 
atropin,  I did  say  that  it  was-  very  valuable  in  some 


cases,  not  only  in  dilating  the  pupil,  but  beneficial  in 
other  ways. 


THE  ABUSE  OF  TUBERCULIN  AS  A 
THERAPEUTIC  AGENT* 
ALEXANDER  ARMSTRONG,  M.D. 

WHITE  haven,  pa. 

As  we  peruse  the  pages  of  medical  history, 
there  is  no  discovery  which  outshines,  in  its 
ultimate  good  to  the  human  race,  Robert  Koch’s 
discovery  of  the  tubercle  bacillus.  Revolution- 
izing, as  it  has,  our  plan  of  treatment  and  giving 
us  definite  knowledge  of  the  way  in  which  pa- 
tients are  infected,  it  surely  ranks  among  the 
highest  contributions  to  medical  literature.  Koch 
wrote  his  first  paper  in  1882  and  further  dis- 
cussed the  subject  in  1884.  It  was  not  until  1890 
that  he  elaborated  a method  by  which,  what  he 
at  first  considered  a curative  agent,  known  as 
“tuberculin,”  was  made. 

The  word  “tuberculosis”  was  coined  by  Bailey 
in  1793.  He  described  first  the  definite  tubercle 
as  an  entity,  in  size  not  larger  than  the  head  of 
a pin  and  he  claimed  all  larger  tubercles  were 
multiples  of  the  entity. 

Koch  gives  Klencke  the  credit  for  the  discov- 
ery of  the  transmissibility  of  tuberculosis  in  1843. 
Villemin  in  1865  also  proved  by  inocl nations,  the 
infectiousness  of  tuberculosis.  It  remained  for 
Robert  Koch,  however,  to  bring  the  actual  cause 
of  the  disease  before  the  world. 

Koch  considered  tuberculin  to  be  the  active 
chemical  substance  or  toxin  produced  by  the 
bacillus  and  that  it  accounted  for  the  symptoms 
and  lesions  of  tuberculosis.  The  promise  which 
this  new  remedy  oflfered  delighted  the  whole 
medical  world  and  it  was  hoped  that  at  last  this 
dread  scourge  was  about  to  be  conquered.  Soon, 
how-ever,  it  became  evident  that  tuberculin  was 
not  .fulfilling  its  early  promise,  and  reports,  dis- 
concerting in  nature,  began  to  come  to  the  atten- 
tion of  the  profession.  Not  only  did  tuberculin 
not  alleviate  symptoms  and  help  the  healing 
process,  but  it  was  soon  found  that  it  acted  the 
other  way  and  reactivated  existing  quiet  lesions 
and  aggravated  active  cases.  These  untoward 
results  were  such  a disappointment  to  the  whole 
medical  world  that  many  refused  to  believe  the 
reports. 

For  this  reason,  for  a period  of  twenty  years, 
many  clinicians  all  over  this  and  other  countries 
have  been  testing  out  tuberculin  with  the  hope 
that  in  some  way  a cure  might  be  obtained. 
Many  variations  of  Koch’s  old  tuberculin  have 

* Read  before  the  General  Meeting  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  8, 
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been  used,  such  as  watery  extract  and  emulsion, 
etc. ; but  after  a thorough  test  by  impartial  ob- 
servers, we  have  come  to  the  conclusion  that  as 
we  now  know  tuberculin,  it  does  not  alleviate 
or  modify  pulmonary  tuberculosis.  When  you 
hear  of  a physician  who  is  apparently  obtaining 
good  results  from  its  use  in  pulmonary  tubercu- 
losis, you  may  accredit  the  report  to  an  inex- 
perienced observer  whose  enthusiasm  has  not 
been  tempered  by  experience.  When  it  is  an 
experienced  physician  who  still  claims  tuberculin 
is  curative,  we  must  attribute  it  to  an  obsession 
which  will  not  allow  him  to  look  facts  in  the 
face  and  recognize  them  as  such. 

It  seems  to  be  generally  conceded  that,  al- 
though tuberculin  has  no  curative  properties  in 
pulmonary  tuberculosis,  it  may  do  good  in  local- 
ized tuberculous  disease  such  as  that  of  the 
glands,  bones,  joints,  eyes  or  larynx.  This  prob- 
lem has  been  investigated  vigorously  for  the 
past  ten  years  and  it  is  now  the  consensus  of 
opinion  that  there  is  no  definite  sure  therapeutic 
action  in  tuberculous  glands. 

For  years,  as  we  all  remember,  the  surgeons 
removed  enlarged  glands  due  to  tuberculosis. 
'J'hey  found  that  it  was  impossible  to  remove  all 
infected  glands  and  that  invariably  the  patient 
returned  for  several  other  operations  over  a 
period  of  three  or  more  years.  It  was  then  that 
tuberculin  was  taken  up  by  many  surgeons  and 
operation  was  refused. 

Both  the  operation  and  the  use  of  tuberculin 
have  fallen  into  disuse  for  obvious  reasons,  and 
we  now  rely  almost  entirely  upon  the  regular 
hygienic  treatment — rest  in  the  open  air  and 
proper  food — which  helps  tuberculosis  in  any 
part  of  the  body. 

The  same  experience,  in  the  treatment  of  tu- 
berculosis of  the  bones  and  joints,  has  largely 
caused  the  abandonment  of  the  use  of  tubercu- 
lin in  these  affections.  Orthopedists  generally 
depend  on  other  means  such  as  heliotheraphy 
and  partial  fixation  and  attention  to  the  upbuild- 
ing of  tbe  body. 

We  have  long  found  that  in  laryngeal  tuber- 
culosis we  could  not  expect  favorable  results  in 
acute  ulcerative  types  associated  with  advancing 
pulmonary  tuberculosis.  It  was  in  the  mild  or 
subacute  types,  which  respond  to  vocal  rest  and 
the  regular  treatment,  that  tuberculin  made  its 
conquests.  This  is  simply  another  instance  where 
large  experience  disproves  apparently  curative 
measures. 

We  now  come  to  a class  of  tuberculous  cases, 
for  which  I have  principally  brought  this  sub- 
ject to  your  attention,  namely  tuberculosis  affect- 
ing the  eyes.  For  many  years  we  have  had  cases 


referred  to  us  at  White  Haven,  which  have 
been  under  ophthalmologists  for  disease  of  the 
eye  presumably  due  to  tbe  tuberculosis.  In  most 
of  these  cases  tuberculin  has  been  administered 
by  the  ophthalmologist  and  a request  sent  along 
with  the  patient  that  we  continue  the  tuberculin 
treatment  as  he  believes  the  eye  is  improving. 
We  noted  many  times  that  the  pulmonary  condi- 
tion was  far  from  satisfactory,  and  on  this  ac- 
count invariably  stopped  the  tuberculin  treat- 
ment. 

I do  not  profess  to  know  anything  intimately 
about  the  eye,  but  from  my  reading  and  talks 
with  ophthalmologists  I find  that  the  lesion  is 
usually  iritis,  keratitis  or  hemorrhages  into  the 
retina  and  later  into  the  vitreous. 

It  is  rather  astonishing,  when  we  have  prac- 
tically given  up  the  use  of  tuberculin  therapeu- 
tically in  other  forms  of  tuberculosis,  to  note 
the  unbounded  confidence  that  ophthalmologists 
have  in  its  use  in  eye  cases.  From  my  inquiry  I 
should  say  that  they  are  about  equally  divided 
as  to  its  usefulness;  but  the  ones  who  use  it  are 
very  positive  as  to  its  curative  properties  in  the 
eye  disease. 

I dislike  very  much  to  criticize  any  form  of 
treatment  which  offers  relief  to  these  sufferers, 
but  I am  so  convinced  that  much  harm  is  being 
done  by  the  use  of  tuberculin  in  eye  cases  that 
I feel  justified  in  bringing  this  subject  to  your 
attention. 

I will  cite  some  cases  which  have  come  under 
my  personal  observation  where  the  patient  either 
lost  his  life  through  the  giving  of  too  large  doses 
of  tuberculin  or  where  severe  complications  were 
apparently  started  by  its  use  in  eye  cases.  Before 
giving  the  case  histories  I want  to  say  that  I 
feel  sure  also  that  in  many  cases  a mistaken 
diagnosis  has  been  made.  Except  where  the 
patient  has  known  pulmonary  or  other  tuber- 
culous disease,  the  ophthalmologist  bases  his 
diagnosis  on  exclusion  plus  a tuberculin  reaction. 
In  this  day  and  generation  we  should  all  know 
that  a positive  von  Pirquet  does  not  necessarily 
mean  that  the  patient  has  any  active  tuberculosis ; 
so  that  a diagnosis  based  upon  that  sign  alone  is 
certainly  not  conclusive  evidence,  to  my  mind, 
that  the  disease  in  the  eye  is  tuberculous.  An- 
other weak  link  in  the  reported  cases  is  the  neg- 
lect to  rule  out  syphilis  by  a Wassermann  test. 

As  to  the  frecpiency  of  tuberculosis  of  the  eye, 
it  is  difficult  to  find  definite  statistics.  In  recent 
years  the  ophthalmologists  are  claiming  that 
many  affections  of  the  eyelids  are  tuberculous. 
Such  affections  as  chalazion  are  now  thought  by 
some  to  be  due  to  tuberculosis  and  this  not  only 
increases  the  number  of  cases  but  the  number 
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of  so-called  cures  by  tuberculin.  Many  ophthal- 
mologists with  years  of  experience  tell  me  they 
have  never  seen  a case.  Either  it  is  very  rare  in 
their  locality  or  they  failed  to  recognize  it.  An- 
other j)oint  I wish  to  make  here  is  that  it  is  prob- 
ably often  easily  relieved  by  measures  other  than 
tuberculin,  and  thus  escapes  recognition  because 
of  its  short  duration. 

From  my  investigation,  it  would  seem  that 
ocular  tuberculosis  has  long  been  recognized  in 
Europe  and  most  of  the  statistics  are  from  those 
sources.  Although  in  recent  years  the  American 
ophthalmologists  have  talked  and  written  about 
it,  they  do  not  cite  cases  very  extensively.  I 
have  asked  a number  of  friends,  some  of  whom 
have  been  engaged  in  eye  work  for  many  years, 
and  they  tell  me  they  have  never  seen  a case. 
Others  remember  one  case  and  many  have  never 
used  tuberculin  in  treatment  but  claim  good  re- 
sults from  other  treatment. 

Rokitansky,  an  Austrian  observer,  found  none 
in  14,000  eye  cases.  Herschberg,  a German  doc- 
tor, found  12  in  60,000  cases.  Mules,  a Swiss 
physician,  found  one  in  33,000  cases.  Amiet,  a 
French  writer,  cites  47  cases  seen  in  his  practice 
over  a ten  year  period. 

In  this  country  Fox  mentions  ocular  tubercu- 
losis but  gives  no  personal  experience.  De- 
Schweinitz  in  his  book  says  tuberculin  is  of 
doubtful  use  either  as  a diagnostic  or  therapeutic 
agent.  In  a recent  letter  to  me  he  states  that 
while  he  uses  tuberculin  in  ocular  tuberculosis 
he  is  not  as  enthusiastic  as  some  of  his  friends, 
and  cites  two  cases  where  tuberculin  injections 
caused  very  alarming  symptoms  in  the  affected 
eye. 

Gamble  of  Chicago  has  written  the  most  com- 
prehensive of  all  recent  articles  on  the  subject, 
dated  November,  1923.  He  claims  that  tubercu- 
lin treatment  of  ocular  tuberculosis  has  stood  the 
test  for  twenty  years  and  is  a recognized  treat- 
ment. He  claims  that  pulmonary  cases  seem  im- 
mune from  eye  tuberculosis  and  he  has  only 
known  of  one  death  from  ocular  tuberculosis. 
Every  part  of  the  eye  may  be  affected  except  the 
lens  and  even  that  indirectly.  He  believes  the 
dose  of  tuberculin  should  fall  short  of  a general 
reaction,  and  says  in  closing  that  “Specific  action 
of  tuberculin  in  ocular  tuberculosis  is  not 
proven” ; and  that  it  may  be  due  simply  to  the 
fact  tubeculin  is  a foreign  protein.  He  also 
states  that  “Until  the  harmful  part  of  the  bacilli 
can  be  separated  the  subject  can  not  be  consid- 
ered settled.” 

Patterson  of  Saranac  Lake,  reports  one  case 
of  conjunctival  tuberculosis  which  was  cured  by 
instillations  of  Koch’s  O.  T.  into  the  sac.  He 


advises  this  local  treatment  rather  than  injec- 
tions of  tuberculin  which  may  be  harmful  to  an 
existing  tuberculosis  elsewhere  in  the  body.  He 
also  states,  as  does  Gamble,  that  any  form  of 
foreign  protein  might  have  given  as  good  results. 

In  a letter  I have  recently  received  from  Dr. 
Edward  R.  Baldwin  of  Saranac  Lake,  he  says 
there  seems  to  be  considerable  evidence  both  clin- 
ically and  from  an  experimental  standpoint,  for 
the  use  of  tuberculin  in  localized  forms  of  tuber- 
culosis such  as  ocular,  etc.  He  states  in  a reprint 
which  he  sent  me  that  “Tuberculin  has  such  a 
powerful  explosive  effect  at  times,  which  is 
fraught  with  danger,  that  no  little  study  should 
be  devoted  to  its  action  by  physicians  who  use 
it,”  and  that  “It  is  regrettable  that  few  acquire 
such  knowledge  before  embarking  on  the  ex- 
periment.” 

The  administration  of  tuberculin  has  always 
been  considered  to  be  a very  difficult  task  on 
account  of  the  great  dilutions  necessary  in  be- 
ginning the  treatment ; so  that  unless  one  has 
had  a special  training  in  giving  this  remedy  there 
is  great  danger  of  overdosage.  This  I believe 
to  be  the  cause  of  the  unfavorable  results  in  one 
of  the  cases  I shall  cite.  The  other  point  in  this 
treatment  is,  that  the  minimum  dose  for  each 
case  must  be  accurately  determined  so  as  to 
avoid  a reaction.  After  a definite  reaction  has 
been  experienced  by  a patient,  the  damage  is 
done  and  reactivity  of  quiescent  lesions  may 
have  occurred.  The  main  point  to  remember  is 
that  great  care  should  be  exercised  in  order  to 
detect  existing  tuberculosis  in  the  lungs  or  other 
organs  before  administering  tuberculin.  It  is 
surely  safer  to  allow  a slight  eye  affection  to 
exist  rather  than  to  activate  a lung  lesion  or 
aggravate  an  active  tuberculous  lesion  anywhere 
in  the  body. 

Most  of  the  cases  which  have  come  under  my 
observation  were  not  very  serious  as  to  loss  of 
vision  and  affected  only  one  eye.  In  one  case 
which  I shall  cite  later,  however,  both  eyes  are 
affected  and  the  sight  has  almost  been  lost. 
Strange  to  say,  in  this  case,  although  tuberculin 
has  been  given  for  more  than  a year,  there  has 
been  no  improvement  in  the  eyes. 

I have  asked  the  ophthalmologists  who  do  not 
believe  in  tuberculin  as  to  what  treatment  they 
rely  upon  and  they  tell  me  that  they  advise  gen- 
eral treatment,  such  as  is  used  in  tuberculosis  in 
other  parts  of  the  body,  and  various  forms  of 
heliotheraphy. 

Case  i:  Miss  L.  G.,  age  30,  referred  to  me  on 
October  22,  1919.  History  of  lung  trouble  dating  back 
to  a pleurisy  in  1910.  Attack  of  flu  in  1918,  «ince  winch 
time  she  has  coughed.  Recently  has  lost  20  lbs.  in 
weight  and  has  had  hoarseness.  For  several  months  has 
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had  eye  trouble  in  one  eye,  which  has  been  diagnosed 
as  tuberculous  iritis,  and  she  has  been  receiving  tuber- 
culin injections. 

I found  a very  active,  spreading  process  in  both 
lungs,  associated  with  high  fever  and  other  septic 
symptoms,  and  decided  that  tuberculin  was  not  safe. 
This  patient  became  rapidly  worse  and  died  after  two 
months.  The  eye  was  slightly  inflamed  but  did  not 
cause  her  much  distress,  although  the  vision  was  im- 
paired. As  her  lung  disease  became  worse  the  eye 
seemed  less  inflamed. 

Case  2:  Referred  by  Dr.  C.,  Trenton,  N.  J.  Mrs. 
S.,  aged  30.  Nervous  breakdown  after  childbirth  in 
March,  1923.  Eye  trouble  first  noticed  in  May,  1923. 
Not  improving  under  treatment,  she  consulted  a prom- 
inent ophthalmologist  in  Philadelphia,  who  diagnosed 
ocular  tuberculosis  and  advised  tuberculin  treatment. 
This  was  given  by  an  ophthalmologist  in  Trenton,  and 
as  the  first  dose  did  not  help,  he  was  told  to  give  a dose 
large  enough  to  produce  a reaction.  I could  not  obtain 
the  size  of  the  dose,  but  she  had  a violent  reaction 
which  caused  her  to  become  desperately  ill  with  every 
symptom  of  tuberculosis  of  the  intestines.  Tempera- 
ture from  loi  to  104  for  many  weeks.  She  finally  made 
a fairly  good  recovery  from  the  intestinal  condition. 
The  eye  still  causes  trouble  and  there  is  impairment 
of  vision. 

Case  3:  Mr.  S.  K.  Referred  by  Dr.  D.,  of  Bloss- 
burg,  in  1921,  with  an  incipient  tuberculosis  of  right 
apex.  At  this  time  he  had  defective  vision  which  was 
not  attributed  to  his  tuberculous  condition.  In  1923, 
his  vision  becoming  worse,  he  went  to  the  Mayo  Clinic 
and  was  there  advised  to  have  tuberculin  injections. 
These  were  given  for  one  year  without  any  benefit  to 
h!s  sight.  In  this  case  both  eyes  are  the  seat  of  intra- 
ocular hemorrhages. 

In  Case  one  there  was  evidently  an  active  pul- 
monary process  going  on  at  the  time  the  eye 
became  involved,  which  was  overlooked.  Treat- 
ment directed  toward  her  general  and  pulmonary 
condition  would  probably  have  helped  the  eye 
disease.  The  use  of  tuberculin  increased  the 
severity  of  the  lung  disease,  which  finally  ended 
in  death. 

Case  two  illustrates  the  danger  of  giving  large 
doses  of  tuberculin,  even  when  there  is  no  pul- 
monary disease.  This  patient  almost  lost  her 
life  through  an  explosive  reaction  from  an  over- 
dose of  tuberculin. 

Case  three  illustrates  the  possibility  of  a mis- 
taken diagnosis  and  the  futility  of  tuberculin  in 
certain  diseases  of  the  eye.  After  a year’s  treat- 
ment the  eyes  are  no  better  and  the  lung  and 
general  condition  are  worse. 

The  following  two  case  records  occurred  in 
the  practice  of  Dr.  M.  F.  Collier,  Norwich,  Con.: 

Case  4:  Miss  M.  W.,  aged  36,  single.  Advanced 
pulmonary  disease ; condition  stationary.  May  21,  1923, 
loss  of  vision  in  right  eye,  for  five  months.  Tuber- 
culin used  and  by  October  26,  1923,  the  eye  had  cleared 
up  and  the  vision,  with  corrective  lenses,  was  normal. 
The  tuberculin  in  this  case  was  administered  by  ex- 
perts in  this  line,  but  the  patient’s  general  condition 
became  wprse  and  death  ensued  from  advanced  pul- 


monary tuberculosis.  This  is  one  of  the  cases  where 
the  eye  was  saved  but  the  patient  died. 

Case  5:  Miss  M.  R.,  aged  25,  single.  August  24, 
1923,  complained  of  loss  of  vision  and  inflammation  in 
left  eye ; hemorrhage  in  vitreous.  Tuberculin  caused 
local  and  general  reaction  and  was  then  given  ther- 
apeutically. October  23,  1923,  eye  had  cleared  and 
vision  was  normal  with  correction  lenses.  There  was 
no  pulmonary  tuberculosis  in  this  case. 

This  case  shows  that  tuberculin  may  be  given 
safely  when  there  is  no  pulmonary  or  other  tu- 
berculous focus  in  the  body  if  it  is  administered 
by  those  who  are  expert  in  its  use.  It  also  raises 
the  question  as  to  whether  hemorrhage  in  ocular 
tissue,  which  deSchweinitz  calls  hemorrhages  of 
adolescence,  are  really  due  to  tuberculosis. 

I have  records  of  a case  of  a young  girl  who 
came  to  the  attention  of  Dr.  Frank  A.  Craig  in 
the  Phipps  Institute,  Philadelphia,  recently,  with 
a diagnosis  of  ocular  tuberculosis.  She  had  been 
advised  to  take  tuberculin  treatment.  Dr.  Craig 
advised  against  the  use  of  tuberculin  and  it  was 
not  given.  Some  time  later  he  saw  the  case 
again  and  the  eye  had  completely  recovered.  As 
Dr.  Craig  states,  “Had  tuberculin  been  given 
in  small  doses  the  recovery  would  have  been 
attributed  to  it,  naturally.”  This  case  illustrates 
the  large  number  of  eye  cases  which  do  not 
present  urgent  symptoms  and  often  respond  to 
treatment  other  than  the  use  of  tuberculin. 

I feel  that  I have  said  enough  to  impress  this 
subject  upon  your  minds  and  to  stimulate  in  those 
interested  a desire  for  further  study  of  this 
important  condition.  To  summarize,  I would 
state  that : 

1.  Tuberculin  should  never  be  used  when 
there  is  an  active  tuberculous  lesion  in  lungs  or 
other  organs  of  the  body. 

2.  We  should  remember  that  it  is  a dangerous 
lemedy  on  account  of  its  erratic  action  at  times 
and  we  should  always  begin  with  the  smallest 
possible  dose  and  avoid  a general  reaction. 

3.  We  must  realize  that  attention  to  the  up- 
building of  the  whole  system,  such  as  obtains 
with  the  generally  accepted  treatment  in  pulmo- 
nary tuberculosis,  will  in  all  probability  relieve 
tuberculous  affections  in  other  organs  of  the 
body. 

DISCUSSION 

Dr.  Clinton  J.  Kistler  (Lehighton,  Pa.)  : Dr. 

Armstrong’s  large  and  long  experience  in  treating  tu- 
berculous conditions  puts  him  in  a position  to  speak 
with  authority  on  any  phase  of  the  subject,  and  the 
conclusions  he  has  reached  on  the  value  of  tuberculin 
in  the  treatment  of  any  type  of  this  disease  are  entitled 
to  the  fullest  consideration.  My  own  experience  with 
tuberculin  is  limited  to  its  use  in  treating  inflammatory 
conditions  of  the  eye,  and  it  is  to  this  phase,  only,  that 
I shall  refer. 

Dr.  Armstrong  has  stated  in  his  paper  that  men  with 
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the  largest  experience  and  facilities  for  observing 
these  cases  are  not  entirely  of  one  mind.  It  remains, 
therefore,  for  me  to  state  the  position  in  which  I find 
myself,  regarding  the  use  of  tuberculin  in  inflammatory 
eye  conditions.  This  will  also,  I believe,  state  the 
position  of  a great  many  other  men  in  eye  work,  as 
I understand  it  from  the  literature  coming  to  my  desk 
and  from  personal  observation  and  conversation  with 
my  colleagues. 

The  number  of  cases  which  can  be  properly  classed 
as  tuberculous,  coming  into  any  individual  practice  is 
usually  small,  and  my  own  experience  is  no  exception. 
But  such  as  it  has  been,  combined  with  what  I know  of 
others,  it  has  given  me  a fairly  definite  position  in  my 
own  mind  regarding  the  handling  of  these  cases.  As 
I feel  about  it  now,  I could  hardly  adopt  the  definite 
position  that  tuberculin  is  of  no  value  in  the  treatment 
of  eye  cases. 

Citation  of  the  last  case  under  my  care,  and  still 
under  observation,  will  however,  bring  out  very  clearly 
what  Dr.  Armstrong  wishes  to  emphasize:  that  while 
results  can  be  obtained  with  tuberculin  when  all  other 
methods  have  failed,  there  are  very  definite  dangers 
which,  with  the  utmost  caution,  sometimes  cannot  be 
avoided. 

An  otherwise  healthy  farmer’s  wife  had  a severe 
uveitis  in  each  eye,  beginning  first  in  one  and  later  also 
affecting  the  other.  She  had  been  under  the  care  of 
several  eye  men,  but  obtained  no  relief  from  treatment. 
All  other  demonstrable  foci  of  possible  infection  were 
eliminated.  The  Wassermann  test  was  definitely  nega- 
tive. Treatment  by  mercury  internally  and  by  inunc- 
tion, as  well  as  the  iodides,  gave  no  relief.  There  was 
considerable  exudation  of  lymph,  and  there  were  defi- 
nite nodules  in  the  iris.  On  the  posterior  surface  of 
the  cornea,  as  well  as  in  the  layers,  were  small  yellow 
masses.  She  would  have  attacks  of  increased  inflam- 
mation followed  by  periods  of  comparative  quiet. 

She  was  finally  put  on  tuberculin  injections,  accord- 
ing to  well  recognized  methods,  and  there  was  definite 
and  demonstrable  improvement  which  was  noticed  en- 
thusiastically by  the  patient  as  well  as  myself.  To 
avoid  the  much  feared  reaction,  we  agreed  to  discon- 
tinue the  treatment  for  some  weeks  so  as  to  take  no 
chance  of  undoing  the  good  work. 

The  second  course  was  started  with  a dose  very  con- 
siderably smaller  than  the  last  she  had  received.  After 
the  second  injection,  like  a bolt  out  of  a clear  sky,  there 
was  a terrific  explosion  and  it  seemed  that  we  had  lost 
at  one  fell  swoop  all  we  had  gained  over  a long  period. 
The  disappointment  and  dejection  of  the  patient  and 
my  own  chagrin  are  hard  to  describe.  The  eyes,  how- 
ever, have  quieted  down,  but  I cannot  truthfully  say 
that  much  was  gained,  while  much  was  risked.  So 
that,  given  a case  where  by  exclusion  I should  feel 
justified  in  suspecting  tuberculous  involvement  of  the 
eye,  I should  still  feel  it  was  worth  while  to  use 
tuberculin,  providing. 

First,  that  any  latent  or  active  pulmonary  lesions 
could  be  very  definitely  ruled  out;  and 

Second,  that  I could  and  would  take  the  patient  fully 
into  my  confidence  and  with  his  or  her  full  cooperation 
and  understanding. 

While  fully  in  agreement  with  the  general  conclu- 
sions of  the  essayist  as  far  as  general  tuberculosis  is 
concerned,  I should  hardly  be  prepared  to  exclude 
tuberculin  from  my  list  in  carefully  selected  cases  of 
eye  inflammation,  as  far  as  our  present  methods  of 
diagnosis  make  such  selection  possible. 


SELECTIONS 


CLINIC  ON  NEPHRITIS* 

NELLIS  B.  FOSTER,  M.D.f 

NEW  YORK,  N.  Y. 

I have  been  very  kindly  asked  to  give  you  this 
afternoon  a clinic  on  the  general  subject  of 
nephritis,  which  has  interested  me  for  a great 
many  years.  Perhaps  those  of  us  who  have  been 
working  in  academic  atmospheres  have  too  much 
lost  touch  with  the  practical  problem  in  our  en- 
deavor to  make  a diagnosis  not  only  of  renal 
disease  in  a given  case,  but  to  make  some  kind 
of  a definite  prognosis  as  to  the  progress  qI  the 
renal  disease.  Then  too  often,  a diagnosis  made, 
we  have  lost  interest  and  failed  to  see  that  this 
is  not  the  essential  problem,  the  essential  prob- 
lem being  to  determine  what  etiologic  factors 
led  up  to  the  clinical  picture  as  presented  to  us, 
and  in  so  far  as  it  is  within  our  power,  to  inter- 
pret the  course  of  events  as  they  are  naturally 
going  on,  so  that  the  patient  may  recover  some 
degree  of  health  or  possibly  become  entirely 
well.  All  of  this,  of  course,  tends  to  the  idea 
that  if  we  can  detect  renal  disease  early  enough, 
the  damage  which  has  been  done  is  only  a tem- 
porary damage  and  repair  may  be  complete  and 
in  a certain  sense  a cure  may  be  accomplished. 

Now,  we  have  to-day  several  cases  represent- 
ing what  are  called  different  types  of  nephritis. 

The  first  case  is  a boy  sixteen  years  of  age  who 
came  into  the  hospital  on  account  of  dyspnea,  epistaxis 
and  edema.  This  lad  gives  a history  that  about  two 
weeks  before  he  came  into  the  hospital  he  had  ton- 
sillitis. He  had  had  tonsillitis  a year  before  that  and 
he  has  had  a running  ear  for  a number  of  years.  Dur- 
ing the  first  period  of  his  observation  in  the  hospital 
he  had  an  attack  of  quite  severe  dyspnea.  He  has  also 
had  nocturia  and  epistaxis.  On  examination  he  shows 
in  one  ear  chronic  purulent  otitis  media,  with  perfora- 
tion of  the  drum.  According  to  the  x-ray  examination 
the  mastoid  cells  on  that  side  are  involved.  He  also 
shows  possible  involvement  of  the  accessory  sinuses 
and  chronic  tonsillar  infection.  Those  are  the  striking 
things  on  first  examination.  His  blood  pressure  is 
found  to  be  128-130  systolic  and  between  98  and  105 
diastolic.  That  is,  the  diastolic  is  clearly  elevated,  not 
very  much,  but  a little.  His  urine  is  of  moderate  spe- 
cific gravity,  1022,  and  contains  considerable  albumin, 
numerous  white  blood  cells,  red  blood  cells  and  casts. 
The  nitrogen  in  his  blood  is  42  mg.  per  100  c.c.,  just  a 
little  above  normal.  The  phthalein  elimination  is  62%. 
In  other  words,  with  large  amounts  of  albumin,  casts 
and  blood  cells,  red  and  white,  in  his  urine,  along  with 
the  history  of  acute  infection  superimposed  on  a long- 
standing chronic  infection,  we  have  one  type  of  ne- 
phritis. From  one  point  of  view,  this  boy  is  suffering 
from  nephritis,  but  is  that  really  an  adequate  way  of 
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stating  the  disorder,  or  is  it  not  rather  a chronic  in- 
fection which  has  also  involved  the  kidneys  ? 

Cases  of  this  kind  bring  to  us  concretely  the  problem 
with  which  we  always  have  to  deal  in  nephritis.  This 
lad  doesn’t  look  like  the  typical  patient  with  chronic 
nephritis.  One  salient  point  readily  made  out,  is  that 
the  diastolic  blood  pressure  is  distinctly  elevated.  No 
one  i6  or  20  years  old  has  normally  a diastolic  blood 
pressure  over  8o  mm.  Hg.  A test  is  very  simply  made. 
That,  along  with  albumin  and  blood  in  his  urine,  indi- 
cates renal  disease  without  any  question  whatsoever. 
But,  having  determined  that  he  has  renal  disease,  is 
that  all  that  we  need  to  know?  By  no  means.  He  has 
a chronic  infection  of  years’  duration ; suppurative 
otitis  media  involving  the  mastoid  cells,  and  chronic 
tonsillitis.  I notice  that  the  glands  in  his  neck  are  en- 
larged, indicating  that  there  is  constant  drainage  from 
his  tonsils. 

So,  if  we  look  at  this  patient  from  a general  view- 
point and  not  from  the  point  of  view  of  his  kidneys 
alone,  we  have  an  individual  who  has  a chronic  infec- 
tion and  whose  kidneys  are  somewhat  involved.  How 
much  they  are  involved  in  the  sense  of  a permanent 
destruction  of  cells,  we  are  unable  to  say  at  present. 
We  can  say  only  that  he  now  shows  a certain  degree  of 
disorder  with  incomplete  function. 

This  lad  represents  a type  of  case  of  which 
we  see  a great  many — renal  involvement  fol- 
lowing chronic  infectious  processes.  You  are 
all  familiar  with  those  cases  following  scarlet 
fever,  but  one  sees  the  same  clinical  picture  fol- 
lowing chronic  and  acute  tonsillitis,  occasionally 
after  pneumonia  and  occasionally  with  rheu- 
matic fever. 

How  should  one  think  of  those  cases  from  the 
point  of  view  of  therapy?  Certainly  not  with 
the  idea  primarily  of  adjusting  the  diet  so  that 
it  will  meet  the  demands  of  narrowed  renal 
function,  forced  water  intake,  and  so  on.  The 
problem  is  to  eliminate  the  causal  agents  which 
give  rise  to  the  renal  degeneration.  If  his  ton- 
sillar infection  is  removed  at  the  present  time, 
and  the  sinuses,  including  the  mastoid  cells,  are 
cleaned  up,  it  is  quite  possible  that  the  renal 
damage  in  his  case  may  not  be  irreparable.  One 
sees  cases  of  this  kind  constantly.  They  occur 
not  only  in  young  individuals.  It  is  perhaps 
worth  while  to  cite  from  personal  experience 
some  cases  that  I cannot  show  you  to-day. 

About  three  years  ago  there  was  sent  to  me  a promi- 
nent surgeon  from  one  of  the  western  states,  who  had 
a marked  albuminuria,  and  who  had  been  told  by  a 
consultant  in  Chicago  that  he  would  probably  live 
about  eighteen  months,  so  that  he  had  better  settle  up 
his  affairs.  A study  of  his  renal  function  had  dis- 
closed that  he  had  albuminuria,  including  casts ; that 
he  had  a slight  elevation  of  blood  pressure  and  a,  slight 
depression  of  all  of  the  tests,  which  I will  refer  to 
again  as  we  go  along.  In  other  words,  he  had  a clear- 
cut  renal  disease. 

Now,  is  one  justified  in  stopping  with  a diagnosis  of 
nephritis  and  an  estimate  of  its  degree  in  an  individual 
because  he  is  fifty  years  old,  and  saying  that  the  result 
is  to  be  foreseen  and  nothing  can  be  done  about  it? 


On  studying  this  individual  it  was  noted  that  he  was 
apparently  a robust  man,  somewhat  pasty  of  com- 
plexion but  not  apparently  in  ill  health.  It  was  also 
found  that  he  had  three  alveolar  abscesses.  The  roots 
of  three  teeth  were  definitely  infected.  They  were  not 
suggestive  x-ray  pictures,  but  perfectly  definite  infec- 
tions. He  also  had  one  tonsil  from  which  pus  could 
be  expressed  very  easily.  His  teeth  were  removed,  his 
tonsils  enucleated,  and  he  was  put  on  a regime  designed 
to  bring  back  his  general  health.  No  particular  atten- 
tion was  given  to  his  kidneys  in  the  way  of  therapy  or 
directions  as  to  a mode  of  life.  After  his  minor  sur- 
gical operations,  he  spent  three  months  gradually  re- 
cuperating as  he  had  been  told  to  do.  He  now  has 
normal  blood  pressure — ^not  normal  for  his  years,  but 
absolutely  normal ; no  albumin  in  his  urine ; and  he  is 
doing  more  work  than  he  ever  did  before — at  least  he 
says  he  is. 

What  happens  in  cases  of  that  kind  is  appar- 
ently this:  an  inflammatory  process  anywhere 
in  the  body  is  accompanied  by  edema.  Whether 
the  edema  is  of  the  glomerulus  or  of  the  tubule 
of  the  kidney,  it  makes  no  difference.  The  cells 
at  that  time  are  abnormal  and  the  renal  function 
diminished.  If  the  source  or  the  causatjon  of 
the  infection  is  removed  the  edema  subsides. 
That  is  one  possibility.  Another  possibility  is  : 
that  while  large  numbers  of  renal  elements 
(glomeruli  or  tubules)  may  be  destroyed,  if  you 
can  interrupt  the  process  of  destruction  by  re- 
moving the  cause  of  it,  then  later  there  may 
develop  hypertrophy  of  the  elements  of  the  kid- 
ney which  are  not  damaged.  This  is  exactly 
what  happens  in  cases  where  one  kidney  is  re- 
moved. Accordingly,  except  in  very  advanced 
cases  of  nephritis,  there  is  always  hope  of  pro- 
ducing effects  that  we  could  hardly  expect  and 
would  never  dare  to  predict. 

(Patient  exhibited.)  This  man  is  39  years  old.  He 
has  had  repeated  attacks  of  tonsillitis  and  rheumatic 
fever.  He  has  had  rheumatic  fever  a number  of  times, 
usually  in  the  spring  of  the  year,  and  he  has  known 
since  he  was  26  years  old  that  he  has  a heart  lesion. 
At  the  present  time,  on  general  examination,  he  has  a 
large  heart,  with  aortic  insufficiency.  His  blood  pres- 
sure is  exceedingly  difficult  to  determine  because  of 
the  aortic  regurgitant  factor.  You  can  see,  I think,  if 
you  look  at  his  neck  that  there  is  a visible  pulsation 
of  the  vessels  of  the  neck.  There  is  a water-hammer 
pulse  and  it  is  difficult  in  cases  of  this  kind  to  deter- 
mine the  blood  pressure,  but  it  is  somewhere  about  180 
systolic  and  70  diastolic.  The  retinal  examination  is 
negative.  The  urine  contains  casts,  albumin  and  cells, 
and  the  specific  gravity  is  apparently  somewhat  fixed, 
between  1012  and  1013,  and  in  volume  ranging  between 
goo  and  2,000  c.c.  Phthalein  excretion  is  a little  de- 
pressed, 33%.  There  are  no  signs  of  cardiac  insuffi- 
ciency. 

Here  we  have  an  example  of  a more  chronic  case  of 
the  same  sort  of  clinical  picture  represented  by  the 
boy;  that  is,  a history  of  long-standing  infection  in- 
volving in  this  case,  of  course,  the  heart  as  well  as 
the  kidneys.  Tlrcre  are  no  very  marked  signs  at  the 
present  time  of  renal  involvement,  but  an  indication 
that  there  is  a low  grade,  progressive  nephritis.  In 
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this  man  an  attempt  was  made  to  enucleate  the  ton- 
sils, but  on  account  of  fibrous  tissue  which  made  the 
operation  difficult,  and  the  fact  that  his  pulse  pressure 
was  high,  causing  bleeding  more  persistent  than  usual, 
operation  was  not  completed.  I wish  to  call  your 
attention  to  his  color.  It  seems  rather  striking  anti 
characteristic  to  me,  but  his  paleness  may  be  due  partly 
to  the  fact  that  he  has  been  indoors  a good  deal  of  the 
time.  The  notable  feature  is  not  pallor,  rather  the 
yellowish  shade. 

Both  of  these  cases,  of  course,  are  alike  in  the  fact 
that  they  have  signs  of  some  renal  disorder,  but  they 
also  give  clear-cut  evidences  of  persistent  infection, 
and  if  there  is  anything  that  is  established  in  the 
etiology  of  nephritis  it  is  the  infectious  factor.  Acute 
nephritis  is  generally  a complication  or  sequel  of  acute 
infections — scarlet  fever,  tonsillitis,  pneumonia,  ty- 
phoid, etc. 

Now,  with  regard  to  diagnosis  of  nephritis  in 
cases  of  this  kind : In  both  of  these  the  diag- 
nosis is  perfectly  clear-cut.  They  have  all  of  the 
common  stereotyped  signs : albumin,  blood,  high 
blood  pressure,  some  impairment  of  specific 
gravity ; in  one  case  nocturia ; both  cases  show 
hypertrophied  hearts.  Of  course,  this  last  man 
has  aortic  insufficiency  to  account  for  the 
hypertrophy.  But  you  see  cases  of  albuminuria 
without  any  of  these  definite  signs  of  nephritis 
but  with  ample  evidence  to  lead  you  to  believe 
that  there  is  an  infectious  cause  for  it.  Permit 
me  a moment’s  discussion  of  the  subject  of  albu- 
minuria. 

It  is  perfectly  well  known  that  albuminuria 
is  not  per  se  a sign  of  renal  disease,  but  so  much 
has  been  said  with  regard  to  the  fact  that  it  is 
not  a specific  sign  of  renal  disease  that  some  in 
the  medical  profession  have  grown  to  think  that 
albuminuria  is  of  no  consequence;  that  a small 
amount  of  albumin  is  not  a matter  of  any  mo- 
ment and  may  be  disregarded.  Now,  albumi- 
nuria is  never  a sign  of  health.  If  you  wish  to 
make  life  insurance  examinations  you  have  to 
recognize  the  fact  that  when  albuminuria  is  the 
only  abnormal  sign  detected,  the  death  rate  is 
10%  higher  than  among  those  who  have  no 
albuminuria.  Albuminuria  means  that  the  indi- 
vidual is  not  in  perfect  health,  and  it  may  indi- 
cate renal  disease. 

If  one  thinks  of  albuminuria  as  evidence  of  ill 
health  it  is  then  necessary  to  make  a careful 
search  in  order  to  find  the  reason  why  he  is  not 
in  perfect  health.  There  are  three  chief  causes 
of  albuminuria.  The  commonest  of  these,  in 
my  experience,  is  infection  of  one  kind  or  an- 
other, not  necessarily  acute ; probably  a chronic 
infection.  There  are  other  causes:  cardiac  dis- 
ease (chronic  passive  congestion  of  cardiac  dis- 
ease), and  in  young  individuals  orthostatic  al- 
buminuria is  not  rare.  I see  a great  many  young 
men  who  have  been  told  at  college  and  school 
that  they  had  nephritis  because  albumin  had  been 


found  in  the  urine,  in  the  routine  college  or 
school  examination.  A percentage  of  these  cases 
of  albuminuria  on  examination  can  be  shown  to 
be  orthostatic,  and  when  a young  person  has 
albuminuria  the  first  condition  to  rule  out  is  the 
possibility  that  it  is  an  orthostatic  albuminuria. 
Fifty  or  sixty  per  cent  of  them  need  no  further 
test  than  to  ask  them  to  void  their  urine  in  the 
morning  before  they  arise  and  it  will  be  found 
that  that  specimen  is  free  from  albumin,  while 
all  of  the  specimens  during  the  day  contain 
albumin.  If,  in  addition  to  that  positive  evi- 
dence, nothing  abnormal  can  be  found  in  the 
general  examination,  it  may  be  concluded  that 
one  has  to  deal  with  orthostatic  albuminuria. 

It  is  well  known  that  albuminuria  is  a usual 
occurrence  after  violent  physical  exercise.  It  is 
not  so  generally  appreciated  that  the  state  which 
we  might  designate  chronic  fatigue  may  be  ac- 
companied by  albuminuria.  At  least  a number 
of  patients  have  come  under  observation  in  whom 
the  tendency  vanished  so  soon  as  they  permitted 
themselves  to  recuperate. 

Stone  in  the  kidney  may  be  an  obscure  cause 
of  albuminuria.  A robust  young  man  came  to 
me  several  years  ago  because  he  had  been  refused 
insurance.  Although  the  urine  showed  a heavy 
albuminuria  no  cause  for  this  could  be  detected. 
He  was  under  observation  some  two  years  and 
about  every  known  method  of  investigation  was 
applied  to  the  case,  including  several  x-ray 
studies.  Finally  he  had  an  attack  of  renal  colic 
and  passed  a stone  which  was  of  the  uric-acid 
type  and  explained  our  futile  research. 

The  more  common  causes  of  albuminuria  are 
simply  noted  in  review.  Of  physiological  albumi- 
nuria, so-called,  I have  great  doubts. 

The  point  I want  to  emphasize  is  that  in  the 
study  of  cases  suspected  of  renal  disease  it  is 
not  sufficient  to  make  a diagnosis  that  the  indi- 
vidual has  something  the  matter  with  the  kid- 
neys, that  he  has  either  a moderate  or  severe 
nephritis.  It  is  also  necessary  to  determine,  in 
so  far  as  possible,  what  is  the  causative  reason 
for  this  disturbance.  A general  examination  of 
the  patient  with  suspected  renal  disease,  in  order 
to  complete  the  data  that  are  necessary  (not  only 
to  make  the  diagnosis  but  to  determine  tbe  points 
that  are  necessary  in  the  general  survey  of  the 
patient)  .should  include  an  examination  of  the 
eyes  to  find  whether  or  not  there  is  a vascular 
sclerosis ; of  the  heart  and  the  vessels  to  detect 
whether  there  is  any  vascular  disorder;  of  the 
blood  pressure ; and  then  particularly  a very 
careful  survey  of  the  individual.  It  is  not  suffi- 
cient to  determine  that  an  individual  has  an  in- 
fection or  has  not  an  infection.  Other  causa- 
tions of  albuminuria  and  of  nephritis  have  to  be 
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recognized.  We  know  the  albuminuria  of  preg- 
nancy, that  caused  by  metabolic  disorders,  and 
that  of  lead  poisoning — a chronic  intoxication. 
But  you  necessarily  must  survey  the  patient’s 
whole  life  and  his  environment  if  you  are  hoping 
to  find  those  facts  on  which  to  build  up  for  him 
a mode  of  life  by  which  he  may  complete  a cure. 
In  other  words,  you  must  visualize  the  patient 
as  a whole  and  not  think  of  him  simply  as  a 
nephritic. 

The  third  patient  represents  a different  type  from 
those  we  have  just  seen  because  the  infectious  factor 
is  not  evident.  This  man  came  to  the  hospital  com- 
plaining of  edema  and  dyspnea.  The  facts  that  en- 
listed particular  attention  were  the  blood  pressure, 
which  is  practically  normal,  140  systolic  and  60-70 
diastolic;  the  urine,  with  a specific  gravity  ranging 
between  1012  and  1020,  and  containing  albumin  and 
casts,  with  a volume  between  400  and  600  c.c.  The 
phthalein  excretion  on  admission  was  only  26%.  At 
the  present  time  it  is  about  60%.  The  blood  urea  is 
practically  normal,  22  on  one  test  and  30  on  one  test. 

Now,  the  question  comes  up  in  a case  of  this 
kind,  are  the  dyspnea  and  edema  due  to  cardiac 
disease  or  to  renal  disease?  In  either  case  one 
has  to  recognize  that  the  functional  tests  will  be 
disturbed.  The  renal  function,  in  general,  is  de- 
termined very  largely  by  cardiac  function.  In 
other  words,  the  amount  of  water  or  the  amount 
of  urea  that  is  put  out  in  the  urine  in  a definite 
period  of  time  varies,  depending  upon  cardiac 
function,  or,  as  we  say,  it  is  the  unit  volume  of 
blood  that  passes  through  the  kidney  vessels  that 
determines  the  renal  function.  With  chronic 
passive  congestion  in  cardiac  disease  the  urine 
volume  falls,  the  specific  gravity  rises,  and  there 
is  albumin  in  the  urine.  Why  is  that  so?  For 
two  reasons:  Stasis  in  the  kidney  induces 

changes  which  permit  albumin  to  seep  through 
the  cells.  There  is  a further  consideration:  the 
cells  of  the  kidney  themselves  are  dependent 
upon  the  circulation  for  the  maintenance  of  their 
own  viability.  They  require  oxygen,  and  the 
waste  products  of  the  cells  of  the  kidneys  and 
the  carbon  dioxid  must  be  removed.  If  the 
hlood  circulation  through  the  kidney  is  not  nor- 
mal, carbon  dioxid  is  not  removed ; in  other 
words,  there  is  a cyanosis  of  individual  cells. 
Now,  when  a cell  lacks  oxygen  there  occurs  in 
consequence  a chemical  change  in  the  cell  proto- 
plasm. Renal  function  is  very  much  disturbed 
in  this  way  by  even  slight  circulatory  disorder. 
Excretion  of  phthalein  is  delayed  and  even  the 
damning  back  of  moderate  amounts  of  urea  in 
the  blood  may  be  noted. 

This  patient  has  an  aortic  leak,  a secondary 
mitral  leak  and  a very  large  heart,  but  on  his 
second  admission,  because  of  the  character  of 


the  edema,  it  is  thought  that  defective  renal  func- 
tion may  be  playing  a considerable  part. 

This  case  illustrates  the  point  we  have  just 
made : that  the  two  factors,  the  cardiac  and  the 
j’enal,  are  so  closely  connected  that  we  cannot 
think  of  one  without  thinking  of  the  other. 
Certain  tests  in  this  case  rather  suggest  that 
there  is  some  renal  involvement,  although  in  the 
presence  of  the  cardiac  lesion  it  is  impossible  to 
be  sure  about  it.  The  albuminuria,  of  course, 
might  be  the  result  of  his  cardiac  disease;  so 
might  the  casts  and  the  small  amount  of  urine 
voided.  The  specific  gravity  of  the  urine  is  not 
persistently  low;  it  runs  between  1012  and  1020. 

Are  there  any  functional  tests  that  can  be  ap- 
plied in  cases  of  this  kind  that  will  help  us  to 
determine  how  much  renal  involvement  there  is 
or  whether  there  is  any  renal  involvement — 
tests  which  any  one  can  use  who  has  not  access 
to  a hospital  laboratory?  I think  there  are. 
You  probably  all  use  the  same  test,  the  Mosen- 
thal  test,  in  which  the  old  principle  of  fixed 
gravity  is  made  use  of.  The  objection  to  that 
test  is  its  limitation.  It  is  true  that  in  advanced 
nephritis  there  is  a tendency  for  the  volume  of 
urine  to  increase,  for  the  volume  of  night  urine 
to  be  equal  with  the  volume  of  day  urine,  and  in 
advanced  cases  even  greater.  Albumin  may  or 
may  not  be  present  in  such  cases.  The  specific 
gravity  tends  to  be  low.  This  is  spoken  of  as 
failure  of  concentration. 

We  have  fallen  into  the  habit  of  saying  that  the 
chronic  nephritic  kidney  cannot  concentrate,  yet 
if  we  will  observe  carefully  cases  of  advanced 
chronic  nephritis  who  develop  acute  infections, 
you  will  see  that  during  the  febrile  period  it 
not  infrequently  happens  that  individuals  who 
have  not  before  voided  urine  of  specific  gravity 
higher  than  1012- 1014  will  for  a number  of  days 
void  urine  at  a specific  gravity  sometimes  even 
as  high  as  1022.  That  does  not  seem  consistent 
with  the  idea  that  the  kidney  cannot  concen- 
trate urine  in  chronic  interstitial  nephritis.  The 
real  difficulty  with  this  test  is  that  no  test  is  a 
test  unless  it  imposes  strain.  That  is  true  irre- 
spective of  whether  it  is  the  kidney  function,  the 
cardiac  function  or  an  intellectual  function. 
Unless  you  impose  strain  you  have  no  way  of 
determining  whether  the  function  is  up  to  nor- 
mal or  below  normal.  In  order  to  meet  this 
need  many  clinics  have  in  the  last  few  years 
been  using  what  is  known  as  concentration  tests. 
If  a normal  individual  abstains  from  water  for 
twenty-four  hours,  no  tea,  coffee,  soup  or  any- 
thing containing  large  amounts  of  liquid  being 
taken,  the  concentration  of  the  urine  rapidly 
rises.  The  majority  of  persons  in  normal  health 
will  at  the  end  of  24  hours  of  this  water-fast 
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void  urine  of  a concentration  of  1030  or  more. 
The  chances  that  it  will  be  as  low  as  1026  are 
very  small ; so  that  we  have,  then,  a very  simple 
way  of  determining  whether  a kidney  is  abso- 
lutely normal  or  whether  it  is  impaired.  Twenty- 
four  hours’  deprivation  of  water,  and  the  spe- 
cific gravity  of  the  normal  urine  in  various 
specimens  will  run  something  like  this:  1015- 
1018-1016-1020,  and  then  will  sharply  rise  dur- 
ing the  latter  part  of  the  day  and  in  the  evening, 
and  probably  if  the  night  urine  is  voided  in  two 
specimens,  it  will  rise  to  1030  or  1034.  And 
just  in  so  far  as  the  kidney  is  unable  to  meet  this 
demand  by  excreting  concentrated  urine,  we 
have  grounds  for  suspecting  that  the  renal  func- 
tion is  diminished. 

When  the  patient  you  just  saw  was  submitted 
to  this  test  his  concentration  ran  between  1015 
and  1020;  1020  was  the  maximum  for  his  night 
urine.  The  cardiac  involvement  has  nothing  to 
do  with  this  p>oor  result  because  the  effect  of 
cardiac  decompensation  on  the  kidney  is  to  pro- 
duce  a concentrated  urine.  On  the  basis  of  this 
test  alone — but  I should  not  say  that  one  test 
alone  is  enough  to  determine  whether  there  is 
nephritis  or  not — one  would  have  reasonable 
grounds  to  suspect  that  this  man  has  renal  dis- 
ease. In  addition,  his  eye  grounds  show  scle- 
rosis of  the  arteries  which  is  very  important  in 
diagnosis. 

The  next  patient  I have  asked  to  be  shown  because 
she  does  not  present  any  clear-cut  signs  of  renal  in- 
volvement. She  came  into  the  hospital  because  of 
symptoms  produced  by  uterine  fibroids,  and  was  re- 
ferred to  the  medical  department  on  account  of  hyper- 
tension. She  is  distinctly  overweight,  as  you  will 
notice,  and  this  is  true  of  55%  of  cases  of  hyper- 
tension. The  renal  function,  as  expressed  in  the  non- 
protein nitrogen  of  the  blood,  is  within  the  normal 
range ; and  the  phthalein  elimination  is  40%.  It  is 
interesting  that  the  concentration  test  attains  only  1026 
specific  gravity.  There  seems  to  be  no  evidence  of 
cardiac  involvement  but  there  is  reason  to  suspect  by 
this  simple  test  that  she  has  a very  mild  degree  of 
renal  involvement,  which  would  be  consistent  with 
longstanding  hypertension.  I have  shown  her  here 
simply  because  she  represents  a picture  of  a disorder 
which  has  not  been  regarded  as  having  any  relation 
to  renal  disease  necessarily.  One  might  regard  her 
as  a case  of  primary  or  essential  hypertension. 

The  examination  of  renal  function  such  as  we 
are  in  the  habit  of  doing  in  hospitals,  involving 
considerable  laboratory  work,  with  estimations 
of  uric  acid,  urea,  etc.,  is  not  practical  for  the 
general  practitioner  because  it  requires  too  large 
an  amount  of  laboratory  equipment  and  is  too 
expensive.  What  examinations,  then,  can  the 
general  practitioner  make  which  will  give  him 
practically  these  same  data  without  the  large 
expenditure  of  time  or  equipment,  or  the  outlay 
of  expense  for  the  patient?  I think  that  the 


same  general  results  can  be  obtained  by  rela- 
tively simple  methods. 

As  I said  before,  the  first  information  one 
wants  in  any  case  of  suspected  chronic  inter- 
stitial nephritis  is  knowledge  of  the  condition  of 
the  arteries ; not  only  the  condition  of  the 
peripheral  arteries,  but  of  the  smaller  arteries. 
No  better  idea  of  these  is  available  than  by  ex- 
amination of  the  retina  with  the  ophthalmo- 
scope. I regret  to  say  that  the  ophthalmoscope 
is  a much  neglected  instrument  among  internists. 
Too  often  I see  individuals  suspected  of  inter- 
stitial nephritis,  sent  with  examinations  of  the 
blood,  urine,  and  perhaps  a mass  of  inconclusive 
data,  when  five  minutes’  examination  with  the 
ophthalmoscope  indicates  the  whole  diagnosis 
written  right  there  in  the  ocular  fundus.  What 
is  the  use  of  elaborate  laboratory  methods  if  one 
neglects  the  smaller  methods  which  give  much 
more  definite  information?  In  addition,  the 
simple  phthalein  test  which  anybody  can  do  in 
the  office,  estimations  of  the  blood  pressure,  and 
estimations  of  the  ability  to  excrete  urine  under 
strain,  are  all  the  special  tests  necessary  to  de- 
termine not  only  advanced  renal  disease,  but  to 
determine  the  very  early  types  of  renal  disease. 

We  are  very  often  of  the  opinion  that  ad- 
vanced renal  disease  is  a disease  only  of  older 
people.  No  mistake  cauld  be  greater.  One  sees 
exactly  the  same  picture,  though  not  so  fre- 
quently, in  young  people — I mean  under  20 — 
and  the  reason  we  do  not  think  of  e.xamining 
individuals  for  nephritis  when  a young  man  or 
woman  is  in  ill  health,  has  lassitude,  and  perhaps 
symptoms  suggestive  of  tuberculosis,  is  that  we 
forget  that  one  of  the  etiologic  factors  in  deter- 
mining nephritis  is  the  inherited  factor.  Every 
one  who  has  studied  arteriosclerosis  has  con- 
ceded the  inherited  factor  in  that  disease. 

There  are  a few  points  with  regard  to  the 
physiology  of  renal  disease  to  which  I wish  to 
call  your  attention  because  there  are  so  many 
gross  misstatements  made  about  it.  As  you 
know,  one  of  the  clear-cut  facts  as  nephritis 
advances  is  the  increase  in  urine  volume  and  the 
diminution  in  specific  gravity.  That  has,  of 
course,  its  exceptions.  The  second  point  is  the 
selective  action  of  the  kidney  as  a filter.  We 
have  types  of  nephritis  which  are  associated 
with  edema  (salt  retention  and  water  retention) 
and  types  associated  with  nitrogen  retention. 
Nitrogen  retention  is  practically  always  accom- 
panied by  high  blood  pressure,  changes  in  the 
arteries  of  the  retina  and  a low  phthalein  excre- 
tion. A low  phthalein  excretion  is  equivalent  to 
proof  that  the  patient  has  nitrogen  retention, 
provided  cardiac  disease  be  excluded.  Even 
further  than  this,  you  may  see  this  selective 
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action  of  the  kidney.  We  find  a substance  accu- 
mulating in  the  blood  which  forms  a compound 
with  picric  acid,  giving  a certain  color.  It  has 
been  assumed,  because  of  the  color  of  the 
picrate,  that  this  substance  is  creatinin,  but 
creatinin  cannot  be  separated  out  and  identified. 
I think  it  would  be  better  to  call  it  creatinin-X, 
indicating  that  we  are  not  sure  what  it  is. 

The  water  ingest  test  I wish  to  speak  about 
involves  another  principle.  If  a patient  is  un- 
able to  excrete  the  normal  concentration  of  urea 
(2-3%),  then  it  follows  that  in  order  to  excrete 
the  necessary  amount  of  urea  or  nitrogenous 
substances  it  will  be  necessary  to  use  a larger 
amount  of  water  and  secrete  a larger  amount  of 
urine.  To  illustrate:  Suppose  the  average  urine 
of  a normal  person  is  1,200  c.c.  and  contains 
36  gm.  of  urea  in  24  hours.  Now,  if  the  ne- 
phritic on  the  same  diet  is  able  to  secrete  a max- 
imum of  only  2%  concentration  and  voids  only 
1,200  C.C.,  he  will  have  excreted  only  24  grams 
of  urea,  and  will  retain  12  gm.  in  the  blood.  On 
the  other  hand,  if  the  maximum  concentration 
be  only  1.8%  of  urea  but  the  volume  2,000  c.c. 
a day,  he  will  attain  the  36  gms.  demanded  by 
his  diet.  This  is  not  theoretical ; it  is  a fact. 
You  can  take  cases  in  the  hospital,  where  the 
diet  is  known,  and  bring  about  retention  of 
nitrogen  or  not,  depending  absolutely  on  the 
amount  of  water  the  patient  takes. 

That  brings  up  the  second  test  which  we  call 
the  water  excretion  test.  If  the  normal  indi- 
vidual takes  six  glasses  of  water  in  the  morning 
on  an  empty  stomach,  he  will  during  the  follow- 
ing three  hours  excrete  1,000  c.c.  or  more  of 
urine.  In  cases  of  quite  mild  and  even  slight 
nephritis  I find  this  ability  to  excrete  water 
notably  impaired.  The  urine  volume  in  three 
hours  may  be  only  five  or  six  hundred  cubic 
centimeters.  In  the  advanced  cases  of  nephritis 
such  as  we  ordinarily  admit  to  the  wards  the 
volume  may  not  be  over  two  or  three  hundred 
cubic  centimeters. 

This  test  performs  a twofold  service:  first  it 
is  a means  of  detecting  renal  disease,  and  second 
it  helps  to  estimate  the  compensating  power,  as 
I have  already  described.  This  is  a simple 
method  of  determining  whether  there  is  the 
power  of  compensating  for  the  lack  of  concen- 
tration that  may  be  shown  with  chronic  renal 
disease. 

As  I have  mentioned,  albuminuria  may  have 
.several  causes,  but  every  case  should  be  investi- 
gated as  a possible  nephritic.  The  individual 
who  first  di.scovers  albuminuria  through  a life 
insurance  examination  is  seldom,  in  my  expe- 
rience, an  advanced  case  of  nephritis.  There  is 
no  defect  in  nitrogen  excretion  at  this  time,  nor 


of  phthalein.  The  urine  is  not  of  low  specific 
gravity  and  to  ordinary  tests  for  fixation  of  spe- 
cific gravity  the  response  is  good.  But  if  strain 
be  imposed  by  withdrawal  of  all  fluid  for  a day, 
the  specific  gravity  does  not  rise  to  1030  or 
more  as  in  normals  and  the  response  to  the  sec- 
ond test  of  1,500  c.c.  intake  may  be  only  an 
excretion  of  half  the  usual  output.  These  facts 
are  illuminating  and  prevent  serious  mistakes. 

In  this  somewhat  hurried  talk  I have  tried  to 
accentuate  only  a few  features  concerning  ne- 
phritis. The  first  is  that  the  determination  of 
a diagnosis  and  the  degree  of  involvement  in 
the  kidney  are  not  all  that  should  be  known.  In 
addition  to  the  diagnosis,  it  is  necessary  in  every 
case  to  discover  if  there  is  a causative  factor 
which  is  keeping  up  inflammation  and  which  can 
be  corrected.  In  order  to  do  that  one  has  to 
determine  whether  there  is  some  infection  some- 
where in  the  body  because  infections  are  in  my 
experience  the  commonest  causal  factor  in  renal 
disease. 

On  this  account  I have  emphasized  infection 
perhaps  unduly.  It  is  not  my  idea  that  infection 
is  the  sole  cause  of  nephritis.  The  primary 
etiological  factor  is  obscure.  An  inherent  pre- 
disposition seems  notable,  also  food  may  be  im- 
portant and  so  on.  But  whatever  these  ultimate 
causes  of  incipient  degeneration  may  be,  it  seems 
to  me  that  various  infections  accelerate  them. 
Nor  have  I had  in  mind  the  advanced,  often 
hopeless  nephritic  who  enters  the  hospital.  With 
these  cases  little  can  be  done  because  there  are 
so  few  intact  renal  cells  left.  Rather,  I have 
had  in  mind  the  early  cases  of  chronic  nephritis, 
seen  first  by  the  family  physician  at  a time  years 
before  there  are  symptoms  of  nephritis.  The 
detection  of  the  case  is  often  fortuitous;  the 
routine  lirine  examination,  following  some  minor 
ailment,  or  the  blood  pressure,  or  often,  life  in- 
surance examinations.  And  even  after  a diag- 
nosis is  made  it  is  necessary  to  investigate  the 
patient  for  possible  unwholesome  influences 
which  are  to  be  corrected.  This  study  of  a pa- 
tient’s body,  life  and  environment  is  essential  if 
we  are  to  help  him  to  prolong  his  days  of  ac- 
tivity. 


RADIATION  IN  THE  TREATMENT  OF 
PRIMARY  MALIGNANT  DISEASE* 

G.  E.  PFAHLER,  M.D. 
pitiladrlphia,  pa. 

Your  President  has  very  kindly  invited  me 
to  take  part  in  this  .symposium,  and  to  discuss 

* Read  by  invitation  before  the  American  Association  for 
Cancer  Research,  Friday,  March  30,  1923,  at  Boston,  Mass. 
(Released  for  publication  March  8,  1024,  because  the  Journal 
of  Cancer  Research  has  been  temporarily  in  suspension.) 


November,  1924 


THE  ATLANTIC  MEDICAL  JOURNAL 


77 


especially  my  impressions  of  the  value  of  radia- 
tion in  the  treatment  of  primary  carcinoma. 

In  the  presentation  of  this  phase  of  the  sub- 
ject, I do  not  want  to  give  the  impression  that 
I can  think  only  of  radiation  in  the  treatment  of 
malignant  disease.  Very  frequently  I believe 
that  two  or  more  methods  can  be  combined  to 
advantage  in  the  treatment  of  the  various  pa- 
tients, considered  as  individuals.  By  thorough 
cooperation  between  the  radiologist  and  the  sur- 
geon, I believe  that  the  death  rate  from  cancer 
can  be  reduced. 

For  a long  time,  however,  radiologists  have 
felt  that  if  we  can  deal  successfully  with  the 
recurrent  and  metastatic  disease,  or  with  the 
condition  of  very  advanced  and  inoperable  ma- 
lignant disease,  as  we  undoubtedly  have  done  in 
many  cases,  then  we  should  be  able  to  obtain 
success  in  the  early  operable,  or  primary  case. 

We  have  also  observed  that  there  is  a great 
difference  in  the  sensitivity  not  only  of  the  vari- 
ous types  of  carcinoma,  but  a great  difference 
in  the  sensitivity  within  each  type.  For  example, 
we  know  that  the  basal  cell  carcinoma  is  very 
sensitive  to  radiation,  while  the  squamous  cell 
carcinoma  is  much  more  resistant,  and  that  sar- 
coma is  more  sensitive  as  a rule  than  any  type 
of  carcinoma.  So,  too,  there  is  a great  difference 
in  the  sensitivity  among  the  individual  cases  of 
basal  cell  carcinoma,  among  the  individual  cases 
of  squamous  cell  carcinomata,  and  also  among 
the  sarcomata.  We  are  impressed  with  the  fact 
that  in  some  instances  a very  small  and  sup- 
posedly insignificant  lesion  will  not  respond, 
while  an  extensive  and  apparently  hopeless  case 
of  carcinoma  will  get  well.  If  we  could  but  dis- 
cover this  underlying  influence  we  would  make 
great  progress  in  our  treatment  by  radiation  and 
in  our  understanding  of  carcinoma. 

Excluding  the  superficial  epitheliomata  of  the 
skin  and  the  carcinomata  of  the  uterus,  com- 
paratively few  primary  cancers  have  been  re- 
ferred for  radiation  treatment.  The  number  is 
increasing,  but  it  is  still  too  small  to  make  sta- 
tistics of  much  value.  The  rapid  development 
of  radiotherapy  has  led  to  a great  variation  in 
technique.  With  our  more  modern  methods,  we 
are  undoubtedly  obtaining  better  results  than 
ever  before,  yet  for  statistical  purposes,  the  re- 
sults are  too  recent  to  be  of  value.  For  instance, 
during  my  visit  to  the  Frauenklinik  of  the  Uni- 
versity of  Erlangen  during  the  past  summer,  I 
was  told  that  they  had  treated  between  seven 
and  eight  thousand  cases  of  carcinoma  of  the 
uterus  since  1916,  and  that  during  this  time  they 
had  operated  upon  only  one  case.  The  fact  that 
only  one  case  out  of  over  seven  thousand  was 
operated  upon  in  a gynecological  clinic,  in  itself 


would  speak  for  good  results,  but  Professor 
Wintz  told  me  that  he  was  unwilling  to  publish 
his  statistics  until  his  present  technique  has  been 
passed  through  the  test  of  five  years,  which 
would  require  two  years  more.  Professor  Opitz, 
in  Freiburg,  seemed  equally  enthusiastic  and 
stated  that  he  was  becoming  more  gratified  over 
the  results  each  year. 

I shall  give  my  impressions  of  the  value  of 
radiation  in  the  treatment  of  the  various  classes 
of  malignant  disease,  and  must  emphasize  that 
it  is  only  my  opinion  or  impression. 

Basal  Cell  Epithelioma  of  the  Skin,  if  treated 
by  radiation  primarily  and  before  it  has  extended 
to  the  deeper  tissues,  such  as  muscle,  fascia, 
cartilage,  or  mucous  membrane,  should  yield 
successful  results  in  at  least  90  per  cent  of  the 
cases,  and  if  one  adds  electrocoagulation  there 
should  be  practically  too  per  cent  of  cures. 
McKee’s^  statistics  of  unselected  cases  of  basal 
cell  epithelioma  show  clinical  cures  amounting 
to  90  per  cent,  with  relapses  amounting  to  15 
per  cent.  Most  of  the  recurrences,  however, 
responded  to  further  treatment,  so  that  the  orig- 
inal 90  per  cent  is  not  materially  reduced. 

Squamous  Cell  Epithelioma  of  the  Skin  yields 
very  much  less  satisfactory  results.  In  my  ex- 
perience, these  lesions  generally  involve  the  tem- 
poral region,  the  region  of  the  ear  and  of  the 
back  of  the  hand.  They  give  rise  to  metastasis, 
and  this  fact  must  always  be  taken  into  consid- 
eration and  treatment  given  to  the  neighboring 
lymphatics.  Burrow’s  statistics  show  9 of  these 
cases  well  at  the  end  of  a year  out  of  51  cases 
treated.  Pinch  had  to  clinical  cures  out  of  74 
cases  treated.  Hazen  reports  on  the  x-ray  treat- 
ment of  prickle-cell  epithelioma  as  follows : 
number  of  cases  10;  clinical  cures  7;  perma- 
nent cures  4. 

It  is  my  custom  now  to  destroy  these  lesions 
primarily  by  electrocoagulation,  then  to  treat  the 
local  area,  and  the  lymphatic  area  by  the  x-rays. 
If  metastases  are  present,  I add  the  insertion  of 
radium  needles  into  the  palpable  lymph  nodes. 
Wfith  this  combination  of  treatments,  I feel 
confident  that  the  cures  as  indicated  by  the  above 
statistics  can  be  tripled. 

Epithelioma  of  the  Lip. — If  treated  before 
there  are  palpable  lymph  nodes,  90  per  cent  to 
95  per  cent  of  the  cases  should  recover,  provid- 
ing the  local  disease  is  thoroughly  destroyed  by 
electrocoagulation,  and  the  surrounding  tissues 
and  lymphatic  areas  are  thoroughly  treated  by 
deep  x-ray  therapy  or  by  sufficient  gamma  radia- 
tion. My  own  statistics^  should  very  properly  be 
criticized  because  the  cases  have  not  passed  the 
five-year  period,  but  I believe  that  not  more 
than  5 per  cent  error  need  be  allowed.  In  my 
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opinion,  if  there  are  palpable  lymph  nodes,  one 
of  two  procedures  should  be  followed.  There 
should  be  a preliminary  radiation  by  short  wave 
x-rays,  or  sufficient  gamma  radiation  over  the 
local  tissues  and  the  lymphatic  drainage  areas. 
Then  in  two  or  three  weeks  the  local  disease  and 
the  lymphatics  should  be  carefully  removed  sur- 
gically, or  the  local  disease  should  be  destroyed 
by  electrocoagulation,  and  radium  should  be 
inserted  into  the  lymph  nodes.  Whether  exci- 
sion or  electrocoagulation  is  used,  there  should 
be  some  additional  radiation  employed. 

Epithelioma  of  the  Tongue  and  Mucous  Mem- 
brane of  the  Because  of  the  early  and 

extensive  metastases  to  one  or  both  sides,  very 
much  will  depend  upon  the  stage  at  which  the 
patient  is  brought  for  treatment.  On  a basis  of 
my  personal  observations  only,  I believe  that 
best  results  will  be  obtained  by  preliminary 
radiation  with  the  short  wave  x-rays,  or  with 
sufficient  gamma  rays  applied  in  the  sublingual 
region,  and  by  cross-fire  upon  the  base  of  the 
tongue  from  each  side,  together  with  the  surface 
application  of  the  gamma  rays  upon  the  lesion 
on  the  tongue.  Then  at  the  end  of  about  three 
weeks  the  local  disease  may  be  destroyed  by 
electrocoagulation,  if  it  can  be  done  completely, 
or  radium  may  be  inserted  into  the  diseased  and 
surrounding  area. 

Carcinoma  of  the  Accessory  Sinuses  will 
sometimes  yield  to  radiation.  Recently  a young 
man  of  twenty-one  years  was  referred  to  me 
by  Dr.  John  B.  Deaver,  Dr.  Ralph  Butler  and 
Dr.  K.  Bauer,  with  carcinoma  involving  es- 
pecially the  ethmoid  region.  A section  examined 
by  Dr.  Stanley  Reimann  showed  prickle-cell  car- 
cinoma, with  a chain  of  metastatic  lymph  nodes 
extending  down  the  left  side  of  the  neck.  So 
far  as  any  of  us  can  tell,  all  evidence  of  the  dis- 
ease has  disappeared  under  thorough  cross-fire 
with  the  high  voltage  x-rays.  This  will  serve  as 
an  example  of  what  will  likely  be  the  method  of 
choice  in  the  future  in  treating  carcinoma  and 
sarcoma  of  the  accessory  sinuses. 

Carcinoma  of  the  Larynx  will  sometimes  yield 
to  radiation.  I have  found  the  introduction  of 
radium  into  the  tumor,  through  the  thyrohyoid 
membrane,  to  be  helpfuP.  It  is  advisable  to  do 
a tracheotomy  in  advance  so  as  to  prevent  com- 
plications. Then  a preliminary  course  of  x-rays 
covering  every  part  of  the  disease  should  be 
given.  Radium  needles  can  afterward  be  in- 
serted through  the  thyrohyoid  membrane  into 
the  diseased  area,  and  ten  milligram  needles  can 
be  left  in  place  about  six  hours.  We  have  been 
at  least  favorably  impressed  with  this  line  of 
action. 

Carcinoma  of  the  Esophagus. — Heretofore, 


these  cases  have  been  looked  upon  as  hopeless. 
The  brilliant  work  done  by  Drs.  Mills  and  Kim- 
brough* gives  us  some  encouragement  in  their 


radiation  treatment. 

Their  general  results  are: 

Cured  o 

Palliative  result  good  12 

Palliative  result  fairly  good  12 

Palliative  result  fair  14 

Palliative  result  poor  4 

Palliative  result  negative  3 

Total  45 


No  cures  are  recorded,  but  one  patient  lived 
three  and  a half  years,  dying  finally  of  tuber- 
culosis and  exhaustion.  This  was  one  of  the 
cases  rated  as  “palliative  good.”  It  is  signifi- 
cant that  only  three  cases  failed  to  obtain  some 
palliative  result.  Dr.  Mills  referred  to  one  case 
that,  three  months  previously,  was  thought  to 
have  about  three  weeks  to  live,  and  who,  at  the 
time  of  the  rep)ort,  was  walking  twelve  miles  a 
day  as  an  inspector.  Some  additional  help  may 
also  be  obtained  by  treating  with  high  voltage 
x-rays. 

Carcinoma  of  the  Breast. — The  treatment  of 
primary  carcinoma  of  the  breast  with  radiation 
is  not  new,  and  the  primary  cases  referred  for 
treatment  have  been  nearly  always  very  far  ad- 
vanced ; but  when  one  of  these  advanced  cases  is 
cured  we  feel  that  a great  deal  has  been  accom- 
plished. Possibly  we  may  some  day  be  able  to 
consider  fairly  the  relative  value  of  surgical 
extirpation  and  treatment  by  radiation  primar- 
ily, but  this  will  be  possible  only  when  the  sur- 
geon and  radiologist  can  see  patients  together, 
preliminary  to  treatment.  The  diagnosis  should 
then  be  made  by  them  jointly ; or  better,  a diag- 
nosis made  without  reference  to  treatment.  The 
patients  should  be  carefully  classified  and  then 
a considerable  number  of  each  class  treated  by 
each  method.  The  operations  should  be  per- 
formed by  a thoroughly  competent  surgeon  and 
the  radiation  should  be  given  by  an  equally  com- 
petent radiologist.  Such  an  ideal  arrangement 
is  most  difficult  to  obtain,  but  until  such  condi- 
tions prevail,  comparative  statistics  will  be  of 
little  or  no  value,  and  theory  and  individual  im- 
pressions must  be  our  guides. 

Knowing  the  early  and  wide-spread  metastases 
that  may  develop  in  carcinoma  of  the  breast, 
surgeons  have  operated  as  early  and  as  thorough- 
ly as  possible.  Yet  too  many  failures  have  re- 
sulted. Deaver  says,  “We  can  never  be  sure 
that  every  malignant  cell  has  been  removed, 
however  early  and  well  localized  the  disease 
seems  to  be  at  the  time  of  operation,  nor  do  the 
most  complete  operative  procedures  in  such  cases 
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insure  freedom  from  recurrence.  When  the 
disease  is  localized  to  a small  area  of  the  breast 
and  the  case  is  in  other  respects  a suitable  one 
for  operation,  we  may  be  led  to  hold  out  the 
hope  of  surgical  cure;  only  to  have  the  patient 
die  of  early  metastatic  involvement  of  the 
viscera.” 

So,  too,  we  have  great  difficulties  with  radia- 
tion. We  certainly  cannot  cure  cancer  by  radia- 
tion excepting  in  those  areas  where  we  can 
deliver  enough  of  the  rays  to  destroy  the  malig- 
nant cells,  either  directly  by  the  effects  of  the 
rays  on  the  cancer  cells,  by  the  indirect  action 
of  the  rays  in  stimulating  the  connective  tissue, 
or  perhaps  by  stimulating  the  development  of 
some  substance  in  the  tissues  which  destroys  the 
cancer  cell. 

All  of  us  have  seen  recurrent  cancer  of  the 
breast  disappear,  and  I have  patients  that  have 
remained  well  ten  and  twelve  years.  We  have 
also  seen  widely  distributed  metastatic  disease 
disappear.  It  would  seem,  therefore,  that  if 
these  same  patients  had  been  treated  early — be- 
fore operation — by  radiation,  the  primary  dis- 
ease should  also  have  disappeared  more  easily. 
We  have  also  seen  primary  cancer  of  the  breast 
disappear,  but  in  such  cases  there  is  always  the 
thought  in  the  minds  of  some  that  the  lesion 
probably  was  not  carcinoma. 

Certainly,  if  we  can  hold  out  a reasonable 
hope  of  cure  by  radiation,  patients  will  present 
themselves  for  treatment  much  earlier,  and  I 
believe  that  such  hope  can  be  entertained.  It  is 
my  present  custom,  so  far  as  I am  able,  to  get 
a surgeon’s  opinion  and  cooperation  in  each  case. 
Then  I have  been  telling  the  patient,  the  family 
physician,  or  the  family,  that  with  our  present 
knowledge  one  of  two  procedures  should  be 
followed : 

( I ) There  should  always  be  a roentgenogram 
of  the  chest  made  to  rule  out  metastases.  (2) 
There  should  be  a thorough  preliminary  course 
of  radiation  given  to  the  breast  and  to  the  lym- 
phatics leading  from  the  breast.  The  amount  of 
radiation  given  should  be  just  under  an  erythema 
dose  with  the  high  voltage  rays,  or  at  least  with 
rays  filtered  through  six  millimeters  of  alumi- 
num. Such  a treatment  will  usually  require 
two  weeks.  At  the  end  of  this  time  we  should 
either  do  a complete  surgical  removal,  or  should 
implant  radium  needles  throughout  the  tumor. 

I am  not  sure  which  of  these  two  procedures 
is  best.  By  combining  roentgen  ray  treatment 
with  surgery,  it  would  seem  that  we  are  getting 
all  the  possible  good  from  surgery,  and  adding 
an  extra  precaution  against  recurrence  or  metas- 
tasis. It  does  not,  however,  eliminate  the  fear 
of  operation  which  makes  the  patients  come  late. 


I am  inclined  to  believe  that,  when  we  have 
perfected  our  technique,  the  radiation  treatment 
will  be  the  method  of  choice.  It  may  be  possible 
even  to  avoid  the  use  of  the  radium  needles. 
When  this  is  possible,  we  shall  have  eliminated 
all  fear  and  will  surely  get  the  patients  at  an 
earlier  stage. 

Whether  the  patient  is  operated  upon  or 
whether  the  radium  needles  are  used,  there 
should  be  a second  course  of  deep  x-ray  treat- 
ment given. 

Primary  Cancer  of  the  Uterus. — This  subject 
has  been  more  thoroughly  discussed  from  the 
standpoint  of  the  radiation  treatment  than  any 
other,  and  the  enthusiasm  has  come  chiefly  from 
the  gynecological  clinics,  both  in  Europe  and 
America.  In  Europe,  enthusiasm  has  centered 
about  treatment  by  high  voltage  x-rays,  and  in 
a number  of  the  largest  clinics  operation  for  car- 
cinoma of  the  uterus  has  been  entirely  replaced 
by  radiation  treatment.  In  America,  radium 
has  played  an  important  role,  and  such  capable 
observers  as  Drs.  John  G.  Clark,  Schmidt, 
Bailey  and  others,  have  almost  abandoned  opera- 
tion in  favor  of  radiation.  The  following  con- 
clusions by  Clark  with  regard  to  radium  are 
justified:  “Results  of  irradiation  in  cancer  of 
the  cervix  may  remove  this  class  of  cases  from 
the  surgical  field,  although  we  have  not  yet  com- 
pletely yielded  this  point.  Cases  of  cancer  of 
the  fundus,  unless  too  far  advanced,  or  unless 
there  is  a critical  surgical  contra-indication, 
should  be  submitted  to  hysterectomy,  followed 
from  fourteen  to  twenty-one  days  later,  by  a 
light  irradiation  of  the  vaginal  fornix.” 

CONCLUSIONS. 

1.  Primary  carcinoma  should  yield  as  readily 
to  radiation  as  recurrent  or  metastatic  disease. 

2.  Inoperable  primary  carcinoma  can  some- 
times be  made  operable  by  thorough  preliminary 
radiation. 

3.  Preliminary  radiation  in  an  operable  case 
will  devitalize  the  carcinoma  and  should  make 
recurrence  and  metastasis  less  likely. 

4.  Basal  cell  epitheliomata  of  the  skin  yield 
in  practically  all  instances,  especially  if  radiation 
be  combined  with  electrocoagulation. 

5.  Primary  squamous  cell  carcinoma  should 
be  treated  by  preliminary  surface  radiation,  local 
destruction  by  electrocoagulation,  and  the  inser- 
tion of  radium  locally  and  into  the  adjacent 
tissues. 

6.  A preliminary  conference  between  tbe  sur- 
geon and  the  radiologist  will  probably  be  fol- 
lowed by  tbe  most  satisfactory  results  to  the 
patient. 
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THE  MODERN  TREND  IN  DERMA- 
TOLOGY 

L.  G.  BEINHAUER,  M.D. 

PITTSBURGH,  PA. 

To  those  who  are  directly  interested  in  the 
study  of  dermatology  a vast  change  has  been 
noted  in  the  attitude  of  the  dermatologist  toward 
the  medical  profession  in  general.  This  change 
already  has  been  noticed,  especially  by  the  pa- 
thologist and  internist  with  whom  the  derma- 
tologist has  closely  come  into  contact  and  not  a 
little  by  other  members  and  specialists  of  our 
branches  of  medicine.  To-day,  the  dermatologist 
has  come  to  realize  the  importance  of  this  needed 
change  in  order  that  his  specialty  might  be  bene- 
fited and  helped  and  has  therefore  responded,  so 
that  both  patient  and  doctor  have  been  benefici- 
aries. This  change,  although  gradual  for  the 
past  ten  or  more  years,  has  gathered  momentum 
enough  to  be  strong  in  asserting  itself  in  two 
forms ; namely,  first,  the  attempt  to  ascertain 
carrsative  and  etiologic  factors  in  diseases  of  the 
skin,  and  second,  the  attempt  to  simplify  the 
high-sounding  medical  nomenclature  now  in  use 
by  the  dermatologist  himself.  It  is  of  these  two 
problems  that  we  shall  speak  because  it  is  upon 
them  that  the  modern  trend  in  dermatology  di- 
rectly hinges. 

Within  the  past  ten  or  more  years  attention, 
both  directly  and  indirectly,  has  been  called  to 
these  above-stated  factors  by  the  masters  of 
dermatology  in  this  country.  Haase^  quoting 
Wende’s  remarks  of  thirteen  or  more  years  ago, 
stated ; “Most  diseases  of  the  skin  are  nothing 
but  symptoms  or  complications  of  constitutional 
or  special  morbid  states  and  we,  as  dermatolo- 
gists, should  make  some  effort  to  bridge  the 
ever-widening  separation  between  our  specialty 
and  the  field  of  internal  medicine.”  Here  we 
see  an  early  pleading  for  more  cooperation  be- 
tween the  internist  and  the  dermatologist  and, 
as  we  know  to-day,  before  this  change  mani- 
fested itself  that  gap  was  ever  widening.  White^ 
noted  “the  shortcomings  of  dermatology”  when 
he  named  a group  of  very  common,  daily  ob- 


served, skin  diseases  with  unknown  etiologic 
factors.  In  this  list  he  included  eczema,  alopecia 
areata,  pruritis,  pityriasis  rosea,  psoriasis,  hyper- 
trichosis and  others.  He  expressed  the  opinion 
that  work  pertaining  to  the  causative  factors  of 
these  daily  observed  skin  diseases  has  been  lack- 
ing and  any  serious  attempt  to  do  so  would  be 
a stimulus  and  an  advance  in  dermatology.  Sut- 
ton,^ probably  over-criticizing  the  situation, 
stated  “In  dispensaries  and  hospitals  having  an 
annual  registry  running  into  thousands,  not  a 
single  good  piece  of  investigative  work  has  been 
done  in  years.” 

When  we  think  of  these  frank  statements  by 
leaders  of  our  profession  and  think  of  them  in 
terms  of  dermatology,  one  begins  to  feel  anxious 
for  its  future  development  and  progress  in  com- 
parison with  the  work  done  in  other  specialties 
along  these  same  lines.  More  recently  Pusey* 
made  an  appeal  to  dermatologists  for  more 
monographs  and  fewer  books  on  dermatology  as 
a whole.  He,  too,  was  pleading  along  the  lines 
of  investigation  for  the  “unknown  skin  diseases” 
recognized  by  us  through  the  nomenclature  ap- 
plied to  them.  And  more  recently  in  his  Chair- 
man’s Address  before  the  Section  on  Derma- 
tology, Haase^  discussed  this  question  most 
thoroughly  under  the  title  of  “Etiology  Un- 
known.” In  this  excellent  paper  these  very 
problems  were  brought  clearly  to  light.  Past 
relations  of  the  medical  profession  and  the  der- 
matologist were  reviewed  and  a plea  for  hearty 
cooperation  between  pathologist  and  internist 
was  emphasized.  Further,  he  advised  all  who 
are  interested  in  studying  dermatology  as  a spe- 
cialty to  have  at  least  one  year’s  preparation  in 
internal  medicine  and  pathology.  Finally,  he 
pleaded  for  more  research  along  the  lines  of 
causative  and  etiologic  factors  in  skin  diseases. 

One  has  always  noticed  that  in  the  early  days 
of  dermatology,  both  the  public  and  medical 
opinion  of  our  specialty  was  held  lightly.  Many 
jocular  remarks  had  been  passed  from  one  to  the 
other  concerning  the  “Skin  Specialist”  or  “the 
Doctor  of  the  Skin  and  its  Contents.”  This  idea, 
through  the  masterful  work  of  Diihring,  Stell- 
wagen,  Hyde  and  Montgomery,  Corlett,  Ormsby, 
Bulkley,  Hartzell  and  others  in  this  country,  has 
been  gradually  converted  toward  the  sound  med- 
ical basis  upon  which  this  specialty  rests  to-day. 
With  the  establishment  of  a sound  rating  in  the 
medical  world,  the  specialty  has  been  ever  ready 
for  advancement  along  lines  similar  to  those  of 
the  other  specialties.  This  advancement  for 
some  time  was  temporarily  checked  because  the 
men  of  our  specialty  engrossed  themselves  in 
gathering  together  a group  of  fitting  names  to 
express  their  ideas  of  that  particular  skin  affec- 
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tion.  It  soon  became  the  pride  of  every  derma- 
tologist to  know  that  he  could  fluently  converse 
in  the  high  sounding  nomenclature  of  those  dis- 
eases. It  was  along  that  line  that  progress  was 
directed,  sacrificing  the  real  fundamental  prin- 
ciples of  the  specialty  so  that  practically  no 
advancement  was  made,  as  Haase  would  say,  “in 
ascertaining  the  etiology  unknown.”  During 
that  period  the  dermatologic  literature  became 
crowded  with  nomenclature  which  interested  the 
dermatologist  alone  and  was  an  important  factor 
in  divorcing  the  medical  profession  from  it. 

It  then  was  evident  that  the  other  branches  of 
medicine  included  skin  diseases  within  their 
scope,  until  finally  the  general  practitioner  be- 
came the  sole  heir  to  the  treatment  of  skin 
affections.  It  was  during  this  low  ebb  that  the 
pioneers  of  this  specialty  gradually  strove  for  a 
higher  plane  for  dermatology,  gradually  elevated 
it  and  finally  succeeded  in  placing  it  upon  the 
firm  basis  which  it  occupies  to-day,  suggesting 
the  need  of  medical  cooperation  and  pleading 
for  a simplified  nomenclature  understood  by  all. 
We  must  admit,  then,  our  nomenclature  is  some- 
what extravagant  for  others  practicing  medicine 
and  complicated  for  the  most  exacting  to  master, 
yet  we  have  been  justly  proud  of  this  achieve- 
ment which  appears  to  be  a result  obtained  at 
the  expense  of  the  more  profound  study  of  eti- 
ology. It  has  been  an  attempt  to  express  the 
efforts  of  modern  dermatology.  Yet,  we  are  not 
satisfied.  True,  it  is  pleasing  to  be  able,  as 
Haase  states,  to  distinguish  between  the  Jadas- 
sohn and  Juliusberg  types  of  the  scaly  erythro- 
dermias  whose  etiologic  factors  are  probably  the 
same  but,  to  us,  it  is  not  satisfying  because  the 
important  underlying  features  are  hidden. 
Again,  it  is  pleasing  to  recognize  the  rarer  skin 
affections  as  pseudo-xanthoma  elasticum,  leuko- 
derma acquisita  centrifugum  (complicated  form 
of  .vitiligo)  or  others,  but  after  the  recognition 
is  made,  the  interest  stops  unless  some  definite 
etiology  is  given  or  some  effective  treatment  is 
instituted.  These  facts  have  long  been  realized 
by  the  dermatologist  and  he  has  been  the  fore- 
most to  effect  some  method  or  means  to  over- 
come the  same  and  to  simplify  his  nomenclature. 
These  facts  have  been  constantly  harassing  him 
and  have  been  the  direct  stimulation  toward  the 
advance  which  we  can  term  the  “modern  trend 
in  dermatology.” 

“It  cannot  be  doubted  that  there  is  a more 
earnest,  devoted  and  painstaking  clinician  in 
medicine  than  the  dermatologist.  No  doubt,  as 
a clinical  diagnostician,  he  excels.  His  ability  as 
a nosologist  has  been  the  cause  of  many  friendly 
chaffings  by  the  men  of  other  specialties.”^  It  is 
because  of  this  that  he  has  been  attempting  to 


solve  the  unknown  of  his  specialty,  at  which  he 
has  not  been  entirely  unsuccessful.  Although  the 
great  advances  such  as  have  been  made  in  sur- 
gery, internal  medicine  and  other  branches,  have 
been  lacking  in  dermatology,  yet  there  are  nu- 
merous examples  which  can  be  proudly  men- 
tioned. One  might  mention  Wile’s  recent  work 
on  “Visceral  Syphilis,”  which  in  itself  was  bril- 
liant and  presented  the  efforts  of  an  untiring  and 
observant  dermatologist  who  utilized  the  advan- 
tages offered  by  pathology  and  internal  med- 
icine. The  researches  of  Ormsby  and  Mitchell, 
who  so  ably  proved  the  fungus  relation  of  cer- 
tain types  of  “previously-called  eczema”  which 
in  reality  were  ringworm  infection,  thus  removed 
a large  percentage  of  hand  and  feet  affections 
from  the  group  commonly  known  as  eczema. 
Again,  we  have  the  recent  attempt  of  Eberson 
to  identify  the  etiologic  factor  in  pemphigus 
upon  which  a recent  editorial  in  the  Journal  of 
the  American  Medical  Association  commented ; 
“Eberson  seems,  however,  to  have  made  a prom- 
ising beginning  on  the  desired  course.”  More 
recently  Guy  was  able  to  produce  artificially  the 
papulo-necrotic  tuberculide  by  injections  of  bac- 
teria isolated  from  the  stools  of  patients  having 
this  disease,  which  was  associated  with  marked 
gastro-intestinal  pathology.  Other  notable  de- 
velopments are  the  recent  researches  of  Scham- 
berg  on  the  relation  of  the  nitrogen  content  of 
the  blood  to  the  pruritic  and  eczematoid  skin  af- 
fections, and  the  establishment  of  blastomyces 
as  the  causative  factor  of  blastomycosis  by 
Stokes  and  Gilchrist.  Time  will  not  permit  the 
enumeration  of  more  advances  attributed  to  der- 
matology along  the  line  of  investigation  and 
to-day  we  realize  this  need  of  hearty  coopera- 
tion between  all  branches  of  medicine,  especially 
internal  medicine  and  pathology. 

It  has  been  stated  recently  that  dermatology 
is  a specialized  form  of  internal  medicine  and  it 
has  been  truthfully  stated.  It  will  be  impossible 
to  further  dermatologic  research  without  the  aid 
of  the  associated  branches  of  medicine.  The 
question  now  arises,  “How  are  we  going  to  con- 
tinue this  work  with  the  best  interests  of  the 
patient  and  doctor  foremost?”  I believe  the 
suggestion  of  Howard  Morrow  can  be  used  to 
solve  the  question.  Morrow  suggests  the  hos- 
pitalization of  all  patients  suffering  with  obscure, 
chronic  skin  diseases  so  that  the  combined  opin- 
ion of  all  branches  of  medicine  will  be  available. 

To  most  of  us  this  seems  impossible  because 
of  two  reasons  evident  to  all : In  the  first  place, 
we  must  educate  those  patients  to  the  necessity 
of  thorough  study  and  the  seriousness  of  the 
skin  affection.  During  the  past,  the  patient  has 
been  taught  to  look  upon  skin  eruptions  merely 
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as  a coincident,  non-serious  complication  of  pass- 
ing interest.  Due  to  the  fact  that  most  are 
ambulatory  cases,  the  treatment  and  study  have 
received  minor  consideration,  because  the  pa- 
tient, aside  from  cosmetic  effects,  has  not  been 
sick.  It  is  toward  the  education  of  the  “skin 
case”  that  we  must  aim.  Secondly,  unless  one 
has  a fully  equipped  hospital  to  care  for  the 
patient,  or  facilities  which  are  within  the  finan- 
cial reach  of  the  patient,  this  type  of  work  is 
impossible. 

To-day,  because  of  our  hospital  standards,  a 
first-class  hospital  is  fully  equipped  for  any  work 
or  cooperation  which  can  be  asked  for.  It  is  a 
well-known  fact,  however,  that  in  spite  of  the 
existing  favorable  conditions,  the  great  majority 
of  hospitals  refuse  to  admit  skin  diseases  be- 
cause of  the  attention  required  by  the  patient 
and  the  prejudice  created  in  the  past  against 
this  type  of  work.  What  hospitals  can  we  name 
in  our  own  city,  except  cities  with  special  skin 
and  cancer  hospitals,  where  a case  of  pemphigus 
will  be  cheerfully  admitted  and  attended?  Un- 
less we  get  cooperation  in  having  our  cases  ad- 
mitted and  attended,  we  will  not  be  able  to  carry 
on  the  work  set  before  us. 

To-day,  in  most  larger  cities  there  is  a quali- 
fied dermatologist  who  is  ever  meeting  the 
questions  discussed  in  this  paper  and  his  hands 
are  tied  as  to  the  problems  presented  to  him. 
He  could  find  relief  from  this  bondage  by  hav- 
ing the  hospital  with  which  he  is  connected,  allot 
five  or  ten  beds  in  a special  compartment  or 
section  of  this  hospital  to  his  skin  cases  only. 
With  this  advance,  the  next  step  of  hospital  staff 
cooperation  would  be  easy  and  the  problem 
would  be  on  its  way  toward  solution.  The  pa- 
tient, then,  seeing  means  employed  toward  the 
care  and  study  of  his  condition,  could  be  edu- 
cated toward  expecting  beneficial  results  and  his 
cooperation  and  confidence  would  be  encouraged 
and  returned.  Thus,  with  the  good  will  and 
confidence  of  the  skin  patient  returned,  it  is 
bound  to  react  upon  the  medical  men  directly 
responsible  to  him,  and  in  that  way  the  interest 
of  the  general  practitioner  or  the  referring  phys- 
ician is  bound  to  be  aroused  because  of  the  atti- 
tude manifested  by  his  patient. 

We  now  can  see  that  dermatology,  through 
the  work  of  its  pioneers,  has  received  a firm 
place  among  medical  specialties.  Like  any  other 
specialty  it  has  been  passing  through  its  critical 
stage,  advancing  through  profiting  by  its  failures. 
Modern  dermatology  has  realized  the  obstruction 
to  its  advance  in  the  use  of  its  high-sounding 
nomenclature,  which  is  being  simplified  to  satisfy 
the  present  needs  and  hold  the  respect  of  the 
other  members  of  the  medical  profession.  Der- 


matology has  come  to  be  recognized  as  a special- 
ized form  of  internal  medicine  based  on  gross 
unknown  systemic  pathologic  reactions  which 
have  caused  and  resulted  in  a hearty  cooperation 
of  all  branches  of  medicine,  especially  pathology 
and  internal  medicine.  Patients  are  being  taught 
to  regard  skin  diseases  in  a more  serious  light 
and  are  learning  to  cooperate  to  receive  the 
benefit  of  thorough  medical  research  for  the 
cause  of  their  special  ailment.  Hospitals  will  be 
requested  to  help  by  establishing  special  wards 
for  strictly  dermatologic  patients ; nurses  will 
be  trained  to  care  for  these  patients,  and  staff 
and  laboratory  codperation  will  be  placed  at  the 
patient’s  disposal.  Truly,  modern  dermatology 
has  come  into  its  own  by  stimulating  research 
along  the  lines  formerly  called  “unknown”  and 
has  aroused  a keen  interest  on  part  of  patient, 
doctor  and  hospital  authorities  by  its  sincere  ef- 
fort to  discover  the  causative  factors  in  diseases 
of  the  skin  so  long  regarded  as  “unknown,” 
but  this  interest  and  research  shall  continue  only 
so  long  as  the  facilities,  education  and  codpera- 
tion of  all  concerned  are  properly  handled  and 
utilized. 

5026  Jenkins  Arcade. 
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TESTING  MALINGERING  OF 
DEAFNESS* 

DOUGLAS  MACFARLANE,  M.D. 

PHILADELPHIA,  PA. 

The  general  attitude  of  the  examiner  should 
be  sympathetic  and  friendly  rather  than  domi- 
neering and  overbearing.  The  object  is  not  to 
make  the  patient  report  against  his  will  but  to 
lead  him  to  betray  himself  unwittingly.  Making 
a row  with  the  patient  is  a decided  mistake  and 
gets  one  nowhere.  The  examiner  has  no  occa- 
sion to  dispute  with  the  patient  as  to  what  he 
reports ; it  is  sufficient  simply  to  record  the  find- 
ings. Frequent  repetitions  of  the  tests  will 
usually  show  up  a variation  in  the  findings  that 
can  be  accounted  for  upon  no  other  grounds 
than  upon  an  effort  to  deceive. 

Tuning  Fork  Tests ; Timing  the  Forks:  Take 
a C-256  or  C-512  fork,  and  by  striking  it  with 
a rubber-covered  stiff-rod  pendulum,  time  the 
duration  of  air  and  bone  conduction  with  the 

•Read  before  the  Philadelphia  Association  of  Industrial 
Medicine. 
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normal  ear.  A stop  watch  is  essential.  Test 
both  ears  of  the  patient  and  record ; repeat  the 
same  test,  using  identical  technique;  still  an- 
other time  repeat,  and  compare  the  three  sets  of 
findings. 

Teal’s  Test:  Blindfold  the  patient.  Test  the 
air  conduction  in  the  ear  reported  as  affected ; 
the  hearing  will  probably  be  reported  as  gone. 
The  Weber  test  is  taken  by  placing  the  reson- 
ating fork  on  the  vertex,  and  asking  the  patient 
where  it  is  heard.  It  is  usually  though  reluc- 
tantly reported  in  the  “deaf”  ear.  Bone  con- 
duction is  tested  over  the  mastoid,  and  again  the 
patient  will  usually  report  that  he  can  hear  the 
tone  in  the  “deaf”  ear.  The  final  and  crucial  test 
is  to  put  a nonvibrating  fork  or  pencil  against 
the  mastoid  and  hold  a vibrating  fork  at  the 
external  auditory  meatus. 

The  Weber  test  can  be  used  to  determine 
malingering.  Carry  out  the  usual  Weber  tech- 
nique. The  patient  will  say  he  hears  best  in  his 
good  ear,  or  he  will  say  that  he  hears  only  in  his 
good  ear.  Stop  up  his  good  ear.  He  should 
now  hear  better  in  his  good  ear,  but  he  may  not 
report  so. 

If  there  is  some  degree  of  true  nerve  deafness 
on  one  side,  this  test  is  not  perfect,  but,  in  this 
event  Kerrison  tries  the  caloric  test  on  the  bad 
ear  to  see  if  the  labyrinth  is  normal.  The  point 
is  that  in  nerve  deafness  both  the  acoustic  and 
vestibular  functions  are  subnormal  or  lost. 

Keiper’s  Voice  Test:  The  patient  is  blind- 
folded and  the  test  is  made  as  the  usual  voice 
test  is  practiced.  The  examiner  approaches 
from  a distance  of  20  feet  repeating  words  or 
numbers.  “He  may  hear  perfectly  up  to  ten 
feet  and  refuse  to  hear  beyond  that;  then  it  is 
best  to  step  back  the  full  20  feet  and  ask  him 
in  a low  voice,  ‘Do  you  hear  me  now  ?’  Very 
many  will  respond,  ‘No,  doctor,  I do  not.’  Put 
him  down  as  a malingerer.  Or,  we  may  begin 
at  20  feet  away  and  say,  ‘Raise  your  hand  when 
you  hear  a spoken  word ;’  the  examiner  ap- 
proaches repeating  the  same  word  over  and 
over.  The  simulator  will  in  due  time  raise  his 
hand  when  the  examiner  gets  close  to  him.  This 
demonstrates  him  to  be  a liar,  for  he  heard  the 
command  at  the  full  20  feet  away.” 

Barany^s  Noise  Apparatus:  This  alarm  clock 
makes  a rattle  that  drowns  out  hearing.  The 
patient  is  asked  to  read  aloud,  and  during  his 
reading  the  noise  apparatus  is  placed  in  his  good 
ear.  If  he  is  deaf  he  will  shout  in  order  to 
hear  himself ; if  the  voice  is  not  raised  he  is 
not  deaf  in  the  alleged  ear. 

The  Confusion  Test:  Two  speaking  tubes, 
one  to  each  ear,  two  persons  reading  dissimi- 


larly into  the  tubes — this  is  the  “set”  of  this  test. 
If  good  hearing  exists  in  both  ears,  the  patient 
will  be  unable  to  repeat  what  is  being  read  to 
him. 

Stethoscope  Test:  The  examiner  stands  be- 
hind the  patient.  The  ear  tips  are  placed  in  the 
patient’s  ears,  the  examiner  speaks  into  the  dia- 
phragm or  bell  end,  and  can  pinch  the  rubber 
tubes  at  will.  The  patient’s  answers  will  often 
be  erroneous. 

Plugged  Stethoscope-tip  Test:  The  tips  of  a 
stethoscope  can  be  removed  and  one  plugged 
with  wax.  They  can  be  alternately  used  in  the 
good  and  “bad”  ears  to  trap  the  patient. 

Colton  Whistle  Test:  If  a low  calibration  of 
the  Gabon  whistle  be  taken,  the  patient  should 
hear  the  sound  “around  the  head”  and  in  the 
good  ear,  when  the  whistle  is  put  to  the  “deaf” 
ear.  He  will  usually  report  no  hearing. 

Erhard’s  Test:  The  normal  ear,  though 

stopped,  will  hear  the  spoken  voice  within  a few 
feet.  “If  the  patient  says  he  cannot  hear  in  his 
good  ear  after  it  is  stopped,  he  is  again  malinger- 
ing.” Erhard  uses  a loud  watch  instead  of  the 
spoken  voice. 

Distraction  of  Attention:  The  patient  may 
often  be  caught  by  questioning  him  when  he  is 
off  his  guard,  or  by  dropping  a coin. 

Stenger’s  Test:  Two  identical  forks  are  used, 
say  C-256;  the  patient  is  blindfolded.  Each  ear 
is  first  tested  independently  for  the  hearing  by 
air  conduction.  The  alleged  deaf  ear  is  usually 
reported  as  not  hearing.  One  fork  is  now  struck 
and  placed  at  the  good  ear,  and  after  it  has  “died 
down”  somewhat,  the  second  fork  is  struck  a 
strong  blow  and  put  to  the  “deaf”  ear.  If  the 
second  fork  is  heard  in  the  “deaf”  ear,  it  should 
drown  out  the  hearing  in  the  good  ear.  This 
test  is  very  consistent  and  reliable. 

Total  Deafness:  Simulated  bilateral  deafness 
is  rarely  seen  unless  the  patient  has  had  some 
degree  of  real  bilateral  deafness,  in  which  case 
the  simulation  is  as  to  the  amount  of  deafness. 
Total  deafness  is  practically  never  simulated,  as 
the  role  is  too  difficult  to  carry  out.  If  there  is 
a true  unilateral  deafness,  the  caloric  and  gal- 
vanic tests  will  show  negative  findings.  In  bilat- 
eral total  deafness  the  turning  tests  will  be 
without  signs.  (This  may  also  be  the  case  in 
unilateral  nerve  deafness,  eighth  nerve  degenera- 
tion, both  acoustic  and  vestibular  branches  being 
involved.  A compensation  for  the  vestibular 
loss  on  one  side  is  set  up  and  in  a few  weeks’ 
time  no  vestibular  reactions  can  be  obtained  by 
the  turning  tests.) 
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THE  VALUE  OF  THE  VARIOUS  OPERA- 
TIONS FOR  NEURALGIA  OF 
THE  FIFTH  NERVE* 

GEORGE  M.  DORRANCE,  M.D.,  and 
J.  WILLIAM  BRANSFIELD,  M.D. 

PHILADEXPHIA,  PA. 

It  is  assumed  that  all  peripheral  causes  are  to 
be  eliminated  or  corrected  in  each  case.  In  spas- 
modic neuralgia,  only  too  frequently  no  cause 
can  be  found ; in  the  continuous  or  periodic,  a 
.cause  is  frequently  discovered.  Disease  of  the 
antrum  must  be  looked  for  in  all  cases,  particu- 
larly in  second  division  pain.  It  is  justifiable  to 
explore  this  cavity  in  continuous  neuralgia,  even 
with  negative  x-ray  findings.  Many  teeth  are 
sacrificed,  usually  without  results.  Neverthe- 
less, low  grade  infection  under  a filling  or  cap 
is  frequently  overlooked.  Ruthless  extraction 
of  teeth  is  to  be  condemned. 

A study  as  to  the  value  of  the  different  opera- 
tions advised  must  take  into  account  not  only 
the  immediate  relief  procured  but  the  length  of 
time  for  which  relief  is  obtained. 

1.  Excision  or  avulsion  of  nerves.  Is  the  re- 
moval of  the  peripheral  nerves,  e.  g.,  supraor- 
jital,  inferior  orbital  or  mental,  justifiable?  My 
experience  is  that  this  operation  is  of  temporary 
relief  at  times  (but  what  cases  will  be  relieved, 
no  one  can  tell).  The  relief  obtained  is  usually 
of  short  duration — 6 weeks  to  4 months,  al- 
though some  cases  are  permanently  relieved. 
My  judgment,  from  the  cases  I have  injected 
and  seen,  is  that  the  operation  is  seldom  justi- 
fiable, the  possible  exception  being  the  supra- 
orbital branch  in  which,  at  times,  it  is  indicated. 
Alcoholic  injection  into  these  same  nerves  ap- 
pears to  be  about  on  a par  with  the  removal  of 
the  nerves,  when  the  injection  is  properly  per- 
formed. Unless  the  injection  produces  anes- 
thesia, the  alcohol,  of  course,  did  not  hit  the 
nerve. 

In  my  own  studies,  when  anesthesia  was  pro- 
duced by  the  injection  of  the  nerve,  the  results 
were  the  same  as  division  of  the  nerve.  Re- 
moval of  the  inferior  dental  at  its  entrance  to 
the  dental  canal  usually  gives  temporary  relief, 
but  pain  returns  as  soon  as  the  nerve  regen- 
erates, which  requires  about  6 to  9 months; 
hence,  this  operation  is  not  justifiable. 

2.  Alcoholic  injection  of  the  second  and  third 
divisions  of  the  fifth  nerve  as  it  leaves  the  skull. 
This  is  only  to  be  performed  on  the  second  and 
third  divisions.  If  the  nerve  is  hit,  immediate 
anesthesia  results  throughout  the  distribution  of 
the  nerve  injected.  The  duration  is  usually  from 
9 to  18  months,  and  sometimes  it  is  permanent. 

*From  the  Surgical  Department  of  the  Woman’s  Medical 
College. 


We  have  had  cases  of  3,  5 and  9 years’  duration 
of  freedom  from  pain.  In  our  opinion,  it  is  the 
operation  of  choice  for  pain  in  the  second  and 
third  division  when  an  intracranial  operation  or 
injection  is  not  necessary  or  is  refused. 

3.  Division  of  sensory  root  to  gasserian  gan- 
glion. (Spiller-Frazier  operation.)  Immediate 
and  permanent  relief  of  pain  in  the  distribution 
of  the  fifth  nerve  is  produced. 

4.  Alcoholic  injection  into  the  ganglion.  If 
anesthesia  is  produced  over  all  branches  of  the 
fifth  nerve,  then  the  ganglion  has  been  properly 
injected.  The  relief  is  immediate  and,  we  feel, 
permanent. 

Do  not  confuse  the  duration  of  relief  from 
injections  outside  of  the  skull  with  the  duration 
of  relief  from  ganglion  injections.  It  is  to  be 
remembered  that  the  nerves  outside  of  the  skull 
have  the  sheath  of  Schwann,  while  the  sensory 
root  does  not  have  one.  It  is  a well-known  fact 
that  nerves  without  a sheath  of  Schwann  do  not 
regenerate  if  cut  or  destroyed.  If  the  sensory 
root  is  divided  by  mechanical  means,  i.  e.,  by 
scalpel  or  by  chemical  means  (alcohol)  the  re- 
sults are  the  same,  i.  e.,  permanent  and  complete 
anesthesia  in  all  divisions  of  the  fifth  nerve. 


TUMORS  OF  THE  RECTUM  AND  ANUS 
ARE  NOT  ALWAYS  MALIGNANT 
LEWIS  H.  ADLER,  JR.,  M.D.* 

PHILADELPHIA,  PA. 

Judging  from  the  numerous  articles  appearing 
in  both  medical  and  surgical  literature,  as  well 
as  from  some  recent  personal  experiences,  I 
have  been  impressed  with  the  idea  that  ma- 
lignancy is  the  chief  thought  in  the  minds  of 
most  practitioners  coming  in  contact  with  a 
pathologic  growth  within  or  about  the  rectum 
or  the  anus.  While  it  is  true  that  at  the  present 
time  we  see  a large  number  of  malignant  rectal 
conditions,  it  must  be  remembered  that  the  pro- 
fession, in  recent  years,  is  more  thorough  and 
alert  in  the  examination  of  such  cases.  Hardly 
a week  passes  without  my  seeing  one  or  more 
cases  of  malignant  tumor,  and  from  statistics 
and  my  own  experience,  the  conclusion  appears 
to  be  inevitable  that  cancer  is  becoming  more 
prevalent. 

Granting  this  fact,  it  is  equally  true  that  a 
considerable  number  of  persons  are  afflicted  with 
benign  neoplasms,  and  should  not  be  made  to 
suffer  the  mental  torture  which  a mistaken  diag- 
nosis is  sure  to  incur. 

^Formerly  Professor  of  Diseases  of  the  Rectum,  Graduate 
School  of  Medicine,  University  of  Pennsylvania;  formerly 
Prosector  to  the  Professor  of  Anatomy,  Medical  Department 
of  University  of  Pennsylvania;  Consulting  Surgeon,  Charity 
Hospital. 
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To  illustrate  how  such  neoplasms  have  been 
erroneously  diagnosed,  but  without  intent  to 
cast  discredit  upon  anyone,  for  even  the  most 
skilled  are,  at  times,  deceived  by  the  symptoms, 
I cite  the  following  from  my  own  experience: 

Case  /. — A woman  past  the  prime  of  life  was  re- 
ferred to  me  by  a well-known  practitioner  of  this 
city  and  one  whose  keen  diagnostic  ability  is  beyond 
the  average.  He  wrote  that  in  his  opinion  the  patient 
had  cancer.  Her  history,  as  given  to  me,  strongly  in- 
dicated the  correctness  of  his  opinion,  the  symptoms 
being  diarrhea  alternating  with  constipation,  and  the 
passage  of  bloody  stools  with  more  or  less  tenesmus. 

My  examination,  made  first  with  the  finger  passed 
into  the  rectum,  discovered  a mass  anteriorly  as  large 
as  a moderate-sized  apple.  The  smoothness  of  the 
supposed  tumor  surprised  me  and  suggested  the  pres- 
ence of  a sarcoma ; but  the  few  cases  that  I had  seen 
of  this  rather  rare  disease  of  the  rectum  originated 
posteriorly  and  so  I was  still  in  doubt.  I then  made  a 
vaginal  examination  and  removed  a soft  rubber  ball 
pessary  which  the  patient  had  been  wearing  but  about 
which  she  purposely  failed  to  tell  either  her  physician 
or  me. 

Upon  further  questioning,  it  appeared  that  the  pa- 
tient, some  years  previously,  had  been  conscious  of 
some  local  discomfort  which  she  attributed  to  uterine 
trouble,  and  instead  of  consulting  her  own  physician 
had  gone  to  one  of  her  own  sex,  who  advised  the 
wearing  of  the  previously  mentioned  device.  A false 
sense  of  modesty  caused  her  to  conceal  the  fact.  It 
can  well  be  imagined  that  great  was  her  relief  to  learn 
that  no  malignant  trouble  existed. 

Case  II. — A number  of  years  ago,  I had  under  ob- 
servation a patient  with  undoubted  syphilis  whom  I 
referred  to  a genito-urinary  specialist.  Recently  the 
patient  was  referred  to  me  for  a rectal  condition.  His 
symptoms  were  tenesmus,  frequent  stools  in  the  morn- 
ing and  the  passage  of  a considerable  quantity  of 
bloody,  chocolate-colored  matter.  Examination  re- 
vealed a chronic  hypertrophic  rectitis  extending  as  high 
as  the  colon,  which  was  probably  involved,  although 
inspection  of  that  part  of  the  tract  was  rendered  im- 
possible by  the  presence  of  mucopurulent  chocolate- 
colored  matter,  which  constantly  obscured  the  field  of 
vision.  Upon  attempting  the  digital  examination,  I 
was  impressed  by  an  unusual  spasmodic  action  of  the 
sphincters,  unlike  anything  I had  ever  felt,  and  the 
thought  occurred  that  the  practice  of  pederasty  might 
be  responsible  for  the  peculiar  condition,  although  I 
had  never  personally  seen  a patient  known  by  me  to 
be  addicted  to  this  vicious  and  unnatural  habit.  Ab- 
ruptly I put  the  question  to  him.  Coming  unexpectedly 
he  had  little  time  to  equivocate  and  admitted  that  I was 
correct  in  my  suspicion.  He  said  he  was  a victim  of 
the  habit  in  his  youth.  That,  I told  him,  was  true  as 
far  as  it  went,  but  the  evidence  was  unmistakable  that 
he  had  not  abandoned  the  practice,  and  this  he  shame- 
fully admitted  to  be  true.  In  extenuation  he  said  he 
had  been  cursed  with  a compelling  sexual  instinct 
which  he  had  not  the  will  power  to  combat.  I assured 
him  that  his  case  was  not  hopeless  and  that  by  refusing 
to  yield  to  his  unnatural  desires  and  following  the 
treatment  prescribed,  his  condition  might  not  only  be 
remedied  but  completely  cured. 

I saw  and  treated  the  man  for  about  ten  days,  dur- 
ing which  time  his  embarrassment  at  my  knowledge 
of  his  evil  habit  was  most  noticeable  and  then  his  visits 
ceased.  Some  two  weeks  later  he  returned  and  ex- 


plained that  he  had  sought  advice  elsewhere  because  I 
had  discovered  his  secret.  This  time  he  besought  me 
to  take  him  in  charge,  promising  to  carry  out  my  in- 
structions implicitly.  He  was  in  a highly  nervous  state, 
owing  to  the  fact  that  during  the  interval  in  my  treat- 
ment he  had  gone  to  another  specialist,  who  had  him 
admitted  to  a hospital,  where  after  examination  under 
gas  anesthesia  the  trouble  was  pronounced  to  be  cancer 
of  the  lower  bowel.  To  satisfy  myself  and  ease  the 
patient’s  mind,  I sent  him  to  Dr.  John  B.  Deaver,  of 
this  city,  whose  examination  confirmed  my  own  diag- 
nosis. Six  weeks’  treatment  improved  the  condition 
of  the  patient  to  such  an  extent  that  he  was  able  to 
resume  his  usual  vocation,  and  the  patient  shortly 
afterward  of  his  own  accord  discontinued  further 
medication.  I have  seen  him  several  times  since  and 
he  told  me  that  he  had  not  lost  a day’s  work  and  that 
his  health  had  not  been  so  good  in  years. 

Case  III. — The  last  case  that  I will  mention  is  one 
that  I did  not  see,  but  the  facts  as  here  related  were 
given  to  me  by  a friend  of  the  patient.  Here  a man 
was  afflicted  with  an  almost  continuous  desire  to  go 
to  the  toilet,  the  desire  being  more  pronounced  in  the 
morning.  Even  after  what  might  be  considered  a sat- 
isfactory evacuation,  the  desire  still  persisted.  Some- 
times nothing  but  mucus  stained  with  blood  would  be 
passed  and  sometimes  only  wind  would  be  expelled. 
Urged  to  consult  a physician,  he  was  referred  by  the 
latter  to  a specialist  whose  verdict  was  that  the  trouble 
was  serious  and  that  an  operation  would  be  necessary. 
Word  reached  his  family  that  it  was  cancer.  He  was 
then  taken  to  an  internationally  eminent  surgeon  who 
found  a polypus,  benign  in  character.  The  removal  of 
this  brought  relief  to  the  patient  and  now,  several 
years  after,  he  is  still  comfortable. 

It  is  not  my  desire  to  go  into  a detailed  de- 
scription of  the  individual  growths  met  with  in 
that  part  of  the  alimentary  tract  under  consid- 
eration, as  every  textbook  covering  that  par- 
ticular field  treats  of  them  fully,  but  I shall 
enumerate  the  usual  types  in  the  order  of  the 
frequency  of  their  occurrence.  By  far  the  com- 
monest is  the  adenoma,  and  the  less  common 
forms  are : the  hypertrophied  anal  papillae,  the 
fibroma,  the  lipoma,  the  nevus,  the  myoma,  the 
myxoma  and  finally,  those  of  congenital  origin, 
such  as  tumors  arising  from  persistence  of  the 
neurenteric  canal  and  dermoids.  The  only  treat- 
ment advisable,  or  worth  consideration,  is  that 
of  removal,  and  the  sooner  this  is  done  the  bet- 
ter. The  risk  run  in  surgical  procedures  of  this 
nature  is  extremely  slight  and  the  relief  af- 
forded extremely  great. 

313  S.  17th  St. 


PLACENTAL  EXTRACT  NOT  A 
GALACTAGOGUE* 

CHENEY  M.  STIMSON,  M.D. 

PHILADEXPHIA,  PA. 

There  has  recently  been  considerable  discus- 
sion as  to  the  use  of  placental  extract  as  a 

• From  the  Department  of  Gynecology,  Jefferson  Medical 
College. 
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galactagogue,  some  claiming  that  its  administra- 
tion is  followed  by  an  increased  flow  of  milk 
from  the  mammary  gland,  while  others  claim 
that  it  produces  no  effect  whatever.  As  pla- 
cental extract  is  now  included  among  the  prod- 
ucts of  many  manufacturers  of  the  endocrine 
preparations,  various  uses  for  it  being  advised, 
chief  of  which  is  its  supposed  galactagogic  prop- 
erties, it  might  be  well  to  call  attention  to  some 
experimental  and  clinical  work  recently  reported 
which  may  throw  more  light  on  the  function  of 
the  placental  hormone. 

Professor  O.  Frankl,  of  Vienna,^  carried  out 
a series  of.  experiments  in  which  he  grafted 
under  the  skin  of  the  back  of  pregnant  mice  near 
term  the  placentas  of  other  mice  approximately 
in  the  same  stage  of  pregnancy.  In  those  mice 
where  the  grafts  were  successful  true  milk  did 
not  appear  in  the  mammary  glands  after  deliv- 
ery, colostrum  only  being  present.  Although 
the  newborn  seemed  normal  and  commenced  to 
suck  immediately  after  delivery,  they  invariably 
died  within  the  next  five  to  seven  days,  evidently 
of  starvation.  In  the  successful  grafts,  where 
the  placenta  established  satisfactory  connection 
with  the  adjoining  tissue,  the  grafts  would  be 
observed  to  persist  for  three  or  four  weeks, 
after  which  time  histologic  study  showed  their 
complete  absorption.  Only  mice  from  a strain 
known  to  be  able  satisfactorily  to  nurse  their 
young  were  used.  These  same  animals  were  j>er- 
mitted  to  become  pregnant  and  again  and  again 
they  nursed  their  young. 

In  1922  I reported  some  clinical  observations^ 
which  seemed  clearly  to  suggest  that  the  placenta 
exercised  an  inhibitory  influence  on  the  mam- 
mary gland,  through  a hormone  circulating  in 
the  maternal  blood,  and  held  in  check  the 
actual  appearance  of  milk  until  the  child  was 
bom,  the  placenta  expelled  and  the  placental 
hormone  removed  from  the  maternal  circulation 
by  the  process  of  elimination.  My  article  con- 
tained the  report  of  a case  in  which  a piece  of 
retained  placental  tissue  about  tbe  size  of  a 
lemon  was  expelled  on  the  thirteenth  day  after 
delivery  of  a full-term  normal  child.  The 
mother  had  nursed  all  of  her  seven  children  pre- 
vious to  this  birth,  but  this  child  she  was  unable 
to  nurse  until  three  days  after  the  expulsion  of 
the  retained  placental  tissue,  having  placed  the 
child  in  the  meantime  on  the  bottle.  She  began 
lactating  on  the  sixteenth  day  and  continued 
normally  until  the  child  was  weaned.  Attention 
was  called  also  at  that  time  to  the  fact  that  in 
cases  of  incomplete  abortion,  especially  near  or 
after  viability,  milk  does  not  usually  appear  in 
the  breasts  as  long  as  there  is  placental  tissue 
remaining  attached  in  the  uterus. 


Frankl,  reporting  the  result  of  his  experi- 
mental work,  made  the  following  comment  on 
my  clinical  observations : “Of  special  interest 
proved  to  me  a recent  Article  in  the  American 
Journal  of  Obstetrics  and  Gynecology  by  Stim- 
son.  He  showed  that  retained  portions  of 
the  placenta  could  hinder  milk  secretion,  which 
developed  normally  immediately  after  the  re- 
moval of  the  retained  tissue.  This  observation 
corresponds  exactly  to  the  results  of  my  own 
experiments  on  animals.” 

In  view  of  the  above-mentioned  experimental 
and  clinical  evidence,  it  seems  rather  improbable 
that  placental  extract  exercises  any  influence  to- 
ward increasing  the  secretion  of  milk. 

167  Harvey  Street. 

REFERENCES 

1.  Frankl,  O.,  American  Journal  of  Obstetrics  and  Gyne- 
cology, October,  1923,  p.  399-401. 

2.  Frankl,  O.,  American  Journal  of  Obstetrics  and  Gyne- 
cology, October,  1923,  p.  399-401. 


A CASE  OF  postencephalitic  PARK- 
INSONIAN SYNDROME  SHOWING 
TRAMPING  AND  CHAMPING 
MOVEMENTS* 

TEMPLE  FAY,  M.D. 

PHII.ADEI.PHIA,  PA. 

The  patient  was  admitted  to  the  service  of  Dr. 
Spiller,  at  the  Philadelphia  General  Hospital,  on 
August  II,  1923,  complaining  of  “nervous  break- 
down.” She  had  been  perfectly  well  until  i8 
months  ago  when,  twelve  days  after  childbirth, 
she  noticed  drowsiness,  salivation  and  muscular 
twitchings.  A jjeriod  of  insomnia  ensued,  dur- 
ing which  she  slept  scarcely  at  all  for  over  two 
weeks.  Her  recovery  from  this  illness  was 
gradual  and  uneventful  except  that  she  noticed 
slowness  and  stiffness  in  some  of  her  move- 
ments. People  told  her  of  a change  of  expres- 
sion about  the  face. 

Four  months  ago,  she  first  noticed  she  began 
to  have  champing  movements  of  the  jaws  as 
though  she  were  chewing  something  continually. 
This  movement  has  persisted  until  the  present, 
but  ceases  when  she  speaks,  swallows  or  puts  out 
her  tongue. 

She  also  developed  about  this  time  a slight 
tremor  of  the  fingers  and  a continual  tramping 
movement  of  the  feet.  She  appears  as  though 
she  were  marking  time  in  some  definite  rhythm. 
However,  the  knees  are  not  flexed  during  this 
act  and  the  feet  are  raised  from  the  ground  by  a 
partial  shifting  of  weight  from  one  foot  to  the 
other. 

Her  previous  medical  history  is  negative.  Her 

* Presented  before  the  Philadelphia  Neurological  Society, 
October  26,  1923. 
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family  history  is  negative:  two  children  living 
and  well ; no  stillbirths. 

PHYSICAL  EXAMINATION 

Physical  examination  shows  a well  developed,  Irish 
woman  about  35  years  of  age,  who  speaks  in  a mono- 
tone. Her  responses  and  sentences  are  short,  and  she 
bears  a mask-like  expression  of  the  face.  There  is  a 
gross  tremor  of  the  eyelids  when  closed;  palpebral 
fissures  are  somewhat  widened ; sense  of  smell  is  nor- 
nal ; eyes  show  no  retinal  changes ; fields  are  normal 
and  pupils  react  to  light  and  accommodation  slowly, 
ocular  rotation  almost  full  in  all  directions.  Slight 
internal  strabismus. 

Sensation  is  not  disturbed  over  the  distribution  of  the 
fifth.  The  facial  muscles  show  a slight  stiffness  in  ex- 
pressional  movements  which  appears  as  though  a slight 
weakness  were  present  in  the  lower  divisions  of  the 
seventh.  This  is,  however,  probably  due  to  the  fixety 
of  the  muscles  and  masklike  appearance.  Her  mental 
responses  are  slow,  though  hearing  is  acute  and  there 
is  no  difficulty  in  swallowing  or  speaking.  Words  are 
forced  out  in  short,  explosive  tumults  and  the  inflection 
of  the  voice  has  been  lost.  The  tongue  protrudes  in 
the  midline  and  shows  many  fine  tremors  along  its 
edges.  While  the  gait  is  stiff,  there  is  no  Romberg  and 
the  patient  finds  no  difficulty  in  getting  about  save  for 
the  apparent  stiffness  of  all  the  muscle  groups.  Reflex 
responses  are  normal,  excepting  that  irritation  about 
the  navel  fails  to  bring  forth  an  abdominal  reflex. 

Sensation  is  normal  over  the  entire  body  and  there 
is  no  apparent  weakness  in  any  muscle  groups.  Slight 
tremors  are  present  in  the  fingers  and  hands  when 
extended.  Passive  movements  show  the  muscles  to  be 
quite  resistant. 

CHAMPING 

It  will  be  noted  that  the  patient  is  continually  moving 
her  jaws  as  though  chewing  food  or,  as  she  expresses 
it,  “chewing  gum.”  The  act  of  swallowing  is  not  asso- 
ciated with  this  movement.  The  contraction  of  the 
masseters  on  each  side  are  firm  and  equal,  the  lower 
jaw  is  dropped  slightly  during  each  movement  but 
when  asked  to  speak  or  swallow  or  protrude  the 
tongue,  or  even  when  the  attention  is  diverted  to  some 
other  act,  these  movements  cease  of  themselves. 

TRAMPING 

When  the  patient  stands,  she  rhythmically  sways  and 
lifts  her  feet  slightly  from  the  ground.  This  move- 
ment is  controlled  at  will,  and  also  when  sitting,  walk- 
ing or  performing  some  other  act.  It  is  not  present, 
she  states,  during  sleep.  Excitement  aggravates  all 
the  symptoms. 

The  laboratory  tests  give  negative  reports  for  blood 
Wassermann,  coloidal  gold  and  spinal  fluid  Wasser- 
mann.  The  urine  was  negative  for  any  pathology  of 
the  kidney.  Blood  count  was  found  to  be  normal. 

SUMMARY 

The  case  offers  no  difficulty  in  diagnosis,  being 
definitely  Parkinsonian  in  type,  but  there  is  the 
unusual  appearance  of  a coordinated  associated 
movement  of  the  jaws  and  feet.  Whether  this  is 
a habit  or  due  to  definite  lesion,  it  seems  impos- 
sible to  determine.  If  a habit,  was  there  some 
irritative  cause  for  its  inception?  If  a lesion, 
it  is  hard  to  explain  bilateral  associated  move- 
ments of  this  character.  In  some  instances,  a 


unilateral  center  for  bilateral  movements  of  co- 
ordination has  been  demonstrated. 

The  champing  noted  in  this  case  has  been  seen 
to  occur  following  encephalitis  by  several  ob- 
servers. As  far  as  can  be  determined,  the  pe- 
culiar tramping  noted  in  this  patient  has  not  been 
brought  to  the  author’s  attention  in  other  cases 
of  this  character. 

It  is,  therefore,  with  the  object  of  bringing 
forward  a discussion  as  to  the  character  of  this 
movement,  its  possible  localization  and  cause, 
that  the  case  is  herewith  presented.  With  the 
knowledge  that  encephalitis  may  leave  many 
bizarre  sequelae,  it  is  offered  as  one  of  unusual 
manifestation  in  this  disease. 

1924  Pine  Street. 


PROPAGANDA  FOR  REFORM 

The  Standardization  oe  Drugs  Amid  Changing 
Standards. — Medical  welfare  is  hampered  in  many 
way.^  by  the  machinations  of  the  quack  and  the  health 
imposter ; likewise  by  the  production  and  distribution 
of  products  that  are  below  standard  or  utterly  incap- 
able of  accomplishing  what  the  unsuspecting  user,  be 
he  layman  or  physician,  may  rightfully  expect  of  them. 
Much  of  the  valuable  work  of  the  Council  on  Phar- 
macy and  Chemistry  of  the  American  Medical  Associa- 
tion consists  in  revision — in  promoting  an  up-to-date 
attitude  toward  well  tested  novelties  in  drugs,  while 
preserving  a justifiable  conservatism  toward  the  valu- 
able contributions  of  the  past.  An  illustration  of  the 
difficulties  encountered  is  afforded  by  the  recent  ex- 
periences with  cod  liver  oil.  The  product  itself  is  no 
novelty,  but  some  of  its  reputed  virtues  have  been  put 
on  a more  scientific  basis  in  the  last  decade.  The 
pharmacopcial  standards  have  been  found  insufficient. 
To-day  it  is  standardized  on  its  vitamin  potency — and 
more  recently  on  its  antirachitic  properties.  Such 
tested  cod  liver  oils  are  widely  advertised  and  have 
been  accepted  for  inclusion  in  New  and  Nonofficial 
R medies  by  the  Council  on  Pharmacy  and  Chemistry. 
Those  who  believe  in  keeping  abreast  of  progress 
should,  therefore,  lend  their  enthusiastic  support  to 
agencies,  such  as  the  Council,  that  labor  unselfishly  for 
them.  (Journal  A.  M.  A.,  Oct.  4,  1924,  p.  1080.) 

Pluriglandular  Products  of  Harrower. — In  1919, 
the  Council  on  Pharmacy  and  Chemistry  examined  a 
number  of  the  products  of  the  firm  of  Henry  R.  Har- 
rower, Glendale,  California.  It  found  none  accept- 
able for  New  and  Nonofficial  Remedies.  An  examina- 
tion of  the  “literature”  sent  out  by  the  firm  during 
the  last  year  shows  that  its  business  is  still  largely  in 
complex  m’xtures  such  as  those  reported  on  adversely 
by  the  Council.  (Journal  A.  M.  A.,  Oct.  4,  1924,  p 
1098.) 

The  Photo- Activity  of  Substances  Curative  of 
Rickets. — In  addition  to  conspicuous  changes  in  the 
composition  of  bones  in  rickets,  disproportions  occur 
in  the  concentration  of  calcium  and  phosphorus  in  the 
blood  plasma.  The  chemical  make-up  of  the  latter  is 
soon  restored  to  a more  normal  character  whenever 
effective  antirachitic  measures  are  instituted.  Cod 
liver  oil  has  this  regulatory  power  in  a striking  degree. 
It  is  an  extraordinary  circumstance  that  a substance 
containing  neither  calcium  nor  phosphorus,  should  have 
the  power  to  cause  the  calcium  or  the  phosphorus,  as 
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the  case  may  be,  to  rise  nearly  to  the  level  commonly 
regarded  as  normal.  Furthermore,  cod  liver  oil  not 
only  acts  as  a regulator  of  the  calcium  and  phosphorus 
metabolism,  but  also  permits  the  organism  to  operate 
with  greatly  increased  economy.  No  less  remarkable 
than  the  action  of  cod  liver  oil,  is  the  clearly  demon- 
strated potency  for  this  purpose  of  certain  types  of 
radiation,  such  as  are  present  in  direct  sunlight  and 
which  emanate  also  from  the  quartz  mercury  vapor 
lamp.  Because  of  the  similarity  of  action  of  cod  hver 
oil  and  radiant  energy,  it  was  predicted  that  a connec- 
tion must  exist  between  them.  This  relation  has  now 
beer  demonstrated.  It  has  been  shown  that  the  chem- 
ical substances  curative  of  rickets  produce  a blackening 
of  sensitive  photographic  plates  screened  by  quartz. 
Substances  noncurative  of  rickets  do  not  fog  the  plates. 
These  phenomena  are  undoubtedly  due  to  ultraviolet 
radiation.  Thus  oxidation  appears  to  furnish  the  basis 
for  the  identical  curative  action  of  many  substances  and 
of  sunlight  in  rickets.  (Journal  A.  M.  A.,  Oct.  ii, 
1924,  p.  1169.) 

Bottleu  Sunshine. — -It  was  demonstrated  recently 
that  sun  light  or  the  radiations  of  the  quartz  mercury 
vapor  lamp  had  the  property  of  emitting  ultraviolet 
rays  in  common  wi,h  well  recognized  antirachitic  food 
substances.  Almost  simultaneously,  it  was  announced 
that  irradiation  of  fats  otherwise  inactive  in  prevent- 
ing rickets,  caused  them  to  become  active  and  that 
rations  which  ordinarily  produced  wide  rachitic  meta- 
physis  in  the  shaft  bone  of  rats  through  irradiation 
became  antirachitic  and  promptly  effec.ed  a rapid  and 
complete  healing  of  the  lesion.  (Journal  A.  M.  A., 
Oct.  18,  1924,  p.  1250.) 

New  Wieson  Remedy  Co. — Recently  some  physicians 
in  Ohio  received  letters  from  the  New  Wilson  Remedy 
Co.,  giving  as  its  address  1042  St.  Clair  Avenue,  Cleve- 
land, Ohio,  sugg. sting  that  they  “become  interested  in 
getting  the  profits  from  medicines  that  usually  go  to 
outsiders.”  They  were  informed  that  it  was  proposed 
to  purchase  the  entire  formula,  stock,  name,  etc.,  of  the 
present  New  Wilson  Remedy  Co.,  which  now  sells 
“Wilson’s  Pills,”  formerly  known  as  “Wilson’s  Pills 
of  Life,”  and  stated  to  have  proved  “very  effective”  in 
“Chronic  Rheumatism,  Lumbago,  Neuralgia,  Sciatica 
and  Menstruation."  “The  New  Wilson  Remedy  Com- 
pany” appears  to  be  a trade  style  used  by  one  George 
C.  McKay.  McKay,  it  is  said,  is  a sales  agent  for 
various  concerns  and  his  wife  apparently  takes  care  of 
the  mail  order  patent  medicine  business.  The  “Com- 
pany” merely  has  desk  room  at  1042  St.  Clair  Avenue, 
Cleveland.  (Journal  A.  M.  A.,  Oct.  4,  1924,  p.  1096.) 

Benzye  Benzoate  and  Arterial  Hypertension. — 
M'hile  the  Council  on  Pharmacy  and  Chemistry  recog- 
nizes the  existence  of  honest  differences  of  opinion  on 
many  therapeutic  questions,  and  desires  to  be  liberal  in 
its  attitude  toward  all  worthy  innovations,  it  refuses 
to  admit  claims  which  are  neither  in  harmony  with 
already  accepted  facts  nor  supported  by  acceptable  evi- 
dence. The  wisdom  of  this  rigorous  attitude  has  been 
recently  demonstrated  anew  with  respect  to  the  widely 
acclaimed  benzyl  benzoate.  The  Council  has  insisted 
that  its  clinical  use  is  still  in  the  experimental  stage, 
despite  the  alluring  announcements  of  the  various  al- 
leged virtues  of  the  compound.  Benzyl  benzoate  has, 
for  example,  been  recommended  and  doubtless  fre- 
quently prescribed  for  reduction  of  arterial  hyperten- 
sion. A careful  clinical  study,  however,  shows  that 
benzyl  benzoate,  if  taken  in  25  to  30  drop  doses  (20  per 
cent  alcoholic  solution),  has  no  effect  on  blood  pressure. 
Furthermore,  even  continued  therapeutic  administration 


over  a period  of  days  produced  no  effect  on  the  blood 
pressure  of  patients  suffering  with  hypertension.  (Jour- 
nal A.  M.  A.,  Oct.  II,  1924,  p.  1171). 

Some  “Mixed”  Vaccines  of  G.  H.  Sherman  Not 
Accepted  for  N.  N.  R.— The  Council  on  Pharmacy  and 
Chemistry  reports  that  the  following  “mixed"  vaccines 
of  the  firm  of  G.  H.  Sherman  were  found  to  be  un- 
acceptable for  New  and  Nonofhcial  Remedies : Ery- 
sipelas Vaccine  No.  i,  Pneumo.  Mixed  Vaccine  No.  6, 
Strepto.  Staph.  Vaccine  No.  10,  Colon  Bacillus  Com- 
bined Vaccine  (Modified  Van  Cott)  No.  35,  Friedlander 
Vaccine  No.  36,  Influenza  Vaccine  No.  38,  Catarrhal 
Vaccine  No.  40,  Whooping  Cough  Mixed  Vaccine  No. 
43.  As  evidence  for  these  “mixed”  vaccines  the  firm 
submitted  a printed  brochure : “Data  on  the  Use  of 
Mixed  Bacterial  Vaccines.”  Part  of  the  data  consisted 
chiefly  of  the  reproduction  of  letters  from  physicians — 
some  of  them  men  of  high  standing — testifying  to  the 
value  of  “mixed”  vaccines  in  various  conditions.  The 
other  part  of  the  data  consisted  of  abstracts  or  reprints 
of  articles  which  have  appeared  in  medical  publications. 
This  evidence  the  Council  found  unacceptable.  The 
evidence  for  the  several  vaccine  mixtures  under  con- 
sideration did  not  establish  the  rationality  of  any  of 
them.  On  the  contrary,  their  use  is  bound  to  lead  to 
haphazard  therapy — particularly  so,  because  the  trend 
of  the  Sherman  advertising  which  accompanies  the 
products  is  toward  the  use  of  vaccine  mixtures.  This 
includes  a complete  line  of  Sherman  vaccines  and  con- 
tains a long  list  of  diseases  with  recommendations  for 
the  use  of  vaccines,  generally  referred  to  by  numbers 
rather  than  by  names  descriptive  of  their  composition. 
(Journal  A.  M.  A.,  Oct.  ii,  1924,  p.  1184). 

Jack  Sprat  Bread,  Another  Obesity  Cure  Fake. — 
This  bread  is  put  on  the  market  by  Charles  Sulzer  and 
Co.,  Chicago  and  proclaimed  by  Sulzer  to  be  “My 
Magical  Discovery.”  It  is  said  to  be  “rich  in  protein” 

and  “unusually  low  in  starch.”  It  is  claimed  that  “ 

easily  and  pleasantly  Jack  Sprat  restores  the  beauties 
of  form  and  features.”  Analysis  shows  that  Jack 
Sprat  Bread  has  between  29  and  33  per  cent  of  starch 
and  a total  carbohydrate  content  of  36  to  40  per  cent. 
It  seems  to  be  a very  ordinary  product  which  is  a 
hybrid  between  a gluten  and  a whole  wheat  bread.  The 
statement  that  the  bread  is  unusually  low  in  starch 
content  is  false.  It  is  not  true,  as  claimed,  that  the 
obese  can  reduce  by  eating  all  they  want,  whenever 
they  want  it.  The  claim  that  “Nothing  can  reduce 
you  as  Jack  Sprat  will”  is  sheer  quackery.  (Journal 
A.  M.  A.,  Oct.  18,  1924,  p.  1261). 

St.  James  Oil. — For  many  years  one  Harry  Elling- 
ton Brook  conducted  a department  of  medical  and 
quasimedical  misinformation  in  the  Sunday  Magazine 
Section  of  the  Los  Angeles  Times.  Brook  was  a “Na- 
ture Doctor”  and  a chiropractor.  Brook  advertised  in 
the  Los  Angeles  Times  to  restore  health  by  natural 
methods.  He  was  an  exponent  of  drugless  therapy,  but 
he  was  not  above  exploiting  a “patent  medicine.”  A 
fraud  order  recently  issued  by  the  Post  Office  Depart- 
ment against  Brook  and  the  “St.  James  Oil  Company,” 
brings  out  the  fact  that  Brook  had  for  years  been 
engaged  in  exploiting  a nostrum  called  “St.  James  Oil,” 
at  the  same  time  that  he  was  inveighing  against  all 
drugs  in  his  department  in  the  Los  Angeles  Times. 
Analysis  showed  the  product  to  be  98  per  cent  mineral 
oil  resembling  liquid  petrolatum  and  2 per  cent  volatile 
oils  of  eucalyptus  and  of  lemon.  (Journal  A.  M.  A., 
Oct.  25,  1924,  p.  1353)- 
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EDITORIALS 


THE  74TH  ANNUAL  SESSION  AT 
READING 

Those  members  of  our  State  Medical  Society 
who  were  prevented  from  attending  this  Session 
were  unfortunate  because  the  program  pre- 
sented was  a splendid  one.  The  scientific  meet- 
ings, however,  were  splendidly  patronized  and 
all  sections  had  capacity  sessions.  We  say  “ca- 
pacity” because  there  have  been  years  in  which 
one  section  predominated  in  attendance  over 
another. 

Our  State  Society  is  becoming  so  well  known 
and  popular,  not  only  in  Pennsylvania  but  out- 
side its  borders,  that  the  annual  session  attracts 
speakers  from  a distance,  who  are  pleased  to  be 
in  attendance  and  who  present  interesting  dis- 
cussions. 

The  members  of  the  Berks  County  Society 
were  untiring  in  supplying  the  visiting  members 


and  their  ladies  with  entertainment,  and  each 
hour  of  the  days  and  evenings  was  taken  up  with 
something  to  entertain  as  well  as  instruct  those 
who  had  the  privilege  of  being  guests.  Hardly 
a previous  session  has  been  conducted  without 
some  complaints  as  to  conditions  which  arose 
during  the  sessions.  About  the  only  one  of 
which  we  were  forcibly  reminded  at  Reading 
was  the  very  poor  acoustics  of  the  meeting  halls 
in  Rajah  Temple.  This  condition  rendered  it 
very  difficult  for  speakers  to  be  distinctly  heard. 

The  scientific  program  was  replete  with  inter- 
esting papers,  and  those  who  did  not  attend  may 
console  themselves  with  the  fact  that  later  on 
they  will  appear  in  this  Journal. 

The  scientific  exhibit  was  very  good  and  was 
inspected  by  a large  number  of  the  visiting 
members.  The  commercial  exhibit  contained 
about  every  type  of  medical  and  surgictil  arma- 
mentarium which  the  doctor  could  desire,  and 
many  compliments  were  paid  the  exhibitors  for 
their  splendid  and  interesting  displays. 

The  Session  closed  with  an  unusually  instruc- 
tive and  entertaining  program  presented  by  Dr. 
Chevalier  Jackson  of  Philadelphia,  which  ap- 
pealed to  the  mothers  as  well  as  others  who 
packed  the  ballroom  of  the  Rajah  Temple.  Dr. 
Jackson  was  followed  by  Dr.  Woods  Hutchin- 
son, who  gave  a delightful  lecture  on  the 
progress  of  medicine,  which  was  presented  so 
as  to  be  understood  by  the  laity  present.  Alto- 
gether the  Reading  convention  was  quite  a 
success. 


AUTOPSIES  AND  THE  UNDERTAKER 

The  work  of  the  Committee  on  Morticians  of 
the  State  Medical  Society  under  the  direction  of 
the  chairman,  Dr.  Frank  C.  Hammond,  of  Phila- 
delphia, has  been  carried  on  in  a most  thorough 
and  painstaking  manner. 

Dr.  Hammond  sent  a questionnaire  to  the  hos- 
pitals of  the  state  and  to  certain  physicians, 
through  which  he  received  information  in  regard 
to  the  number  of  autopsies  performed,  the  meth- 
ods used  in  securing  permission  for  autopsies 
and  the  attitude  of  the  undertakers  of  the  vari- 
ous communities  in  respect  to  performing  post- 
mortem examinations,  together  with  other  valu- 
able information. 

Dr.  Hammond  then  requested  the  presidents 
of  the  various  county  societies  to  induce  prop- 
erly qualified  speakers  to  address  meetings  of 
the  undertakers  of  the  various  communities  and 
discuss  the  necessity  of  and  the  benefits  derived 
from  autopsies,  the  advantages  of  cooperation 
between  the  pathologist  and  the  undertaker,  the 
survey  of  the  State  Medical  Society  and  the 


90 


THE  ATLANTIC  MEDICAL  JOURNAL 


November,  1924 


questionnaire,  the  standardization  of  hospitals 
by  the  American  College  of  Surgeons  and  what 
it  means  to  a hospital  not  to  be  on  the  approved 
list,  etc. 

The  selected  speaker  was  then  informed  by 
Dr.  Hammond,  of  the  attitude  of  the  under- 
takers of  his  district  (which  information  was 
gathered  from  the  answers  to  the  questionnaires) 
and  given  an  outline  which  it  was  suggested  that 
he  follow  in  his  discourse. 

At  one  of  these  meetings  it  developed  that  if 
the  pathologist  would  immediately  inform  the 
undertaker  of  the  autopsy,  invite  him  to  be  pres- 
ent and  would  perform  the  autopsy  in  a manner 
satisfactory  to  the  undertaker  there  would  be  no 
friction  between  the  two.  Various  undertakers, 
however,  differed  in  regard  to  their  desires  on 
certain  points  of  method,  hence  the  advisability 
of  a talk  with  the  undertaker  before  beginning 
the  autopsy.  For  example,  one  undertaker  may 
desire  the  body  left  open  so  that  he  may  pour 
in  his  hardening  compound,  while  another  in- 
sists that  it  be  sewed  up  securely.  The  majority 
of  undertakers  agree  that,  after  removing  the 
brain,  cotton  should  be  forced  down  the  spine 
and  the  foramen  magnum  filled  with  plaster  of 
Paris,  while  a few  object  to  this  procedure. 

While  deviations  may  be  made  for  the  pur- 
pose of  satisfying  certain  undertakers,  the  ma- 
jority desire  that  the  following  procedure  be 
carried  out : 

Immediately  after  death  raise  the  head  by 
placing  it  on  a pillow  and  keep  it  elevated. 

Elevate  the  hands  by  placing  them  upon  the 
chest  and  keep  them  in  this  position. 

Use  no  bandages  whatever  on  face  or  hands. 

Keep  the  jaw  in  position  (closed)  by  placing 
a roller  bandage  or  towel  under  the  chin.  (The 
roller  bandage  may  be  kept  in  position  by  ad- 
hesive.) 

The  undertaker  must  be  informed  immedi- 
ately of  every  death  occurring  in  the  hospital 
and  also  as  to  the  time  of  the  autopsy  in  case 
one  is  to  be  performed. 

The  autopsy  should  be  performed  at  the  earli- 
est possible  moment  after  death. 

The  undertaker  must  be  informed  if  the  sub- 
ject had  cancer  or  contagious  disease,  and  espe- 
cially so  if  there  was  syphilis. 

If  single  organs  are  removed  their  vessels 
must  be  ligated. 

If  the  heart  is  removed  the  aorta  and  the  as- 
cending and  descending  venae  cavae  rnust  be 
ligated. 

If  the  heart  and  abdominal  organs  are  re- 
moved the  aorta  must  be  ligated,  not  only  at  the 
cardiac  end  but  also  at  the  lower  end,  or  the  two 
common  iliacs  ligated. 


If  the  brain  is  removed  the  foramen  magnum 
must  be  dried,  cotton  forced  down  into  the 
spine  and  the  foramen  filled  with  plaster  of 
Paris.  The  plaster  must  be  given  time  to  “set” 
before  the  calvarium  is  replaced. 

The  body  must  be  sewed  up,  preferably  with 
a mattress  stitch,  so  that  the  incision  is  water- 
tight. 

The  body  must  be  thoroughly  cleaned  before 
turning  it  over  to  the  undertaker. 

The  report  of  the  excellent  work  of  the  Com- 
mittee was  received  with  interest,  for  it  gives  to 
physicians  valuable  information  which,  if  acted 
upon,  will  bring  about  a better  understanding 
and  feeling  between  the  undertaker  and  the 
pathologist  and  make  it  an  easier  matter,  gen- 
erally, to  obtain  permission  for  autopsies. 

G.  R.  M. 


EDUCATING  THE  PUBLIC 

Educating  the  public  is  a phrase  far-reaching 
in  its  meaning.  Within  recent  years,  it  has  be- 
come almost  a vernacular  expression.  It  has 
been  resorted  to  by  all  groups,  social,  scientific 
and  otherwise,  who  believe  they  have  something 
for  public  enlightenment,  the  public  per  se  be- 
coming the  beneficiary.  To  bring  about  such 
enlightenment,  they  have  resorted  to  the  press, 
the  schools,  the  church,  various  civic  organiza- 
tions and  otherwise.  All  well  and  good  in  so 
far  as  the  public  really  receives  something  worth 
while.  All  well  and  good  until  the  chaff  far 
overbalances  the  wheat  and  educational  slogans 
become  but  sounding  brass  and  tinkling  cymbals. 

In  the  field  of  mental  and  physical  medicine 
will  always  be  found  real  want,  capable  of  pro- 
ducing a golden  harvest.  The  public  has  always 
graciously  and  appreciatively  received  medical 
information  beneficial  to  itself  in  the  matter  of 
the  nature,  cause  and  prevention  of  disease.  In 
presenting  this  information,  we  have  resorted  to 
the  press,  the  school,  the  church,  the  movies  and 
so  on,  all  of  which  serve  advantageously  for  the 
present  era.  But  what  of  the  future? 

If  educating  the  public  in  health  matters  really 
carries  the  help  of  present  day  evaluation,  is  it 
not  worthy  of  a place  in  our  great  educational 
school  program,  the  real  institution  of  training? 
Are  not  the  real  objectives,  the  education  of  the 
physicians,  the  education  of  the  school  teachers 
and  the  education  of  the  parents  of  to-morrow, 
the  school  children  of  to-day? 

In  the  Commonwealth  of  Pennsylvania,  the 
State  Department  of  Health  and  the  Department 
of  Public  Instruction  are  making  great  strides  in 
laying  the  fundamentals  of  child  health.  In  our 
great  municipalities  strides  are  being  made  ever 
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forward  in  developing  the  child.  In  the  founda- 
tion of  these  educational  systems,  one  sees  em- 
phasized pre-school  health,  infectious  diseases, 
nutrition,  dental  hygiene,  and  physical  defects. 
So  far,  so  good,  but  there  is  yet  one  to  be  added, 
one  which  the  writer  is  inclined  to  regard  as 
vitally  fundamental  and  that  is  a means  of  fur- 
ther imparting  simple  knowledge  to  the  child  as 
to  what  constitutes  good  mental  health,  proper 
mental  attainments  and  established  landmarks 
to  which  the  high  school  boy  and  girl  may  strive 
to  attain  in  reaching  the  highest  point  of  health- 
ful mental  development.  The  day  is  passed  when 
the  individual’s  proper  slant  on  life,  his  early 
mental  and  moral  health  and  attitude  is  depend- 
ent on  a hit  and  miss  method  of  education.  It  is 
too  vital  to  be  trifled  with  and  should  be  sub- 
jected to  training  in  tbe  greatest  training  system 
of  the  world — our  educational  systems.  Here 
under  the  guidance  of  trained  teachers,  who 
know  psychology,  abnormal  psychology  and 
mental  hygiene,  who  have  ready  recourse  to  the 
advice  and  counsel  of  the  school  physician  well 
versed  in  the  cause,  recognition  and  remedial 
measures  of  mental  difficulties  and  their  solution, 
our  children’s  children  will  learn  that  physical 
health  is  a priceless  jewel  and  good  mental 
health  is  its  custodian  and  keeper,  offering  a re- 
turn of  mental  peace  and  happiness. 

There  may  be  some  diversity  of  opinion  as 
to  the  proper  method  of  teaching  children  mental 
hygiene  and  its  principles  and  also  as  to  the 
proper  modes  of  approach  whereby  our  teachers, 
school  physicians  and  school  nurses  may  receive 
the  special  training  necessary  to  an  adequate 
understanding  of  the  instinctive  and  emotional 
life  of  the  child,  whereby  they  may  successfully 
cope  with  the  first  evidences  of  mental  abnor- 
malities. There  is  one  thing,  however,  on  which 
we  all  agree,  and  that  is  the  importance  of  laying 
sufficient  stress  on  the  proper  development  of 
thinking,  feeling  and  acting,  laying  the  founda- 
tion in  such  a way  that  it  becomes  a permanent 
factor  in  the  education  of  the  individual. 

J.  A.  J. 


SHALL  THE  PHYSICIANS  AND  COM- 
MUNITIES EXCHANGE  BE 
CONTINUED? 

Recognizing  the  need  of  many  of  the  smaller 
communities  in  the  state  for  the  medical  service 
which  they  were  unable  to  obtain,  and  recogniz- 
ing the  difficulty  of  young  physicians  in  locating 
themselves  acceptably,  this  Journal  about  a year 
ago  established  a free  service  intended  to  supply 
this  need.  The  idea  was  that  the  readers  would 


send  in  information  to  be  published  in  a column 
entitled  “Physicians  and  Communities  Ex- 
change.’’ 

This  department  started  off  bravely,  all  the 
officers  of  the  Society  contributing  such  infor- 
mation as  they  happened  to  be  possessed  of ; 
but  since  the  other  members  largely  failed  of 
assisting  the  good  work  it  gradually  faded  and 
died  of  malnutrition. 

We  know  there  is  need  for  such  an  informa- 
tion bureau  in  this  state,  for  we  know  of  several 
instances  where  physicians  and  communities 
were  brought  together  through  our  auspices,  to 
their  mutual  satisfaction.  The  officers  of  this 
Society  and  the  management  of  the  Journal 
are  more  than  willing  to  continue  the  work,  but 
we  cannot  do  it  without  the  cooperation  of  every 
member  of  the  Society. 

If,  thei'efore,  you  want  the  Journal  to  con- 
tinue this  depar.ment,  let  us  appeal  to  you  not  to 
fail  to  send  us  the  necessary  information,  and 
we  will  do  the  rest. 


THE  PATIENT’S  PART  IN  METABOLISM 
TESTS 

When  making  a metabolism  test  it  is  cus- 
tomary to  instruct  the  patient  to  “breathe  natu- 
rally.’’ The  result  is  usually  an  uneven  curve 
from  which  it. is  difficult  to  compute  the  meta- 
bolic rate  widi  exactitude.  This  is  only  to  be 
expected,  for  one  is  always  unconscious  of  the 
process  when  breathing  naturally.  As  soon  as 
the  act  becomes  conscious  it  becomes  unnatural, 
and  the  patient  is  apt  to  grow  nervous. 

Since,  for  an  exact  estimation,  it  is  necessary 
to  secure  an  even  curve,  it  would  seem  that  bet- 
ter results  would  be  obtained  by  telling  the  pa- 
tient to  breathe  evenly — not  to  take  too  long  nor 
too  short  breaths,  but  to  breathe  easily  and  to 
try  to  make  each  inspiration  and  expiration  the 
same  length. 

The  objection  to  this  would  be  that  the  mental 
effort  involved  might  increase  the  metabolic  rate 
slightly ; but  this  could  doubtless  be  overcome 
by  stressing  the  instruction  to  breathe  easily. 
Furthermore  it  would  serve  the  purpose  of  fix- 
ing the  patient’s  attention  on  an  innocuous  occu- 
pation. 

Usually  the  patient  is  instructed  to  try  not  to 
think  of  anything  in  particular.  This  is  the  most 
difficult  art  on  earth,  for  “nature  abhors  a vac- 
uum,” and  the  mind  that  is  not  occupied  with 
harmless  thoughts  is  very  apt  to  get  into  mischief. 
Give  the  patient  something  definite  and  not  diffi- 
cult to  do,  and  it  should  tend  to  steady  his  nerves, 
and  produce  more  satisfactory  results. 
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EX  LIBRIS  MEDICI 


SCIENCE,  SERVICE,  SUPREMACY 

In  the  course  of  the  world’s  history,  there 
have  been  many  individuals  “of  whom  the  world 
was  not  worthy,”  but  to  whom  mankind  owes 
eternal  gratitude.  They  were,  for  the  most  part, 
solitary  men  who  lived  and  worked  obscurely, 
suffered  acutely,  and  died  heroically,  without 
recognition  or  reward.  Buddha  found  the  way 
to  moral  perfection,  and  it  cost  him  the  renun- 
ciation of  a throne ; Jesus  taught  the  way  of 
salvation,  and  found  a felon’s  death  upon  the 
cross ; Columbus  discovered  a new  world,  and 
was  loaded  with  chains  and  taken  home  to  die 
in  obscurity  and  poverty ; Galileo  discovered  the 
movements  of  the  heavenly  bodies  and  was  ex- 
communicated ; Jenne'r  discovered  vaccination 
against  smallpox,  and  was  ridiculed,  caricatured 
and  socially  ostracized  until,  having  lost  his 
money  and  practice,  he  lived  his  last  years  upon 
a government  pension.  Pasteur  passed  through 
trial  and  tribulation,  but,  more  fortunate  than  his 
predecessors,  lived  to  see  the  triumph  of  his 
work  and  his  own  justification.  He  had  much 
to  do  with  doctors — some  of  the  world’s  best, 
some  of  the  most  stupid.  In  the  eyes  of  the 
medical  men  of  his  day  he  was  guilty  of  a great 
crime — he  was  not  himself  a doctor! 

The  profession  and  the  public  Have  been  made 
acquainted  with  his  work  and  worth,  supposing 
that  they  did  not  already  know  and  appreciate 
them,  through  the  charming  “Life  of  Pasteur” 
written  by  his  son-in-law,  M.  Vallery-Radot. 
Everyone,  but  especially  everyone  interested  in 
the  medical  sciences,  should  own  and  frequently 
read  its  inspiring  pages.  Many  of  the  contained 
words  of  the  great  master  might  be  memorized 
with  advantage,  and  might  be  quoted  in  the 
exigencies  of  life  with  the  same  benefit  that 
Christians  and  Moslems  derive  from  sentences 
from  the  Bible  or  the  Koran. 

“It  was  while  reading  the  beautiful  work  of 
M.  Rene  Vallery-Radot”  that  the  idea  came  to 
Sacha  Guitry  “to  make  Pasteur  the  hero  of  a 
play.  * * * But  the  presentation  on  the  stage 
of  such  a personage  seemed  * * * impossible,” 
and,  he  says,  “I  was  on  the  point  of  renouncing 
the  project,  when  my  father  did  me  the  honor 
of  asking  me  to  write  a play  for  him.  The  idea 
of  Pasteur  came  to  my  mind  again,  and  I re-read 
the  book  which  had  aroused  my  enthusiasm  three 
years  before.  In  re-reading  those  magnificent 
pages,  my  emotion  was  even  greater  than  it  had 
been  before.  It  seemed  to  me  that  I had  the 
right  to  undertake  a work  for  which  I felt  an 
irresistible  desire.  In  several  instances  I have 


used  entire  sentences  pronounced  by  Louis  Pas- 
teur, not  only  at  the  meetings  of  the  Academy 
of  Medicine,  but  at  the  Sorbonne  and  elsewhere. 
* * * I do  not  believe  that  I have  at  any  time 
betrayed  the  memory  of  the  man  whose  life  I 
passionately  admire,  whose  memory  I venerate, 
and  to  whose  immortal  glory  it  will  be  sweet  to 
me  to  have  contributed  in  the  feeble  measure, 
alas,  of  my  ability.” 

The  play  has  been  translated  from  the  French 
by  Irving  H.  Brown,  and  those  who  care  to  read 
it  will  find  it  in  “Chief  Contemporary  Dramat- 
ists,” Second  Series,  edited  by  Thomas  H. 
Dickinson,  and  published  by  Houghton  Mifflin 
Company,  New  York.  “Pasteur”  is  the  tenth 
play  in  the  volume,  and  begins  on  page  429. 

It  is  a curious  play,  resembling  Robert  Louis 
Stephenson’s  “Dr.  Jekyl  and  Mr.  Hyde”  in  that 
no  woman  takes  part  in  it.  It  is  a man’s  play, 
in  which  love,  except  in  the  sense  of  love  of 
work  and  general  love  of  humanity,  finds  no 
part.  Yet  it  makes  a strong  emotional  appeal. 
It  has  been  produced  upon  the  stage  with  suc- 
cess, and  was  performed  not  long  ago  in  New 
York  City. 

PASTEUR 

ACT  I 

1870 

Scene:  The  laboratory  of  Louis  Pasteur.  When 
the  curtain  goes  up  five  of  his  students  are  discovered. 
They  are  waiting  for  Mm,  and  conversing. 

****** 

First  Student.  That  wasn’t  enough  for  Pasteur. 
He’s  never  satisfied  until  he’s  convinced  his  opponent. 

Third  Student.  He  certainly  has  temperament. 

Fifth  Student.  Yes,  but  I think  it’s  partly  temper. 

First  Student.  Do  you  think  he’s  bad-tempered? 

Fifth  Student.  He  doesn’t  seem  easy  to  get  along 
with. 

First  Student.  What  can  you  expect?  Why 
should  he  be  easy  to  get  along  with  ? He’s  the  chief 

exponent  of  the  exact  sciences Doubters  are 

odious  to  him,  because  they  do  him  harm,  because  they 
hold  him  back  without  ever  being  of  any  use  to  him. 
People  who  doubt  always  doubt  on  general  principles, 
as  a matter  of  fact — they  never  furnish  any  proofs — 
all  they  do  is  to  sit  and  smile.  It  seems  as  though 
they  were  afraid  of  any  precision.  Truth  must  hit 
them  in  the  face  before  they’ll  acknowledge  it.  Those 
who’ve  never  discovered  a trace  of  truth  are  so  con- 
ceited that  they  imagine  that  it  is  undiscoverable.  And 
you  and  I who  have  seen  him  at  work,  we  must  admit, 
mustn’t  we,  that  one  cannot  really  know  him  if  he 
even  so  much  as  asks  him  for  the  proof  of  any  theory 
he  advances. 

First  Student.  I know,  old  man,  but  you’ve  never 
seen  him  on  the  scent — you  never  have  seen  him  at 
work — searching  for  himself — finding  for  all.  Remem- 
ber I won’t  speak  of  any  of  these  things  before  every- 
body, because  I would  seem  like  a fanatic,  but  between 
us,  take  my  word  for  it,  you  couldn’t  speak  so  of  him 
if  you  had  ever  seen  him  live  that  supreme  instant 
when  suddenly  the  unknown  problem  becomes  before 
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his  eyes  a formal  and  definite  certainty — if  you  had 
ever  seen  his  face  grow  pale  and  be  transfixed  with 
a beauty,  I swear,  really  God-like!  Six  months  from 
now  we  can  talk  this  over  again  1 

It  will  be  remembered  that  the  declaration  of 
war  is  momentarily  expected,  and  all,  but  espe- 
cially Pasteur,  deeply  feel  the  impending  calam- 
ity. When  he  enters,  the  conversation  leads  up 
to  the  following: 

Pasteur.  You  say  that  the  crowd  seemed  to  you  ' 
rather  unconscious  of  the  present  situation? 

Second  Student.  Yes. 

Pasteur.  Too  much  so,  unfortunately.  I wish  I 
might  say  a few  things  that  are  a reproach  to  my 
country,  without  seeming  too  much  like  a grumbler. 
Even  now  people  think  I complain  too  much — and  I 
don’t  say  a tenth  of  what  I think.  For  more  than 
twenty  years  I’ve  suffered  at  the  disregard  France  has 
shown  for  great  works  of  the  mind.  We  are  still  pay- 
ing for  Marat’s  mistakes.  Do  you  remember  what  La- 
grange said  after  Lavoisier’s  death  on  the  scaffold? 
He  said : “It  only  took  them  a moment  to  cut  off  that 
head  and  a hundred  years,  perhaps,  will  be  too  short 
to  produce  another  like  it.’’  Without  a doubt  the  vic- 
tim of  its  political  instability,  France  has  done  nothing 
to  maintain,  to  spread  and  develop  the  progress  of  sci- 
ence in  our  country.  She  has  been  satisfied  with  sim- 
ply going  along  on  the  original  impetus.  She  has  lived 
on  her  past,  imagining  herself  even  greater  because  of 
the  scientific  discoveries  to  which  she  owed  her  ma- 
terial prosperity,  without  realizing  that  she  has  been 
foolishly  allowing  the  sources  to  be  e.xhausted,  while 
neighboring  nations,  stimulated  from  within,  have  di- 
verted the  stream  to  their  own  ends  and  rendered  it 
productive  by  their  labor,  and  by  their  efforts  and  sac- 
rifices wisely  combined.  While  Germany  has  been  in- 
creasing the  number  of  its  universities,  and  encourag- 
ing a most  wholesome  rivalry  among  them  and  has 
surrounded  its  professors  and  doctors  with  honor  and 
consideration,  France,  enervated  by  revolutions,  always 
engaged  in  a vain  search  for  the  best  form  of  govern- 
ment, has  given  only  divided  attention  to  its  institution 
of  higher  learning.  And  nevertheless,  all  foreign  na- 
tions acknowledged  our  superiority.  Great  discoveries, 
great  ideas  in  the  realms  of  Art,  Science,  and  Letters, 
in  a word,  all  the  disinterested  work  of  mind  in  every 
field,  have  introduced  into  the  whole  social  order  a 
spirit  of  discernment  which  submits  everything  to  the 
candid  examination  of  reason,  condemns  ignorance, 
and  banishes  prejudice  and  errors.  For  twenty  years 
I’ve  been  fighting  to  get  people  out  of  the  rut,  and 
those  who  don’t  dismiss  my  ideas  with  a shrug,  listen 
without  paying  much  attention.  They  consider  me  a 
visionary.  Good  Heavens ! When  you  think  of  the 
number  of  people  who  must  have  become  discouraged! 
One  must  love  his  country  very  dearly,  my  friends,  to 
have  the  strength  to  bear  with  her  weaknesses ! The 
sixth  of  September,  1867,  I sent  the  Emperor  a note  in 
which  I brought  to  his  attention  the  fact  that  I found 
it  impossible  to  carry  on  my  work  without  a laboratory. 
He  was  quite  willing  to  transmit  through  Duruy  the 
order  to  have  the  laboratory  constructed  immediately. 
In  October  of  the  following  year  it  had  not  been 
commenced,  and  when  I fell  sick,  a government  order 
came  to  discontinue  the  work,  because  it  was  said  that 
Monsieur  Pasteur  would  not  live  the  week  out.  The 
utilization  of  my  discoveries  was  dependent  on  my  life! 
And  if  you  sometimes  see  me  sad  and  out  of  sorts,  it  is 


because  I haven’t  always  the  strength  to  be  angry.  Dis- 
couraged, never! — Tired,  sometimes — as  to-day! — They 
are  shouting  in  the  street ! Quick ! See  what  it  is ! 

A student  goes  out,  and  shortly  entering,  out  of 
breath,  says  “Monsieur  Pasteur ! War’s  declared ! 
I’m  going  to  tell  my  family.” 

ACT  II 

1880 

The  first  part  of  the  first  act  takes  place  in  the  as- 
sembly room  of  the  Academy  of  Medicine  of  Paris. 

Pasteur.  Several  weeks  ago  you  were  debating  as 
to  how  the  Academy  might,  in  a higher  degree,  intro- 
duce the  true  scientific  spirit  into  its  work  and  discus- 
sions. Let  me  indicate  a way  which,  I am  fully  con- 
fident, will  prove  successful.  It  consists  in  a sort  of 
mental  pledge  on  the  part  of  each  one  of  us  never  to 
call  this  desk  a “tribune,”  never  to  speak  of  a com- 
munication made  here  as  a “discourse,”  or  to  call  one 
an  “orator”  who  has  just  spoken  or  is  about  to  speak! 
Let  us  leave  such  expressions  to  deliberative  political 
bodies  which  discuss  things  which  are  often  so  difficult 
to  prove ! [These  were  words  actually  spoken  by  Pas- 
teur, and  were  followed  by  applause.] 

^ * 4c 

PoggialE.  I have  only  a few  words  to  say,  and  it 
is  to  Monsieur  Pasteur  that  I speak.  We  all  of  us 
here  have  the  same  regard  for  him — and,  for  my  part, 
I gladly  accept  his  suggestions  as  to  our  meetings,  on 
condition  that  he  will  have  a little  regard  for  our  tra- 
ditions ! Now  Monsieur  told  us  that  he  tried  to  dis- 
cover spontaneous  generation  for  twenty  years.  He 
will  search  for  it  a great  while  longer,  and  notwith- 
standing his  courage  and  his  perseverance,  I doubt 
whether  he  will  find  it — the  question  is  practically  in- 
soluble. In  the  meantime,  those  who,  like  me,  have  no 
fixed  opinion  about  spontaneous  generation  reserve  the 
right  to  verify,  to  examine  and  discuss  the  facts,  one 
after  another,  as  they  are  advanced,  from  whatever 
source  they  may  come — 

Pasteur.  [These  are  again  his  very  words.]  What! 
I have  been  at  work  on  a subject  for  twenty  years,  and 
I have  no  right  to  an  opinion — and  the  right  to  verify, 
to  examine  and  discuss,  and  to  question  shall  belong  es- 
pecially to  those  who  do  nothing  to  enlighten,  to  those 
who  just  happen  to  read  our  works  more  or  less  atten- 
tively, their  feet  on  the  andirons  in  their  studies ! ! ! You 
have  no  opinion  on  spontaneous  generation,  my  dear  col- 
league, I can  readily  believe  it,  though  it  is  regrettable! 
Y’ou  say  that  in  the  present  state  of  science  it  is 
wisest  not  to  have  an  opinion?  Very  well;  but  as 
for  me,  I have  one! My  opinion,  nay,  my  con- 
viction is,  that  spontaneous  generation  is  a myth ! 

What  conclusion  do  you  entertain  as  to  my  experi- 
ments?  How  is  it  that  you  do  not  see  the  essen- 

tial difference  between  me  and  my  adversaries?  I 
have  contradicted  all  their  assertions  with  the  proofs 
in  my  hands  and  they  have  never  dared  seriously  to 

contradict  one  of  mine! What  is  your  intention, 

then  ? To  contest  my  assertions ! Then  to  attack  my 
experiements ! Prove  that  they  are  inexact  instead  of 
continually  making  new  ones  which  are  only  variations 
of  my  own,  but  into  which  you  introduce  errors  which 
must  later  be  pointed  out  to  you! 

PoggialE.  There  are  still  a number  of  points.  Mon- 
sieur Pasteur,  to  be  cleared  up  on  the  subject  of  fer- 
mentation. 

Pasteur.  [Still  his  veritable  words.]  But  what  sort 
of  an  idea  have  you,  then,  in  regard  to  scientific  prog- 
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ress?  Science  takes  a step,  then  another,  then  it  stops 
and  reflects  before  taking  a third!  Does  the  impos- 
sibility of  taking  this  last  step  nullify  the  good  results 
from  the  first  two?  A mother  takes  her  nursing  child 
and  puts  him  down,  and  says  to  him:  “Walk!”  The 
child  takes  a step,  then  another,  then  stops  unsteadily. 

Would  you  do  right,  then,  to  say  to  him:  “You’re 

hesitating,  you’ll  never  walk  1”  Let  me  tell  you  that  the 
characteristic  feature  of  true  theories  is  their  fruitful- 
ness 1 

Moreover,  I have  decided  to  reply  to-day  to  certain 
insinuations  which  I can  no  longer  tolerate  1 

Certain  of  my  adversaries  think,  for  example,  that 
on  the  question  of  spontaneous  generation,  I am  obey- 
ing a prejudice,  a conclusion  :^ormed  in  advance.  I 
consider  such  insinuations  insulting (Sensation.) 

Now  science  should  never  concern  itself  in  any  way 
with  the  philosophical  consequfences  of  its  work  1 I 
repeat  that  the  doctrine  of  spontaneous  generation  is  a 
myth.  I still  defy  my  adversaries  to  contradict  me, 
and  with  the  same  independence  I add ; so  much  the 
worse  for  them  if  their  philosophical  or  political  ideas 
are  imperiled  by  my  researches  1 In  each  one  of  us 
are  two  men,  the  scientist  who  aspires  to  bring  about 
a knowledge  of  nature  and  who  has  started  with  a 
clean  slate and  the  man  of  sentiment,  a be- 

liever or  a skeptic,  the  man  who  weeps  for  his  chil- 
dren when  they  are  no  more,  who  cannot,  alas  1 prove 
that  he  will  see  them  again,  but  who  believes  and  hopes 
so,  who  doesn’t  want  to  be  wiped  out  of  existence  like 
a microorganism,  and  who  says  to  himself  that  the  life 
force  that  is  in  him  will  be  transformed.  The  two  do- 
mains are  distinct  and  woe  to  him  who  would  make  one 
encroach  upon  the  other,  in  the  imperfect  condition  of 
human  knowledge.  (Applause.) 

I am  not  willing  to  leave  this  desk  without  having 
said  exactly  what  I think  to  certain  of  you  who  per- 
sist in  disputing  the  results  of  .-tny  experiments. 

Do  you  know  what  you  need.  Monsieur  Fremy?  It’s 

to  get  the  habit  of  using  the  microscope! You  are 

always  trying  to  evade  the  question (Oh  1 Fol- 

lowed by  a prolonged  sensation.) 

And,  when  you  answer  me,  you  never  furnish  the 

slightest  proof while  I — I intend  to  enclose  you 

in  a circle  of  demonstrations!  (Considerable  confu- 
sion.) 

I would  have  you  know,  sir,  that  the  best  proof  that 
an  experimenter  is  upon  the  right  track  is  that  his 
works  are  constantly  productive. 

Never  take  any  other  guide  than  experiment. 

I would  also  -have  you  know,  gentlemen, that 

Science,  in  our  century,  is  the  soul  of  national  pros- 
perity and  the  living  fountain  of  all  progress  1 Of 
course,  politics,  with  its  vexatious  daily  questions, 
seems  to  be  our  guide mere  delusion!  Our  ad- 

vance is  due  to  certain  scientific  discoveries  and  their 
applications!  Why  did  France  conquer  in  ’92?  It 
was  because  Science  had  added  to  the  courage  of  our 
fathers  the  material  means  to  fight  and  to  conquer  1 

Why  was  it  that  in  1870  France  did  not  find 

superior  men  in  its  hour  of  peril?  It  was  because  of 
the  contempt  which  she  had  had  for  the  great  works 
of  the  mind  ! 

It  is  time  to  turn  about.  It  is  necessary  for  each 
one  of  us,  by  incessant  labor,  to  endeavor  to  shape  the 
future.  With  all  my  might  I denounce  those  who  per- 
sist in  prolonging  discussions  with  the  evident  purpose 
of  hindering  researches  which  they  cannot  comprehend ! 

So  the  doctors  are  skeptical  in  regard  to  germs  1 
The  little  creatures  seem  funny  to  them ! However, 
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no  matter  what  happens,  they  must  recognize  their  ex- 
istence  

I know  that  one  of  us,  M.  Jules  Guerin,  said  at 
Bouley,  this  summer : “All  I want  is  to  down  Pas- 
teur.”  Very  well.  Monsieur  Jules  Guerin,  I’m 

waiting I’m  still  waiting! On  what  point  are 

you  so  anxious  to  down  me? 

M.  Juces  Gukrin.  When  the  time  comes.  Monsieur 
Pasteur,  I 

Pasteur.  But  the  time  has  come,  my  dear  col- 
league! Speak  out please Is  it  still  in  regard 

to  smallpox? 

M.  JuEES  Guerin.  Yes,  my  dear  colleague! 

I assert  that  human  vaccine  is  the  product  of  smallpox 
in  animals,  inoculated  in  man  and  humanized  by  suc- 
cessive transmissions  through  human  beings  1 

Pasteur.  Now! Now! Now! Why,  my 

dear  colleague,  reflect  upon  what  you  have  just  said  to 

me You  have  just  declared  in  short  that  vaccine 

is  vaccine. . .Superb  1 (Laughter  and  confusion.) 

Well,  I tell  you  that  to  set  up  the  claim  to  explain 
the  relation  between  smallpox  and  vaccine,  without 
even  mentioning  the  word  smallpox,  is  merely  jug- 
gling with  words (Violent  confusion,  shouts.) 

You  are  wrong  to  insist.  Monsieur  Guerin  1 You  are 
talking  about  something  you  don’t  know  anything 

about! You’re  still  back  in  the  days  when  we  used 

lint.  Monsieur  Guerin! We  have  already  gotten 

a long  way  ahead  of  you! It  won’t  do  you  any 

good  simply  to  make  phrases  and  shake  your  fist  at  me. 

No  more  words,  sir give  me  facts,  arguments. 

Enough  time  has  been  lost,  can’t  you  see! 

I have  noted  your  recent  declaration From  this 

time  forth  we  are  face  to  face.  Monsieur  Guerin,  and 
we  shall  see  which  of  us  comes  out  crippled  and 
bruised  from  this  struggle  1 (The  tumult  begins  again. 
A few  minutes  later  are  heard  the  words  “The  meeting 
is  adjourned.”) 

The  second  part  of  the  act  takes  place  in  a 
small  room,  a sort  of  cloak  room  next  to  the 
audience  room  of  the  Academy  of  Medicine, 
and  Pasteur  is  engaged  in  conversation  with  an 
old  scientist,  to  whom  he  says: 

Pasteur.  And  do  you  know  the  ones  who  are  most 

bitterly  opposed  to  me? the  doctors because 

I’m  not  a doctor  1 To  be  sure,  I come  along  and  inter- 
fere with  their  habits  without  any  warning I upset 

their  dangerous  routine I climb  over  the  last  wall 

behind  which  they  believe  themselves  sheltered 

then,  naturally,  they  get  angry  and  cry,  “Shame!”  So 

much  the  worse! They  shan’t  stop  me! I know 

I’m  right I have  all  but  reached  the  goal I 

will  attain  it! What? Should  I risk  my  life 

every  day  and  hesitate  to  disturb  their  sweet  repose? 
I should  say  not! I could  never  forgive  my- 
self. They  don’t  realize  all  they  owe  to  one  who  intro- 
duces something  new! Some  of  these  doctors  are 

rogues,  let  me  tell  you!  [The  last  sentence  is  not  a 
veritable  quotation.] 

You  can’t  keep  me  still! When  you  think  that 

they  wouldn’t  believe  in  antiseptics! When  you 

think  that  / even  had  to  beg  them  to  sterilize  their 

instruments  before  performing  an  operation! I 

don’t  like  those  physicians  who  are  always  giving  the 

impression  that  they  just  saved  some  one and  who 

calmly  imagine  that  the  patient’s  pain  is  over  as  soon 
as  their  visit  is  over ! 

Oed  Savant.  But,  my  great,  my  good  Pasteur,  you 
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might  have  said  all  that without  attacking  poor  old 

Guerin. . .He’s  eighty  years  old 

Pasteur.  Am  I to  blame  if  he’s  as  old  as  that? 
Why  does  he  attack  me? Did  I ever  concern  my- 
self about  him? No. 

Old  Savant.  You  don’t  agree  on  a certain  point 

Pasteur.  But  what  does  he  know  about  it? He 

thinks  that  he  hasn’t  the  same  opinion  as  I ! 

(Two  physicians  enter.) 

First  Physician.  My  dear  Pasteur,  we’re  here  on 

a very  painful and  delicate  mission 

Pasteur.  Well,  what’s  the  matter  now? 

Second  Physician.  Our  friend,  M.  Jules  Guerin, 
being  offended  by  expressions  which  you  used,  a little 

while  ago has  sent  us  to  you  as  seconds 

Pasteur.  Seconds  for  what? 

First  Physician.  The  words  which  you  saw  fit  to 
use 

Pasteur.  Well,  then 

Second  Physician.  He  demands  satisfaction  with 

weapons 

Pasteur.  A duel 

The  Tw’o  Physicians.  Yes 

Pasteur.  There  you  are there  you  are,  gentle- 
men, this  is  what  we’ve  come  to! Now  see  the  re- 
sult of  your  methods ! I propose  to  cure  their  fel- 
low beings  and  they  propose  a duel This  is  getting 

to  be  really  funny! You  might  make  me  laugh, 

gentlemen,  and  it  seems  that  would  hardly  do ! 

No,  but  really  can  you  picture  me  fighting  a duel  with 
that  old  gentleman?  You  have  a strange  way  of  un- 
derstanding science! You  were  quite  right,  we 

don’t  agree,  M.  Guerin  and  I You  can  tell  M. 

Guerin  for  me,  that  we  don’t  agree ! 

First  Physician.  Why M.  Guerin  knows  that 

very  well! And  it’s  precisely  because  you  don’t 

agree  with  him that  we’re  here 

Pasteur.  Very  well,  but when  M.  Guerin 

agrees  with  me  on  a point  which  seems  to  me  vastly 
more  important perhaps  I shall  consider  the  pos- 
sibility of  fighting  him! But,  as  long  as  he  won’t 

use  the  word  human  smallpox,  I don’t  care  to  meet 

him! That  would  be  altogether  too  simple Ah! 

He  claims  that  human  vaccine  is  the  product  of  the 

smallpox  of  animals — humanized,  as  he  calls  it 

\ery  well,  we  shall  see! And  then  to  cap  the  cli- 
max, he  wants  to  fight ! 

First  Physician.  You  insulted  him 

Pasteur.  I insulted  hmi? 

Second  Physician.  You  said  to  him  that  we’d  see, 
one  of  these  days,  “which  of  you  would  come  out  of 
the  conflict  crippled.’’ 

Pasteur.  It’s  a prediction,  not  an  insult ! 

First  Physician.  We  must  fulfill  our  mission 

Pasteur.  Certainly!  certainly!  Fulfill  it 

Second  Physician.  You  must  put  us  in  touch  with 

two  of  your  friends 

Pasteur.  What  friends  ? 

First  Physician.  Your  seconds 

Pasteur.  My  seconds!  What  a farce! Very 

well,  see  Bedard  and  Bergeron,  they’re  always  ready  to 

second  me! But  don’t  deceive  yourselves! 

There’ll  be  no  duel,  that’s  not  the  way  I fight ! 

The  two  physicians  go  towards  the  back  of  the 
stage,  where  they  meet  the  President  of  the 
Academy  of  Medicine  just  coming  in,  and  ex- 
change a few  words  with  him.  One  of  his  stu- 
dents also  comes  up  and  says : 


Student  [who  has  been  waiting  for  a long  time  dur- 
ing the  previous  scene].  Master,  I should  like  to  tell 
you — 

Pasteur.  Just  a minute,  my  boy,  just  a minute — 
The  President  oe  the  Academy.  My  dear  Pas- 
teur— 

Pasteur.  My  dear  President,  I am  sorry — 
President  of  the  Academy.  I’m  more  sorry  than 
you,  my  dear  Pasteur,  and  you  will  understand  why — 
This  incident  will  have  no  sequel — for  you  have  just 
said  to  those  gentlemen  exactly  what  you  ought  to  have 
said  to  them — but  I was  obliged  to  adjourn  the  meeting, 
which  deprived  me  of  a very  great  pleasure— At  the 
conclusion  of  to-day’s  session  I was  going  to  tell  you  a 
great  piece  of  news — and  I should  have  been  glad  to 
do  it  in  the  presence  of  all  your  colleagues — who,  un- 
fortunately, alas  ! do  not  give  you  those  attributes  of 
attention  and  admiration  which  your  genius  and  the 
vast  importance  of  your  research  might  demand.  You 
have  opened  up  more  than  one  new  channel  and  you 
have  the  right  to  our  respect  and  to  our  gratitude.  I 
was  to  have  presented  you,  at  the  close  of  the  session, 
in  behalf  of  the  government,  the  insignia  of  the  Grand 

Cross  of  the  Legion  of  Honor Here  they  are  with 

the  assurance  of  my  deepest  and  most  sincere  admira- 
tion. (He  hands  him  a case.) 

Hi  Hji  ^ Hi  H: 

Pasteur  (turning  to  the  student).  Look,  my  boy, 

isn’t  this  fine and  how  good  they  are  to  me! 

How  pleased  Madame  Pasteur  and  my  dear  children 
will  be 

Student.  But  that’s  not  all.  Master 

Pasteur.  What  else  is  there? 

Student.  Mr.  President,  you’ll  be  very  pleased  to 

hear  what  I came  to  tell  M.  Pasteur 

President  of  the  Academy.  Go  on,  go  on 

Student.  The  death  of  M.  Littre  leaves  a place  va- 
cant in  the  French  Academy 

Pasteur.  Oh!  no,  no,  no not  that! 

Student.  But,  Master,  it’s  done 

Pasteur.  What,  it’s  done? 

Student.  I knew  that  the  matter  would  come  up  at 

once I went  there.  I’ve  just  come  from  there 

you  will  be  unanimously  elected ! M.  Alexandre  Dumas 
used  exactly  these  words ; he  said ; “I  forbid  Pasteur 

to  come  to  my  house I will  go  myself  to  thank 

him  for  being  indeed  willing  to  be  one  of  us!’’ 

Pasteur.  Oh ! 

Student.  And  M.  Renan  at  once  expressed  the  de- 
sire to  receive  you! 

President  of  the  Academy.  My  dear  friend! 

(He  shakes  both  his  hands,  and  the  Old  Savant  does 
the  same.) 

(To  be  concluded  in  the  December  number.) 


DE  MEDICIS 

COLLATED  BY  O.  PINE 

Recourse  to  the  knife,  except  in  cases  of  extreme 
necessity,  indicates  neither  the  good  physician  nor  the 
able  statesman,  but  unskilfulness  in  both. — Plutarch. 

A young  lawyer  without  cases,  a young  doctor  with- 
out patients,  are  the  two  extreme  expressions  of  decent 
despair. — Balzac. 

Better  is  it  to  be  defrauded  than  to  resort  to  the 
methods  of  the  road-agent  and  the  blackmailer. — John 
B.  Roberts. 
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8014  Jenkins  Arcade  Bldg. 
Pittsburgh,  Pa. 


RESOLUTION 

Dr.  Irwin  Justus-  Moyer  died  suddenly  at  his 
home  in  Pittsburgh,  June  29,  1924.  Dr.  Moyer 
served  the  Medical  Society  of  the  S.ate  of  Penn- 
sylvania for  nine  years  as  Councilor  and  Trus- 
tee, in  which  capacity,  by  his  faithful  adherence 
to  every  obligation,  he  endeared  himself  to  the 
members  of  the  Board  of  Trustees;  therefore, 
be  it 

Resolved,  That  the  Board  of  Trustees  here- 
with express  i.s  sense  of  loss  in  the  death  of  Dr. 
Moyer,  a fellow  member  whose  high  ideals  as  a 
physician  have  always  inspired  in  others  a sense 
of  their  responsibility  for  kindly  service. 

Theodore  B.  Appel, 
Walter  F.  Donaldson, 
Harry  W.  Mitchell. 


REGISTRATION  AT  READING 

A study  of  the  registration  at  our  annual  ses- 
sions always  conveys  interesting  comparisons 
to  those  sufficiently  concerned.  The  to.al  regis- 
tration of  members  at  Reading  was  883,  whicb 
compares  favorably  with  the  registration  of  721 
at  Scranton  in  1922.  Invited  guests,  delegates 
from  other  societies,  and  hospi.al  internes  who 
registered,  bring  the  total  number  of  physicians 
registered  as  in  attendance,  to  917.  We  believe 
that  physicians  in  attendance  who  failed  to  reg- 
ister would  bring  the  to^al  number  of  medical 
visitors  to  1,000.  For  instance,  there  were  eight 
participants  in  the  scientific  discussion  who  did 
not  take  the  trouble  to  register. 

It  is  pleasing  to  note  that  the  vi.dting  physi- 
cians were  accompanied  by  ladies  in  the  propor- 


tion of  one  visiting  lady  to  three  members  in 
attendance. 

Our  Society  last  met  in  Reading  in  1907.  The 
Society’s  membership  at  that  time  was  4,934,  the 
registration  being  546,  or  10.6%  of  the  total 
membership.  In  1924  the  total  memibership  .was 
7,323,  the  registration  being  883,  or  12%  of  the 
total  membership. 

We  have  noted  that  but  six  of  the  37  members 
who  registered  at  Reading  in  1907  from  Alle- 
gheny County  were  among  the  59  who  regis- 
tered at  Reading  in  1924  from  Allegheny 
County.  Ten  of  the  38  members  who  registered 
at  Reading  in  1907  from  Lancaster  County  were 
among  the  55  who  registered  at  Reading  in  1924 
from  Lancaster  County. 


LOVE  THY  NEIGHBOR— 

Howard  C.  Frontz,  M.D.,  October  23,  1924. 

Huntingdon,  Penna. 

Dear  Doctor  Frontz : 

It  is  with  great  pleasure  that  I acknowledge,  in  behalf 
of  the  Medical  Society  of  the  State  of  Pennsylvania, 
your  contribution,  under  date  of  October  20,  1924,  of 
$50  to  our  Society’s  Medical  Benevolence  Fund.  I 
sincerely  trust  that  your  hope  will  be  realized  that  “a 
large  number  of  our  members  can  be  interested  in  like 
manner,  some  more  substantially,  until  the  Fund  will 
grow  to  such  proportions  that  we  can  give  worthy  but 
unfortunate  members  financial  assistance,  adequate  to 
prevent  suffering  and  distress.” 

To  my  knowledge  this  is  the  first  contribution  to  our 
Benevolence  Fund,  which  accumulates  so  slowly  by  our 
allotment  system,  and  I sincerely  hope  that  your  timely 
expression  of  thoughtfulness  for  the  unfortunate  will 
result  in  many  contributions  to  our  Benevolence  Fund. 

Sincerely  yours, 

(Signed)  Walter  F.  Donaldson,  Secretary. 

It  is  evident  that  Ex-President  Frontz  in  his 
two  years’  service  to  the  Society  as  President- 
Elect  and  President  has  been  impressed  with  the 
existence  of  the  actual  need  for  an  increase  in 
the  principal  of  our  Benevolence  Fund.  If  the 
Society  is  to  do  its  full  duty  to  its  members  who 
may  be  in  need  of  financial  assistance  because  of 
broken  health  or  old  age,  which  is  so  often  in- 


November,  1924 


THE  ATLANTIC  MEDICAL  JOURNAL 


97 


cident  to  a lifetime  spent  in  service  for  others, 
many  of  our  more  prosperous  members  must 
add  their  contribution  to  that  of  Dr.  Frontz  or 
make  bequests  to  the  Fund. 


PAYMENT  OF  PER  CAPITA  ASSESSMENT 

The  following  payment  of  per  capita  assessment  has 
been  received  since  September  i6th.  Figures  in  first 
column  indicate  county  society  numbers;  second  col- 
umn, State  Society  numbers : 


Sept.  16 

Butler 

54 

7290 

$5-00 

Allegheny 

1253-1260 

729E-7298 

20.00 

20 

Clearfie.d 

68 

7299 

2.50 

24 

Somerset 

46 

7300 

5-00 

26 

Northampton 

143 

7301 

5-00 

30 

Allegheny 

1261-1265 

7302-7306 

12.50 

Philadelphia 

1967-1976 

7307-7316 

37-50 

Oct.  3 

Lancaster 

129 

7317 

2.50 

Somerset 

47 

7318 

5-00 

Cambria 

140 

7319 

2.50 

Luzerne 

250-253 

7320-7323 

10.00 

16 

Dauphin 

155 

7324 

5-00 

1922 
Sept.  30 

Philadelphia 

2024 

7331 

5-00 

CHANGES  IN  MEMBERSHIP  OF  COUNTY 
SOCIETIES 

The  following  changes  have  been  reported  to  October 
17th ; 

Allegheny  : New  Members — William  Baurys,  5014 
Jenkins  Arcade;  Ralph  P.  Beatty,  Mercy  Hospital; 
John  J.  Borgman,  Mercy  Hospital;  George  D.  Blair, 
702  N.  Homewood  Ave. ; Hugh  McC.  Hart,  1306 
Sterrett  St. ; Louis  G.  Ignelzi,  109  Shetland  Ave. ; 
J.  Max  Lichty,  4634  Fifth  Ave. ; Meyer  W.  Ruben- 
stein,  60  N.  Euclid  Ave. ; Henry  L.  Westerman,  St. 
Francis  Hospital,  Pittsburgh ; Wallace  H.  M.cLarty, 
Burgettstown ; Wayne  T.  McVitty,  Houston;  “Louis 
H.  Landry,  Woodlawn.  Removal — C.  Wearne  Beals, 
from  Philadelphia  to  McEwen  Bldg.,  DuBois  (Clear- 
field Co.).  Transfer — William  Johns,  Wilkinsburg, 
from  Indiana  County  Medical  Society. 

Butler:  New  Member — Walter  A.  Huber,  Hil- 
liards. 

Cambria  : New  Member — Joseph  Appleyard,  Barnes- 
boro.  Death — Albon  S.  Fichtner,  Johnstown,  (Col- 
lege of  P.  & S-,  Balt.,  ’82),  Aug.  24,  aged  66. 

Clearfield:  New  Member — Karl  Kornblum,  108 

N.  Second  St.,  Clearfield.  Removal — Harry  A.  Wood- 
side,  from  Clearfield  to  Mt.  Holly,  N.  J. 

Dauphin  : Reinstated  Member — William  H.  West, 
1801  Green  St.,  Harrisburg. 

Delaware:  Death — Howard  S.  Kinne,  Chester, 

(Med.-Chir.,  Phila.  ’93)  Sept.  25,  aged  60. 

Huntingdon  : Removal — Edmund  L.  Jones  from 

Huntingdon  to  Belmont,  Ohio. 

Indiana:  Death — William  B.  Ansley,  Saltsburg, 
(Jeff.  Med.  ’67)  Aug.  20,  aged  77. 

Lackawanna:  Death — John  J.  Barder,  Scranton 
(Jeff.  Med.  ’12)  aged  34. 

Lancaster:  New  Member — Roland  U.  Klemmer,  37 
E.  Orange  St.,  Lancaster.  Removal — Evans  D.  Russell 
from  Reamstown  to  Ephrata. 

Luzerne:  New  Members — Marjorie  E.  Reed,  Ply- 
mouth ; Russell  J.  Hanger,  45  Hartford  St.,  Ashley ; 
Lewis  T.  Buckman,  70  S.  Franklin  St.,  Wilkes-Barre; 
Ulrich  D.  Rumbaugh,  618  Wyoming  Ave.,  Kingston. 

Mercer:  Death — ^Joseph  H.  Reed,  Sharon  (Miami 
Med.  Coll.,  Cincinnati,  ’78)  September  30,  aged  68. 

Northampton:  Reinstated  il/cMjtcr— Stanley  A. 

Krebs,  1817  Ferry  St.,  Easton. 

Northumberland:  Removal — Thomas  J.  Tiffany 
from  Pillow  to  Berrysburg  (Dauphin  Co.). 


Philadelphia:  New  Members — John  H.  Stokes,  3800 
Chestnut  St. ; Dewey  Grove  Horine,  822  N.  41st  St., 
Abraham  Aaron  Pless,  2453  S.  3rd  St. ; William 
Grady  Mitchell,  2229  S.  71st  Ave.;  J.  Herbert  Tins- 
man,  1210  Harrison  St.,  Philadelphia.  Reinstated  Mem- 
bers— Charles  A.  Coll,  145  Midvale  Ave. ; J.  Douglass 
Blackwood,  Jr.,  c/o  Bureau  of  Navigation,  Navy 
Dept.,  Washington,  D.  C. ; Arthur  Raymond  Vaughn, 
3651  N.  Fifth  St.;  George  S.  Crampton,  1819  Walnut 
St.;  Isaac  S.  Tassman,  1612  Locust  St.,  Philadelphia. 
Deaths — J.  Sparks  Parker  (Univ.  of  Pa.,  ’97),  Aug. 
II ; Alexander  H.  C.  Rowand  (Univ.  of  Pa.,  ’93), 
Aug.  13,  aged  71.  Resignation — W.  Forest  Dutton, 
Amarillo,  Texas. 

Somerset:  Reinstated  Members — George  A.  Noon, 
Listie;  Hugh  Morrow,  Eik  Lick. 

Westmoreland  : Death — Albert  W.  Strickler,  Scott- 
dale  (Jeff.  Med.,  ’71),  aged  77. 


MINUTES  OF  THE  SECRETARIES’  CON- 
FERENCE 

The  Nineteenth  Annual  Conference  of  the  Secretaries 
of  the  Component  County  Medical  Societies  of  the 
Medical  Society  of  the  State  of  Pennsylvania  was 
called  to  order  at  5:00  p.  m.,  Tuesday,  October  7, 
1924,  by  Dr.  John  E.  Livingood,  Chairman,  Secretary 
of  the  Berks  County  Medical  Society. 

Telegrams  were  read  from  Dr.  Joseph  J.  Meyer, 
Secretary  of  the  Cambria  County  Medical  Society  and 
from  Dr.  Joseph  Scattergood,  Chairman  of  the  Chester 
County  Medical  Society,  both  on  the  program  and  each 
regretting  his  ina,bility  to  attend  the  conference,  due  to 
illness. 

The  minutes  of  the  meeting  held  at  Pittsburgh,  1923, 
were  read  and  approved. 

A nominating  committee,  consisting  of  Dr.  Arthur 
B.  Fleming,  Schuylkill  County;  Dr.  Walter  S.  Bren- 
holtz,  Lycoming  County,  and  Dr.  J.  Treichler  Butz, 
Lehigh  County,  was  appointed  by  the  chairman  to  nom- 
inate officers  for  the  1925  Secretaries’  Conference. 

The  following  program  was  presented : 

1.  The  Proper  Financing  of  the  County  Medical  So- 
ciety. W.  Horace  Means,  Lebanon  County. 

This  paper  was  discussed  by  Drs.  Mayer  and  Munson. 

2.  The  Desired  Ratio  Between  the  Number  of  Eligi- 
ble Nonmembers  in  a County  and  the  Number  of  Mem- 
bers in  a County  Medical  Society  and  How  to  Maintain 
It.  Henry  G.  Munson,  Philadelphia  County. 

This  paper  was  discussed  by  Drs.  Fleming,  Noll  and 
Mayer. 

3.  Suggestions  for  Increasing  the  Attendance  at 
Meetings  of  the  County  Medical  Society.  Walter  S. 
Brenholtz,  Lycoming  County. 

Discussion  by  Drs.  Stahr,  Clark  and  Brenholtz  in 
closing. 

4.  The  Liaison  Between  the  Committee  on  Public 
Relations  of  the  State  Medical  Society  and  Its  Mem- 
bers. Edward  Martin,  Chairman,  Committee  on  Public 
Relations. 

The  members  adjourned  for  dinner.  After  this,  Dr. 
William  Allen  Pusey,  Chicago,  President  of  the  Amer- 
ican Medical  Association,  gave  an  interesting  address. 

The  Nominating  Committee  reported  as  follows: 

Chairman,  Edith  MacBride,  Mercer  County ; Vice- 
Chairman,  John  H.  Sandel,  Montour  County ; Secre- 
tary, Charles  P.  Stahr,  Lancaster  County ; Executive 
Committee — John  E.  Livingood,  Berks  County;  Henry 
G.  Munson,  Philadelphia  County;  Francis  DeCaria, 
McKean  County. 

There  were  present  twenty-nine  component  county 
society  secretaries,  seven  officers  of  the  State  Society 
and  twelve  guests. 

The  following  component  county  society  secretaries 
were  present : William  H.  Mayer,  Allegheny  County ; 
Jay  B.  F.  Wyant,  Armstrong  County;  John  E.  Livin- 
good, Berks  County;  Stanley  D.  Conklin,  Bradford 
County;  Jacob  A.  Trexler,  Carbon  County;  John  M. 
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Quigley,  Clearfield  County ; W.  S.  Russell,  Dauphin 
County;  Walter  E.  Egbert,  Delaware  County;  Roy 
S.  Minerd,  Erie  County;  Jacob  S.  Hackney,  Fayette 
County;  John  M.  Beck,  Huntingdon  County;  W.  A. 
Hill,  Jefferson  County;  George  A.  Clark,  Lackawanna 
County;  Charles  P.  Stahr,  Lancaster  County;  W. 
Horace  Means,  Lebanon  County;  J.  Treichler  Butz, 
Lehigh  County;  Edward  W.  Bixby,  Luzerne  County; 
Walter  S.  Brenholtz,  Lycoming  County;  Francis  De- 
Caria,  McKean  County ; Edith  MacBride,  Mercer 
County ; J.  A.  C.  Clarkson,  Mifflin  County ; Edgar  S- 
Buyers,  Montgomery  County ; John  H.  Sandel,  Mon- 
tour County;  A.  R.  Johnson,  Perry  County;  Henry 
G.  Munson,  Philadelphia  County;  Arthur  B.  Fleming, 
Schuylkill  County;  Charles  C.  Cracraft,  Washington 
County;  Hugh  Stevenson,  111.,  Wayne  County;  P.  A. 
Noll,  York  County. 


FREDERICK  L.  VAN  SICKLE,  M.D. 

Executive  Secretary 
230  State  St.,  Harrisburg,  Pa. 

THE  READING  SESSION  FROM  THE 
LEGISLATIVE  POINT  OF  VIEW 

The  House  of  Delegates  had  two  subjects  pre- 
sented to  it  that  produced  a difference  of  opinion 
as  to  the  best  methods  to  adopt,  subjects  which 
will  be  further  considered  in  the  1924-1925  ses- 
sion of  the  Legislature. 

The  first  of  these  was  the  subject  of  the 
Workmen’s  Compensatiorf  Act  as  it  applied  to 
the  physician  and  surgeon  and  hospital.  This 
was  brought  about  through  the  report  of  the 
Commission  on  Compensation  Laws,  which  of- 
fered certain  suggestions  in  regard  to  amend- 
ments to  that  act.  It  seemed  to  be  the  consensus 
of  opinion  that  an  appeal  to  the  Legislature 
would  be  futile,  and  in  consequence  of  that 
opinion  it  was  decided  to  bring  a friendly  suit  in 
court  to  determine  whether  the  decision  of  for- 
mer Chairman  Mackey  of  the  Workmen’s  Com- 
pensation Board  should  stand.  It  was  decided  to 
place  the  matter  in  the  hands  of  the  Board  of 
Trustees  and  Councilors  with  instruction  to  pro- 
ceed with  such  a suit  provided  it  can  be  accom- 
plished without  an  excessive  outlay  of  money. 

The  second  and  more  freely  discussed  pro- 
blem was  the  so-called  One  Board  Bill,  more 
correctly  the  tentative  draft  of  the  Healing  Art 
Act.  After  lengthy  discussion  this  matter  was 
also  placed  in  the  hands  of  the  Board  of  Trus- 
tees, with  instructions  to  confer  with  the  Medical 
Legislative  Conference  and  other  agencies  to  de- 
termine what  action  should  be  taken  in  relation 
to  the  legislative  program  for  the  next  session 
of  the  Legislature. 

It  apparently  was  the  unanimous  opinion  that 
conditions  at  present  are  not  satisfactory,  inas- 
much as  many  limited  practitioners  of  the  heal- 
ing art  are  not  compelled  to  become  licensed 
under  the  law  of  1911,  and  that  some  provision 


should  be  made  to  correct  this  defect.  It  was 
also  considered  proper  that  a basic  foundation 
of  preliminary  and  premedical  education  should 
be  made  a standard  by  which  any  one  who  de- 
sires to  practice  some  form  of  the  healing  art 
should  be  compelled  to  come  under  such  provi- 
sions. 

In  this  connection  it  seems  that  the  Board  of 
Trustees  and  Councilors  has  been  placed  in  a 
new  position  inasmuch  as  its  former  work  has 
not  taken  in  the  oversight  of  legislative  prob- 
lems. However,  inasmuch  as  no  real  decision 
could  be  reached  by  the  House  of  Delegates,  the 
Board  must  of  necessity  carry  the  burden  until 
the  next  session  of  the  State  Society.  It  was 
pointed  out  quite  clearly  to  the  House  of  Dele- 
gates that  the  next  legislative  session  will  be 
one  of  vital  interest  to  the  medical  profession, 
inasmuch  as  two  divisions  of  the  limited  prac- 
titioners will  appeal  to  the  Legislature  for  sepa- 
rate boards.  It  was  also  made  plain  that  those 
who  favor  antivaccination  and  antivivisection 
will  appeal  to  the  Legislature  more  actively  than 
they  have  in  the  past  two  or  three  sessions. 

It  is  to  be  hoped  that  the  rank  and  file  of  the 
profession  in  this  state  will  not  become  weary 
in  their  support  of  the  Medical  Legislative  Con- 
ference, which  has  tried  to  do  the  best  possible 
to  sustain  the  standards  of  medical  practice  in 
the  state  as  well  as  to  defend  public  interests  in 
relation  to  all  forms  of  medical  and  sectarian 
practke  so  that  harm  shall  not  come  to  those  who 
are  unable  to  defend  themselves.  Pennsylvania 
has  had  a high  medical  standard  for  a great 
many  years,  and  it  is  to  be  hoped  that  this  shall 
not  be  lowered  during  the  coming  session.  Con- 
sequently, whatever  action  is  to  be  taken  should 
be  constructive  in  nature  rather  than  simply  de- 
fensive, thereby  incurring  criticism  for  whatever 
failure  may  occur.  The  1925  session  of  the 
legislature  opens  great  possibilities  for  good  or 
bad  according  to  the  effort  put  forth  during  that 
session. 


CHIROPRACTOR  HELD  LIABLE  FOR  MAL- 
PRACTICE 

Last  month  a jury  in  Utica  assessed  $10,000  damages 
against  one,  Francis  T.  Shyne,  a chiropractor,  for  in- 
juries which  Miss  Clara  E.  Brown  charges  she  suffered 
from  chiropractic  adjustments  given  her  by  Shyne  in 
April,  1923. 

The  defendant  Shyne,  a chiropractor,  admitted  on 
tlie  witness  stand  that  he  was  not  licensed  to  practice 
medicine,  surgery  or  osteopathy.  The  leading  medical 
experts  in  the  central  part  of  the  state  who  were  called 
to  testify  in  the  case,  stated  that  owing  to  the  treat- 
ments given  Miss  Brown  by  the  defendant  she  suffered 
a hemorrhage  in  or  about  the  spinal  cord  causing  per- 
manent injuries.  When  Miss  Brown  was  first  seen  by 
a surgeon  after  the  chiropractic  treatments  she  could 
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not  move  her  leg  except  a slight  movement  of  the  feet, 
her  arms  could  be  moved  but  were  weak  and  there  was 
a lack  of  power  and  coordination  of  muscle  movement. 

The  defendant’s  counsel,  Mr.  Morris,  who  is  the 
attorney  employed  by  the  Universal  Chiropractic  Asso- 
ciation to  defend  chiropractors,  representing  Shyne, 
sought  to  show  that  the  symptoms  developed  by  the 
plaintiff  after  the  treatment  could  have  arisen  from 
other  causes. 

James  G.  Greggerson,  of  Ohio,  a lecturer  of  the  Uni- 
versal Chiropractors’  Association,  who,  it  will  be  re- 
membered was  used  as  an  expert  by  Mr.  Morris,  the 
attorney  for  the  chiropractors  in  the  case  upon  which  a 
chiropractor  was  convicted  for  manslaughter  in  Brook- 
lyn, gave  testimony  in  behalf  of  the  defense.  Likewise, 
Frank  R.  Weston,  M.D.,  of  LaCrosse,  Wis.,  a son-in- 
law  of  Mr.  Morris,  one  of  the  defense  team  in  the 
Brooklyn  case,  was  a witness  in  this  case  for  the  de- 
fense. 

The  testimony  of  the  defendant’s  witnesses  was  di- 
rected to  prove  that  the  pressure  used  by  the  defendant 
in  giving  the  adjustments  to  the  plaintiff  would  be  in- 
adequate to  cause  a hemorrhage  in  the  spine  and  the 
injury  claimed  by  the  plaintiff.  Mr.  Greggerson  ex- 
plained the  theory  and  teachings  of  chiropractic  in  his 
testimony  and  stressed  the  claim  that  the  cause  of  dis- 
ease is  due  to  pressure  on  a nerve  by  some  deviation 
of  the  vertebrae  from  normal  position  the  defendant 
having  testified  that  he  adjusted  the  fourth  cervical  and 
sixth  dorsal  vertebrae. 

It  appears  that  upon  cross-examination  Mr.  Greg- 
gerson had  only  fourteen  months’  study  in  a chiro- 
practic school.  His  early  education  did  not  continue 
beyond  the  eighth  grade  of  common  school  after  which 
he  worked  on  a farm  at  the  age  of  fourteen  and  later 
was  employed  in  a grocery  store.  He  later  enlisted  in 
the  U.  S.  Infantry  and  thereafter  for  twelve  years  was 
employed  by  the  International  Correspondence  School ; 
following  this  employment  he  was  an  automobile  sales- 
man. These  qualifications  appear  to  have  made  him  a 
chiropractic  expert. 

Mr.  Greggerson  contended  that  chiropractic  treat- 
ment could  cure  cancer,  tuberculosis,  smallpox,  diph- 
theria, scarlet  fever,  typhoid  fever  and  diabetes,  and 
when  asked  if  he  believed  in  the  germ  theory  stated  he 
did  not  and  that  he  did  not  believe  in  vaccination  for 
smallpox,  antitoxin  for  diphtheria  or  insulin  for  dia- 
betes. 

The  defendant  was  graduated  from  the  Palmer- 
Gregory  College  of  Chiropractic  and  had  been  prac- 
ticing chiropractic  for  eleven  years.  He  had  taken  a 
postgraduate  course  in  the  National  College  of  Chiro- 
practic in  Chicago  and  in  the  New  York  School  of 
Chiropractic. 

The  plaintiff  complained  to  the  defendant,  Shyne, 
when  she  visited  his  office  of  laryngitis,  insomnia  and 
nervousness,  and  the  defendant  made  a diagnosis  of 
misadjustment  of  the  fourth  cervical  and  sixth  dorsal 
vertebrae.  The  plaintiff  received  nine  different  adjust- 
ments. 

The  defendant  had  previously  been  Assistant  Treas- 
urer and  ticket  seller  of  the  Weiting  Opera  House  in 
Syracuse  and  in  other  theatres  in  other  cities.  He 
stated  he  made  no  diagnoses  but  sought  only  to  ascer- 
tain what  vertebrae  might  be  out  of  alignment  and  in 
this  way  he  would  locate  the  cause  of  disease  whether 
he  knew  what  the  disease  was  or  not. 

Dr.  Weston,  the  physician  called  by  the  defense,  ad- 
mitted that  he  had  testified  for  Mr.  Morris  in  seven 
trials  in  which  chiropractors  were  involved.  He  tried 


to  ascribe  the  condition  of  the  plaintiff  to  a degeneration 
of  the  spine  caused  by  toxic  conditions  or  poison. 

Judge  Edgeomb,  presiding  Justice  of  the  Supreme 
Court  in  Utica,  before  whom  the  case  was  tried,  it  is 
reported,  declared  that  Shyne,  the  defendant,  was  guilty 
of  a misdemeanor  in  violating  the  Public  Health  Law 
against  the  practice  of  medicine  without  a license  by 
reason  of  his  treatment  of  the  plaintiff.  Three  ques- 
tions appear  to  have  been  submitted  to  the  jury:  (i) 
whether  the  defendant  was  negligent;  (2)  whether 
Miss  Brown’s  condition  was  the  result  of  his  negli- 
gence; (3)  whether  Miss  Brown  was  free  from  neg- 
ligence. The  judge  further  stated  that  if  the  defendant 
practiced  without  a license  it  was  evidence  for  which 
the  jury  might  along  with  the  other  evidence  find  him 
negligent.  The  jury  after  three  hours’  deliberation, 
found  a verdict  against  the  defendant  chiropractor  for 
$10,000. 

The  ultimate  action  of  the  higher  courts  on  this  case 
will  be  of  great  importance  and  if  the  contention  of 
the  trial  justice  here  that  treatment  by  a chiropractor 
who  is  not  licensed  to  practice  medicine  is  some  evi- 
dence of  negligence  is  sustained,  any  one  who  has  suf- 
fered injury  as  a result  of  chiropractic  treatment  by 
such  unlicensed  person  need  prove  only  the  injuries  sus- 
tained by  the  treatment,  the  fact  of  the  defendant 
being  unlicensed  and  absence  on  the  part  of  the  plaintiff 
of  contributory  negligence  to  make  out  a prima  facie 
case.  The  effect  of  the  enforcement  of  such  ruling  at 
law  in  suits  for  damages  against  unlicensed  chiroprac- 
tors should  drive  from  the  state  many  of  those  who  are 
doubtless  now  responsible  for  inflicting  serious  injury 
upon  the  gullible  patients  who  consult  them. 

Commenting  upon  the  evidence,  the  court,  so  the  re- 
port states,  said : 

“You  do  not  have  to  bring  in  an  expert  to  say  a vio- 
lent and  severe  jerk  of  the  head  which  causes  severe 
pain  that  immediately  grows  worse  and  if  followed  by 
paralysis  is  proper  treatment.  If  it  is  proper  chiro- 
practic treatment  I think  the  legislature  is  wise  in  not 
letting  chiropractors  practice  in  this  state.” 

It  might  be  interesting  to  note  that  the  defendant  in 
this  case,  under  every  chiropractic  bill  that  has  been 
introduced  in  the  legislature  for  the  last  eight  or  nine 
years,  would  under  the  waiver  clause  be  entitled  to 
license  without  examination  or  test  of  his  qualifications. 
The  opportunity  for  the  unskilled,  unqualified  or  care- 
less to  become  licensed  even  after  examination  is  suffi- 
ciently grave  without  wholesale  license  of  those  who 
are  admittedly  incompetent  and  could  not  pass  any  test 
which  would  adequately  determine  their  fitness.  The 
evidence  continues  to  pile  up  against  the  wisdom  and 
propriety  of  the  legislature  granting  chiropractors  li- 
censes in  this  state. — George  W.  Whiteside,  Esq., 
Counsel,  Medical  Society  of  New  York,  in  New  York 
State  Journal  of  Medicine,  July,  1924. 


Doctor  Brown  sent  a bill  for  ten  dollars  to  the  ter- 
rible-tempered  Mr.  Bangs.  The  bill  read— “To  serv- 
ices— $10.00. 

Bangs  lost  his  terrible  temper.  He  rushed  to  the 
doctor’s  office.  “You’re  a robber!”  he  shouted.  “Think 
of  it,  five  dollars  a visit!  It  isn’t  worth  it.” 

Doc  Brown  rewrote  the  bill  and  sent  it — 

“To — getting  out  of  bed  at  2:00  a.  m.,  answering 
phone;  disturbing  wife;  dressing;  going  to  garage; 
cranking  ‘tin  Lizzie’ ; two-mile  drive  in  cold ; saving 
baby’s  life;  return  to  garage;  waking  wife;  undress- 
ing; getting  back  into  bed — $10.00.” 

Bill  was  promptly  paid  with  apologies. — Selected. 
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REPORTERS  OF  COUNTY  SOCIETIES 


Adams — James  P.  Dalbey,  M.D.,  Gettysburg. 
Allegheny — Lester  Hollander,  M.D.,  Pittsburgh. 
Armstrong — Jay  B.  F.  Wyant,  M.D.,  Kittanning. 
Beaver — Francis  H.  McCaskey,  M.D.,  Rochester. 
Bedford — N.  A.  Timmons,  M.D.,  Bedford. 

Berks — Clara  Shetter-Keiser,  M.D.,  Reading. 

Blair — James  S.  Taylor,  M.D.,  Altoona. 

Bradford — Stanley  D.  Conklin,  M.D.,  Sayre. 

Bucks — Anthony  F.  Myers,  M.D.,  Blooming  Glen. 
Butler — L.  Leo  Doane,  M.D.,  Butler. 

Cambria— Joseph  J.  Meyer,  M.D.,  Johnstown. 

Carbon — Jacob  A.  Trexler,  M.  D.,  Lehighton. 

Center — James  L.  Seibert,  M.D.,  Bellefonte. 

Chester — J.  A.  Perkins,  M D.,  Coatesville. 

Clarion — James  M.  Hess,  M.D.,  Tylersburg. 
Clearfield — John  M.  Quigley,  M.D.,  Clearfield. 
Clinton — R.  B.  Watson,  M.D.,  Lock  Haven. 
Columbia — C.  B.  Yost,  M.D.,  Bloomsburg. 

Crawford — Cornelius  C.  Laffer,  M.D.,  Meadville. 
Cumberland — Calvin  R.  Rickenbaugh,  M.D.,  Carlisle. 
Dauphin — W.  Minster  Kunkel,  M.D.,  Harrisburg. 
Delaware — George  L-  Armitage,  M.D.,  Chester. 

Elk — Samuel  T.  McCabe,  M.D.,  Johnsonburg. 

Erie — Anna  M.  Schrade,  M.D.,  Erie. 

Fayette — John  D.  Sturgeon,  Jr.,  M.D.,  Uniontown. 
Franklin — Samuel  D.  Shull,  M.D.,  Chamber.sburg. 
Greene — Robert  W.  Norris,  M.D.,  Waynesburg. 
Huntingdon — John  M.  Beck,  M.D.,  Alexandria. 
Indiana — F.  J.  Kellam,  M.  D.,  Ernest. 

Jefferson — W.  A.  Hill,  M.D.,  Reynoldsville. 

Juniata — Brady  F.  Long,  M.D.,  Mifflin. 

Lackawanna — G.  A.  Clark,  M.D.,  Scranton. 


Lancaster — J.  Sullivan,  M.D.,  Lancaster. 

Lawrence — William  A.  Womer,  M.D.,  New  Castle. 
Lebanon — W.  Horace  Means,  M.D.,  Lebanon. 

Lehigh — Harold  E.  Hersh,  M.D.,  Allentown. 

Luzerne — H.  Irvin  Evans,  M.D.,  Ashley. 

Lycoming — Wesley  F.  Kunkle,  M.D.,  Williamsport. 
McKean — Francis  DeCaria,  M.D.,  Bradford. 

Mercer — M.  Edith  MacBride,  M.D.,  Sharon. 

Mifflin — F.  A.  Rupp,  M.D.,  Lewistown. 

Monroe — Walter  L.  Angle,  M.D.,  Stroudsburg. 
Montgomery — John  C.  Simpson,  M.D.,  Norristown, 
Montour — John  H.  Sandel,  M.D.,  Danville. 
Northampton — Frank  J.  Hahn,  M.D.,  Bath. 
Northumberland — Charles  H.  Swenk,  M.D.,  Sunbury. 
Perry — A.  R.  Johnson,  M.  D.,  New  Bloomfield. 
Philadelphia — Franklin  M.  Crispin,  Philadelphia. 
Potter — Ross  H.  Jones,  M.D.,  Coudersport. 
Schuylkill — Arthur  B.  Fleming,  M.  D.,  Tamaqua. 
Snyder — John  O.  Wagner,  M.D.,  Beaver  Springs. 
Somerset — H.  Clay  McKinley,  M.D.,  Meyersdale. 
Sullivan — P.  G.  Biddle,  M.D.,  Dushore. 
Susquehanna— Robert  B.  Mackey,  M.D.,  Montrose. 
Tioga — John  H.  Doane,  M.D.,  Mansfield. 

Union — Oliver  W.  H.  Glover,  M.D.,  Laurelton. 
Venango — John  F.  Davis,  M.D.,  Oil  City. 

Warren — ^M.  V.  Ball,  M.D.,  Warren. 

Washington — Charles  C.  Cracraft,  M.D.,  Qaysville. 
Wayne — Hugh  Stevenson,  III,  M.D.,  Waymart. 
Westmoreland — Joseph  E.  Sunder,  M.D.,  Delmont. 
Wyoming — Herbert  L.  McKown,  M.D.,  Tunkhannock. 
York — Pius  A.  Noll,  M.D.,  York. 
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COUNTY  SOCIETY  REPORTS 


DAUPHIN— OCTOBER 

Dr.  Martin  E.  Rehfuss,  Associate  Professor  of  Clin- 
ical Medicine  at  Jefferson  Medical  College,  gave  a 
lantern  slide  lecture  before  the  Dauphin  County  Medi- 
cal Society,  October  13th,  on  some  important  points  in 
the  study  of  gastric  disease.  Stressing  the  importance 
of  a thorough  knowledge  of  the  normal  sto,nach  he 
gave  a partial  resume  of  his  work  on  the  emptying 
time  and  secretory  activity  of  the  stomach  and  intes- 
tines under  varying  conditions  and  stimuli.  He  de- 
scribed the  limitations  and  the  intelligent  interpretation 
of  gastric  analyses,  and  urged  a more  rational  attitude 
toward  their  significance,  emphasizing  the  inestimable 
value  of  x-ray  examination  when  done  thoroughly  by 
an  expert  roentgenologist.  The  innumerable  extra- 
gastric  factors,  reflex  and  endocrine,  were  briefly  elu- 
cidated. The  subject  as  a whole  was  well  handled, 
and  was  a source  of  considerable  information  to  the 
members.  A short  discussion  followed. 

W.  M.  Kunkel,  M.D.,  Reporter. 


LUZERNE— SEPTEMBER-OCTOBER 
The  regular  meeting  of  the  Luzerne  County  Medical 
Society  was  held  on  September  3,  1924,  at  8:45  p.  m. 
Dr.  J.  M.  Wainwright  read  a very  interesting  paper 
on  “Cancer  Control,”  with  lantern  slide  demonstration. 

The  second  regular  monthly  meeting  was  held  in  the 
Medical  Building  on  September  17,  1924,  at  8<  45  p.  m., 
and  was  called  to  order  by  Vice-President  Wolfe.  Dr. 
Fischer  read  a quarterly  report  for  the  Committee  on 
Practice  of  Medicine  and  Surgery.  Dr.  Kocyan  read 
a quarterly  report  for  the  Committee  on  Public  Health 
and  Legislation,  concerning  the  health  of  the  com- 
munity and  various  measures  which  might  be  adopted 


to  improve  the  same.  Dr.  O’Donnell  read  resolutions 
on  the  death  of  Dr.  R.  P.  Taylor.  It  was  moved  and 
seconded  that  the  resolutions  be  adopted. 

The  following  were  elected  into  the  Society:  Drs. 
U.  D.  Rumbaugh,  Kingston,  Pa. ; Marjorie  Reed, 
Plymouth,  Pa. ; Lewis  T.  Buckman,  Wilkes-Barre, 
Pa.,  and  Russel  J.  Hangen,  Ashley,  Pa. 

On  account  of  illness.  Dr.  Foss,  of  Geisinger  Hos- 
pital, Danville,  being  absent,  Drs.  R.  R.  Janjigian  and 
Dattner  presented  records  of  cases  for  discussion.  In 
the  discussion  Drs.  Long,  Sheridan  and  Joseph  Con- 
nole  spoke. 

A regular  meeting  of  the  Society  was  held  in  the 
Medical  Building  on  October  i,  1924,  and  was  called  to 
order  by  President  Scheifly  at  8:45  p.  m.  There  were 
sixty  members  present  and  three  visitors. 

Dr.  Trapold,  Jr.,  reported  for  the  Program  Com- 
mittee that  on  October  15,  1924,  Dr.  Foss,  of  the 
Geisinger  Memorial  Hospital,  Danville,  Pa.,  would  read 
a paper  and  on  November  5,  1924,  Dr.  Armstrong,  of 
the  White  Haven  Sanitarium,  White  Haven,  Pa., 
would  read  a paper. 

Election  of  new  members  was  then  in  order  and  the 
name  of  Dr.  John  S.  Crater,  of  Hazleton,  Pa.,  was 
proposed  and  elected  to  membership. 

Dr.  C.  E.  Roderick,  of  Battle  Creek,  Mich.,  then 
gave  a most  interesting  talk  on  “The  Complement 
Fixation  Test  for  Syphilis,”  which  was  illustrated  by 
a very  excellent  motion  picture,  demonstrating  the 
theory,  practice  and  technic  of  the  test  together  with 
its  interpretation. 

Dr.  Paul  Roth  then  gave  a very  interesting  discus- 
sion on  “Basal  Metabolism,”  which  he  illustrated  with 
lantern  slides.  These  papers  were  discussed  by  Drs. 
Daley  and  Mayock.  The  discussion  was  closed  by 
Drs.  Roderick  and  Roth. 

The  Hazelton  Branch  of  the  Society  held  a testi- 
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monial  dinner  at  the  Hotel  Altamont,  Hazleton,  on 
September  i8th,  at  8:30  p.  m. 

H.  Irvin  Evans,  M.  D.,  Reporter. 


NORTHWESTERN  PENNSYLVANIA— 
SEPTEMBER 

On  September  5th  over  100  physicians  from  north- 
western Pennsylvania  met  at  Hotel  Conneaut,  Con- 
neaut  Lake,  to  form  an  organization  which  will  meet 
at  least  once  a year  for  the  purpose  of  fostering  good 
fellowship  among  its  members.  This  organization  is  a 
revival  of  a similar  society  that  existed  about  sixteen 
years  ago.  The  officers  hope  to  have  one  prominent 
teacher  address  them  each  year,  devoting  the  remainder 
of  the  meeting  to  getting  acquainted. 

The  officers  elected  at  this  first  meeting  were:  Pres- 
ident, John  B.  Siggins,  Oil  City;  vice-president,  O.  H. 
Jackson,  Meadville;  secretary-treasurer,  M.  V.  Ball, 
Warren. 

Dr.  Samuel  G.  Gant,  of  New  York,  the  famous 
proctologist,  gave  an  interesting  demonstration  of  sev- 
eral operations  that  he  has  perfected,  namely,  ap- 
pendicostomy  and  cecostomy,  illustrating  the  talk  with 
motion  pictures.  Dr.  Gant  is  a most  entertaining 
lecturer.  Not  only  as  an  author,  surgeon  and  witty 
speaker  is  he  noted,  but  he  demonstrated  an  accom- 
plishment of  a totally  different  kind — necromancy  and 
legerdemain.  His  tricks  with  cards  and  coins  delighted 
and  puzzled  the  audience,  which  was  composed  of  the 
physicians  and  their  wives,  and  were  a great  surprise 
to  those  who  knew  of  him  only  as  a surgeon.  This 
entertainment  preceded  the  lecture,  and  was  chiefly  for 
the  benefit  of  the  ladies. 

As  there  are  about  500  physicians  in  the  district, 
which  comprises  Erie,  Venango,  Crawford,  Clearfield, 
McKean,  Mercer  and  Warren  Counties,  it  is  believed 
an  audience  of  sufficient  size  can  be  secured  to  repay 
a speaker  for  his  effort.  Several  societies  have  com- 
bined each  year  in  joint  meetings,  but  such  meetings 
have  up  to  the  present  been  haphazard. 

M.  V.  Ball,  M.D.,  Reporter. 

PHILADELPHIA— SEPTEMBER  24,  1924 

The  President,  Dr.  F.  Hurst  Maier,  in  the  chair. 

Dr.  Abraham  Zingher,  of  the  Research  Laborato- 
ries, Department  of  Health,  New  York  City:  “The 
Dick  Test  in  the  Prevention  and  Control  of  Scarlet 
Fever,  with  Demonstrations  of  Dick  Reactions.” — Re- 
m.arkable  advance  in  the  study  of  scarlet  fever  has 
been  made  in  the  past  year.  Dr.  and  Mrs.  Dick,  dur- 
ing twelve  years  of  work  in  Chicago,  produced  ex- 
perimental scarlet  fever  in  human  beings  by  injecting 
a pure  culture  of  hemolytic  streptococcus  from  the 
blood  of  a nurse.  They  found  that  the  organism  pro- 
duces a toxin,  obtained  from  the  condensation  fluid 
of  cultures,  and  with  this  they  produced  positive  and 
negative  reactions  similar  to  the  Schick  reaction.  They 
produced  an  active  immunity  in  a few  humans  by  in- 
jecting doses  of  toxin,  and  they  produced  an  antitoxic 
serum  in  horses.  Experimental  and  other  data  seem 
to  prove  hemolytic  streptococcus  the  causative  agent. 

The  modern  conception  of  scarlet  fever  holds  that  it 
is  a local  disease  in  the  mucous  membrane  of  the  nose 
and  throat,  with  the  production  of  toxins  which  are 
absorbed  into  the  system  and  produce  the  character- 
istic rash,  desquamation,  temperature,  etc.  The  gland- 
ular involvement  is  probably  due  to  bacterial  invasion, 
since  at  this  stage  the  convalescents  all  show  a negative 


Dick  reaction,  that  is,  an  immunity  to  the  toxin  but 
not  to  the  hemolytic  streptococcus. 

The  toxin  for  the  Dick  test  is  produced  by  planting 
on  pneumonia  or  diphtheria  broth,  to  which  has  been 
added  5%  horse  or  sheep’s  blood,  a twenty-four-hour 
culture  of  hemolytic  streptococcus.  This  is  incubated 
for  twenty-four  hours,  0.5-1%  carbolic  acid  added  and 
set  in  the  ice  box  two  days  for  precipitation.  It  is 
then  decanted  and  run  through  a Berkfeldt  filter. 
Dilutions  of  i : 1000  give  a good  local  skin  reaction. 
The  toxin  is  not  pathogenic  for  the  mouse,  rabbit  or 
guinea  pig,  therefore  standardization  must  be  made  on 
the  skin  of  a susceptible  individual.  It  will  keep  in 
diluted  form  for  several  months. 

Dr.  Huntoon  has  been  working  on  the  purification 
from  proteins,  using  acetic  acid,  sodium  chlorid  and 
ammonium  sulphate.  The  test  is  made  by  injecting 
intradermally  on  the  forearm,  two  inches  below  the 
elbow  0.2  c.c.  of  the  toxin  (diluted).  A control  with 
toxin  that  has  been  boiled  one  hour  is  run  on  the 
other  arm  to  detect  pseudo  reactions  produced  by  the 
proteins  of  the  streptococcus  hemolyticus  or  of  the 
culture  medium.  The  results  are  closely  analogous 
to  the  Schick  test.  Wealthier  children  (because  of  less 
contacts)  are  more  susceptible,  and  immunity  is  trans- 
mitted from  mother  to  offspring,  babies  under  a year 
being  relatively  immune.  A positive  reactor  is  sus- 
ceptible, a negative  reactor  is  antitoxically  immune. 

One  cubic  centimeter  of  convalescent  serum  injected 
intradermally  into  a scarlet  fever  rash  will  blanch  an 
area  in  six  hours.  The  same  will  occur  with  serum 
from  a negative  Dick  reactor.  Serum  from  convales- 
cents will  neutralize  the  toxin  in  vitro  and  subsequent 
injections  in  a susceptible  individual  will  produce  a 
negative  reaction. 

One  hundred  times  the  skin  test  dose  should  be  used 
for  the  first  dose  for  active  immunization,  then  250, 
500  and  1,000  times.  A reaction  of  local  redness  and 
slight  induration  is  produced,  and  constitutionally  sore 
throat,  vomiting,  rash  and  fever  may  occur.  The 
toxin  is  neutralized  in  multiple  proportion  by  the  anti- 
toxin, as  are  those  of  diphtheria  and  tetanus. 

Dochez  produced  antitoxic  serum  by  injecting  liquid 
agar  into  the  neck  of  a horse  and  after  it  solidified 
injected  living  cultures,  but  this  method  causes  slough- 
ing and  is  not  desirable.  The  Dicks  inject  the  horses 
with  toxin.  Convalescent  serum  or  blood  from  a nega- 
tive reactor  can  always  be  used.  The  toxin  can  be 
standardized  by  injecting  varying  dilutions  into  a sus- 
ceptible individual.  During  the  period  of  invasion  a 
certain  amount  of  antitoxin  is  produced;  therefore  the 
reaction  is  not  as  marked  as  in  normal  children,  but 
after  the  first  or  second  day  there  is  seldom  a nega- 
tive reaction. 

The  Dick  test  is  valuable  in  diagnosis ; it  is  valuable 
in  studying  the  strains  of  hemolytic  streptococci ; it 
has  rearranged  the  whole  conception  of  scarlet  fever. 

The  question  was  then  asked:  If  a diphtheria  case 
gets  scarlet  fever,  does  complete  immunity  occur.  Dr. 
Zingher  replied  that  scarlet  fever  produces  its  own 
immunity,  while  only  one-third  of  the  diphtheria  cases 
show  a subsequent  immunity,  and  those  the  milder 
cases. 

In  discussion:  Dr.  Frank  M.  Huntoon  said  that  the 
Dicks’  discovery  was  epoch  making,  and  gave  credit 
too  to  those  others  who  have  for  many  years  been 
working  along  the  same  lines.  The  toxic  agent  is  heat 
resistant,  therefore  he  boils  the  toxin  in  alkaline  solu- 
tion. To  obtain  a pure  product  the  horse  protein  and 
the  peptones  in  the  medium  must  be  eliminated.  The 
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Dick  toxin  is  a higher  albumen,  a protein  destroyed 
by  trypsin,  precipitated  by  saturated  ammonium  sul- 
phate, not  dialyzable,  hence  not  an  amino  acid,  probably 
a proteose.  He  thinks  that  the  toxin  in  scarlet  fever 
IS  probably  not  produced  locally,  but  that  enzymes  are 
produced  by  the  organisms  in  the  throat  and  produce 
degeneration  products  (toxins)  in  cells  of  the  body 
and  the  red  blood  cells.  A purer  toxin  has  been  pro- 
duced by  using  a synthetic  medium.  What  is  the 
chemical  nature  of  the  toxin  and  how  is  it  produced? 
Will  a killed  culture  of  streptococci  produce  toxin? 
These  are  questions  still  to  be  answered. 

Dr.  Zingher  added  that  a positive  reaction  is  seen  in 
six  to  twelve  hours  and  is  at  its  height  in  12-18  hours. 
The  reactions  are  read : to  indicate  an  area  of 

redness  and  induration ; -f-  an  area  of  redness ; ■ — 

a mild  grade  of  redness ; — no  reaction.  There  then 
followed  a demonstration  of  cases. 

Dr.  Sami.  S.  Woody,  of  the  Philadelphia  Hospital 
jor  Contagious  Diseases:  “A  New  Method  for  Pre- 
venting Measles  by  Immunisation  with  Serum.” — Dr. 
Woody  began  his  paper  by  quoting  Dr.  W.  W.  Keen, 
who  said  that  the  term  “usual  diseases  of  childhood” 
was  a stigma  on  the  profession,  and  urged  that  “the 
usual  health  of  childhood”  should  take  its  place.  The 
recent  isolation  of  pathogenic  bacteria  prognosticates 
the  fulfillment  of  this  phrase.  The  whole  blood  or 
serum  from  convalescents  or  recovered  cases  nearly 
controls  measles.  While  measles  is  frequently  a tri- 
fling ailment  it  has  inherent  serious  possibilities.  Super- 
imposed upon  another  infection  it  becomes  serious. 

Park  and  Zingher  first  employed  the  injection  of 
convalescent  serum  in  1916.  Similar  work  has  been 
done  in  France  and  in  Munich,  where  1,000  children 
were  given  prophylactic  serum.  Pooled  serum  is  best; 
it  has  a more  uniform  potency.  Of  96  nonimmunized 
patients  with  a negative  measles  history,  35  were  im- 
munized one  day  after  exposure ; 17  four  days  after 
exposure ; 44  three  to  five  days  after  two  exposures. 
Only  four  developed  measles  and  these  22-28  days  after 
the  injection.  Immunity  does  not  last  longer  than  40-42 
days.  There  is  successful  immunization  in  95%  of  the 
cases,  and  when  the  disease  develops  in  injected  in- 
dividuals it  is  very  atypical.  Groups  receiving  the 
serum  6-7  days  after  exposure  develop  a mixed  im- 
munity which  lasts  for  two  or  three  months  or  longer. 
The  death  rate  from  measles  is  third  highest  of  dis- 
eases in  children  under  five  years.  The  serum  can  be 
collected  and  kept.  An  immunity  test  is  yet  to  be  dis- 
covered. 

Dr.  Edward  L.  Bauer,  Assistant  Diagnostician  of 
Division  of  Medical  Inspection,  Bureau  of  Health, 
Philadelphia:  ‘‘Experiences  zoith  Toxin- Antitoxin  in 
Diphtheria  Prevention.” — Toxin  antitoxin  as  an  active 
immunizing  agent  should  be  known  by  all.  The  young 
child  is  more  susceptible  to  diphtheria  than  the  adult, 
and  while  the  blood  antitoxin  content  increases  with 
age,  the  toxin-antitoxin  in  three  months  will  increase 
the  rapidity  of  production  75%.  Toxin-antitoxin 
should  be  administered  between  6-9  months.  A pre- 
liminary Schick  test  is  usually  given  in  persons  over 
three  years  of  age.  All  susceptible  individuals  should 
be  given  immunization,  and  so  far,  all  evidence  in- 
dicates that  this  is  permanent. 

Asthmatics  are  not  inconvenienced  by  these  injec- 
tions. Diphtheria  toxin-antitoxin  may  be  given  with 
serum  for  tetanus  or  typhoid  without  untoward  results. 
Children  under  six  rarely  show  a constitutional  reac- 
tion, while  in  children  over  twelve,  and  especially  in 
the  malnourished,  there  frequently  occur  malaise. 


headache,  a temperature  of  101°,  and  a leukocytosis 
which  lasts  about  twelve  hours.  Antitoxin  should  be 
used  in  all  cases  directly  exposed  and  whose  immunity 
is  not  known,  but  while  its  neutralizing  effect  is  im- 
mediate, it  is  temporary. 

When  care  is  used  in  the  technic,  the  Schick  test  is 
100%  accurate.  An  individual  is  not  immune  unless 
he  shows  a negative  Schick  test  six  months  after  the 
toxin-antitoxin  injections  (3  doses,  i c.c.  to  dose,  at 
weekly  intervals).  An  attack  of  diphtheria  does  not 
give  immunity.  A diphtheria  carrier  is  not  affected 
by  toxin-antitoxin  or  the  Schick. 

In  discussion:  Dr.  Wilmer  Krusen  said  that  from 
the  standpoint  of  administration  he  hopes  that  these 
papers  will  make  on  the  medical  profession  a keen  im- 
pression of  the  value  of  this  work  in  preventing  diph- 
theria, scarlet  fever  and  measles.  The  profession  and 
laity  must  be  educated  to  demand  these  immunizing 
agencies. 

Dr.  Zingher  said  that  in  New  York  City  the  mor- 
tality from  diphtheria  has  been  reduced  from  12,000 
to  550.  Family  physicians  and  departments  of  health 
must  advertise  the  work,  and  he  urges  compulsory  im- 
munization before  admission  of  children  to  school.  In 
New  York  notices  concerning  diphtheria  are  sent  to 
parents  with  the  birth  certificate  and  a follow-up  card 
is  mailed  to  them  a year  later.  He  has  never  seen  a 
negative  reactor  develop  scarlet  fever.  He  urges  the 
use  of  the  parent’s  blood  for  the  protection  of  children 
exposed  to  measles  for  not  more  than  seven  days. 

Dr.  Solomon  Solis-Cohen  expressed  his  admiration 
for  the  papers  and  emphasized  the  responsibility  of 
physicians  as  advisors  to  families  to  see  that  scarlet 
fever,  diphtheria  and  perhaps  measles  shall  disappear 
as  has  typhoid. 

Dr.  W.  E.  Robinson  presented  a resolution  to  endorse 
a plan  for  more  active  work  along  these  lines  by  the 
Department  of  Health. 

Dr.  Huntoon  brought  up  the  questions,  what  causes 
measles?  what  is  measles?  does  it  resemble  scarlet 
fever?  Attempts  to  produce  measles  in  animals  have 
been  discouraging.  He  has  been  endeavoring  so  to 
alter  the  toxic  molecule  in  diphtheria  toxin-antitoxin 
that  a toxoid  which  will  be  Immunizing  but  not  toxic, 
will  be  produced. 

Dr.  Zingher  said  that  scarlet  fever  toxin  will  soon 
be  available  for  treatment.  It  should  be  used  as  soon 
as  possible,  10  c.c.  for  prophylaxis,  20-100  c.c  for 
treatment. 

Dr.  Bauer  closed  the  meeting  with  an  expression  of 
thanks  to  Dr.  Zingher. 

Mary  A.  HipplE,  M.D.,  Reporter. 


PENNSYLVANIA  NEWS  ITEMS 

deaths 

Dr.  Wilson  Buckby,  of  Doylestown,  aged  80  years. 
Hied  on  Sentember  3rd.  Dr.  Buckbv  was  a graduate 
of  Jefferson  Medical  College  of  Philadelphia,  class  of 
1870. 

Dr.  Joseph  R.  Martin,  aged  86  years,  died  recently 
at  the  home  of  his  daughter,  Mrs.  J.  M.  Jordan,  near 
Stewartstown.  Dr.  Martfii  was  graduated  from  Jef- 
ferson Medical  College  of  Philadelphia  in  1862. 

Dr.  Alfred  D.  Carson,  of  Philadelphia,  who  was 
g''a''uaip'l  from  the  University  of  Pennsylvrn'a  School 
ot  MeHG'ne  Ph  iadelobG,  in  i®8fi,  died  on  September 
20th,  following  a long  illness.  He  was  57  years  old. 

Dr.  S.  E.  B1CKE1.L,  of  Jersey  Shore,  died  at  his  home 
on  September  6th  after  a short  illness.  Dr.  Bickell, 
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who  was  6o  years  old,  was  graduated  from  Jefferson 
Medical  College  of  Philadelphia  in  1888. 

Dr.  Frankun  A.  Bushey,  of  Greencastle,  a Civil 
War  veteran,  aged  83  years,  died  suddenly  on  June  26th 
of  heart  disease.  Dr.  Bushey  was  graduated  from  the 
University  of  Maryland  School  of  Medicine,  Baltimore, 
in  1861. 

Dr.  a.  W.  Strickler,  of  Scottdale,  aged  77  years, 
died  on  September  30th  after  being  confined  to  his 
room  for  more  than  two  years.  l3r.  Strickler  was 
graduated  from  Jefferson  Medical  College  of  Philadel- 
phia in  1871. 

Dr.  Howard  S.  Kinne,  of  Chester,  died  suddenly  on 
September  25th  of  angina  pectoris.  Dr.  Kinne,  who 
was  sixty  years  of  age,  was  born  at  White  Lake,  N.  Y. 
He  was  a graduate  of  the  Medico-Chirurgical  College 
of  Philadelphia,  class  of  1893,  where  he  later  served  as 
an  assistant  in  pediatrics.  He  is  survived  by  his  widow, 
Mrs.  Rachel  M.  Kinne,  and  two  sisters. 

Dr.  Edward  H.  Gingrich  died  at  his  home  in  Leba- 
non on  October  6,  1924.  The  Doctor  had  been  in  fail- 
ing health  for  the  last  five  years,  and  a year  ago  re- 
tired from  practice.  He  was  58  years  of  age,  and  a 
graduate  of  the  Philadelphia  College  of  Pharmacy  and 
of  the  University  of  Pennsylvania  Medical  School. 
L'or  twenty-seven  years  he  was  city  health  officer  of 
Lebanon. 

Following  a year’s  illness.  Dr.  Weseey  C.  Stick,  of 
Hanover,  died  at  his  home,  October  17th,  from  subacute 
endocarditis  and  complications.  Dr.  Stick  was  a mem- 
ber of  his  County  and  State  Medical  Societies,  of  the 
American  Medical  Association,  and  of  the  Ninth  Med- 
ical Congress,  and  was  prominent  in  the  affairs  of  his 
community.  He  is  survived  by  his  widow,  a daughter, 
and  two  sons,  one  of  whom  is  Dr.  Edward  W.  Stick 
of  Hanover. 

Dr.  Joseph  H.  Reed,  of  Sharon,  dropped  dead  at  his 
home  on  the  morning  of  September  30th  while  dress- 
ing. His  health  had  been  broken  for  a number  of  years, 
particularly  since  the  “flu”  epidemic,  when,  as  many 
Sharon  physicians  were  away  on  war  duty,  he  worked 
day  and  night  to  relieve  suffering.  Dr.  Reed  was  a 
graduate  of  Miami  Medical  College,  Cincinnati,  class 
of  1878,  and  was  one  of  the  oldest  active  practicing 
physicians  in  his  county.  In  1921  he  was  president  of 
the  Mercer  County  Medical  Society.  He  is  survived 
by  Mrs.  Reed  and  one  daughter.  Miss  Helen  Reed ; 
also  by  several  brothers  and  sisters. 

BIRTHS 

Dr.  and  Mrs.  Harold  Lanshe,  of  New  Cumberland, 
have  announced  the  birth  of  a daughter  at  the  Harris- 
burg Hospital,  October  loth. 

Dr.  and  Mrs.  Richard  F.  Gerl-ACh,  of  Philadelphia, 
are  being  congratulated  on  the  birth  of  a son,  Richard 
F.  Gerlach,  Jr.,  on  September  24th. 

engagements  and  marriages 

Dr.  and  Mrs.  Henry  B.  Golden,  of  Philadelphia, 
have  announced  the  marriage  of  their  daughter,  Bea- 
trice, to  Mr.  Hymen  Silverman.  They  are  at  home  at 
Tarentum,  Pa. 

On  October  nth.  Miss  Caroline  Grace  Bolton, 
daughter  of  Dr.  and  Mrs.  Earle  W.  Bolton,  of  Oil 
City,  became  the  bride  of  Major  Daniel  B.  Strickler, 
of  Columbia.  They  will  reside  in  Lancaster. 

Announcement  was  recently  made  of  the  engage- 
ment of  Dr.  Walter  Jackson  Freeman,  of  Philadelphia, 
and  Miss  Marjorie  Lome  Franklin,  of  Washington. 
Dr.  Freeman  is  a grandson  of  Dr.  W.  W.  Keen,  of 
Philadelphia.  The  wedding  will  occur  in  early  Novem- 
ber at  Bryn  Mawr. 

The  engagement  of  Dr.  Julia  Faith  Skinner  and 
Dr.  Wilfred  B.  Fetterman,  both  of  Philadelphia,  was 


announced  recently.  A graduate  of  the  University  of 
Colorado  and  the  Woman’s  Medical  College  of  Penn- 
sylvania, Dr.  Skinner  is  on  the  staff  of  the  Chestnut 
Hill  and  Woman’s  College  Hospitals.  Dr.  Fetterman 
is  a graduate  of  the  University  of  Pennsylvania  School 
of  Medicine,  and  practices  general  surgery.  No  date 
has  been  set  for  the  wedding  ceremony. 

items 

The  Homeopathic  Medical  Society  of  Philadelphia 
has  planned  to  establish  prevention  clinics. 

Dr.  H.  M.  Stewart,  of  Johnstown,  attended  the 
meeting  of  the  American  Roentgen  Ray  Society  in 
Boston,  Mass. 

The  board  of  managers  of  the  Williamsport  City 
Hospital  has  accepted  plans  and  awarded  contracts  for 
the  erection  of  a $500,000  hospital  building. 

To  MAKE  WAY  for  the  construction  of  a new  $1,250,- 
000  hospital  unit,  the  Germantown  Hospital,  German- 
town, Pa.,  is  now  being  moved  bodily  to  another  site 
on  the  hospital  grounds. 

Dr.  Mabel  E.  Elliott,  for  many  years  a medical  di- 
rector of  American  relief  work  in  the  Near  East  and 
Caucasian  Russia,  has  been  appointed  specialist  in 
pediatrics  on  the  staff  of  the  Woman’s  Medical  Col- 
lege, Philadelphia. 

Dr.  John  B.  Roberts,  of  Philadelphia,  was  run  down 
early  in  October  by  a delivery  truck,  while  crossing 
the  street.  He  sustained  lacerations  ol  the  scalp,  a 
fracture  of  the  skull  and  possible  internal  injuries,  and 
is  in  a critical  condition. 

The  twenty-second  annual  meeting  of  the  Graduate 
Nurses’  Association  of  the  State  of  Pennsylvania  was 
held  in  Reading  from  October  27th  to  30th.  Meetings 
of  the  Pennsylvania  State  League  of  Revising  Educa- 
tion and  Pennsylvania  Public  Health  Nursing  Organi- 
zation were  held  at  the  same  time. 

The  notable  services  rendered  our  country  by  Dr. 
Zenas  Macomber,  of  York  County,  have  been  fittingly 
memorialized  by  a monument  in  Slate  Hill  Cemetery, 
near  Lancaster,  which  was  recently  dedicated  with 
fitting  ceremony.  Dr.  Macomber  was  engaged  in  five 
battles  of  the  Revolution,  was  at  Paoli  on  the  night  of 
the  massacre,  suffered  seventeen  bayonet  wounds  and 
was  carried  from  the  scene  as  dead.  He  was  the  body- 
guard of  George  Washington  for  two  years. 

Announcement  has  recently  been  made  by  the  Na- 
tional Board  of  Medical  Examiners  of  the  candidates 
receiving  the  highest  ratings  in  examinations  held  this 
summer  by  the  Board.  In  the  examination  of  second 
year  students  William  Henry  Crawford,  of  Reynolds- 
ville.  Pa.,  a student  at  the  University  of  Pennsylvania 
School  of  Medicine,  was  fifth  in  the  list.  Among  the 
ten  highest  third  and  fourth  year  students  were  Dr. 
Jean  Crump,  Pittsburgh,  Pa.  (Woman’s  Medical  Col- 
lege of  Pennsylvania)  ; Herbert  Monheimer,  Smeth- 
port.  Pa.  (University  of  Pennsylvania  School  of  Medi- 
cine) ; Carl  E.  Bachman,  Reading,  Pa.  (University  of 
Pennsylvania  School  of  Medicine)  ; and  Kenneth  E. 
Appel,  Lancaster,  Pa.  (Harvard  University  Medical 
School) . 


GENERAL  NEWS  ITEMS 

Dedication  exercises  of  the  new  Hospital  for  Joint 
Diseases,  Madison  Ave.,  123d  and  124th  Sts.,  New  York 
City,  were  held  on  October  5th  and  6th. 

Dr.  Henry  J.  Bogardus,  aged  66  years,  for  many 
years  attached  to  City  Hospital  and  the  New  York 
City  Orthopedic  Hospital  as  an  orthopedic  specialist, 
died  of  a heart  attack  in  his  office  at  Jersey  City,  N.  J., 
on  October  21st,  while  attending  a patient. 

The  death  of  Dr.  James  Bishop,  graduate  of 
Rutgers  College,  and  author  of  several  books  on  the 
eye,  occurred  in  Scotland  on  October  16,  1924.  Dr. 
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Bishop  was  engaged  in  research  work.  He  was  born 
in  New  Brunswick,  N.  J.,  in  1870.  His  brother,  Dr. 
Louis  F.  Bishop  is  in  practice  in  New  York  City. 

Dr.  David  Combs  English,  of  New  Brunswick,  N. 
J.,  died  on  September  i8th,  at  the  age  of  82,  of  in- 
juries received  while  on  a trip  in  Maine.  Dr.  English 
was  a graduate  of  the  Medical  Department  of  Colum- 
bia College,  New  York,  class  of  1868.  He  was  presi- 
dent of  the  Medical  Society  of  New  Jersey  in  1897-8, 
and  editor  of  its  Journal  since  1905. 

The  American  Indian  Defense  Association,  Inc., 
33  W.  42d  St.,  New  York  City,  is  making  a campaign 
to  raise  $20,000  for  a comprehensive  health  survey  of 
the  Indians  in  the  United  States,  to  be  conducted  by  the 
National  Health  Council.  They  state  that  “The  com- 
missioner of  Indian  Affairs  in  his  last  report  ‘esti- 
mates’ the  number  of  trachoma  cases  among  reserva- 
tion Indians  at  30,000  and  of  tuberculosis,  25,000 

The  reason  for  these  inhuman  and  dangerous  conditions 
is  the  low  salaries  paid  doctors  and  nurses,  the  con- 
stant shortage  of  both  in  the  Indian  Service  and  the 
appalling  lack  of  proper  facilities  for  treating  disease. 
Doctors  in  the  Indian  Service  receive  an  average  of 
$1,000  yearly  and  are  under  the  supervision  of  agents.” 
The  Association  invites  the  aid  of  physicians  in  remedy- 
ing conditions. 

Warren  Triennial  Prize  Ma.ssachusetts  General 
Hospital 

The  Warren  Triennial  Prize  was  founded  by  the  late 
Dr.  J.  Mason  Warren  in  memory  of  his  father,  and  his 
will  provides  that  the  accumulated  interest  of  the  fund 
shall  be  awarded  every  three  years  to  the  best  disserta- 
tion considered  worthy  of  a premium,  on  some  subject 
in  Physiology,  Surgery,  or  Pathological  Anatomy ; the 
arbitrators  being  the  General  Executive  Committee  of 
the  Massachusetts  General  Hospital. 

Theses  submitted  for  competition  for  the  year  1925 
shall  be  on  some  special  subject  in  Physiology,  Surgery, 
or  Pathology. 

Dissertation  must  be  in  either  the  English,  French,  or 
German  language,  and  must  be  typewritten  and  suitably 
bound,  so  as  to  be  easily  handled.  Work  that  has  been 
published  previously  will  not  be  considered  in  competi- 
tion. The  name  of  the  writer  must  be  enclosed  in  a 
sealed  envelope,  on  which  must  be  written  a motto 
corresponding  with  one  on  the  accompanying  disserta- 
tion. 

Any  clew  given  by  the  dissertation,  or  any  action  on 
the  part  of  the  writer  which  reveals  his  name  before 
the  award  of  the  prize,  will  disqualify  him  from  re- 
ceiving the  same. 

The  amount  of  the  prize  for  the  year  1925  will  be 
$500. 

In  case  no  dissertation  is  considered  sufficiently  meri- 
torious, no  award  will  be  made.  Dissertations  will  be 
received  until  April  15,  1925. 

A high  value  will  be  placed  on  original  work. 

Frederic  A.  Washburn,  M.D.,  Director. 

United  States  Civil  Service  Examination 

The  United  States  Civil  Service  Commission  an- 
nounces the  following  open  competitive  examination; 
Medical  Officer,  Junior  Grade;  Medical  Officer,  Grade 
A ; Medical  Officer,  Grade  B. 

Applications  for  the  positions  of  medical  officer, 
junior  grade,  medical  officer,  grade  A,  and  medical 
officer,  grade  B,  will  be  rated  as  received  until  Decem- 
ber 30th.  The  examinations  are  to  fill  vacancies  in  the 
Indian  Service,  the  Coast  and  Geodetic  Survey,  the 
Panama  Canal  Service,  the  Public  Health  Service,  and 
the  Veterans  Bureau,  at  entrance  salaries  ranging  from 
$1,680  to  $3, coo  a year. 

Appointees  to  position  in  the  Indian  Service  will  be 
allowed  quarters,  heat  and  light,  free  of  cost.  Ap- 
pointees to  positions  in  the  Coast  and  Geodetic  Survey 
are  allowed  $2  a day  for  subsistence  in  addition  to  the 
basic  salary. 


The  eligibles  resulting  from  these  examinations  will 
be  placed  on  registers  and  certified  according  to  their 
qualifications  in  the  following  branches : General  medi- 
cine and  surgery  (junior  and  A grades  only),  tubercu- 
losis, neuropsychiatry  and  psychiatry,  bacteriology  (ad- 
vanced), pathology,  epidemiology.  Public  Health  prac- 
tice, industrial  medicine  and  hygiene,  and  child  hygiene. 

Competitors  will  be  rated  on  their  education,  train- 
ing, and  experience. 

Pull  information  and  application  blanks  may  be  ob- 
tained from  the  United  States  Civil  Service  Commis- 
sion, Washington,  D.  C.,  or  the  secretary  of  the  board 
of  U.  S.  civil-service  examiners  at  the  post  office  or 
customhouse  in  any  city. 


“QUO  VADIS,”  PROCTOLOGIST 

PRESIDENTIAL  ADDRESS  AT  THE  AMERICAN  PROCTOLOGIC 
SOCIETY,  JUNE  23,  1924 — abstract 

RALPH  W.  JACKSON,  M.D. 

Fall  River,  Mass. 

The  writer  said  that  the  twenty-fifth  anniversary  of 
the  Society  was  an  appropriate  time  to  consider  its 
future  and  that  of  proctology.  The  development  of 
any  specialty  is  due  to  the  need  of  better  work  in  that 
particular  line  and  this  had  been  specially  true  of 
proctology.  As  there  is  need  of  general  practitioners 
in  rural  communities,  so  there  is  need  of  proctologists 
in  other  than  the  largest  cities.  New  England  was 
cited  as  an  example  of  such  need.  The  need  is  general 
and  offers  a profitable  field  for  specialization.  The 
American  Proctologic  Society  and  the  Section  on 
Gastro-enterology  and  Proctology  of  the  A.  M.  A. 
should  take  the  lead  in  encouraging  such  specialization. 
Recommendations  of  past  presidents  of  the  former 
along  this  line  have  not  led  to  adequate  action.  Too 
few  of  the  Fellows  have  carried  the  burden  of  the 
work.  The  Secretary  has  the  greatest  opportunity  for 
advancing  proctology,  but  must  have  cooperation. 

The  papers  collected  in  the  Transactions  are  more 
likely  to  be  consulted  than  when  sporadically  published 
in  the  journals.  The  transactions  are  widely  distributed 
and  in  demand  by  young  proctologists,  and  offer  the 
most  permanent  publicity.  A special  journal  in  proc- 
tology would  do  much  to  advance  the  specialty,  but  is 
impracticable  at  present.  Some  method  of  keeping  all 
proctologists  posted  on  current  events  is  desirable. 
Not  all  Fellows  can  write  books,  but  all  have  some- 
thing to  contribute  to  proctologic  knowledge,  and  can 
best  do  it  through  the  Transactions. 

Elementary  proctologic  teaching  in  schools  is  far  be- 
low par,  and  the  graduates  correspondingly  ignorant. 

Too  many  good  proctologists  are  not  affiliated  with 
the  Society,  but  should  be  for  their  own  good  and  that 
of  the  specialty.  A list  of  such  men  should  be  com- 
piled, and  the  Associate  Fellowship  should  be  the  means 
of  accomplishing  the  desired  affiliation.  Finally  the 
writer  said  that,  though  the  Society  had  accomplished 
much  for  proctology  in  the  past  twenty-five  years,  only 
an  intensive  campaign  by  the  Society,  by  every  Fellow, 
and  by  every  one  who  ought  to  be  a Fellow,  would 
give  the  specialty  the  future  it  deserves. 


Dr.  O.  Pine  queries : Is  it  not  about  time  to  de- 
nounce those  shallow-brained  posers  who,  from  vantage 
points  of  journalism  and  politics,  criticise  as  illiberal 
and  fanatic  those  who  will  not  concede  to  nor  com- 
promise with  those  claims  and  methods  that  are  not 
based  nor  built  upon  rational  science? 


OFFICIAL  TRANSACTIONS 

The  Medical  Society  of  the  State  of  Pennsylvania 

Organized  1848  Incorporated,  December  20,  1890 


Minutes  of  the  Proceedings  at  the  Seventy-fourth  Annual  Session,  held  at 
Reading,  October  6,  7,  8,  and  9, 1924. 


MINUTES  OF  THE  HOUSE  OF  DELEGATES 
Monday  Afternoon,  October  6,  1924 

The  first  meeting  of  the  House  of  Delegates  was 
held  in  the  Banquet  Hall,  Second  Floor  of  Rajah  Tem- 
ple, Reading,  Pa.,  on  Monday  at  thre .’-fifteen  o’clock. 
Dr.  Howard  C.  Frontz,  Huntingdon,  President  of  the 
Society,  presiding. 

The  Committee  on  Credentials  made  a preliminary 
report  and  reported  a quorum  present. 

Dr.  Appel,  Lancaster,  moved  that  the  roll  call  be  dis- 
pensed with.  Seconded  and  carri.d. 

The  Chairman  made  an  announcement  concerning  the 
death  of  Mr.  William  Whitford,  who  had  served  the 
House  as  stenographer  for  nine  years. 

The  next  order  of  business  being  the  presentation, 
correc  ion  and  adoption  of  the  minutes  of  the  seventy- 
third  annual  session.  Dr.  Appel,  Lancaster,  moved  that 
the  minutes  be  approved  as  printed  in  the  transactions, 
and  that  the  reading  of  them  be  dispensed  wi.h.  Sec- 
onded and  carried. 

The  Secretary  then  announced  the  following  refer- 
ence committe.s  appointed  by  the  President-Elect,  Dr. 
Henry : 

Commit  ee  on  Credentials : M.  Edith  MacBride, 

Chairman,  Sharon;  Jefferson  H.  Wilson,  Beaver; 
Frank  P.  Lytle,  Birdsboro. 

Reference  Committee  on  Reports  of  Officers  and 
Standing  Committees ; Francis  J.  Dever,  Chairman, 
Bethlehem;  George  W.  McNeil,  Pittsburgh;  J.  B.  Mc- 
Murray,  Washington. 

Reference  Committee  on  Scienlific  Business : John  A. 
Campbell,  Chairman,  Williamsport.  C.  Irwin  Stiteler, 
Chester;  Seth  A.  Brumm,  Philadelphia. 

R Terence  Committee  on  New  Business:  Edward  A. 
Shumway,  Chairman,  Philadelphia ; Clarence  R. 
Philips,  Harrisburg;  Samuel  P.  Mengel,  Wilkes- 
Barre. 

Committee  on  Place  of  Meeting : Edgar  M.  Green, 
Chairman.  Easton;  J.  Newton  Hunsberger,  Norris- 
town; Elmer  G.  Weibel,  Eri  .’. 

President  Frontz  presented  his  prepared  remarks  to 
the  House  of  deLgates,  prefacing  them  with  the  fol- 
lowing statement : Gentlemen  of  the  House  of  Dele- 
ga  es ; I am  not  trying  to  introduce  an  innovation  in 
th  s Society,  but  I feel  that  having  served  one  year  as 
your  Presid  nt,  I ought  to  make  a short  report  of  my 
service  dur  ng  last  year,  and  I therefore  have  a few 
thoughts  o present  to  you  and  a little  resume  of  my 
travels. 

President’s  Address 

T o the  House  of  Delegates  of  the  M edical  Society  of 
the  State  of  Pennsylvania: 

I deem  it  my  duty  to  give  you  a report  of  my  service 
as  Presiden  of  this  Society  during  the  past  year. 

During  the  previous  year  as  President-Elect,  it  was 
my  privilege  to  att  nd  a number  of  county  society  meet- 
ings, to  attend  the  mee  ings  of  the  Board  of  Trustees 
and  'o  assist  in  the  work  of  the  Society  in  various  ways. 

The  present  year  has  been  one  of  considerable  ac- 
tivity. I have  endeavored  to  visit  county  societies,  to 
attend  conferences  and  other  meetings.  As  oppor- 
tunity offered,  the  work  of  th:“  S ate  Society  was  pre- 
sented— what  it  stands  for,  what  it  was  doing  and  what 
it  hoped  to  attain. 


I had  to  decline  a few  invitations  owing  to  previous 
engagements  or  pressure  of  work  at  home. 

The  following  meetings  and  conferences  were  at- 
tended : 

November  7,  1923.  Was  a guest  of  the  College  of 
Physicians  of  Philadelphia.  Opened  discussion  of  Dr. 
Haven  Emerson’s  paper  on  Preven  ive  Medicine. 

Dec  mber  4,  1923.  Attended  Trustees  meeting  at 
Harrisburg.  Also  meeting  of  Committee  on  Public 
Relations. 

January  ii,  1924.  Delivered  an  address  on  “The 
Private  Physician  and  Sickness  Prevention  Campaign” 
at  the  annual  meeting  of  Pennsylvania  Tuberculosis 
Socie  y of  Harrisburg. 

January  23,  1924.  Attended  conference  with  Dr. 

Chevalier  Jackson  in  Philadelphia  relative  to  a bill  be- 
fore Congress  about  proper  poison  labels  on  lye  cans. 

February  5,  1924.  Attended  Trust  es  meeting,  also  a 
meeting  of  the  Committee  on  Scien.ific  Work  at  Har- 
risburg. 

February  6,  1924.  Attended  annual  banquet  of  Lan- 
caster County  Medical  Soc'ety  at  Lancaster. 

February  12,  1924.  Attended  mee.ing  of  Berks 

County  Medical  Society  at  Reading,  2 : 30  P.  M..  and 
meeting  of  Schuylkill  County  Medical  Society  at  Potts- 
ville,  at  9:00  P.  M. 

February  14,  1924.  Addressed  Rotary  Club  at  Dan- 
ville. 

February  28,  1924.  Attended  conference  at  rooms  of 
State  Departm  nt  of  Public  Instruction,  Harrisburg, 
with  Board  of  Medical  Educat’on  and  Licensure  rela- 
tive to  illegal  practitioners.  This  conference  was  at- 
tended by  represen  atives  from  the  three  state  medical 
societies.  After  much  discussion  it  appeared  that  there 
was  no  appropriation  for  such  work.  It  semed  to  be 
the  consensus  of  op  nion  that  efforts  should  be  made  ‘o 
secure  sufficient  appropriation  for  this  work  and  that 
the  three  stat  ■ societies  should  aid  the  Board  in  their 
efforts  to  secure  the  appropriation  and  also  help  rid  the 
state  of  illegal  practitioners. 

March  4,  1924.  A' tended  conference  of  Compensation 
Commission  with  Hospital  Superintendents  at  Harris- 
burg. The  compensation  laws  were  freely  discussed 
and  the  commission  received  valuable  sugg.stions  from 
those  present. 

March  14,  1924.  Attended  meeting  of  Medical  Leg- 
islative Conference  wi'h  the  Compensation  Commission 
at  Philadelphia. 

March  20,  1924.  Attended  meet  ng  of  Mercer  County 
Medical  Society  at  Sharon.  Th?  candidates  for  the 
Legislature  of  that  county  were  present  by  invitation. 
My  address  was  relative  to  medical  legislation.  The 
candidates  all  expressed  themselves  as  being  in  favor  ot 
the  medical  legislative  program. 

April  23,  1924.  Attended  the  mee'ing  of  the  Perry 
County  Medical  Society  at  Newport.  Nine  of  the  four- 
teen members  were  present.  I addressed  this  group  of 
men  of  State  Society  affairs.  The  Perry  Coun'y  So- 
ciety is  one  of  the  oldest  county  societies  and  is  com- 
posed almost  entirely  of  rural  practitioners. 

Mav  6,  1924.  Attended  Trustees  meeting  in  the 
morning,  and  meeting  of  Committed  on  Scientific  Work 
in  the  afternoon  at  Harrisburg. 

May  7,  1924.  Attended  meeting  of  the  Northumber- 
land County  Medical  Society  at  Sunbury. 
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May  15,  1924.  Attended  annual  clinic  and  banquet  of 
Westmoreland  County  Medical  Society  at  Greensburg. 
Clinics  conducted  by  Drs.  John  B.  Deaver  and  David 
Riesman  of  Philadelphia. 

June  9-13,  1924.  Attended  meeting  of  American 

Medical  Association  at  Chicago. 

August  28,  1924.  Aitended  meeting  of  the  West 
Branch  Medical  Association  at  Lock  Haven  Country 
Club.  This  Association  is  thirty-two  years  old.  It  is 
one  of  the  unofficial  medical  societies,  being  composed 
of  members  of  county  societies  along  the  west  branch 
of  the  Susquehanna  and  some  adjacent  counties.  Ad- 
dresses were  made  by  Dr.  Rugh  of  Ph.ladHphia  and 
Dr.  Free  of  Dubois. 

September  17,  1924.  Attended  meeting  of  Central 
Pennsylvania  Medical  Association  at  Blairmont  Coun- 
try Club  in  Blair  County.  This  is  a younger  organiza- 
tion and  is  doing  much  the  same  work  as  tlu  West 
Branch  Association.  Addresses  were  made  by  Drs.  J. 
B.  Carnett  and  D.  J.  McCarthy  of  Philadelphia. 

The  county  societies  as  a whole  are  doing  good  work. 
In  counties  where  there  are  located  one  or  more  hos- 
pitals, there  appears  to  be  more  activity  in  the  so- 
cieties. The  hospital  seems  to  be  a stimulus  to  better 
scientific  work.  As  a good  scientific  program  makes  a 
successful  state  society  meeting,  the  same  makes  a 
good  county  society  meeting. 

The  smaller  county  societies  which  me^t  every  two  or 
three  months  need  help  in  their  scien  ific  work.  - As  a 
suggestion,  might  it  not  be  helpful  for  the  larger  so- 
cieties to  invite  nearby  smaller  societies  to  their  scien- 
lific  meetings  several  tim.s  a year?  There  may  be 
some  better  way,  but  the  fact  remains,  they  need  help. 

I want  to  endorse  what  Dr.  Donaldson,  our  Secre- 
tary, has  said  relative  to  the  reports  of  the  standing 
and  special  committees.  I have  been  in  touch  with 
some  of  these  committees  and  know  of  the  time  and 
labor  sp  nt  in  the  work  allotted  to  them.  Their  work 
stands  out  as  valuable  contributions  to  this  Society  on 
these  important  subjects.  Some  of  these  questions  will 
need  further  considera  ion  and  it  would  seem  wise  to 
continue  these  com,mittees. 

The  Board  of  Trustees  and  other  officers  have  been 
most  faithful  in  their  work.  They  have  given  freely  of 
their  time  and  used  their  best  efforts  for  the  good  of 
the  Society. 

Let  me  rem’nd  you  that  there  are  more  than  one  hun- 
dred physicians  who  are  members  of  the  standing  and 
special  committees.  These  with  the  elected  offic  es  and 
trustees  make  a force  for  organized  medicine  in  this 
State  lhat  should  make  possible  the  proper  solving  of 
medical  problems. 

It  is  phasing  that  we  have  had  support  and  coopera- 
t’on  in  our  year’s  work  from  the  State  Department  of 
Health  and  Sta'e  Department  of  Welfare.  As  both 
these  departments  are  working  for  prevention  and  cor- 
rection, it  would  seem  right  for  organized  medicine  to 
support  them  in  their  humanitarian  efforts.  Their 
work  is  difficult  and  they  ne  d our  support. 

It  is  fitt’ng  that  we  should  record  in  an  official  way 
the  deaths  during  die  year  of  three  physicians  who  had 
been  honored  by  this  Society  and  had  rendered  distin- 
guished service. 

William  Harvey  Hartzell,  M.D.,  of  Allentown,  died 
at  his  home  Decemb.r  6,  1923.  He  was  seventy-two 
years  old,  and  was  termed  the  dean  of  Allentown  phy- 
sicians. Graduated  from  Jefferson  Medical  College  in 
1873,  he  was  prominent  in  medical,  fraternal  and  civic 
affairs  in  Lehigh  County  and  served  as  President  of 
this  Society  in  1905.  The  esteem  and  worth  of  Dr. 
Hartz  11  were  shown  by  his  friends  and  neighbors  at  a 
testimonial  dinner  given  him  a few  years  'before  his 
death,  when  they  said  to  him : “By  being  our  servant 
you  have  become  our  mas  er.  In  return  by  your  mul- 
titudinous professional  and  social  labors  many  emolu- 
ments have  been  bestowed  upon  you.  Whether  in 
medicine,  citizenship,  finance,  religion,  philanthropy  or 
the  realm  of  knightly  gracious  courtesy,  we  acclaim 
you  our  first  gentleman  and  account  you  a chief  asset 
in  our  beloved  city.’’ 


Horace  Greely  McCormick,  M.D.,  of  Williamsport, 
died  at  his  home  March  28,  1924.  He  was  seventy- 
four  years  old.  Graduated  from  Jefferson  Medical  Col- 
lege in  1874,  he  was  prominent  in  medical  and  civic 
affairs  for  years  in  that  section  of  the  state.  He  s rved 
as  President  of  this  Society  in  1893,  and  con  inued 
active  for  years  following  his  presidency.  He  had  an 
active  part  in  the  creation  of  the  Act  of  1893  for  a 
State  Board  of  Medical  Examiners  and  serv  d on  the 
first  Board  as  i's  President.  In  addition  to  the  active 
practice  of  medicine  he  had  a prominent  part  in  man- 
aging the  affairs  of  the  Williamsport  Hospital  for  a 
number  of  years.  My  acquaintance  with  him  dates 
from  my  internship  in  that  ins'.itution.  He  taught  me 
many  a good  lesson  as  a physician.  Our  friendship 
lasted  through  all  these  years.  I deeply  regret  his 
death.  He  was  a great  leader,  strong  in  his  convic- 
t ons,  and  a true  friend. 

Irwin  Justus  Moyer,  M.D.,  of  Pittsburgh,  died  sud- 
denly at  his  home  June  30,  1924.  He  was  sixty-six 
years  old.  He  was  graduated  from  Western  R. serve 
University  School  of  Medicine  in  1886  and  the  Uni- 
versity of  Pennsylvania  School  of  Medicine  in  1888. 
He  was  chief  of  the  medical  staff  of  Mercy  Hospital 
of  Pittsburgh  for  a number  of  years  and  Assis'ant 
Professor  of  Medicine,  University  of  Pittsburgh, 
School  of  Medicine.  He  had  served  for  more  than  five 
years  as  Trustee  and  Councilor  of  this  Society,  and  at 
the  time  of  his  death  was  serving  his  second  term.  He 
also  was  ac  ive  in  the  Medical  Section  of  this  Society. 
He  was  a wise  counselor  and  faithful  in  his  work.  By 
his  death  th’s  Society  has  lost  one  of  its  most  active 
memb  rs. 

The  State  Society  is  better  for  having  had  workers 
like  Drs.  McCormick,  Hartzell  and  Moyer.  We  must, 
however,  keep  the  ranks  filled  with  workers.  Our  So- 
ciety is  large  and  influential.  There  is  much  work  for 
us  to  do  to  maintain  our  present  high  standards.  We 
have  no  need  to  apologize  for  our  work  or  to  com- 
promise our  policies.  Let  us  follow  on  with  the  un- 
s Ifish  service  of  the  true  physician  in  order  that  our 
Society  may  wield  a greater  influence. 

The  report  of  the  Secretary  was  then  called  for  by 
the  President,  and  Dr.  Appel,  Lancaster,  moved  that  in 
view  of  the  fact  that  all  reports  had  been  pr'nted  in 
the  September,  1924,  Journ.m,  and  placed  in  the  hands 
of  the  m mbers,  they  referred  to  the  appropria'e  com- 
mittees for  consideration  without  reading;  the  motion, 
however,  not  to  include  any  supplementary  reports  that 
it  might  be  advisable  to  submit,  which  ought  to  be  read. 
Seconded  and  carried. 

The  Secretary  presented  the  following  report  of  the 
Commi  tee  on  Public  Health  Legislation: 

To  the  President  and  House  of  Delegates: 

The  Committee  on  Public  Health  Legislation,  appointed  by 
President  Frontz,  organized  and  again  united  with  similar  com- 
mittees from  the  Homeopath-ic  M'edical  Society  of  Pennsylvania 
and  the  Eclectic  Medical  Society  of  Pennsylvania  to  form  the 
Medical  Legislative  Conference. 

In  pursuance  of  the  motion  passed  by  the  House  of  Delegates 
in  October,  1923,  and  upon  the  advice  of  the  Board  of  Trustees 
of  the  Society,  the  Oiairman  of  the  Committee  on  Public 
Health  Legislation  engaged  James  A.  Walker,  Esq.,  of  Phila- 
delphia, to  draft  a One  Board  Medical  Bill. 

This  bill  will  be  presented  to  the  1924  House  cf  Delegates, 
and  if  approved,  will  be  presented  to  the  Legislature  of  Penn- 
sylvania, which  convenes  in  January,  192s- 

George  A.  Knowles,  Chairman. 

He  then  presented  the  following  supplementary  re- 
port of  th’  Committee  on  Compensation  Laws: 

To  the  President  and  House  of  Delegates : 

In  view  of  the  fact  that  decisions  concerning;  the  right  of 
hospital  staff  physicians  to  make  a charge  for  medical  service 
to  compensation  cases  during  the  first  thirty  days  of  their  dis- 
ability are  becoming  more  numerous  and  are  continuing  to  be 
adverse  to  the  privilege  of  such  hospital  staff  physicians,  and 
furthermore,  in  view  of  the  fact  that  recently  the  Compensation 
Board  denied  the  right  of  Bethlehem  and  Allentown  physicians 
to  collect  fees,  in  spite  of  the  fact  that  it  is  customary  in  at 
least  one  of  these  hospitals  to  consider  these  cases  private  cases 
and  to  charge  accordingly,  the  committee  urges  the  Board  of 
Trustees  of  our  State  Medical  Society  immediately  to  appro- 
priate a sum  of  money  for  the  employing  of  counsel,  with  whose 
advice  a proper  test  case  may  be  selected,  and  under  whose 
guidance  such  a case  may  be  carried  to  the  Supreme  Court  of 
the  state. 
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Attention  is  drawn  to  an  effort  previously  made  in  Pottsville 
by  an  individual  physician  that  resulted  in  the  case  being 

thrown  out  of  court  because  the  physician  had  no  standing  at 

law.  If  the  recommendation  here  made  is  accepted  and  prose- 
cuted, it  is  highly  important  that  a proper  way  of  having  such 

a case  go  before  our  courts  be  found.  It  would  seem  that  such 
a case  could  be  carried  through  our  courts  as  a friendly  contest 
entered  into  by  employer,  injured  man  and  physician  or  a case 
prosecuted  by  an  injured  man  who  was  anxious  or  desirous  of 
seeing  the  physician  who  cared  for  him  paid  by  the  employer  and 
not  by  himself. 

There  be'ng  no  object  on,  the  President  announced 
tliat  the  report  would  be  referred  to  the  Committee  on 
Reports  of  Officers  and  Standing  Committees. 

The  President  called  for  the  r port  of  the  Committee 
to  Investiga  e Conuriunity  Needs  for  Hospitals,  and  in 
the  absence  of  the  Chairman  and  other  members  of 
that  Committee,  Dr.  J.  A.  C.  Clarkson  was  requested 
to  give  some  informat  on  conc.rning  the  activi  ies  of 
the  Committee.  He  stated  that  the  Chairman  had  not 
reported  any  hing  to  hun  in  connection  with  the  work 
of  the  Committee.  The  President  thereupon  asked 
whether  the  House  desired  to  take  any  action  with 
respect  to  hat  Comm'ttee. 

Dr.  .^ppel  mov  d that  the  Committee  to  Investigate 
Community  Needs  for  Hospitals  be  discontinued.  Sec- 
onded and  carried. 

Dr.  E.  W.  Willet  s presented  the  following  report  of 
the  Committee  on  Laboratories  at  the  request  of  Dr. 
John  A.  Kolmer,  Chairman  of  the  Committee,  who  was 
unable  to  attend  the  me  ting : 

To  the  President  and* House  of  Delegates : 

Your  Committee,  reques*ed  to  make  a study  of  conditions, 
organization  and  conduct  of  laboratories  in  Pennsylvania  making 
laboratory  examinations  for  aid  in  medical  diagnosis,  begs  to 
report  that  it  has  held  meetings  and  has  sought  to  gain  accurate 
knowledge  concerning  these  matters  by  addressing  a question- 
naire to  the  secretary  of  each  county  medical  society  and  to 
other  physicians  whom  it  believed  especially  interested. 

Only  thirty-six  replies  were  received,  which  the  Committee 
regards  as  insufficient  for  furnishing  data  upon  which  a complete 
report  and  recommendations  may  be  based,  but  the  replies  to 
three  of  the  most  important  questions  are  not  without  interest, 
to  wit: 

(a)  Are  the  laboratory  facilities  for  the  physicians  of  your 

county  adequate  in  personnel,  equipment,  scope  and  accuracy? 
To  which  replies  were  approximately  as  follows:  72  per  cent 

“yes’*  or  “fair”;  16  per  cent  “No”;  12  per  cent  “no  answer.” 

(b)  Do  you  favor  examination  and  licensure  by  the  state  of 

all  technicians  and  other  nonmedical  graduates  conducting  labora- 
tories for  urinalysis  and  other  medical  laboratory  diagnoses? 
To  which  replies  were  approximately  as  follows:  52  per  cent 

“yes”;  27  per  cent  “no”;  21  per  cent  “no  answer.”  These 

replies,  however,  are  not  to  be  interpreted  as  favoring  a method 
for  licensing  technicians.  Your  Committee,  for  example,  is 
unanimously  opposed  to  it,  as  likewise  a large  number  of  phy- 
sicians whose  answers  are  not  included  in  this  report.  We  feel 
quite  sure,  therefore,  that  a more  thorough  canvass  of  the 
Society  will  show  a large  majority  opposed  to  any  plan  for  the 
examination  and  licensure  of  laboratory  technicians  by  amend- 
ments to  the  medical  practice  act. 

(c)  Do  you  believe  that  all  laboratories  conducting  medical 
diagnostic  laboratory  examinations  for  commercial  purposes 
should  be  under  s*ate  supervision  and  control?  To  which  52  per 
cent  ansv/ered  “yes”;  28  per  cent  “no”;  20  per  cent  “no  an- 
swer,” the  majority  adding  that  all  laboratories  for  medical 
diagnosis  should  be  under  a competent  licensed  physician. 

As  a result  of  a study  of  these  answers  and  its  deliberations, 
your  Committee  desires  to  make  the  following  statements  and 
recommendations : 

1.  That  it  is  opposed  to  any  legislation  on  the  subject  at  this 
time. 

2.  That  the  subject  of  medical  laboratory  diagnosis  should  be 
recognized  as  a specialty  in  the  practice  of  medicine. 

3.  That  the  work  of  the  Committee  be  continued  during  the 
coming  year  and  include  a questionnaire  to  be  sent  to  every  li- 
censed physician  in  the  state  in  order  to  obtain  more  accurate 
and  reliable  data  upon  which  further  opinions  and  recommenda- 
tions may  be  based. 

4.  That  the  Committee  be  enlarged  to  contain  members  of  the 
Medical  Society  of  the  State  of  Pennsylvania  who  are  not 
specialists  in  laboratory  medicine  in  order  that  the  work  and 
recommendations  of  your  Committee  shall  be  v/ell  balanced  and 
absolutely  without  bias. 

5.  That  in  the  meantime,  in  the  face  of  the  now  too  frequent 
attempts  of  nonmedically  trained  persons  to  diagnose  disease  by 
means  of  laboratory  tests  alone,  and  the  absence  of  means  of 
controlling  the  activities  of  such  persons,  the  Medical  Society 
of  the  State  of  Pennsylvania  be  asked  to  pledge  its  support  to 
those  of  its  members  who  are  engaged  in  medical  laboratory 
work,  in  their  effort  to  establish  clinical  laboratory  diagnosis  as 
a recognized  medical  specialty,  and  to  assist  them  in  their  at- 
tempts to  maintain  medical  laboratory  diagnosis  throughout  tnc 
state  upon  a high  standard  of  accuracy  and  efficiency. 

(Signed)  A.  G.  BruEckRn,  Pittsburgh; 

Geo.  D.  Fussell,  Qearfield; 

Samuel  R.  Haythorn,  Pittsburgh; 

Robert  A.  Keilty,  Danville; 


Jo-HN  L.  Laird,  Philadelphia; 

Geo.  R.  Moffitt,  Harrisburg; 

Courtland  Y.  White,  Philadelphia; 

Ernest  W.  Willetts,  Pittsburgh; 

John  A.  Kolmer,  Chairman,  Philadelphia. 

The  Pres  cient  stated  that  this  report  would  be  re- 
ferred to  the  Commit  ec  on  Scientific  Work. 

The  Secretary  read  the  following  communication 
which  had  been  referr  d to  the  Board  of  Trustees  at 
their  last  meeting  and  by  the  Board  of  Trustees  to  the 
ffouse  of  Delegates: 

Walter  F.  Donaldson,  M.D.,  Secretary, 

Medical  Society  of  the  State  of  Pennsylvania, 

801  t Jenkins  Arcade  Bldg., 

Pittsburgh,  Pa. 

Dear  Doctor  Donaldson: 

At  a meeting  of  the  Philadelphia  County  Medical  Society  held 
February  27,  1924,  the  following  resolution  was  unanimously 
adopted  and  referred  for  consideration  to  the  Board  of  Trustees 
of  the  Medical  Society  of  the  State  of  Pennsylvania: 

Resolved,  That  the  President  of  the  Philadelphia  County  Med- 
ical Society  be,  and  now  is,  a member  of  its  committee  on  the 
Sesqui-Centennial  Celebration  of  the  Signing  of  the  Declaration 
of  Independence;  also 

Resolved,  That  the  committee  report  at  the  next  meeting  of 
this  Society  a i)lan  for  assembling  in  Philadelphia  in  1926,  in 
association  with  the  Medical  Society  of  the  State  of  Pennsyl- 
vania. a National  Medical  Congress,  the  purpose  of  which  shall 
be  to  emphasize  the  progress  of  medical  and  surgical  science  and 
hygiene  in  the  United  States  of  America  in  the  last  fifty  years. 

Your  good  offices  in  presenting  this  letter  to  the  Board  of 
Trustees  will  be  appreciated.  With  kind  regards,  I am, 

Very  sincerely  yours, 

(Signed)  Franklin  M.  Crispin,  Executive  Secretary, 

Philadelphia  County  Medical  Society. 

This  communication  was  referred  to  the  Reference 
Committ^'e  on  New  Business. 

The  Secretary  read  the  following  communication 
from  the  President  of  the  International  Narcotic  Edu- 
cation Association,  which  was  referred  to  the  Refer- 
ence Committee  on  New  Business: 

My  Dear  Doctor: 

I am  enclosing  herewith  a copy  of  a resolution  submitted  to 
the  Board  of  Directors  of  the  International  Narcotic  Education 
Association,  which  we  trust  may  be  adopted  at  your  Chicago 
Convention. 

Enclosed  also  is  a copy  of  a letter  I have  received  from  the 
Secretary  of  the  Treasury.  The  work  of  organizing  the  Narcotic 
Survey  under  the  Treasury  Department  and  the  Narcotic  Edu- 
cation Service  under  the  Department  of  the  Interior  is  under 
way  and  the  time  is  ripe  for  action  by  the  American  Medical 
Association  and  the  National  Education  Association,  holding 
their  annual  conventions  this  month. 

The  need  for  the  Narcotic  Survey  was  brought  out  forcibly  on 
the  third  of  June  when  Doctor  Lawrence  Kalb  from  the  Public 
Health  Service  opposed,  at  a hearing  of  the  Senate  Committee 
on  Printing,  Senate  Concurrent  Resolution  Number  10,  intro- 
duced by  Senator  Capper  to  authorize  the  printing  and  distribu- 
tion, as  a public  document,  of  a large  number  of  copies  of  a 
pamphlet  on  narcotics.  Dr.  Kalb  took  a revolutionary  position 
that  the  question  of  narcotic  addiction  is  not  of  much  public 
moment,  asser+ing  that  there  are  not  over  20,000  medical  addicts 
and  90,000  nonmedical  addicts  in  the  whole  country;  saying 
also  that  the  addict  has  no  criminal  tendencies,  stating  as  fol- 
lows: “There  is  more  potentiality  for  crime  in  one  gallon  of 

alc'^hol  than  in  a ton  of  narcotics.” 

He  contradicted  the  records  and  statistics  of  legal  and  political 
agencies,  the  experience  of  physicians,  the  unanimous  position 
of  pharmacologists,  criminologists,  physiologists  and  toxicolo- 
gists. As  you  know,  the  bulk  of  narcotic  activities  are  illicit 
and  secretively  founded  upon  the  ignorance  of  their  victims. 
You  may  recall  the  closing  words  of  the  Whitney  Committee 
reporting  to  the  Legislature  of  New  York  on  narcotic  addiction: 
“The  cause  is  ignorance,  the  result  misery,  the  remedy  educa- 
tion.” 

The  outcome  will  hinge  on  society  whether  the  motive  of  self- 
preservation  is  reached  and  aroused,  or  whether  it  is  kept 
dormant  by  the  inactivity  of  a false  sense  of  security.  With  so 
much  at  <5take.  the  International  Education  Association  seeks 
with  confidence  your  kind  cooperation. 

We  hope  your  House  of  Delegates  may  adopt  an  appropriate 
resolution,  suggestion  for  which  is  enclosed,  and  may  appoint  as 
permanent  a Committee  on  the  Narcotic  Survey,  and  that  the 
whole  matter  may  be  laid  before  the  convention,  helping  to  pave 
the  way  for  early  cooperation  on  the  part  of  health  officers, 
physicians  and  surgeons  elsewhere.  We  are  particularly  anxious 
to  get  the  truth  established  as  soon  as  practicable,  to  settle  the 
que‘?tion  of  facts  for  the  use  of  Congress  in  the  winter  session. 

With  cordial  greetings  and  good  wishes,  I remain, 

Yours  sincerely, 

(Signed)  Richmond  P.  Hobson,  President. 

The  Secretary  then  read  the  following  proposed 
amendment  to  Section  i,  Chapter  3,  of  the  By-I.aws, 
and  moved  its  adoption. 

Chapter  3,  Section  i.  to  be  amended  by  changing  the 
fourth  sentence  to  read  as  follows : Each  district  shall 
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hold  a district  meeting  once  every  two  years,  in  the 
odd  years.  Seconded  and  carried. 

The  Secretary  read  the  following  proposed  amend- 
ment to  Section  3,  Chapter  3,  of  the  By-Laws,  and 
moved  its  adoption. 

Chapter  3,  Section  3,  to  be  amended  by  adding  as  the 
second  sentence  in  Section  3 the  following : A district 
meeting  shall  be  held  in  each  district  once  every  two 
years,  in  the  even  years.  Seconded  and  carried. 

The  President  declared  the  amendments  adopted. 

Dr.  Dever,  Bethlehem,  Chairman,  made  a preliminary 
report  for  Reference  Committee  on  Reports  of  Officers 
and  Committees  as  follows : 

Your  Committee  sends  back  to  the  House  of  Delegates,  for 
discussion  and  action,  the  report  of  the  Committee  on  Public 
Health  Legislation,  particularly  in  reference  to  the  One  Board 
Bill.  It  also  sends  back  to  the  House  of  Delegates  the  report 
of  the  Commission  on  Workmen’s  Compensation  Law. 

Dr.  Appel  moved  that  the  report  of  Dr.  Dever  be 
approved.  Seconded  and  carried. 

The  President  announced  that  a discussion  of  the  re- 
port of  the  Committee  on  Public  Health  Legislation 
relative  to  the  One  Board  Bill  was  in  order. 

Dr.  Knowles,  Philadelphia : The  proposed  One  Board 
Bill  is  quite  a lengthy  document.  The  bill  is  a tentative 
bill.  We  want  your  suggestions  so  that  we  may  have 
it  ready  for  the  first  session  of  the  Legislature.  We 
hope  the  bill  will  be  thoroughly  discussed.  We  had 
1,000  copies  which  were  distributed  throughout  the 
state  to  the  best  advantage.  We  want  to  apologize  and 
say  that  we  didn’t  have  money  enough  to  distribute 
copies  to  each  member.  Each  secretary  had  five  copies 
to  distr.bute  in  his  county. 

Dr.  Mayer,  Pittsburgh,  moved  that  at  the  call  of  the 
Chair  the  House  of  Delegates  resolve  itself  into  a 
committee  of  the  whole  for  free  discussion  on  proposed 
legislation  in  connection  with  the  One  Board  Bill. 
Seconded.  Dr.  Appel  moved  to  amend  that  the  officers 
of  the  Society  have  charge  of  the  committee. 

Dr.  Mayer,  having  accepted  Dr.  Appel’s  amendment, 
the  President  statedi  “The  motion  is  that  this  House 
go  into  session  as  a committee  of  the  whole  to  discuss 
the  One  Board  Bill ; the  officers  of  the  Society  to  act 
in  an  official  capacity  during  that  meeting.  The  motion 
has  been  seconded.” 

The  question  was  called  for.  The  President  put  the 
question,  calling  for  a standing  vote.  The  President 
announced  that  the  motion  was  carried. 

Dr.  Knowles  moved  that  when  the  meeting  ad- 
journed, it  adjourn  to  meet  October  6,  at  8 p.  m.,  to 
consider  the  One  Board  Bill  as  a special  order  of 
business.  Seconded  and  carried. 

Dr.  Behrend,  Philadelphia,  moved  that  the  House  of 
Delegates  discuss  the  bill  presented  by  the  Compensa- 
tion Commission  at  this  time.  Seconded  and  carried. 

Dr.  Behrend  expressed  the  hope  that  there  would  be 
a very  thorough  discussion  and  stated  that  if  there 
were  any  things  that  required  elucidation  in  the  bill, 
he  would  be  very  glad  to  answer  any  questions  in  re- 
gard thereto. 

Dr.  Pardoe,  South  Fork,  asked  Dr.  Behrend  for  an 
explanation  of  Section  10,  page  145. 

Dr.  Behrend  answered  Dr.  Pardoe  as  follows : “Sec- 
tion 10  reads  as  follows : “Insurance  carriers  to  have 
the  right  to  select  their  own  physicians  and  surgeons.” 
It  was  absolutely  necessary  to  insert  this  because  the 
self-insurers  are  the  real  instigators  of  this  section. 
We  have  had  several  conferences  with  the  self- 
insurers  at  Philadelphia,  and  they  refuse  to  eliminate 
this  even  at  the  present  time;  in  fact,  they  want  to 
throw  out  the  entire  bill.  So  it  does  not  make  a par- 
ticle of  difference  if  you  wish  to  change  thfs,  gentle- 
men; the  self-insurers  will  not  support  our  bill  in  any 
way  whatsoever.  Under  the  present  bill  the  insurance 
companies  and  he  emnloyers  choose  their  own  phys  - 
cians.  The  employee  has  no  right  to  name  his  physi- 
c an. 

Dr.  Pardoe,  South  Fork:  The  Self-Insurers  L agu”, 
as  I understand  it,  is  made  up  of  the  Pennsylvania  Rail- 
road and  a number  of  great  corporations  in  Philadel- 


phia, including  also  coal  corporations  scattered  through- 
out the  state. 

As  we  see  the  proposition  in  Cambria  County — I have 
had  a good  many  telephone  calls  from  members  in 
Cambria  County  this  last  week,  and  we  have  had  one 
conference  on  it — there  is  universal  objection  in  our 
county  to  Section  10.  Under  the  old  act,  as  Dr. 
Behrend  stated,  the  employer  has  a right  to  select  the 
physician.  In  most  communities  the  employer  has  not 
exerc’sed  that  right,  except  in  great  corporations.  The 
probable  purpose  in  the  original  act,  was  to  prevent  the 
injured  employee  from  falling  into  the  hands  of  quacks 
or  incompetent  physicians.  The  average  employee  per- 
haps does  not  have  sufficient  intelligence  to  choose  a 
proper  man  to  take  care  of  him  when  he  is  injured.  So 
that  the  thought  of  the  legislators  was  to  fi.x  it  that  he 
would  fall  into  good  medical  hands. 

The  principal  objection  that  we  have  to  Section  10 
in  Cambria  County  is  that  it  allows  the  insurance  com- 
pany and  the  Self-Insurers  League  to  go  shopping 
among  physicians.  In  our  county  they  have  gone  to 
one  doctor  and  said,  “Your  County  Societv  says  that 
you  shall  have  $i..‘;o  for  each  dressing.  If  you  will 
take  all  of  our  work  at  $1.00  per  dressing,  we  will  give 
it  all  to  you.”  It  is  a temptation  to  a member  perhaps 
because  he  sees  a lot  of  work  in  front  of  him,  but  if 
he  agrees  to  accept  it  for  $1.00,  ihe  probabilities  are 
that  the  insurers  will  try  somebody  else  at  75  cents. 

Another  thing  we  fear  it  will  do,  to  wh'ch  we 
seriously  object,  is  that  it  will  throw  the  State  Insur- 
ance Fund  (which  is  the  largest  insurance  carrier,  and 
wh’ch  is  destined  to  become  the  greatest  because  they 
have  been  given  the  privilege  to  write  it  at  10%  less, 
into  the  hands  of  the  bureaucratic  politicians ; because 
we  believe  they  will  notify  the  doctors  in  the  various 
communities  not  to  accept  as  patients  injured  men  who 
are  insured  bv  the  State  Insurance  Fund.  They  will 
say  to  them,  “Don’t  accept  these  cases  because  we  won’t 
pay  you  unless  you  are  our  appointee,” — and  they  will 
have  a perfectly  legal  right  to  say  that.  But  we  ob- 
ject to  that. 

The  President  asked  if  the  House  of  Delegates  de- 
sired to  make  a motion  for  any  action. 

Dr.  Campbell,  Williamsport,  moved  that  the  report 
a.s  submitted  be  accepted,  striking  out  Section  10,  and 
that  instructions  be  given  the  Board  of  Trustees  to  set 
aside  sufficient  money  to  carry  through  this  suit,  the 
Board  to  use  their  discretion  as  to  the  amount  of 
money  required.  Seconded  and  carried. 

The  Secretary  then  announced  as  follows  the  items 
referred  to  the  various  Reference  Committees ; 

Referred  to  the  Reference  Committee  on  Reports  of 
Officers  and  Standing  Committees : Reports  of  Secre- 
tary, Treasurer,  Board  of  Trustees  and  Councilors, 
Committee  on  Scientific  Work,  Committee  on  Public 
Hea’th  Legislation  Commission  on  Cancer.  Committee 
on  Defense  of  Medical  Research,  Commission  on  Con- 
servation of  Vision,  Committee  on  Promotion  of  Effi- 
cient Laws  on  Insanity,  Committee  on  Medical  Benevo- 
lence, Committee  on  Arrangements,  Press  Committee, 
Committee  on  Archives. 

Referred  to  the  Reference  Committee  on  New  Busi- 
ness : Report  of  the  Committee  on  Laboratories,  Reso- 
lution of  Philadelphia  Countv  Medical  Societv,  Com- 
munication from  the  International  Narcotic  Education 
Association. 

Referred  to  the  Reference  Committee  on  Scientific 
Business : Reports  of  Delegates  to  Other  Societies, 
Report  of  the  Conference  Committee  with  the  Pennsyl- 
vania Pharmaceutical  Association,  Report  of  the  Com- 
mittee to  Confer  with  Morticians. 

There  being  no  further  business,  the  President  an- 
nounced that  when  the  House  adjourned,  it  would  ad- 
journ until  eight  o’clock  the  same  evening,  the  item  for 
discussion  to  be  the  One  Board  Bill  of  the  Public 
Health  Legislation  Committee. 

The  meeting  of  the  House  of  Delegates  thereupon 
adjourned  at  five  o’clock. 

Howard  C.  Frontz,  President; 

Walter  F.  Donaldson,  Secretary. 
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Monday  Evening,  October  6,  1924 

MINUTES  OF  ADJOURNED  MEETING  OF  THE  HOUSE  OT 
DELEGATES 

The  Adjourned  Meeting  of  the  House  of  Delegates 
was  called  to  order  in  the  Banquet  Hall  at  8 p.  m.,  Dr. 
Howard  C.  Frontz,  President,  presiding. 

Pursuant  to  motion  for  adjournment,  adopted  at  five 
o’clock,  October  6,  1924,  the  House  of  Delegates  con- 
vened at  eight  o’clock,  October  6th,  and  resolved  into  a 
Committee  of  the  Whole.  After  two  hours’  discussion 
of  the  advisability  of  approving  the  so-called  One 
Board  Medical  Bill  as  tentatively  recommended  by  the 
Medical  Legislative  Conference  of  Pennsylvania,  the 
Committee  adopted  the  following  motion : 

That  the  Committee  as  a whole  arise  and  recommend 
to  the  House  of  Delegates  that  the  present  Pennsyl- 
vania Medical  Practice  Act  be  strengthened  by  such 
amendments  as  will  insure  the  machinery  and  funds  for 
enforcement  of  the  act,  and  that  the  House  commend 
the  action  of  the  Committee  on  Public  Health  Legis- 
lation for  its  exhaustive  efforts  to  maintain  the  high 
medical  standards  which  are  our  heritage. 

President  Frontz  immediately  called  the  House  of 
Delegates  to  order,  and  upon  motion  duly  seconded, 
the  House  adopted  the  above  report  of  the  Committee 
as  a whole. 

Upon  motion,  which  was  seconded  and  carried,  the 
meeting  adjourned  at  10  p.  m. 

Howard  C.  Frontz,  President; 

Walter  F.  Donaldson,  Secretary. 

Wednesday  Morning,  October  8.  1924 

The  second  meeting  of  the  House  of  Delegates  was 
called  to  order  in  the  Banquet  Hall,  Second  Floor  of 
Rajah  Temple,  on  Wednesday  at  9:10  a.  m..  Dr.  J. 
Norman  Henry,  Philadelphia,  President,  presiding. 

Upon  motion  duly  made  and  seconded,  the  reading 
of  the  minutes  of  the  previous  meeting  was  dispensed 
with. 

Dr.  MacBride,  Sharon,  Chairman  of  the  Committee 
on  Credentials,  reported  for  this  committee,  stating  that 
88  delegates  had  registered.  The  roll  call  then  fol- 
lowed. 

The  President  announced  that  a former  President  of 
the  Society,  Dr.  John  B.  Roberts,  had  been  seriously 
and  perhaps  fatally  injured  in  Philadelphia  by  being 
run  over  by  a motor  truck.  Without  putting  a motion, 
necessary  to  suspend  the  order  of  business,  he  asked 
consent  of  the  House  to  have  a motion  offered  which 
had  been  prepared  by  a member  of  the  House  of  Dele- 
gates. There  being  no  objection,  the  President  called 
upon  Dr.  Pontius,  Philadelphia. 

Dr.  Pontius  moved  that  a telegram  be  sent  to  the 
family  of  Dr.  John  B.  Roberts,  tendering  the  sympathy 
of  the  Medical  Society  of  the  State  of  Pennsylvania. 
Seconded  and  carried. 

The  el  tt  on  of  officers  being  in  order,  the  following 
were  nominated : 

President-Elect,  Ira  G.  Shoemaker,  Reading. 

Edgar  M.  Green,  Easton. 

First  Vice-President,  Frank  G.  Runyeon,  Reading. 

Second  .Vice-President,  M.  Edith  MacBride,  Sharon. 

Third  Vice-President,  F.  R.  Bausch,  Allentown. 

Fourth  Vice-President,  E-  S.  Buyers,  Norristown. 

Secretary,  Walter  F.  Donaldson,  Pittsburgh. 

Assistant  Secretary,  Christian  B.  Longenecker,  Philadelphia. 

Treasurer,  John  B.  Lowman,  Johnstown. 

Trustee  and  Councilor — 

First  District,  F.  C.  Hammond,  Philadelphia. 

Third  District.  W.  T.  Sharpless,  West  Chester  (to  fill  the 
unexpired  term  of  Ira  G.  Shoemaker,  Reading,  resigned). 

Fifth  District,  H.  C.  Frontz,  Huntingdon;  J.  M.  Quigley, 
Clearfield. 

Sixth  District,  Lawrence  Litchfield,  Pittsburgh  (to  fill  the 
unexpired  term  of  I.  J.  Moyer,  deceased). 

At  this  point  Dr.  Heckel,  Pittsburgh,  presented  the 
following  report  of  the  Committee  on  Society  Comity 
and  Policy : 

Your  Committee  on  Society  Comity  and  Policy  has  had  no 
business  to  consider  during  the  year  which  is  about  to  close,  so 
that  our  work  is  limited  to  the  presentation  of  nominees  for 
delegates,  alternates  designate,  and  alternates-at-large,  in  ac- 
cordance with  Chapter  V,  Section  5,  of  our  By-Laws,  and  we 
therefore  respectfully  submit  the  following: 


Delegates — • 

Walter  F.  Donaldson,  Pittsburgh,  term  expires  1926. 

Henry  D.  Jump,  Philadelphia,  term  expires  1926. 

S.  P.  MengeL  Wilkes-Barre,  term  expires  1926. 

Howard  C.  Frontz,  Huntingdon,  term  expires  1926. 

A.  E.  Crow,  Uniontown  (to  fill  the  unexpired  term  of  E. 
B.  Heckel,  Pittsburgh,  resigned),  term  expires  1925. 

Alternates  Designate — 

T.  P.  Simpson,  Beaver  Falls,  term  expires  1926. 

Wm.  R.  Davies,  Scranton,  term  expires  1926. 

John  H.  Murray,  Punxsutawney,  term  expires  1926. 

Frank  P.  Lytle,  Birdsboro,  term  expires  1926. 

Alternates-at-large — 

H.  A.  Miller,  Pittsburgh,  term  expires  1926. 

John  B.  McAlister,  Harrisburg,  term  expires  1926. 

S.  J.  Waterworth,  Clearfield,  term  expires  1926. 

J.  B.  F.  Wyant,  Kittanning,  term  expires  1926. 

Frank  G.  Runyeon,  Reading  (to  fill  the  unexpired  term  of 
S.  P.  Mengel,  Wilkes-Barre),  term  expires  1925. 

Respectfully  submitted. 

Edward  B.  Hecked,  Chairman. 

Upon  motion  duly  seconded  and  carried  the  report  of 
the  Committee  was  accepted  and  the  nam  s presen  ed 
for  nominees  became  the  nom  nees  of  the  House  for 
delegates,  alternates  designate  and  alternat  s-at-large. 

Balloting  was  conducted  for  the  offices  of  president- 
elect and  trustee  and  councilor  for  the  fifth  district. 

Dr.  Codman,  for  the  t.llers,  reported  ihe  election  of 
Ira  G.  Shoemaker,  president-elect,  and  H.  C.  Frontz, 
trustee  and  councilor  for  the  fifth  district. 

President  Henry  announced  the  elec  ion  of  Dr.  Shoe- 
maker and  Dr.  Frontz. 

Upon  motion  duly  seconded  and  carried,  the  secretary 
was  instructed  to  cast  the  ballot  for  the  other  nom'nees, 
as  above,  and  President  Henry  declared  them  elected. 

Dr.  H.  C.  Frontz,  Huntingdon;  Dr.  F.  G.  Hartman, 
Lancaster,  and  Dr.  T.  B.  Appel,  Lancaster,  were  ap- 
pointed a committee  to  escort  the  President-Elect  to 
the  platform. 

Dr.  Shoemaker,  in  accepting,  said ; Mr.  Chairman 
and  Gentlemen  of  the  House  of  Delegates,  I do  not 
know  whether  I ought  to  thank  you  or  whether  I ought 
to  censure  you  for  what  you  have  just  done.  If  it  were 
not  for  the  fact  that  I have  served  for  a p riod  of 
probably  eight  years  as  one  of  your  trustees,  and  as 
such  have  been  intimately  associated  wi’.h  the  inner 
workings  of  this  Society,  I would  perhaps  thank  you 
lightly.  I know  what  it  means.  I am  not,  howev  r, 
unmindful  of  the  honor  this  conveys.  I will  endeavor, 
during  this  year  of  probation,  wi  h our  good  friend. 
Dr.  Henry,  as  my  tutor,  to  try  to  formulate  some  ideas 
which  I may,  I hope,  have  the  privilege  of  presenting 
to  you  within  one  year,  and  which  shall  carry  with 
them  some  concrete  suggestions  as  to  what  can  be  done 
to  help  our  profession.  With  these  remarks  I will  take 
my  seat  and  thank  you  one  year  hence. 

It  was  moved  that  the  Secretary  be  authorized  to  cast 
the  ballot  of  the  House  of  Delegates  for  th?  nominees 
of  the  several  county  socie  ies  for  d'strict  censor,  the 
list  being  in  the  hands  of  the  Secretary.  Seconded  and 
carried.  (See  page  VIII  for  list  of  those  elected). 

Dr.  William  A.  Pusey,  Chicago,  at  this  point  was 
introduced  by  the  President  as  the  commanding  officer 
who  had  paid  the  House  the  added  courtesy  of  coming 
before  it  to-day  to  say  good-bye.  Dr.  Pusey  said : Gen- 
tlemen : I have  had  a very  good  time ; I am  very  glad 
I came,  and  I really  have  found  one  of  the  most  active 
medical  soci  ties  in  the  United  States.  I shall  go  back 
to  the  home  office  and  give  a report  of  a pleasant  and 
profitable  meeting,  and  a very  active,  alert  society. 

Upon  motion  by  Dr.  Knowles,  duly  seconded  and  car- 
ried, Mrs.  W.  Wayne  Babcock,  Philadelphia,  was  ex- 
tended the  priv’leges  of  the  floor.  Mrs.  Babcock  spoke 
as  follows  in  behalf  of  the  Woman’s  Auxiliary  of  the 
American  Medical  Association,  which  had  been  started 
two  years  ago : “To  date  only  southern  and  western 
states  have  actively  taken  the  matter  up.  Twenty-two 
states  are  thoroughly  organized,  with  the  approval  of  the 
organized  medical  profession.  In  many  western  and 
southern  states  the  Auxiliary  is  simply  caring  for  social 
needs  and  entertainments  of  the  ladies  at  the  county  and 
state  meetings.  In  Wisconsin  the  doctors’  wives  prevented 
a bill  harmful  to  public  health  interests  from  going 
through  the  legislature.  It  was  her  opinion  that  th.’ 


no 
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time  has  come  when  Pennsylvania  should  organize,  not 
blindly,  because  these  otlicr  states  are  organizing,  but 
because  within  the  state  there  exists  a very  definite  need 
for  a woman’s  auxiliary.  She  felt  c.rtain  that  if  the 
doctors’  wives  organized,  working  always  in  conjunc- 
tion with  the  Committee  on  Public  Health  I.egislation 
and  the  Committee  on  Public  Relations,  much  could  be 
accomplished. 

Wi.h  the  1925  meeting  of  the  American  Medical  As- 
sociation approaching,  in  Atlantic  City,  the  need  of 
organization  in  the  East  is  imperative.  A national  of- 
ficer sa  d last  year  that  he  would  like  to  turn  over  the 
care  and  entertainment  of  the  ladies  (and  there  may  be 
anywhere  from  i,ooo  to  3,000  women  present,  needing 
to  be  looked  after  and  cared  for)  to  the  Woman’s 
Auxiliary,  if  the  Auxiliary  organized  in  the  East.  As 
yet  no  organization  has  been  started  north  of  Virginia 
nor  east  of  Illino  s.  Should  not  Pennsylvania  lead  in 
this  ? Presiden  Pusey  not  only  sanctions  it  and  be- 
lieves in  it,  but  he  has  seen  it  working  in  the  states  and 
counties  where  he  has  visited.  He  definitely  believes 
that  it  is  a factor  for  good.” 

The  Presiden:  suggested  that  any  action  on  the  mat- 
ter presented  by  Mrs.  Babcock  should  be  postponed 
until  the  order  of  new  business  was  presented. 

Dr.  D.ver,  Bethlehem,  presented  the  following  report 
of  the  Reference  Committee  on  Reports  of  Officers  and 
S anding  Committees : 

We  endorse  with  commendation  the  report  of  the  Secretary 
drawing  the  attention  of  the  House  of  Delegates  to  an  increase 
in  the  total  paid  membership  for  the  year  ending  August  17, 
1924,  as  compared  with  the  preceding  year. 

We  call  special  attention  of  the  House  of  Delegates  to  the 
fact  that  over  50  per  cent  of  the  component  county  societies 
report  a loss  in  their  membership. 

We  approve  the  recommendation  of  the  Secretary  that  the 
Board  of  Censors  of  county  medical  societies  should  act  as  a 
quasi  grand  jury  in  determining  whether  or  not  the  applicant 
for  medical  defense  has  a legitimate  and  defensible  case. 

We  recommend  the  report  of  the  Treasurer  and  find  that  the 
moneys  and  property  of  the  Society  are  properly  administered. 

'The  reports  of  the  Chaiiman  of  the  Board  of  Trustees  and 
individual  councilors  show  a commendable  activity  in  the  inter- 
ests of  the  Society  during  the  year. 

Your  Committee  returned  to  the  House  of  Delegates  on  Oc- 
tober 6th  the  report  of  the  Committee  on  Public  Health  and 
Legislation  and  the  report  of  the  Commission  on  Compensation 
Law  for  discussion  and  action. 

The  recommendation  of  the  Commission  on  Cancer  that  a 
cancer  division  be  added  to  our  State  Health  Department  clinics 
is  approved. 

The  report  of  the  Committee  on  Medical  Benevolence  is  ap- 
proved. 

The  report  of  the  Committee  on  Archives  is  approved. 

The  report  of  the  Committee  on  the  Promotion  of  Efficient 
Laws  on  Insanity  is  approved. 

The  reports  of  the  Committee  on  Public  Relations  and  the 
Committee  on  Conservation  of  Vision  are  approved. 

The  Committee  calls  special  attention  of  the  House  to  the 
many  suggestions  of  merit  in  the  address  of  President  Henry. 
His  discussion  of  the  federal  laws  and  their  enforcement  as  it 
affects  the  medical  profession,  the  curtailment  of  institutional 
aetiyities  by  reduced  appropriations,  his  insistence  upon  the 
continuance  of  the  work  in  the  tuberculosis  and  genito  urinary 
clinics  are  particularly  valuable. 

We  commend  his  suggestion  that  a conference  commiPee  be 
established  to  confer  with  the  publicly  constituted  state  officers 
of  health  and  welfare  and  recommend  that  this  be  given  imme- 
diate consideration  by  the  House  of  Delegates. 

His  .suggestion  that  a committee  be  appointed  to  study  the 
quarantine  laws  in  respect  to  isolation,  fumigation,  school, 
church  and  public  attendance  of  all  kinds  might  well  be  studied 
in  the  light  of  newer  ideals  with  a view  to  revision.  We  ap- 
prove of  this  suggestion. 

We  desire  to  call  attention  of  the  House  of  Delegates  to  the 
very  excellent  work  done  by  the  Committee  on  Scientific  Work, 
the  Committee  on  Arrangements  and  the  Press  Committee. 

(Signed)  Francis  J.  Dever, 

John  B.  McMurray, 

Geo.  W.  McNeil, 

Committee. 

Dr.  Currie,  Philadelphia,  moved  that  the  report  be 
accepted  and  incorporated  in  the  minutes.  Seconded 
and  carried. 

Dr.  Dever,  Bethlehem,  moved  that  the  recommenda- 
tions made  in  the  report  of  the  Committee  just  read  be 
not  only  approved  but  acted  upon.  Seconded  by  Dr. 
Knowles  and  carried. 

Dr.  Knowles,  Philadelphia,  moved  that  the  House 
accept  the  recommendation  that  a committee  be  ap- 
pointed to  study  the  quarantine  laws  in  respect  to  isola- 


tion, e'c.,  the  President  being  empowered  to  appoint 
such  a committee.  Seconded  and  carried. 

Dr.  E.  M.  Green,  Easton,  reported  for  the  Comm’ttce 
on  Place  of  Meeting  as  follows : 

Mr.  President:  The  Committee  on  Place  of  Meeting  has  re- 
ceived two  formal  invitations  for  the  1925  meeting.  The 
Dauphin  County  Society  has  sent  us  an  invitation  to  meet  in 
Harrisburg  next  Octol)er,  and  in  furtherance  of  their  invitation 
the  following  counties  have  adopted  a resolution,  confirming  their 
invitation  and  hoping  that  the  meeting  will  be  held  in  Harris- 
burg: Lancaster  County.  York  County,  Lebanon  County  and 

Cumberland  County.  The  Harrisburg  committee  assures  the 
Committee  on  Place  of  Meeting  that  there  will  be  ample  place 
for  the  different  sections  to  meet  and  the  Society  will  l)e  well 
taken  care  of.  The  Allegheny  County  Society  also  hands  in  an 
invitation  to  meet  in  Pittsburgh  next  fall,  but  inasmuch  as  the 
last  meeting  cf  the  State  Society  was  held  there  in  1923,  it  is 
the  recommendation  of  the  Committee  on  Place  of  Meeting  that 
the  next  meeting  be  held  in  Harrisburg. 

Dr.  Pbillips  moved  that  the  Committee’s  repor;  be 
received  and  that  the  Society  me  t in  Harrisburg  next 
year.  Seconded  and  carried. 

Dr.  J.  A.  Campbell,  Williamsport,  presented  the  re- 
por*:  of  the  Reference  Committee  on  Scientific  Business 
as  follows : 

Your  Committee  recommends  the  adoption  of  the  reports  of 
delegates  to  other  societies  as  printed  in  the  official  transactions 
of  1924,  with  the  exception  of  an  error  in  the  report  of  the  dele- 
gates to  the  American  Medical  Association  wherein  it  stages  that 
Dr.  Campbell  was  serving  as  alternate  and  Dr.  Mengel  as  dele- 
gate. It  should  be  the  reverse.  We  recommend  the  adoption  of 
all  such  reports  with  this  correction. 

Your  Committee  recommends  the  adoption  of  the  report  of 
the  Conference  Committee  with  the  Pennsylvania  Pharmaceutical 
Associaticn  as  printed  in  the  Official  Transactions. 

Your  Committee  recommends  the  adoption  of  the  report  of  the 
Committee  to  Confer  with  Morticians  as  printed,  with  a few 
additional  provisions.  There  was  a great  amount  of  work  done 
by  this  Committee;  it  is  far-reaching  and  it  is  very  valuable. 

(Dr.  Campbell  then  read  the  conclusions  and  recommendations 
of  the  Committee.  See  pages  889-890  of  the  Official  Transac- 
tions, September,  1924,  number  Atlantic  Medical  Journal.) 

Your  Committee  recommends  the  adoption  of  the  report  as 
printed,  wi^h  the  additional  provision  that  copies  of  this  report 
be  sent  not  only  to  the  heads  of  the  hospitals  of  the  state,  but 
also  to  the  heads  of  the  medical  and  surgical  departments. 

In  addition  to  our  recommendation  that  the  Committee  be 
continued,  we  desire  to  express  our  appreciation  and  thanks  to 
them  and  also  the  recommendation  for  the  adoption  of  the  fol- 
lowing resolution: 

In  view  of  the  intense  interest  and  indefatigable  work  upon 
the  part  of  Ramsay  Burton  of  Erie,  Pennsylvania,  during  his 
term  of  office  as  President  of  the  Funeral  Directors  Association 
of  the  State  of  Pennsylvania,  who  made  possible  the  cooperation 
now  being  shown  by  the  funeral  directors  in  regard  to  the  ques- 
tion of  securing  permission  for  postmortems;  be  it 

Resolved,  That  a vote  of  thanks  be  extended  to  Mr.  Burton 
by  the  Medical  Society  of  the  State  of  Pennsylvania. 

Respectfully  submitted, 

(Signed)  John  A.  Campbell,  Chairman. 

Dr.  Appel  moved  that  the  entire  report  and  the  vote 
of  thanks  to  Mr.  Ramsay  Burton  be  received.  Seconded. 

Dr.  Mengel  , Wilkes-Barre,  amended  the  motion  of 
Dr.  Appel  deleting  from  the  Commi. tee’s  report  sen- 
tences two,  three  and  four  in  Number  i of  the  Com- 
mittee’s Conclusions  and  Recommendations.  Dr. 
Phillips,  Harrisburg,  then  made  an  amendment  that  no 
r ference  be  in  the  report  to  any  particular  rate  of  peo- 
ple, but  that  the  phrase  “certain  types”  be  used  in  lieu 
thereof. 

Both  amendments  be’ng  seconded  and  accepted  by  Dr. 
Appel,  the  motion  as  amended  was  carried. 

Dr.  Hammond,  Philadelphia,  in  discussing  the  above 
mo  ion,  explained  that  the  sentences  del  . ted  by  Dr. 
Mengel’s  amendment  were  taken  directly  from  a letter 
written  by  the  President  of  the  Funeral  Directors  As- 
sociation. 

Dr.  Albertson,  Scranton,  then  presented  the  recom- 
mendation of  the  Finance  Committee  of  the  Board  of 
Trustees  that  the  annual  dues  for  1925  remain  the  same, 
the  allotmen  s to  be  fifty  cents  to  the  Medical  Benevo- 
lence Fund  and  twenty-five  cents  to  the  Medical  D - 
fense  Fund.  Dr.  Albertson  moved  the  adoption  of  the 
recommendations.  Seconded  and  carried. 

Dr.  Shumway,  Philadelph’a,  presented  the  following 
report  of  the  Reference  Committee  on  New  Business: 

The  Reference  Committee  on  New  Bu.siness  had  three  matters 
referred  to  it  by  the  House  of  Delegates  and  begs  to  report  as 
follows: 

First,  Report  of  the  Committee  on  Laboratories:  The  Com- 

mittee recommends  that  this  report  *be  accepted  as  presented. 
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and  that  the  recommendation  of  the  report  be  adopted  by  the 
House  of  Delegates. 

Second,  copy  of  resolution  sent  to  the  Board  of  Trustees  of 
the  Society  by  the  Philadelphia  County  Medical  Society,  in 
reference  to  a possible  assembling  of  the  Medical  Society  of  the 
State  of  Pennsylvania  with  a National  Medical  Congress,  during 
the  proposed  Sesqui-Centennial  celebration  in  Philadelphia  in 
1926.  The  Committee  recommends  that  the  resolution  be  re- 
ceived and  duly  acknowledged,  with  an  expression  from  the 
House  of  Delegates  that  it  is  in  sympathy  with  the  project  of 
such  a joint  meeting,  and  hopes  that  some  definite  plan  will 
later  be  presented  to  this  Society,  so  that  suitable  action  may  be 
taken  at  the  proper  time. 

Third,  communication  from  the  International  Education  Asso- 
ciation: This  recommends  that  the  Medical  Society  of  the  State 
of  Pennsylvania  assembled  in  convention  at  this  time  shall  pass 
resolutions  calling  attention  to  the  grave  peril  of  narcotic  addic- 
tion to  America  and  the  human  race;  so  that  the  way  may  be 
paved  for  early  cooperation  on  the  part  of  health  officers,  phy- 
sicians and  surgeons  everywhere  in  the  hope  of  settling  the 
question  of  facts  for  the  use  of  Congress  in  the  winter  session. 
The  Committee  reports  that  the  matter  was  laid  before  the 
American  Medical  Association  at  the  meeting  in  June,  1924,  and 
was  referred  to  its  Board  of  Trustees  for  action.  Your  Com- 
mittee, therefore,  recommends  that  as  the  matter  is  now  under 
consideration  by  this  Board,  it  should  be  left  in  their  hands  for 
appropriate  action;  that  the  communication  be  duly  acknowl- 
edged and  that  this  action  of  the  House  of  Delegates  be  re- 
ported to  their  officers. 

(Signed)  Edward  A.  Shumway, 

C.  R.  Phillips, 

S.  P.  Mengel, 

Committee. 

Dr.  Shumway  moved  that  the  report  be  accepted  and 
the  recommendations  contained  therein  be  adopted. 
Seconded  and  carried. 

There  was  no  unfinished  busin  'ss. 

Under  new  business.  Dr.  Mitchell,  Warren,  made  the 
following  remarks  concerning  the  One  Board  Bill : 

I wish  to  convey  I0  the  House  of  Delegates  the  atti- 
tude of  the  Board  of  Trustees  toward  the  One  Board 
Bill. 

The  individual  bill  that  was  laid  asid’  the  other  night 
is  a matter  of  very  I t le  moment.  There  is  a principle 
back  of  it,  however,  which  is  worthy  of  discussion,  con- 
sideration and  the  best  thought,  and  the  Legislative 
Conference  desires  to  secure  not  alone  from  ,he  Board 
of  Trustees  and  the  House  of  Delegates,  but  tbe  entire 
medical  profession,  opinion  and  adv’c'  which  will 
enable  them  to  take  the  steps  which  seem  to  ihem  neces- 
sary for  preserving  the  interests  of  the  public  health 
and  the  profession  with  which  we  are  connected. 

It  is  probably  the  opinion  of  those  who  are  best 
posted  upon  the  matter  of  licensing  physicians  that  the 
rnaintenance  of  proper  standards  of  preliminary  educa- 
tion, before  allowing  a person  to  undertake  a course  of 
study,  be  it  regular  medicine  or  a cult,  can  best  conserve 
the  iriterests  of  public  health.  Shall  we  abandon  our 
high  ideals,  or  shall  we  go  ahead,  and,  using  the  best 
thought  of  the  united  medical  profession,  try  to  meet  if 
possible  successfully  the  onslaught  of  cults  and  isms 
which  is  being  made  upon  the  public  health  interests  in 
this  state?  I believe  that  some  law  must  be  adopted 
and  enforced  to  apply  to  all  those  who  intend  to  prac- 
tice the  so-called  healing  art. 

Whether  1925  is  the  time  to  present  such  a bill  or 
whether  at  som’  future  t'me,  your  Legisla  ive  Confer- 
ence wants  your  advice,  wants  your  best  thought ; and 
in  making  this  statement  I s’mply  present  ‘o  you  the 
sentiment  of  the  Board  of  Trustees,  that  this  is  an 
important  matter  which  should  not  be  buried  by  a vote 
which  perhaps  is  taken  with  less  thought  than  the  sub- 
ject really  deserves. 

Dr.  Appel,  Lancaster : On  Monday  night  the  House 
of  Delegates  acted  in  regard  to  the  proposition  of  the 
One  Board  Bill  as  presented  through  the  report  of  the 
Legislative  Conference.  The  action  of  the  House  at 
that  time  was  adverse.  Now,  in  analyzing  that  action, 
there  are  two  elements  that  entered  into  it : One  of 
them  was  the  consideration  which  Dr.  Mitchell  men- 
tioned, opposition  against  the  bill  itself.  The  other  was 
against  the  advisability  at  this  time,  with  present  con- 
ditions in  Harrisburg,  of  attempting  any  radical  legis- 
lative program.  I do  not  believe  that  any  of  the  men 
for  one  moment  meant  by  their  vote  that  our  legislative 
activities  at  Harrisburg  should  stop. 

I believe  that  we  all  hold  as  the  ultimate  object  and 
idea,  the  getting  through  the  Legislature  of  some  meas- 
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ure  which  will  control  the  medical  situation.  I think 
that  is  generally  accepted  by  all  the  members  not  only 
of  this  House  but  of  the  profession. 

I should  suggest  this  solution  of  the  present  condition  : 
That  we  authorize  the  Board  of  Trustees,  which  is  the 
only  body  authorized  to  act  in  the  interim  between 
annual  meetings,  in  conjunction  with  the  Committee  on 
Public  Health  Legislation  or  the  Medical  Legislative 
Conference,  to  formulate  a definite  legislative  program 
for  1925.  If  by  chance  conditions  at  Harrisburg  make 
it  likely  that  we  can  bring  forward  a satisfactory  One 
Board  Bill,  well  and  good.  If  conditions  do  not  war- 
rant it,  let  them  take  (as  I think  the  House  approved 
by  its  action  the  other  night)  a defensive  attitude.  We 
must  not  give  the  impression  that  we  are  not  going 
to  continue  our  legislative  efforts  at  Harrisburg. 

Dr.  William  H.  Mayer,  Pittsburgh,  then  made  com- 
ments as  follows : The  action  of  the  House  on  Monday 
but  expressed  our  disapproval  of  the  proposed  bill  as  it 
now  reads.  I move  you,  Mr.  President,  that  this  House 
of  Delegates  refer  to  the  Board  of  Trustees  and  to  the 
Committee  on  Public  Health  Legislation  the  question 
of  our  legislative  program  at  Harrisburg,  for  the  pur- 
pose of  promulgating  such  legislation  in  the  interest  of 
public  health  as  they  shall  regard  expedient. 

Motion  regularly  seconded. 

Dr.  Codman,  Philadelphia,  in  discussing  the  motion, 
expressed  the  opinion  that  there  was  not  any  idea  in 
the  mind  of  any  member  of  abolishing  the  Public 
Health  Legislation  Committee  or  the  Legislative  Con- 
ference, which  had  required  years  to  develop.  He  then 
concurred  in  the  motion  just  made,  stating  that  it  had 
taken  years  to  get  the  present  medical  practice  act, 
which  is  a good  one,  and  all  that  was  necessary  now 
was  to  amend  the  present  act.  He  said  the  act  had 
been  approved  by  the  courts  and  sustained  by  the  Su- 
preme C)ourt.  He  suggested  that  the  thing  to  do  was 
to  take  the  good  points  in  the  Legislative  Committee’s 
report  and  put  them  in  as  an  amended  bill,  after  con- 
sulting, as  usual,  first,  the  profession  of  this  state ; 
second,  the  Secretary  of  the  Department  of  Health  of 
the  State  of  Pennsylvania ; and  third,  the  Secretary 
of  the  Department  of  Education. 

If  we  have  the  proper  educational  qualifications  estab- 
lished, the  entire  profession  will  support  us.  If  we 
amend  the  act  we  now  have,  then  there  will  be  some- 
thing for  us  to  stand  on. 

Dr.  Mayer’s  motion  was  then  restated ; the  question 
was  put  by  the  President,  and  the  motion  was  carried. 

Dr.  Knowles  made  a motion  that  it  was  the  sense 
of  the  House  that  Mrs.  Babcock  be  instructed,  guided 
by  the  advice  of  the  Board  of  Trustees,  to  form  a 
Ladies  Auxiliary  of  this  Society,  as  prescribed  by  the 
American  Medical  Association.  Seconded  by  Dr.  Quig- 
ley and  carried. 

Dr.  Beardsley,  Philadelphia,  presented  the  following 
resolution  : 

Whereas,  The  Medical  Society  of  the  State  of  Pennsylvania 
has  arrived  at  the  mature  age  of  seventy-five  years  and  has 
never  had  an  official  medical  history;  therefore,  be  it 

Resolved,  That  a committee  on  Medical  History  be  named  by 
the  President,  to  report  one  year  hence  as  to  the  practicability 
of  securing  proper  data  for  the  compilation  and  publication  of 
such  a volume. 

Dr.  Shumway,  Philrdelphia,  moved  that  the  resolu- 
tion be  referred  to  the  Committee  on  Archives,  with  the 
request  that  they  follow  out  the  suggestion  contained 
therein.  Seconded  and  carried. 

Dr.  Brumbaugh,  Huntingdon,  presented  the  following 
resolution  to  the  House : 

In  view  of  the  wealth  of  valuable  experience  in  the  affairs  of 
our  Society  accruing  to  any  member  who  has  served  as  its 
President,  and  in  order  that  the  Society  may  have  full  benefit  of 
such  experience  in  its  councils;  be  it 

Resolved,  That  all  ex-presidents  of  our  Society  shall  during 
their  lifetime,  by  virtue  of  this  service,  be  members  of  the  House 
of  Delegates,  but  without  a vote. 

He  Stated  in  conclusion  that  he  was  presenting  it  as 
an  amendment  to  the  existing  By-Laws. 

The  Secretary  then  read  the  following  resolution, 
introduced  by  Dr.  E.  B.  Heckel ; 
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Whereas,  Our  knowledge  of  to-day  has  been  acquired  from 
the  past  by  a process  of  continuous  differentiation  and  a gradual 
evolving  from  the  simple  to  the  complex;  and 

Whereas,  This  has  been  brought  about  by  the  individual  ef- 
forts of  men  whom  we  honor  and  revere;  and 

Whereas,  Many  of  these  men  stand  out  like  mountain  peaks; 
therefore,  be  it 

Resolved,  That  the  various  medical  schools,  colleges  and  uni- 
versities affiliated  with  our  Society  in  the  State  of  Pennsylvania 
be  requested  and  urged  to  establish  a professorship  or  lecture- 
ship, and  devote  at  least  one  hour  per  week  during  the 
academic  year  to  the  teaching  of  the  history  of  medicine,  so 
that  our  young  men  may  become  familiar  with  the  men  who  have 
shed  lustre  upon  our  profession  and  this  Society.  This  teaching, 
however,  cannot  be  limited  to  those  men  who  have  been  illus- 
trious, but  shall  include  all  the  special  classes  of  the  practice  of 
the  science  and  art  of  medicine,  so  that  our  young  men  in  the 
profession  may  learn  what  certain  special  schools  of  medicine, 
or  what  not,  are  supposed  to  stand  for,  and  what  they  actually 
do  stand  for. 

Dr.  Mayer,  Pittsburgh,  moved  the  adoption  of  the 
resolution.  Seconded  and  carried. 

The  Secretary  then  presented  the  following  recom- 
mendation : 

We,  the  undersigned,  respectfully  submit  for  your  considera- 
tion the  advisability  of  creating  a section  devoted  to  dermatology 
and  syphilis  in  the  Medical  Society  of  the  State  of  Pennsyl- 
vania, and  urge  your  favorable  consideration  of  this  proposition. 
A similar  section  is  in  existence  in  the  American  Medical  Asso- 
ciation. The  increasing  importance  of  this  subject  is  such  that 
the  establishment  of  a section  will  not  only  be  of  value  to  those 
especially  interested  in  the  branch,  but  will  prove  a valuable 
asset  to  the  scientific  sessions  of  the  Medical  Society  of  the 
State  of  Pennsylvania. 

(Signed)  Edward  B.  Heckel, 

W.  H.  Mayer, 

Jesse  L.  Lenker, 

Edith  MacBride, 

T.  Turner  Thomas, 

Charles  A.  E.  Codman, 

Wm.  H.  Guy^  Committee. 

Dr.  Phillips,  Harrisburg,  moved  that  the  recom- 
mendation be  adopted.  Seconded  and  carried. 

The  Secretary  then  presented  the  following ; 

It  is  requested  that  each  County  Medical  Society 
which  has  not  already  done  so  be  asked  to  amend  its 
constitution  and  by-laws  to  conform  to  the  constitution 
and  by-laws  of  the  State  Society  by  creating  a Com- 
mittee on  Public  Relations. 

Dr.  Quigley,  Clearfield,  moved  that  the  above  recom- 
mendation be  adopted.  Seconded  and  carried. 

The  President  read  the  second  paragraph  of  the  re- 
port as  follows : 

The  difficulty  which  presents  itself  in  securing  a proper 
syringe  with  which  to  administer  the  serum  in  the  Schick  test 
was  brought  to  the  attention  of  this  Committee,  and  it  was  re- 
quested that  the  matter  be  called  to  the  attention  of  the  House 
of  Delegates  and  their  aid  be  solicited  in  securing  from  the 
manufacturers  a handy  package  syrin.ge  to  be  used  in  this  work. 

Respectfully  submitted. 

Edward  Martin,  Chairman; 

Frederick  L.  Van  Sickle,  Secretary. 

A motion  was  made  that  the  recommendation  be  re- 
ferred back  to  the  Committee  on  Public  Relations. 
Seconded  and  carried. 

The  Secretary  then  stated  that  certain  component 
county  medical  societies  had  recommended  for  election 
to  affiliate  membership  in  the  Society  members  in  their 
respective  societies.  He  presented  the  following  names 
and  moved  that  they  be  elected  to  affiliate  membership. 
Seconded  and  carried. 

Bradford  County — Gustavus  Conklin,  Orwell,  Pa.;  Willis  T. 
Davison,  Canton,  Pa.;  Thomas  B.  Johnson,  Towanda,  Pa.; 
Gideon  W.  Durga,  EeRaysville,  Pa. 

Jefferson  County — Abraham  F.  Balmer,  Brookville,  Pa. 

Mercer  County — John  C.  Cheeseman,  Ingram,  Pa.;  Salem 
Heilman,  Sharon,  Pa.;  Robert  M.  Hope.  Mercer,  Pa. 

Montgomery  County — Herbert  A.  Arnold,  Ardmore,  Pa. ; S. 
Nelson  Wiley,  Blythewood,  Conn. 

Philadelphia  County — Daniel  A.  Modell,  Philadelphia,  Pa.; 
Ledru  P.  Smock,  Haddonfield,  N.  J.;  Clara  Marshall,  Philadel- 
phia, Pa.;  Henry  R.  Wharton,  Philadelphia,  Pa. 

Washington  County — Charles  Bennett  Wood,  Monongahela,  Pa. 

The  Secretary  read  the  following  recommendation 
from  the  Board  of  Trustees  with  reference  to  the 
House  of  Delegates  sending  delegates  to  the  annual 
sessions  in  neighboring  state  societies,  endorsing  that 
policy. 

Dr.  Shumway,  Philadelphia,  moved  its  adoption; 
the  question  was  put  by  the  President  and  the  motion 
carried. 


The  Board  of  Trustees  of  the  Medical  Society  of  the  State  of 
Pennsylvania  in  session  Monday,  October  6th,  recommend  to  the 
House  of  Delegates  and  the  officers  of  the  Society  that  the  prac- 
tice of  sending  delegates  to  the  annual  sessions  of  neighboring 
state  societies  be  encouraged  and  further  developed.  The  Board 
believes  that  by  this  policy,  combined  with  that  of  inviting  such 
societies  to  send  delegates  to  our  annual  meeting,  all  concerned 
will  be  profited  by  the  closer  relationship,  and  that  a similar 
policy  should  be  continued  and  developed  with  the  state  dental 
and  pharmaceutical  societies. 

It  was  voted,  on  motion  of  Dr.  Fleming,  Tamaqua, 
that  the  matter  of  the  constitutionality  of  the  Hospital 
Act  be  referred  to  the  Public  Health  Legislation  Com- 
mittee of  the  Society.  The  motion  was  duly  seconded 
and  carried. 

Dr.  Appel,  Lancaster,  presented  the  following  reso- 
lution : 

Be  it  resolved,  That  the  Medical  Society  of  the  State  of  Penn- 
sylvania in  appreciation  of  the  entertainment  of  the  members  at 
this  annual  session  hereby  extend  a vote  of  thanks  to  the  Berks 
County  Medical  Society  and  its  several  committees. 

He  moved  the  adoption  of  the  resolution,  and  the 
motion  was  duly  seconded  and  carried  unanimously  by 
a rising  vote. 

Dr.  Codman  then  offered  a vote  of  thanks  to  the 
retiring  President  for  the  very  efficient  and  pleasing 
manner  in  which  he  presided  over  the  sessions.  Sec- 
onded and  carried. 

It  was  voted,  upon  motion  regularly  made  and  sec- 
onded, that  the  House  of  Delegates,  adjourn  sine  die. 
The  meeting  adjourned  at  twelve  o’clock. 

Adjournment. 

J.  Norman  Henry,  President, 
Walter  F.  Donaldson,  Secretary. 


Members  oe  the  House  of  Delegates  Answering 
Roll  Call 

Adams  County  Society—] . Lawrence  Sheetz. 

Allegheny  County  Society — Harold  A.  Miller,  Pres., 
Alexander  H.  Colwell,  Charles  J.  Bowen,  Ernest  W. 
Willetts,  G.  Clyde  Kneedler,  Charles  B.  Maits,  Henry 
C.  Westervelt,  Lorraine  L.  Schwartz,  M.  J.  Davis, 
William  H.  Mayer,  Evan  W.  Meredith,  James  I. 
Johnston,  George  W.  McNeil,  Robert  L.  Anderson. 

Beaver  County  Society — Jefferson  H.  Wilson. 

Berks  County  Society — George  W.  Kehl,  Frank  P. 
Lytle. 

Blair  County  Society — W.  Albert  Nason. 

Bradford  County  Society — Perley  N.  Barker. 

Bucks  County  Society — J.  Fred  Wagner,  Pres.,  Wil- 
liam C.  LeCompte. 

Butler  County  Society — W.  Rush  Hockenberry. 

Cambria  County  Society — Edward  Pardoe. 

Carbon  County  Society — Clinton  J.  Kistler. 

Center  County  Society — Harvey  S.  Braucht. 

Chester  County  Society — William  T.  Sharpless. 

Clarion  County  Society — Charles  A.  Fitzgerald. 

Clearfield  County  Society — Warren  W.  Andrews. 

Columbia  County  Society — Heister  V.  Hower. 

Crazi’ford  County  Society — Oliver  H.  Jackson. 

Cumberland  County  Society — Henry  C.  Lawton. 

Dauphin  County  Society — George  L.  Laverty,  Pres., 
Edwin  A.  Nicodemus,  Clarence  R.  Phillips., 

Delaware  County  Society — C.  Irwin  Stiteler. 

Erie  County  Society — William  B.  Washabaugh,  Pres., 
Elmer  G.  Weibel,  George  A.  Reed. 

Fayette  County  Society — Jacob  S.  Hackney,  Secy., 
Harry  J.  Bell,  Arthur  E.  Crow. 

Franklin  County  S'ocfc/y-j-Frank  N.  Emmert. 

Huntingdon  County  Society — John  M.  Beck,  Secy., 
Cloy  G.  Brumbaugh. 

Indiana  County  Society — Frank  F.  Moore. 

Jefferson  County  Society — Irvin  R.  Mohney. 

Lackawanna  County  Society — George  A.  Clark,  Secy., 
Frederick  J.  Bishop,  John  J.  Brennan. 

Lancaster  County  Society — Charles  P.  Stahr,  Secy., 
J.  Paul  Roebuck,  Frank  G.  Hartman. 

Lebanon  County  Society — J.  DeWitt  Kerr. 

Lehigh  Coiinty  Society — Thomas  H.  Weaber,  Pres., 
Charles  O.  Henry. 

Lucerne  County  Society — John  E.  Scheifly,  Pres., 
Samuel  P.  Mengel,  Elmer  L.  Meyers,  Charles  Long. 
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Lycoming  County  Society — Albert  F.  Hardt,  Pres., 
George  C.  Davis,  John  A.  Campbell. 

Mercer  County  Society — M.  Edith  MacBride. 
McKean  County  Society — Francis  DeCaria,  Secy. 
Mifflin  County  Society — James  A.  C.  Clarkson,  Secy., 
Charles  J.  Stambaugh. 

Montgomery  County  Society — John  B.  Sherbon,  Pres., 
J.  Newton  Hunsberger,  Winfred  J.  Wright. 

Montour  County  Society — ^John  H.  Sandel,  Secy.,  J. 
Allen  Jackson. 

Northampton  County  Society — Edward  S.  Rosen- 
berry,  Francis  J.  Dever,  Edgar  M.  Green. 

Northumberland  County  Society — William  T. 
Graham. 

Philadelphia  County  Society — F.  Hurst  Maier,  Pres., 
Moses  Behrend,  George  C.  Yeager,  Thomas  R.  Currie, 
Edward  J.  G.  Beardsley,  J.  Norman  Henry,  John  W. 
West,  I.  P.  Strittmatter,  James  Baldwin,  Charles  A.  E. 
Codman,  P.  J.  Pontius,  A.  E.  Roussel,  George  A. 
Knowles,  John  W.  Croskey,  Edward  A.  Shumway, 
Paul  B.  Cassidy,  Christian  B.  Longenecker,  T.  Turner 
Thomas,  Howard  D.  Geisler,  William  B.  Scull,  Henry 
G.  Munson. 

Schuylkill  County  Society — Arthur  B.  Fleming,  Secy., 
J.  Spencer  Callen,  Merchant  C.  Householder. 

Sullivan  County  Society — Martin  E.  Herrmann. 
Warren  County  Society — R.  B.  Mervine. 

Washington  County  Society — Charles  C.  Cracraft, 
Secy.,  William  D.  Martin,  John  B.  McMurray. 

Wayne  County  Society — Hugh  Stevenson,  III,  Secy. 
Westmoreland  County  Society — Charles  D.  Ambrose, 
Harry  W.  Tittle. 

Wyoming  County  Society — William  B.  Beaumont. 
York  County  Society — -William  F.  Bacon. 


MIINUTES  OF  THE  GENERAL  MEETINGS 

OCTOBER  7,  1924 

The  first  General  Meeting  of  the  Seventy-fourth 
Annual  Session  of  the  Medical  Society  of  the  State  of 
Pennsylvania,  which  was  held  in  Raj^  Temple,  Read- 
ing, Pennsylvania,  October  6-9,  1924,  was  called  to 
order  at  10:20  a.  m.,  Tuesday,  October  7,  by  the 
President,  Dr.  Howard  C.  Frontz,  Huntingdon. 

The  President:  The  Reverend  C.  E.  Creitz,  Pastor 
of  St.  Paul’s  Reformed  Church,  Reading,  will  pro- 
nounce the  invocation. 

Rev.  D.  E.  Creitz  : O God,  infinite  and  eternal, 
above  all  and  through  all  and  in  all,  we  bow  our  heads 
in  Thy  presence  and  lift  up  our  hearts  unto  Thee  in 
prayer.  We  invoke  Thy  blessing  upon  this  gathering 
of  followers  of  the  Great  Physician,  whose  life  calling 
is  the  alleviation  of  suffering,  the  healing  of  disease, 
and  the  saving  of  life.  We  acknowledge  the  limita- 
tions of  our  intelligence  and  our  powers,  and  that  Thou 
art  the  fountainhead  of  wisdom  and  understanding. 
All  power  in  heaven  and  on  earth  belongs  to  Thee. 
Make  us,  therefore,  diligent  searchers  after  truth, 
earnest  seekers  after  truth  and  power  adequate  to  our 
tasks.  May  the  spirit  of  reverence  for  truth,  the  spirit 
of  humility  in  the  presence  of  the  vastness  of  the 
undiscovered  and  the  unknown,  the  spirit  of  gratitude 
for  all  that  has  already  been  revealed,  the  spirit  of  de- 
votion to  humankind,  the  spirit  of  love  and  sacrifice 
and  service  pervade  the  sessions  of  this  body,  and  so 
may  this  gathering  in  annual  convention  of  Thy  serv- 
ants prove  a blessing  to  them  and  to  those  whom  they 
serve,  and  may  it  help  to  promote  the  interests  of  the 
art  and  science  to  which  they  have  devoted  their  lives 
and  unto  Thee  shall  be  all  the  glory  and  the  honor, 
forever  and  ever.  Amen. 

The  President:  The  Mayor  of  the  City  of  Reading, 
the  Honorable  William  E.  Sharman,  will  now  address 
us. 

Hon.  William  E.  Sharman  : Ladies  and  Gentle- 
men: Those  of  you  who  are  physicians  frequently  have 
telephone  calls  at  night,  and  you  know  you  are  wanted 
instantly.  At  ten-twenty  last  night,  after  I had  re- 


tired, the  telephone  bell  rang  furiously.  I finally  an- 
swered it,  and  Dr.  Runyeon  was  at  the  other  end  of  the 
line  to  inform  me  that  I was  wanted  here  at  ten-thirty 
this  morning.  That  was  my  first  experience  in  being 
called  on  a case  twelve  hours  before  there  was  an 
urgent  necessity. 

Reading  is  the  third  largest  city  in  the  state  of 
Pennsylvania.  In  some  particulars  it  ranks  first,  and 
in  some  things  it  is  second.  In  manufacturing  lines, 
we  have  here  and  in  the  immediate  vicinity  about  one 
thousand  different  industries,  manufacturing  between 
two  hundred  fifty  and  three  hundred  different  varieties 
of  merchandise.  That  is  a thing  which  counts  for 
stability.  It  keeps  our  population  fairly  well  employed, 
and  also  keeps  them  prosperous.  We  also  have  play- 
grounds which  are  enjoyed  very  largely  by  the  people 
who  live  here  as  well  as  by  those  who  come  here  for 
conventions  and  gatherings  of  this  kind.  To  the  west 
of  us,  as  most  of  you  know,  there  are  mountain  resorts 
at  Wernersville,  nine  miles  out;  and  if  you  have  not 
been  there  it  is  a trip  well  worth  taking,  especially 
at  this  time  of  year.  We  have  splendid  roads  leading 
out  of  the  city,  and  a wonderful  farming  territory. 

We  have  perhaps  one  of  the  most  remarkable 
marketing  systems  in  the  country,  although  it  has  not 
been  advertised  to  any  extent ; it  has  simply  grown 
up  in  a natural  way.  We  have  a market  house  where 
the  real  dirt  farmers  market  their  own  produce.  We 
therefore  do  not  have  any  farm  depression  here,  be- 
cause these  men  are  their  own  retailers,  the  profit  of 
the  middleman  and  the  commission  man  is  eliminated. 
That  is  why  you  see  these  farms  dressed  up  as  though 
they  were  the  plaything  of  a city  man.  No  one  thinks 
of  this  thing  as  a cooperative  marketing  proposition, 
but  that  is  really  what  it  amounts  to.  The  market 
houses  are  privately  owned  and  the  stalls  are  rented. 

Ladies  and  Gentlemen,  I wish  to  extend  to  you  the 
courtesies  of  the  City  of  Reading.  I trust  you  will 
have  a good  time  while  you  are  here,  and  that  you  will 
have  a profitable  convention  from  an  educational  point 
of  view.  If  any  of  you  get  into  trouble,  the  door  of 
Citv  Hall  opens  both  for  ingress  and  egress. 

The  President:  We  will  now  have  an  address  of 
Welcome  from  the  son  of  one  of  the  old  doctors  of 
this  region,  Dr.  Heister  H.  Aluhlenberg. 

Heister  H.  Muhlenberg,  M.D.,  President  of  Berks 
County  Medical  Society:  It  is  my  privilege  to  act  as 
spokesman  for  the  Berks  County  Medical  Society  in 
welcoming  you  to  Reading  for  your  annual  meeting. 

We  are  indeed  gratified  to  be  able  to  be  hosts  to 
such  a distinguished  assemblage,  especially  so  because 
your  honors  have  been  won  by  your  zealous  efforts  in 
such  a worthy  cause  as  the  constant  struggle  for  the 
public  weal.  So  that  we  are  proud  to  be  able  to  enter- 
tain a gathering,  the  sole  purpose  of  which  is  the  pre- 
vention and  amelioration  of  the  many  ills  of  our  race. 

We  welcome  you,  too,  because  we  feel  sure  that  a 
meeting  such  as  this  cannot  help  but  be  a great  benefit 
to  our  community,  both  because  of  the  lessons  we 
doctors  hope  to  learn  from  you  (which  will  help  us  to 
take  better  care  of  our  people)  and  because  we  know 
that  the  interest  aroused  by  you  in  the  general  public 
must  rebound  to  the  advantage  of  all  concerned. 

It  is  particularly  pleasing  to  have  you  with  us  this 
year  when  we  are  celebrating  the  hundredth  anniver- 
sary of  our  existence  as  an  organized  medical  society. 

We  can  look  back  to  our  forefathers  in  medicine 
with  pride  and  find  that  they  were  men  of  culture, 
well  educated,  not  only  in  medical  matters,  but  in  al- 
most every  line — men  who  were  looked  up  to  and 
whose  opinions  were  sought  and  respected.  We  can 
and  do  think  of  our  ancestors  as  illustrious  citizens — 
foremost  in  the  community — men  who  took  most  cap- 
able and  conscientious  care  of  their  people,  and  men  in 
whom  the  people  had  confidence  and  whom  they  re- 
spected and  loved. 

Among  many  others  there  were  four  whom  you 
deemed  worthy  and  honored  by  electing  as  your  Presi- 
dent: Dr.  John  Heister,  1853;  Dr.  Edward  Wallace, 
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i860;  Dr.  Samuel  L-  Kurtz,  1891;  Dr.  Murray  Weid- 
man,  1894. 

With  such  a heritage  to  live  up  to,  we  realize  that 
we  must  make  every  effort  to  improve,  that  we  may 
serve  our  people  as  capably  and  satisfactorily  as  our 
forefathers  did  theirs. 

We  feel,  however,  that  we  have  accomplished  some 
things.  Instead  of  the  individual  efforts  of  the  past, 
which  even  though  brilliant  were  often  unsuccessful 
because  of  their  isolation,  we  have  an  organized  body, 
willing  to  work  together  on  this  common  cause  of 
health,  one  which  can  and  will  lend  a helping  hand 
whenever  necessary. 

We  have  established  our  workshops — the  hospitals, 
where  every  modern  facility  is  provided  for  the  com- 
fort and  care  of  our  people.  We  have  acquired  a 
permanent  home,  where  quarters  are  provided  for  our 
library  of  books  and  magazines,  thus  made  accessible 
to  all — a place  where  we  may  meet  and  discuss  our 
problems,  a gathering  place  for  the  interchange  of 
knowledge,  a place  that  we  hope  will  some  day  be 
recognized  and  called  the  preventorium  of  disease. 

In  the  light  of  present-day  knowledge  no  one  man 
can  keep  pace  with  the  latest  facts  in  every  phase 
of  medicine,  so  that  we  must  have  the  field  divided  and 
each  one  endeavor  to  make  himself  most  proficient 
along  certain  lines,  and  be  ready  to  give  that  special 
knowledge  when  needed,  or  step  aside  to  call  on  others 
more  skilled  when  the  occasion  arises  which  demands 
learning  of  a different  sort. 

This  of  course  is  what  in  the  long  run  will  be  of  the 
greatest  benefit  to  the  sick  people  whom  we  strive  to 
serve.  But  with  the  division  of  knowledge  and  sci- 
entific effort,  we  must  not  lose  sight  of  the  fact  that 
the  patient  is  not  only  a case,  but  a person,  and  that 
cold  scientific  analysis  and  treatment  will  not  be  suc- 
cessful in  practicing  the  healing  art  unless  all  our 
efforts  are  correlated  and  governed  by  the  heart  as 
well  as  the  head. 

And  after  all,  what  we  are  trying  to  do  as  best  we 
may,  is  to  relieve  the  sufferings  of  humanity  and  to 
restore  those  who  have  fallen  by  the  way. 

Now  let  me  again  assure  you  of  our  hearty  welcome 
We  are  glad  that  you  are  here.  We  hope  that  you  will 
enjoy  your  stay  with  us  and  that  you  will  have  a 
pleasant  as  well  as  a profitable  visit. 

Thomas  G.  Simonton,  M.D.,  Chairman  Committee 
on  Scientific  Work:  I have  very  little  to  say  in  regard 
to  the  program,  because  you  have  it  in  printed  form ; 
but  I should  like  to  mention  one  or  two  things  in 
which  there  is  a slightly  new  departure  this  year. 

Quite  a good  many  men  have  asked  for  symposiums 
in  each  of  the  sections,  and  for  that  reason  we  have 
tried  it.  It  is  thought  they  draw  a larger  crowd  some- 
times than  simply  a collection  of  individual  papers. 
So  you  will  note  that  in  the  General  Meetings  and  also 
the  Sections  we  have  symposiums. 

We  cannot  help  but  feel  honored  this  morning  by 
having  with  us  Dr.  William  Allen  Pusey,  President  of 
the  American  Medical  Association.  Dr.  Pusey  has 
been  most  generous  in  giving  us  quite  a little  of  his 
time  and  lending  his  talent  to  make  this  meeting  a 
success,  and  I personally  wish  to  thank  you.  Dr.  Pusey, 
for  coming  to  be  with  us  during  our  sessions.  Dr. 
Pusey  will  address  us  this  morning,  and  this  afternoon 
will  read  a paper  in  the  Section  on  Medicine  on  “The 
Present  Situation  in  the  Treatment  of  Syphilis.”  To- 
night he  will  address  the  secretaries  of  the  component 
societies  at  their  dinner.  Could  any  one  be  more  gen- 
erous ? 

Briefly  I shall  call  your  attention  to  two  symposiums 
in  the  General  Meetings,  one  to-morrow  morning  on 
“Hemorrhage  from  the  Uterus”  in  which  Professor 
John  Osborn  Polak,  of  Brooklyn,  will  take  part ; also 
another  one  on  Thursday  afternoon,  on  “Acute  Pan- 
creatitis,” in  which  Dr.  Landon.  of  Pittsburgh,  and 
Drs.  Thomas  McCrae  and  John  B.  Deaver,  of  Phila- 
delphia, will  read  papers.  In  the  M'edical  Section  we 
have  arranged  a symposium  on  Typhoid  Fever.  A 


number  of  you  may  think  this  is  a worn  out  subject, 
but  on  account  of  the  work  that  has  been  done  in  the 
prevention  of  this  disease,  it  is  becoming  more  and 
more  difficult  for  medical  schools  to  find  cases  of 
typhoid  to  demonstrate  to  the  students. 

Dr.  Abraham  Zingher  will  demonstrate  the  Dick  and 
the  Schick  tests.  He  is  Assistant  Director  of  the  De- 
partment of  Health  in  New  York  City,  and  has  had 
a great  deal  of  experience  in  scarlet  fever  among 
school  children.  He  will  show  lantern  slides  and  give 
a practical  demonstration.  In  the  Section  on  Surgery 
there  will  be  a symposium  on  Local  Anesthesia.  Dr. 
Robert  E.  Farr,  of  Minneapolis,  will  read  a paper  and 
show  lantern  slides  and  a moving  picture — the  latter 
at  an  hour  to  be  announced  later. 

The  Manager  of  Sessions  and  Exhibits,  Dr.  Van 
Sickle,  has  urged  the  Committee  on  Scientific  Work  to 
devise  some  means  of  interesting  the  members  in  the 
Commercial  Exhibit. 

The  President:  I want  now  to  present  to  you  Dr. 
Frank  G.  Runyeon,  Reading,  Chairman  of  the  Com- 
mittee on  Arrangements. 

Frank  G.  Runyeon,  M.D.  : In  presenting  this  pro- 
gram of  entertainment  I first  wish  to  say  that  I have 
done  some  work,  but  I must  acknowledge  my  indebted- 
ness to  the  chairmen  of  the  committees,  and  especially 
to  one  man,  the  Secretary  of  our  County  Society,  who 
has  acted  as  secretary  of  the  committee  and  has  taken 
care  of  practically  all  the  details.  Dr.  John  Livingood, 
of  Reading. 

This  Committee  has  been  entrusted  with  the  gar- 
nishing of  your  meal,  adding  the  dessert  and  perhaps  a 
few  dainties.  Dr.  Simonton  has  offered  a wonderful 
and  substantial  meal,  and  we  just  mean  to  furnish  the 
dessert.  While  you  are  taken  care  of  in  the  meet- 
ings, we  want  to  see  that  the  ladies  are  provided  for, 
and  also  to  offer  you  a little  relaxation. 

Walter  F.  Donaldson,  M.D.,  Secretary:  Dr. 
Frontz,  I now  have  a very  pleasant  duty  to  perform. 
During  the  past  year  you  have  rendered  a tremendous 
service  to  this  Society.  You  have  visited  the  majority 
of  our  component  County  Societies,  you  have  responded 
to  every  call  made  upon  your  time  and  your  energy. 
I also  wish  to  remind  the  members  of  this  organization 
that  the  office  of  President  of  this  Society  is  no  longer 
merely  a post  of  honor,  but  it  is  also  a post  of  duty. 
We  have  witnessed  that  fact  throughout  your  adminis- 
tration, and  we  also  witness  it  in  the  presence  this 
morning  of  Dr.  William  Allen  Pusey,  who  as  the 
President  of  the  American  Medical  Association,  is 
visiting  one  of  its  constituent  societies. 

The  Board  of  Trustees,  recognizing  this  service  of 
yours,  has  authorized  me  to  present  to  you  this  token 
of  their  gratitude  in  the  name  of  the  members  of 
the  Medical  Society  of  the  State  of  Pennsylvania. 

President  Howard  C.  Frontz  : The  presenting  of 
the  gavel  shows  to  me  that  I have  had  some  authority 
because  it  is  the  emblem  of  authority.  Sometimes  it 
calls  for  silence,  but  I have  not  had  to  silence  any  of 
our  members  during  the  past  year.  Doctors  are  law- 
abiding  and  wish  to  obey. 

I appreciate  this  more  than  I can  tell  you.  Dr.  Don- 
aldson. The  service  I have  rendered  to  this  Society 
in  the  past  two  years  has  been  pleasant.  I believed 
when  I was  elected  that  I had  a duty  to  perform  and 
that  some  of  my  time  would  have  to  be  spent  in  the 
work  of  the  Society.  There  is  no  honor  in  any  office 
unless  one  works  at  his  task.  I repeat  that  my  work 
has  been  very  pleasant. 

I wish  to  thank  you  personally.  Dr.  Donaldson, 
for  the  support  and  help  you  have  given  me  during  the 
past  year,  as  well  as  the  Board  of  Trustees  and  all  the 
members  with  whom  I have  come  in  contract. 

The  President:  A year  ago  the  House  pi  Delegates 
determined  there  should  be  closer  relationship  with 
some  of  our  sister  state  societies  and  other  organiza- 
tions allied  to  our  profession,  and  asked  that  delegates 
be  sent  to  this  Society  from  other  organizations.  I now 
have  the  pleasure  to  introduce  to  you  Dr.  H.  F.  Palm, 
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fraternal  delegate  from  the  New  Jersey  Medical  So- 
ciety. 

Howard  F.  Palm,  M.D.,  Camden,  N.  J.:  My  worthy 
suburbanites,  it  is  a very  great  pleasure  to  convey  to 
you  the  greetings  of  the  oldest  State  Medical  Society 
in  the  United  States — that  of  New  Jersey.  The  line  of 
demarcation  between  our  two  great  bodies,  namely, 
the  Delaware  River,  should  never  be  a barrier  to  our 
relationship.  I regret  that  I did  not  have  the  opportu- 
nity to  meet  personally  your  representative  to  our 
Atlantic  City  meeting  last  June,  but  I can  assure  you 
of  a warm  welcome  at  any  time  any  of  your  members 
can  find  it  possible  to  attend  our  State  Society  meet- 
ings. 

I appreciate  very  much  this  opportunity  of  renewing 
my  personal  acquaintanceship  with  the  members  of 
our  profession  in  this  my  native  state. 

The  President:  I will  now  introduce  Dr.  Specker, 
of  Reading,  who  represents  the  State  Dental  Society. 

O.  J.  Specker,  D.D.S.,  Reading:  It  is  indeed  a great 
privilege  and  honor  to  represent  the  Pennsylvania 
State  Dental  Society  at  this  important  gathering.  One 
cannot  help  but  notice  the  gradual  drawing  together 
of  the  medical  and  dental  professions.  I am  thoroughly 
convinced  that  in  the  very  near  future  dentistry  will 
become  a specialty  of  medicine.  The  dentist  of  the 
future  will  have  to  know  more  of  medicine,  and  I 
am  sure  it  will  not  hurt  the  physician  to  know  a little 
more  about  the  teeth. 

The  President:  I now  have  another  very  pleasant 
duty  to  perform.  I am  going  to  present  to  you  the 
incoming  President,  Dr.  J.  Norman  Henry,  whom  you 
all  know.  Dr.  Henry  has  grown  up  in  Philadelphia. 
He  has  had  the  honor  of  being  the  head  of  the  great 
Alumni  Association  of  the  University  of  Pennsylvania, 
and  a year  ago  you  further  honored  him  by  electing 
him  as  your  President.  He  has  been  in  touch  with 
the  affairs  of  the  Society  during  the  past  year,  and  I 
am  quite  sure  he  will  carry  on  the  work  of  the  So- 
ciety with  great  success  this  year.  I have  the  great 
pleasure  to  present  Dr.  J.  Norman  Henry,  of  Phila- 
delphia. 

(For  the  Pre.sident’s  Address,  see  the  Atlantic  Medical 
Journal  for  October,  1924,  page  i.) 

President  J.  Norman  Henry:  My  first  official  act 
is  very  pleasant.  It  is  to  introduce  to  you  one  who 
needs  no  introduction,  because  you  all  know  Dr.  Wil- 
liam Allen  Pusey,  President  of  the  American  Medical 
Association. 

William  Allen  Pusey,  M.D.,  President  American 
Medical  Association:  President  Henry,  before  pro- 

ceeding with  the  reading  of  my  formal  paper  I wish 
to  detain  you  long  enough  to  give  to  this  Society  the 
greetings  of  the  American  Medical  Association.  Off- 
spring though  we  may  be  of  some  of  the  older  societies 
like  Pennsylvania  and  New  Jersey  and  South  Carolina, 
our  organization  is  a very  lusty  child,  and  I am  glad 
to  pledge  to  you  the  unwavering  devot’on  of  the 
American  Medical  Association  in  any  good  work  you 
may  undertake. 

As  you  know,  the  American  Medical  Association  is 
doing  vvell,  and  it  is  doing  well  because  of  the  power 
and  activity  and  progressiveness  of  its  component  so- 
cieties. The  Association  is  growing  and  wi'l  continue 
to  grow  as  the  collective  activities  of  its  component 
societies  reach  a higher  level,  so  that  the  Association 
is  in  a very  vital  sense  interested  in  the  success  of  the. 
state  societies.  If  there  is  anything  it  is  more  interested 
in  than  the  state  societies,  it  is  the  county  societies. 
The  American  Medical  Association  is  the  com.bincd 
strength  of  these  societies. 

_ During  the  past  year  it  has  been  my  privilege  to 
visit  many  of  these  state  societies,  and  it  is  an  inspir- 
ing experience.  The  societies  are  progressive,  alert 
and  active.  The  physicians  in  them  are  intelligent, 
for  the  most  part  prosperous  men;  they  are  .self- 
sacrificing,  altruistic  and  useful  members  of  their 
communities,  and  one  of  the  pleasant  experiences  of 


the  President  of  the  American  Medical  Association  is 
the  coming  in  contact  with  the  members  of  these 
societies  spread  over  this  broad  land. 

Of  course  Pennsylvania  is  one  of  the  great  societies. 
We  have  recently  drafted  one  of  your  distinguished 
men  as  President  and  we  have  more  recently  drafted 
another  as  member  of  the  Board  of  Trustees.  It  is  a 
pleasure  to  be  here  and  bring  the  greetings  of  the 
American  Medical  Association. 

After  the  reading  of  Dr.  Pusey’s  paper  the  meet- 
ing adjourned  until  Wednesday  morning. 

OCTOBER  8,  1924 

At  the  Wednesday  morning  General  Meeting,  Dr. 
Ernest  W.  Willetts,  of  Pittsburgh,  First  Vice-Presi- 
dent, presided. 

Dr.  Alexander  Armstrong,  White  Haven,  read  a 
paper  entitled  “The  Abuse  of  Tuberculin  as  a Thera- 
peutic Agent.”  This  paper  was  discussed  by  Dr. 
Clinton  J.  Kistler,  Lehighton. 

Dr.  William  H.  Guy,  Pittsburgh,  read  a paper  en- 
titled “Relation  of  Dermatology  to  Internal  Medicine.” 
This  paper  was  discussed  by  Drs.  Frank  C.  Knowles, 
Philadelphia,  and  Lawrence  Litchfield,  Pittsburgh. 

Dr.  A.  Bruce  Gill,  Philadelphia,  read  a paper  entitled 
“Reconstruction  of  the  Hip  Joint.”  This  paper  was 
discussed  by  Dr.  J.  Torrance  Rugh,  Philadelphia. 

Dr.  Walter  Estell  Lee,  Philadelphia,  read  a paper 
entitled  “Postoperative  Pulmonary  Complications.” 
There  was  no  discussion  of  this  paper. 

The  following  papers  were  presented  as  a Symposium 
on  “Hemorrhage  from  the  Uterus” : 

“Hemorrhages  of  Pregnancy,”  Dr.  Harold  A.  Miller, 
Pittsburgh. 

'“Associated  Eye  Conditions,”  Dr.  William  W.  Blair, 
Pittsburgh. 

“Uterine  Hemorrhage,”  Professor  John  Osborn 
Polak,  Brooklyn,  N.  Y.  (By  invitation.) 

The  above  symposium  was  discussed  by  Drs.  John 
Cooke  Hirst,  Philadelphia;  George  W.  Reese,  Sha- 
mokin ; and  the  discussion  closed  by  Dr.  Miller  and 
Prof.  Polak. 

It  was  moved  by  Dr.  Thomas  G.  Simonton  that  a, 
rising  vote  of  thanks  be  tendered  Professor  John  Os- 
born Polak  for  his  generosity  in  giving  his  time  and 
lending  his  talents  to  make  this  meeting  a success. 
Motion  seconded  and  carried. 

The  Wednesday  morning  session  adjourned. 

OCTOBER  9,  1924 

The  Thursday  afternoon  session  was  called  to  order 
at  2:20  p.  m.,  the  President,  Dr.  J.  Norman  Henry, 
presiding. 

Dr.  Ralph  E.  Irwin,  Harrisburg,  read  the  first  of 
three  State  Department  of  Health  papers,  entitled 
‘ Milk  Control  in  Pennsylvania.” 

Dr.  Edgar  S.  Everhart,  Harrisburg,  read  a paper 
entitled  “Report  of  a Large  Number  of  Cases  of 
Anterior  Poliomyelitis  in  Two  Families.” 

Dr.  Wilmer  R.  Batt,  Harrisburg,  read  a paper  en- 
titled “Pneumonia  as  a Principal  and  Contributory 
Cause  of  Death.” 

The  above  papers  were  discussed  by  Drs.  J.  C. 
Gittings,  Philadelphia;  Carey  J.  Vaux,  Pittsburgh; 
and  Solomon  Solis-Cohen,  Philadelphia. 

Dr.  Chevalier  Jackson,  Philadelphia,  read  a paper 
entitled  “Arachidic  and  Other  Forms  of  Vegetal  Bron- 
chitis. Observations  Based  on  Over  One  Hundred 
Cases.”  This  paper  was  discussed  by  Drs.  Willis  F. 
Manges,  Philadelphia;  Thomas  McCrae,  Philadelphia, 
and  the  discussion  closed  by  Dr.  Jackson. 

Dr.  William  Englebach,  St.  Louis  (by  invitation), 
read  a paper  entitled  “Studies  of  Endocrine  Adiposity.” 
This  paper  was  discussed  by  Drs.  Solomon  Solis-Cohen, 
Philadelphia ; James  M.  .A.nders,  Philadelphia,  and 
the  discussion  closed  by  Dr.  Englebach. 

It  was  moved  by  Dr.  Thomas  G.  Simonton  that  a 
rising  vote  of  thanks  be  extended  to  Dr.  Englebach 
for  his  presentation  of  this  valuable  subject.  Motion 
seconded  and  carried. 


116 


THE  ATLANTIC  MEDICAL  JOURNAL 


November,  1924 


The  following  symposium  was  presented  on  “Acute 
Pancreatitis” : 

"The  Etiological  Factors  of  Acute  Pancreatitis,  Dr. 
Lyndon  H.  Landon,  Pittsburgh. 

"Medical  Aspects,”  Dr.  Thomas  McCrae,  Philadel- 
phia. 

"The  Surgery  of  Acute  Pancreatitis,”  Dr.  John  B. 
Deaver,  Philadelphia. 

This  symposium  was  discussed  by  Drs.  Stanley  P. 
Peimann,  Philadelphia;  David  Riesman,  Philadelphia, 
and  the  discussion  closed  by  Drs.  Landon,  McCrae,  and 
Deaver. 

The  General  Meeting  adjourned  sine  die. 


MINUTES  OF  THE  SECTION  ON  MEDICINE 

OCTOBER  7,  1924 

The  first  session  of  the  Medical  Section  was  called 
to  order  in  the  Banquet  Hall  of  the  Rajah  Temple. 
Reading,  on  Tuesday,  October  7,  1924,  at  2:10  p.  m., 
by  the  Chairman,  Dr.  Charles  Falkowsky,  Jr.,  Scranton. 

Dr.  Falkowsky  delivered  the  address  of  the  Chair- 
man, entitled  “The  Individual  Practitioner.” 

Dr.  James  E.  Talley  and  Dr.  Walter  H.  Lindsey, 
Philadelphia,  presented  a paper  on  “Some  Factors  In- 
fluencing the  Expectancy  in  Mitral  Stenosis.”  Dis- 
cussed by  Drs.  A.  H.  Colwell,  Pittsburgh ; Joseph 
Sailer,  Philadelphia,  and  Dr.  Talley  in  closing. 

Dr.  William  Allen  Pusey,  Chicago,  Illinois,  read  a 
paper  entitled  “The  Present  Situation  in  the  Treatment 
of  Syphilis.”  Discussed  by  Dr.  Jay  Frank  Schamberg, 
Philadelphia,  and  Dr.  Pusey  in  closing. 

Dr.  Edward  J.  G.  Beardsley,  Philadelphia,  read  a 
paper  on  “The  Therapeutic  Value  of  a Complete  Physi- 
cal Examination.”  Discussed  by  Drs.  Frank  A.  Evans, 
Pittsburgh ; Elliott  B.  Edie,  Connellsville ; F.  J.  Dever, 
Bethlehem;  John  D.  AIcLean,  Philadelphia;  Charles 
A.  E.  Codman,  Philadelphia,  and  by  Dr.  Beardsley  in 
closing. 

Dr.  Arthur  C.  Morgan,  Philadelphia,  presented  a 
paper  on  “The  Treatment  of  Headache.”  Discussed 
by  Dr.  Jesse  L.  Lenker,  Harrisburg. 

Dr.  George  A.  Clark,  Scranton,  read  a paper  entitled 
“Parasitic  Infections  of  the  Lung.”  Discussed  by  Drs. 
W.  W.  G.  Maclachlan,  Pittsburgh ; Albert  E.  Roussel, 
Philadelphia ; and  Dr.  Clark  in  closing. 

Dr.  George  Wilson  and  Dr.  Nathaniel  W.  Winkel- 
man,  Philadelphia,  presented  a paper  entitled  “Concern- 
ing the  Sudden  Onset  of  Symptoms  in  Brain  Tumors, 
with  Report  of  Illustrative  Cases.”  Discussed  by  Dr. 
D.  J.  AIcCarthy,  Philadelphia. 

The  Section  adjourned  at  5:15  p.  m. 

OCTOBER  8,  1924 

The  second  session  of  the  Medical  Section  was  called 
to  order  in  the  Banquet  Hall  of  the  Rajah  Temple, 
Reading,  on  Wednesday,  October  8,  1924,  at  2 ; 00  p.  m., 
by  the  Chairman,  Dr.  Charles  Falkowsky,  Jr.,  Scran- 
ton. 

Report  of  the  Executive  Committee': 

Dr.  Howard  G.  Schleiter,  Pittsburgh,  presented  the 
following  recommendations  from  the  Executive  Com- 
mittee : 

Chairman,  Dr.  Roy  R.  Snowden,  Pittsburgh. 

Secretary,  Dr.  O.  H.  P.  Pepper,  Philadelphia. 

On  motion,  duly  seconded  and  carried,  this  report 
was  accepted  and  the  Secretary  cast  the  unanimous 
vote  of  the  Section  for  these  gentlemen  for  officers 
for  the  ensuing  year. 

Dr.  Ralph  H.  Spangler,  Philadelphia,  read  a paper 
on  “The  Nonspecific  Protein  Reaction  as  an  Adjuvant 
to  Endocrine  Therapy.”  Discussed  by  Dr.  J.  N.  Bos- 
ton, Philadelphia,  and  Dr,  Spangler  in  closing. 

The  following  papers  were  presented  as  a Sym- 
posium on  Typhoid  Fever : 

Dr.  Thomas  B.  Futcher,  Baltimore,  Md.  (by  invita- 
tion), “Typhoid  Fever — the  Clinical  Diagnosis  and 
Course.” 

Dr.  Lawrence  Litchfield,  Pittsburgh,  “Treatment  of 
Typhoid  Fever.” 


Dr.  Charles  H.  Miner,  Harrisburg,  “Public  Health 
Measures  in  the  Control  of  Typhoid  Fever.” 

These  three  papers  were  discussed  by  Drs.  David 
Riesman,  Philadelphia;  Joseph  Sailer,  Philadelphia; 
C.  J.  Vaux,  Pittsburgh ; Albert  E.  Roussel,  Philadel- 
phia; Edgar  M.  Green,  Easton;  John  D.  McLean, 
Philadelphia;  and  by  Dr.  Futcher  in  closing. 

Dr.  Howard  G.  Schleiter,  Pittsburgh,  presented  a 
paper  on  “The  Treatment  of  Diabetes  in  Private  Prac- 
tice.” Discussed  by  Drs.  George  M.  Piersol,  Phila- 
delphia ; R.  Max  Goepp,  Philadelphia. 

Dr.  John  E.  Livingood,  Reading,  presented  a paper 
on  “The  Uses  of  the  Roentgen  Ray  in  the  Diagnosis 
of  Chest  Conditions”  (lantern  demonstration).  Dis- 
cussed by  Drs.  H.  A.  Gorman,  Hamburg;  Stanley 
Crawford,  Pittsburgh ; Thos.  H.  A.  Stites,  Cresson ; 
and  Dr.  Livingood  in  closing. 

The  Section  adjourned  at  5:45  p.  m. 

OCTOBER  9,  1924 

The  third  session  of  the  Medical  Section  was  called 
to  order  in  the  Banquet  Hall  of  the  Rajah  Temple, 
Reading,  on  Thursday,  October  9,  1924,  at  9:  15  a.  m., 
by  the  Chairman,  Dr.  Charles  Falkowsky,  Jr.,  Scranton. 

Dr.  Elliott  B.  Edie,  Connellsville,  presented  a paper 
on  “Gastric  Hyperacidity — Its  History  and  Present 
Status.”  Discussed  by  Dr.  H.  L.  Bockus,  Philadel- 
phia, and  Dr.  Edie  in  closing. 

Dr.  Alexander  H.  Colwell,  Pittsburgh,  presented  a 
paper  on  “Functional  Cardiac  Disorders.”  Discussed 
by  Drs.  W.  H.  Mayer,  Pittsburgh,  and  James  E.  Talley, 
Philadelphia. 

Dr.  Charles  C.  Wolferth,  Philadelphia,  read  a paper 
on  “The  Early  Stages  of  Cardiovascular  Degeneration; 
Comments  on  Diagnosis  and  Treatment.”  Discussed 
by  Drs.  A.  P.  D’zmura,  Pittsburgh ; Elliott  B.  Edie, 
Connellsville;  Albert  E.  Roussel,  Philadelphia;  and 
Dr.  Wolferth  in  closing. 

Dr.  William  J.  Taylor,  Philadelphia,  read  a paper  on 
“The  Surgical  Treatment  of  Sciatica.”  Discussed  by 
Dr.  James  E.  Talley,  Philadelphia,  and  Dr.  Taylor  in 
closing. 

Dr.  Thomas  T.  Sheppard,  Pittsburgh,  read  a paper 
on  “Chronic  Bronchitis.”  Discussed  by  Dr.  Howard  G. 
Schleiter,  Pittsburgh. 

Dr.  P.  S.  Hench,  Rochester,  Minnesota  (by  invita- 
tion), presented  a paper  entitled  “Systemic  Nature  of 
Chronic  Infectious  Arthritis.”  Discussed  by  Drs. 
Alexander  H.  Colwell,  Pittsburgh;  Russell  S.  Boles, 
Philadelphia;  S-  Solis  Cohen,  Philadephia,  and  by  Dr. 
Hench  in  closing. 

Dr.  A.  Zingher,  Assistant  Director,  Department  of 
Health,  New  York  City  (by  invitation),  addressed  the 
Section  on  “The  Dick  Test  and  Active  Immunization 
with  Scarlet  Fever  Toxin”  (lantern  demonstration) 
and  demonstrated  the  Dick  and  the  Schick  tests  on  a 
group  of  children. 

The  Section  adjourned  at  i : 15  p.  m.  sme  die.  * 
Members  Registered  Section  on  Medicine 

Adams  Couny  Society — -J.  L.  Sheetz,  New  Oxford. 

Allegheny  County  Society — W.  J.  McGeary,  Allison 
Park;  J.  C.  Nicholls,  Braddock;  C.  J.  Bowen,  H.  E. 
Clark,  A.  H.  Colwell,  J.  S.  Crawford,  A.  P.  D’Zmura, 

F.  A.  Evans,  G.  W.  Grier,  W.  H.  Guy,  H.  E.  Halferty, 
H.  M.  Hall,  J.  I.  Johnston,  L.  Litchfield,  C.  B.  Maits, 
W.  H.  Mayer,  W.  McCracken,  G.  W.  McNeil,  W.  W. 

G.  Maclachlan,  H.  G.  Schleiter,  L.  L.  Schwartz,  T.  T. 
Sheppard,  T.  G.  Simonton,  R.  R.  Snowden,  F.  B. 
Utley,  C.  J.  Vaux,  H.  C.  Westervelt,  E.  W.  Willetts, 
Pittsburgh;  C.  J.  Devlin,  Swissvale;  J.  A.  Weaver, 
Tarentum. 

Armstrong  County  Society — ^J.  B.  F.  Wyant,  Kittan- 
ning. 

Beaver  County  Society — B.  C.  Painter,  New  Brighton. 

Bedford  County  Socitey — W.  F.  Enfield,  W.  C. 
Miller,  Bedford. 

Berks  County  Society — C.  L.  Dries,  Bechtelsville ; 
G.  W.  Fahrenbacher,  Bernville;  W.  H.  Ammarell, 
F.  P.  Lytle,  Birdsboro;  J.  S.  Borneman,  Boyertown; 
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0.  F.  Gehris,  Fleetwood;  E.  R.  DeLong,  Geigers 
Mills;  H.  A.  Gorman,  W.  B.  Jamison,  J.  R.  Wagner, 
Hamburg;  S.  A.  Brunner,  Krumsville;  S.  E.  Rager, 
Kutztown;  W.  E.  Hunsberger,  Maiden  Creek;  A.  A. 
Stamm,  Mohntown;  C.  F.  Hertzog,  Oley;  L-  R- 
Rothermel,  H.  B.  Schaeffer,  Shillington ; J.  G.  Mat- 
ternes,  Sinking  Spring;  L-  H.  Fitzgerald,  Temple; 

C.  F.  Smith,  Topton;  G.  G.  Wenrich,  L.  A.  Wheeler, 
Wernersville ; W.  J.  Easier,  West  Leesport ; J.  H. 
Horne,  L.  J.  Livingood,  Womelsdorf ; C.  E.  Lerch, 

D.  G.  Moyer,  J.  H.  Orff,  Wyomissing;  R.  M.  Alex- 
ander, C.  W.  Bachman,  H.  W.  Bagenstose,  A.  H. 
Bauscher,  W.  S.  Bertolet,  S.  G.  Burkholder,  E.  C. 
Darrah,  J.  N.  Becker,  I.  Cleaver,  F.  Colletti,  W.  C. 
Fisher,  L.  W.  Frederick,  J.  R.  Gerhard,  M.  E.  Gruver, 
I H.  Hartman,  W.  L.  Hiester,  A.  P.  Isenberg,  E.  C. 
Keiffer,  C.  K.  Kistler,  R.  E.  LeFevre,  G.  K.  Levan, 

1.  J.  K.  Light,  J.  E.  Livingood,  D.  Longaker,  O.  J. 
McGovern,  H.  M.  Miller,  H.  S.  Reeser,  H.  F.  Rent- 
schler,  J.  H.  Rorke,  S-  T.  Schmelil,  E.  R.  Scholten, 
W.  L.  Shearer,  G.  R.  Shenk,  I.  G.  Shoemaker,  S.  J. 
Sondheim,  P.  M.  Vogt,  L.  F.  Wagner,  L.  J.  Wenger, 
W.  W.  Werley,  Reading. 

Blair  County  Society — A.  S.  Kech,  Altoona. 
Bradford  County  Society — S.  D.  Conklin,  Sayre. 
Bucks  County  Society — A.  F.  Myers,  Blooming 
Glen ; W.  C.  LeCompte,  Bristol ; L.  S.  Wallace, 
Jenkintown;  H.  P.  Feigley,  W.  G.  Moyer,  Quaker- 
town;  A.  E.  Fretz,  Sellersville ; J.  F.  Crouthamel, 
Souderton. 

Cambria  County  Society — H.  T.  Prideaux,  T.  H.  A. 
Stites,  Cresson ; F.  U.  Ferguson,  Gallitzin ; W.  A. 
Turnbull,  Harrisburg;  E.  Pardoe,  South  Fork. 

Carbon  County  Society — J.  A.  Trexler,  Lehighton ; 
N.  P.  Long,  Weatherly. 

Center  County  Society — J.  L.  Seibert,  Bellefonte ; 
G.  S.  Frank,  Millheim;  H.  S.  Braucht,  Spring  Mills; 
P.  H.  Dale,  J.  P.  Ritenour,  State  College. 

Chester  County  Society — T.  G.  Aiken,  Berwyn;  W. 
W.  Betts,  Chadds  Ford ; G.  E.  Dietrich,  J.  Taylor, 
Coatesville;  W.  N.  Smith,  Phoenixville ; J.  T.  Taylor, 
Pomeroy ; C.  J.  Bowen,  Spring  City ; W.  T.  Sharp- 
less, West  Chester. 

Clarion  County  Society — C.  A.  Fitzgerald,  Clarion. 
Clearfield  County  Society — G.  B.  Kirk,  Kylertown; 

G.  A.  Ricketts,  Osceola  Mills;  A.  L.  Benson;  W.  S. 
Bryan,  Ramey. 

Cranford  County  Society — O.  H.  Jackson,  Mead- 
ville. 

Columbia  County  Society — H.  S.  Buckingham,  H.  V. 
Hower,  Berwick. 

Cumberland  County  Society — H.  C.  Lawton,  Camp 
Hill;  W.  B.  Stuart,  Carlisle. 

Dauphin  County  Society — P.  A.  Deckard,  H.  R. 
Douglas,  D.  S.  Funk,  J.  B.  Hileman,  J.  L.  Lenker,  J. 
B.  McAlister,  C.  R.  Phillips,  C.  M.  Rickert,  R.  F.  L. 
Ridgway,  W.  S.  Russell,  F.  E.  Shields.  Harrisburg; 
D.  E.  Hottenstein,  Millersburg;  M.  O.  Putt,  Oberlin ; 

H.  C.  Myers,  Steelton. 

Delazmre  County  Society — E.  E.  Brown,  M.  A. 
Newfield,  A.  M.  Sharpe,  G.  B.  Sickel,  A.  J.  Simpson, 
J.  W.  Wood,  Chester;  G.  V.  Janvier,  Lansdowne. 

Elk  County  Society — A.  E.  Mansuy,  Driftwood. 

Erie  County  Society — P.  Barkey,  R.  R.  Dalrymple, 
R.  S.  Minerd,  W.  B.  Washabaugh,  E.  G.  Weibel,  Erie. 

Fayette  County  Society — E.  B.  Edie,  Connellsville ; 
H.  J.  Bell,  Dawson ; A.  D.  Hunger,  Point  Marion ; 
J.  S.  Hackney,  H.  A.  Heise,  Uniontown ; J.  H. 
Hazlett,  Vanderbilt. 

Franklin  County  Society — J.  H.  Swan,  St.  Thomas. 
Huntingdon  County  Society — J.  M.  Beck,  Alexandria; 
G.  G.  Harman,  Huntingdon;  W.  J.  Campbell,  Mount 
Union ; H.  Bley,  Reading. 

Jefferson  County  Society — I.  R.  Mohney,  Brookville ; 
W.  A.  Hill,  Reynoldsville. 

Lackanwma  County  Society — J.  J.  Brennan,  G.  A. 
Clark,  P.  J.  Davies,  C.  Falkowsky,  T.  B.  Rodham. 
Scranton ; R.  D.  Roderick,  Jermyn. 

Lancaster  County  Society — H.  L.  Ziemer,  Adams- 


town;  L.  K.  Leslie,  Bareville;  A.  V.  Walter,  Browns- 
town ; J.  A.  Boyd,  Christiana;  C.  S.  Duttenhofer, 
Churchtown ; H.  S.  Dissler,  I.  D.  Heckman,  Denver ; 
W.  Garretson,  East  Petersburg;  V.  Treichler,  Eliza- 
bethtown; J.  E.  Hostetter,  Gap;  F.  Alleman,  W.  H. 
Baer,  H.  G.  Barsumian,  F.  G.  Hartman,  W.  C.  Keller, 
H.  C.  Kinzer,  R.  N.  Klemmer,  R.  D.  Swab,  Lancaster ; 
J.  T.  Herr,  Landisville;  G.  C.  Kinard,  Lincoln;  A.  J. 
Greenleaf,  Mountville ; P.  R.  Wentz,  New  Holland; 
L.  M.  Bryson,  Paradise;  C.  E.  Helm,  Quarryville. 

Lebanon  County  Society — J.  C.  Bucher,  F.  B. 
Witmer,  Lebanon ; D.  S.  Bordner,  Palmyra ; J.  H. 
Bryner,  Quentin. 

Lehigh  County  Society — G.  H.  Boyer,  C.  O.  Henry, 
J.  D.  Matz,  S.  A.  Quinn,  W.  C.  Troxell,  Allentown; 
H.  E.  Klingaman,  Emaus ; H.  B.  Erdman,  Macungie; 
W.  J.  Fetherolf,  Steinsville. 

Luserne  County  Society — C.  H.  Miner,  Harrisburg; 
P.  F.  Dailey,  Kingston;  H.  M.  Neale,  Upper  Lehigh; 
A.  Armstrong,  L.  S.  Luppold,  White  Haven ; E.  W. 
Bixby,  A.  Dattner,  W.  J.  Davis,  B.  Dodson,  C.  Long, 
P.  P.  Mayock,  Wilkes-Barre. 

Lycoming  County  Society — E.  Everett,  Masten ; A. 
P.  Hull,  Montgomery ; F.  C.  Lechner,  Montoursville ; 
J.  W.  Albright,  Muncy;  I.  T.  Gilmore,  Picture  Rocks; 
J.  L.  Mansuy,  Ralston;  W.  S.  Brenholtz,  W.  E.  De- 
laney, G.  R.  Drick,  W.  E.  Glosser,  Williamsport. 

Mifflin  County  Society—].  A.  C.  Clarkson,  Lewis- 
town;  W.  H.  Kohler,  Milroy;  C.  J.  Stambaugh, 
Reedsville. 

Montgomery  County  Society — C.  A.  Rose,  Ardmore; 
W.  Z.  Anders,  Collegeville ; A.  L.  Dewees,  Haver- 
ford;  A.  T.  Quinn,  Jenkintown;  E.  S.  Buyers,  J.  L- 
Eisenberg,  B.  F.  Hubley,  J.  N.  Hunsberger,  P.  W. 
McLoughlin,  J.  Q.  Thomas,  Norristown;  F.  Bushong, 
R.  S.  Heffner,  W.  B.  Shaner,  J.  B.  Sherbon,  Potts- 
town ; A.  Schafenacker,  North  Wales;  W.  J.  Wright, 
Skippack;  N.  H.  Rahn,  Souderton;  J.  K.  W.  Wood, 
Williams  Grove;  H.  B.  Shearer,  Worcester. 

Montour  County  Society — C.  E.  Ervin,  J.  A.  Jack- 
son,  R.  A.  Keilty,  Danville. 

Northampton  County  Society — F.  J.  Dever,  E.  D. 
Schnabel,  Bethlehem ; M.  W.  Phillips,  Chapman 
Quarries ; L.  F.  Burkley,  C.  Gaines,  E.  M.  Green, 
J J.  Quiney,  F.  C.  Roberts,  C.  P.  Struthers,  W.  P.  O. 
Thomason,  Easton ; E.  J.  Deibert,  W.  H.  Rentzheimer, 
Hellertown;  J.  E.  Longacre,  Northampton;  E.  S. 
Rosenberry,  Stone  Church. 

Northumberland  County  Society — R.  B.  Bast,  Kulp- 
mont ; E.  R.  Samuel,  Mt.  Carmel ; C.  K.  Dietz,  H.  T. 
Simmonds,  Shamokin. 

Perry  County  Society — A.  R.  Johnston,  New  Bloom- 
field. 

Philadelphia  County  Society — J.  M.  Anders,  W.  H. 
Andrus,  E.  J.  G.  Beardsley,  A.  G.  Beckley,  A.  Bern- 
heim,  H.  L.  Bockus,  R.  S.  Boles,  L.  N-  Boston,  A.  C. 
Buckley,  W.  C.  Cahall  J.  C.  Chestnut,  C.  A.  E.  Cod- 
man,  B.  L.  Crawford,  D.  T.  Ditchburn,  R.  S.  Dorsett, 
R.  T.  Ellison,  H.  S.  Geisler,  S.  P.  Gerhard,  R.  M. 
Goepp,  J.  N.  Henry,  H.  A.  Holland,  F.  M.  Huntoon, 
H.  A.  Jones,  H.  D.  Jump,  P.  P.  Klopp,  T.  Kelin,  G. 
A.  Knowles,  F.  H.  Leavitt,  C.  A,  LeCates,  M.  R. 
Lewis,  W.  H.  Lindsay,'  J.  J.  Lynch,  S-  J-  McCarthy, 

E.  McCloskey,  T.  McCrae,  J.  D.  McLean,  A.  C.  Mor- 
gan, H.  G.  Munson,  J.  D.  Paul,  E.  L.  Peck,  O.  Petty, 
G.  M.  Piersol.  C.  S.  Potts,  M.  H.  Rea,  R.  P.  Regester, 

D.  Riesman,  W.  E.  Robertson,  W.  D.  Robinson,  A.  E. 
Roussel,  B.  F.  Royer,  J.  Sailer,  G.  J.  Saxon,  J.  F. 
Schamberg,  J.  E.  Scheehle,  W.  B.  Scull,  C.  A.  Service, 
C.  G.  P.  Slaughter,  S.  C.  Smith,  M.  Solis-Cohen,  S. 
Solis-Cohen,  R.  H.  Spangler,  J.  H.  Stokes.  W.  D. 
Stroud,  J.  E.  Tallev,  T.  Van  Buskirk,  F.  D.  Weidman, 

E.  Weiss,  J.  W.  West,  C.  Y.  White,  H.  B.  Wilmer, 
O.  Wilson,  N.  W.  Winkelman,  C.  C.  Wolferth,  G.  C. 
Yeager,  Philadelphia. 

Schuylkill  Cminty  Society — L.  C.  Robinhold,  Au- 
burn ; H.  C.  Bowman,  Gilberton : A.  F.  Bronson, 

Gordon ; J.  J.  Sweeney,  Heckscherville ; T.  J.  Mc- 
Gurl,  Minersville ; F.  S.  Bodine,  Morea ; H.  A.  Price, 
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Port  Carbon ; J.  S.  Carpenter,  J.  G.  Kramer,  H.  H. 
Stewart,  Pottsville;  W.  R.  Rentschler,  Ringtown; 
J.  S.  Callen,  Shenandoah ; A.  B.  Fleming,  Tamaqua. 

Snyder  County  Society — P.  E.  Whiffen,  McClure; 
E.  W.  Toole,  Selinsgrove. 

Somerset  County  Society — G.  C.  Berkheimer,  Wind- 
ber. 

Sullivan  County  Society — M.  E.  Herrmann,  Dushore. 
Tioga  County  Society — H.  Z.  Frisbie,  Elkland;  E. 
E.  Clark,  Knoxville. 

Union  County  Society — E.  T.  Shields,  Harrisburg. 
Warren  County  Society — R.  B.  Mervine,  Sheffield; 
H.  W.  Mitchell,  Warren. 

Washington  County  Society — W.  D.  Martin,  Dunn’s 
Station;  L.  W.  Braden,  Ten  Mile. 

Wayne  County  Society — H.  Stevenson,  Waymart. 
Westmoreland  County  Society — W.  M.  Bortz,  Greens- 
burg;  C.  D.  Ambrose,  Ligonier;  H.  W.  Tittle,  New 
Florence. 

Wyoming  County  Society — W.  B.  Beaumont,  Lacey- 
ville;  W.  W.  Lazarus,  Tunkhannock. 

York  County  Society — N.  A.  Overmiller,  East  Pros- 
pect ; H.  M.  Alleman,  C.  W.  Eisenhower,  R.  L.  Ellis, 
L.  H.  Fackler,  L.  W.  Fishel,  G.  E.  Holtzapple,  L.  S. 
Landes,  A.  A.  Long,  J.  C.  May,  S.  K.  Pfaltzgraff,  J.  F. 
Small,  York. 


MINUTES  OF  SECTION  ON  SURGERY 

OCTOBER  7,  1924 

The  Chairman,  Dr.  George  M.  Dorrance,  Philadel- 
phia, called  the  meeting  to  order  at  2 p.  m.  in  the  Ball 
Room  of  Rajah  Temple,  Reading,  Pa.,  and  proceeded 
to  deliver  the  Chairman’s  Address. 

The  Secretary,  Dr.  James  H.  Baldwin,  occupied  the 
chair  during  the  reading  of  the  Chairman’s  Address. 

Dr.  W.  Wayne  Babcock,  Philadelphia,  read  a paper 
entitled  “Methods  of  Reconstructing  the  Defective  An- 
terior Abdominal  Wall.”  (Lantern  demonstration.)  This 
paper  was  discussed  by  Drs.  C.  H.  Shearer,  Reading, 
Pa. ; Levi  I.  Hammond,  Philadelphia ; G.  W.  Reese, 
Shamokin,  Pa ; Dr.  Babcock  in  closing. 

Dr.  Thomas  C.  Stellwagen,  Philadelphia  read  a 
paper  entitled  “A  Series  of  Unsuccessful  Prostatec- 
tomies.” 

Dr.  Leon  Herman,  Philadelphia,  read  a paper  entitled 
“Suprapubic  Prostatectomy  in  Bad  Surgical  Risks.” 

The  above  two  papers  were  discussed  jointly  by  Drs. 
Willard  Kinney,  Philadelphia;  Charles  F.  Nassau, 
Philadelphia;  Harold  L.  Foss,  Danville,  Pa;  Drs. 
Stellwagen  and  Herman  in  closing. 

Dr.  Levi  J.  Hammond,  Philadelphia,  read  a paper 
entitled  “Surgery’s  Present  Conception  of  the  Clinical 
Value  of  Serums  and  Vaccines  in  the  Treatment  of 
Surgical  Infections.”  Discussed  by  Drs.  John  L.  Atlee, 
Lancaster.  Pa. ; W.  L.  Estes,  Bethlehem,  Pa. ; H.  A. 
Mil'er,  Pittsburgh;  G.  W.  Reese,  Shamokin;  Dr. 
Hammond  in  closing. 

A paper  entitled  “Treatment  of  Chronic  Suppurative 
Osteomyelitis”  (lantern  demonstration)  was  presented 
.by  Dr.  John  H.  Jopson,  Philadelphia,  and  Dr.  Norman 
S.  Rothschild.  Discussed  by  Dr.  John  _B.  Lowman. 
Johnstown,  Pa. ; Daniel  A.  Webb.  Scranton,  Pa. ; W. 
Wayne  Babcock,  Philadelphia;  G.  M.  Dorrance,  Phila- 
delphia ; Dr.  Jopson  in  closing. 

Adjourned  5:20  p.  m. 

OCTOBER  8,  1924 

The  Chairman,  Dr.  Dorrance,  called  the  meeting  to 
order  at  2:10  p.  m. 

The  following  officers  were  elected  to  serve  for  the 
coming  year : Chairman,  Dr.  Harold  L.  Foss.  Danville 
Pa. : Secretary,  Dr.  Evan  W.  Meredith,  Pittsburgh ; 
Executive  Committee:  Drs.  George  M.  Dorrance, 

Philadelphia:  W,  L.  Estes,  Jr,,  Bethlehem;  Alfred 
C,  Wood,  Philadelphia. 

Dr.  Emory  G.  Alexander,  Philadelphia,  read  a paper 
entitled  “Surgery  in  Diabetics.  (Lantern  demonstra- 


tion.) Discussed  by  Drs.  J.  M.  Wainwright,  Scranton; 
J.  S.  Hackney,  Uniontown ; C.  E.  Ervin,  Danville,  Pa. ; 
W.  E.  Lee,  Philadelphia;  Dr.  Alexander  in  closing. 

SYMPOSIUM  ON  LOCAL  ANESTHESIA 

The  following  papers  were  read: 

“Equipment  and  I'echnic  for  the  Use  of  Local  Anes- 
thesia.” (Lantern  demonstration.)  By  Dr.  Robert 
Emmett  Farr,  Minneapolis,  Minn.  (By  invitation.) 

“Local  Anesthesia  in  Surgery  of  the  Neck.”  By 
Dr.  H.  L.  Foss,  Danville,  Pa. 

“Local  Anesthesia  in  Surgery  of  the  Abdominal  Wall 
and  Cavity.”  By  Dr.  Charles  F.  Nassau,  Philadelphia. 

“Local  Anesthesia  in  Surgery  of  the  Extremities.” 
(Lantern  demonstration.)  By  Dr.  R.  J.  Behan,  Pitts- 
burgh. 

The  papers  in  this  symposium  were  discussed  jointly 
by  Drs.  E.  L.  Eliason,  Philadelphia;  W.  E.  Lee, 
Philadelphia;  W.  Wayne  Babcock,  Philadelphia;  Drs. 
Farr,  Foss  and  Behan  in  closing. 

A rising  vote,  of  thanks  was  tendered  Dr.  Farr  for 
coming  to  the  meeting  and  presenting  his  subject  in 
such  an  admirable  manner. 

Adjourned  6:  15  p.  m. 

OCTOBER  9,  1924 

The  Chairman,  Dr.  Dorrance,  called  the  meeting  to 
order  at  9:20  A.  M. 

Dr.  J.  M.  Wainwright,  Scranton,  made  a motion  that 
the  officers  of  the  Section  be  requested  to  prepare  and 
send  a telegram  of  sympathy  to  Dr.  John  B.  Roberts, 
of  Philadelphia,  who  had  been  severely  injured  re- 
cently by  having  been  run  over  by  an  automobile.  This 
motion  was  unanimously  carried. 

Dr.  George  P.  Muller,  Philadelphia,  read  a paper  en- 
titled “Certain  Aspects  of  the  Treatment  of  Acute 
Appendicitis.”  This  paper  was  discussed  by  Drs.  J. 
M.  Wainwright,  Scranton ; G.  W.  Reese,  Shamokin, 
Pa.;  J.  H.  Wilson,  Beaver,  Pa;  Moses  Behrend,  Phila- 
delphia; E.  W.  Meredith,  Pittsburgh;  Wm.  P. 
Walker,  Bethlehem,  Pa.;  G.  M.  Boyd,  Philadelphia; 
R.  L.  Schaeffer,  Allentown,  Pa. ; George  M.  Dorrance, 
Philadelphia;  James  H.  Baldwin,  Philadelphia;  Dr. 
Muller  in  closing. 

Dr.  Damon  B.  Pfeiffer,  Philadelphia,  read  a paper 
entitled  “Carcinoma  of  the  Rectosigmoid.”  Discussed 
by  Drs.  Lever  F.  Stewart,  Clearfield,  Pa.;  W.  L. 
Estes,  Jr.,  Bethlehem,  Pa.;  Moses  Behrend,  Philadel- 
phia; Wm.  P.  Walker,  Bethlehem,  Pa.;  Harold  L. 
Foss,  Danville,  Pa.;  J.  H.  Wilson,  Beaver,  Pa.;  Dr. 
Pfeiffer  in  closing. 

SYMPOSIUM  ON  INTESTINAL  OBSTRUCTION 

The  following  papers  were  read  in  this  symposium : 
“Intestinal  Obstruction  in  Children.”  By  Dr.  Jona- 
than M.  Wainwright,  Scranton. 

“Acute  Intestinal  Obstruction.”  By  Dr.  W.  H. 
Howell,  Altoona,  Pa. 

“Postoperative  Intestinal  Obstruction.”  By  Dr. 
John  B.  Deaver,  Philadelphia. 

These  papers  were  jointly  discussed  by  Drs.  E.  B. 
Hodge,  Philadelphia ; Donald  Guthrie,  Sayre ; George 
P.  Muller,  Philadelphia;  Herbert  B.  Gibby,  Wilkes- 
Barre,  Pa  : G.  W.  Reese,  Shamokin  Pa. ; W.  L. 

Estes,  Jr.,  Bethlehem,  Pa.;  and  in  closing  Drs.  Howell 
and  Deaver. 

Adjourned  12:05  P-  iri. 

Members  Registered  in  Section  on  Surgery 

Allegheny  County  Society — R.  L.  Anderson,  R.  J. 
Behan,  W.  H.  Cameron,  B.  Z.  Cashman,  N.  P.  Davis, 
L.  H.  Landon,  D.  B.  Ludwig  E.  W.  Meredith,  W.  A. 
Nealon,  M.  A.  Slocum,  P.  B.  Steele,  Pittsburgh;  G. 
E.  Cramer,  Sharpsburg. 

Beaver  County  Society — J.  H.  Wilson,  Beaver. 
Berks  County  Society — C.  E.  Schlappich,  Birdsboro; 
J.  L.  Bower,  Philadelphia;  J.  M.  Bertolet.  C.  S. 
Cantough,  O.  E.  Fox,  M.  Z.  Gearhart,  L.  R.  Gorman, 
W.  D.  Griesemer,  D.  S.  Grim,  C.  P.  Henry,  H.  Hirsh- 
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land,  J.  W.  Kauffman,  G.  W.  Kehl.  F.  W.  Knoll,  H. 
M.  Leinbach,  W.  S.  Long,  C.  G.  Loose,  R.  L.  Reber, 

F.  S.  Runyeon,  C.  H.  Shearer,  A.  K.  Wanner,  L.  F. 
Way,  V.  W.  Wickert,  G.  I.  Winston,  Reading. 

Blair  County  Society — W.  H.  Howell,  S.  P-  Taylor, 
Altoona;  W.  A.  Nason,  Roaring  Spring. 

Bradford  County  Society — E.  F.  Butler,  D.  Guthrie, 
C.  Haines,  Sayre. 

Bucks  County  Society — J.  F.  Wagner,  Bristol. 
Butler  County  Society — W.  R.  Hockenberry,  Slippery 
Rock. 

Cambria  County  Society—] . B.  Lowman,  Johnstown; 

S.  D.  Boucher,  Portage. 

Chester  County  Society — J.  A.  Perkins,  D.  P.  Rettew, 
Coatesville. 

Clearfield  County  Society — L.  Stewart,  W.  O.  Wilson, 
Clearfield;  W.  W.  Andrews,  Philipsburg. 

Clinton  County  Society — D.  W.  Thomas,  Lock  Haven. 
Columbia  County  Society — W.  C.  Hensyl,  Berwick. 
Cumberland  County  Society — R.  M.  Shepler,  H.  A. 
Spangler,  Carlisle. 

Dauphin  County  Society — G.  L.  Laverty,  E.  A. 
Nicodemus,  M.  H.  Sherman,  H.  F.  Smith,  G.  B.  Stull, 
Harrisburg. 

Delaware  County  Society — G.  S.  Armitage,  H.  M. 
Armitage,  W.  E.  Egbert,  W.  B.  Evans,  Ml  Lambichi, 
F.  W.  Nyemetz,  Chester. 

Erie  County  Society — F.  B.  Krimmel,  G.  A.  Reed, 
Erie. 

Fayette  County  Society — A.  E.  Crow,  Uniontown. 
Franklin  County  Society — -H.  C.  McClain,  Huston- 
town. 

Huntingdon  County  Society — C.  G.  Brumbaugh,  H. 
C.  Frontz,  Huntingdon;  R.  R.  Decker,  Lewistown. 
Indiana  County  Society — F.  F.  Moore,  Homer  City. 
Lackawanna  County  Society — F.  L.  Van  Sickle, 
Harrisburg;  H.  W.  Albertson,  W.  R.  Davies,  J.  D. 
Lewis,  M.  J.  Noone,  J.  P.  H.  Ruddy,  J.  M.  Wain- 
wright,  D.  A.  Webb,  Scranton. 

Lancaster  County  Society — J.  P.  Kennedy,  R.  Reeser, 
Columbia ; T.  B.  Appel,  J.  L.  Atlee,  N.  E.  Bitzer, 
C.  R.  Farmer,  S.  G.  Pontius,  C.  P.  Stahr,  Lancaster. 

Lawrence  County  Society — E.  U.  Snyder,  New 
Castle. 

Lebanon  County  Society — W.  H.  Brubaker,  J.  L. 
Groh,  J.  E.  Marshall,  W.  H.  Means,  Lebanon. 

Lehigh  County  Society — F.  S.  Boyer,  T.  W.  Cook, 
F.  A.  Fetherolf,  M.  S.  Kleckner,  G.  S.  Lawall,  P.  F. 
Newman,  R.  L.  Schaeffer,  F.  R.  Wentz,  Allentown; 
C.  R.  Fox,  Northampton. 

Luzerne  County  Society — W.  Lathrop,  Hazleton; 
C.  L.  Shafer,  Kingston;  J.  B.  Mahon,  Pittston;  H.  B. 
Gibby,  S.  P.  Mengel,  Wilkes-Barre. 

Lycoming  County  Society — G.  C.  Davis,  Milton;  A. 
F.  Hardt,  Williamsport. 

McKean  County  Society — E.  O.  Kane,  Kane. 
Montgomery  County  Society — A.  Godfrey,  Ambler; 
W.  W.  Dill,  J.  T.  MacDonald,  G.  W.  Miller,  W.  G. 
Miller,  Norristown;  W.  C.  Sheehan,  Philadelphia; 
J.  E.  Gotwals,  Phoenixville ; J.  E.  Porter,  F.  W.  Van 
Buskirk,  T.  E.  Wills,  Pottstown. 

Montour  County  Society — H.  L.  Foss,  Danville. 
Northampton  County  Society — W.  L.  Estes,  W.  L. 
Estes,  Jr.,  G.  A.  Petrulias,  D.  K.  Santee,  H.  J. 
Schmoyer,  W.  A.  Smythe,  W.  P.  Walker,  Bethlehem ; 
J.  A.  Betts,  C.  D.  Hummel,  F.  J.  Kessler,  H.  E.  Mc- 
Cormick, Easton. 

Northumberland  County  Society — A.  B.  Buczko,  Mt. 
Carmel;  L.  M.  Holt,  G.  W.  Reese,  Shamokin;  W. 

T.  Graham,  Sunbury. 

Philadelphia  County  Society — B.  M.  Anspach,  W.  W. 
Babcock,  J.  H.  Baldwin,  J.  M.  Baldy,  M.  Behrend,  C. 
W.  Bonney,  C.  R.  Bowen,  G.  M.  Boyd,  J.  W.  Brans- 
field,  J.  B.  Carnett,  M.  J.  Costello,  H.  C.  Deaver,  J. 
B.  Deaver,  E.  J.  Dewees,  G.  M.  Dorrance,  E.  L. 
Eliason,  M.  M.  Franklin,  C.  H.  Frazier,  0.  A.  Fries, 
J.  J.  Gilbride,  A.  B.  Gill,  J.  H.  Gorwin,  F.  C.  Ham- 
mond, L.  J.  Hammond,  L.  Herman,  D.  Hinton,  E.  B. 
Hodge,  R.  H.  Ivy,  J.  H.  Jopson,  F.  E.  Keene,  W.  H. 


Kinney,  E.  J.  Klopp,  W.  Krusen,  G.  M.  Laws,  W.  E. 
Lee,  C.  B.  Longenecker,  J.  F.  McCloskey,  J.  Q.  Mc- 
Dougald,  F.  H.  Maier,  E.  Martin,  G.  D.  Morton,  G. 
P.  Mullen,  C.  F.  Nassau,  W.  E.  Parke,  S.  P.  Reimann, 
J.  L.  Richards,  J.  T.  Rugh,  L.  C.  Scheffey,  T.  C.  Stell- 
wagen,  I.  P.  Strittmatter,  W.  B.  Swartley,  W.  J. 
Taylor,  T.  T.  Thomas,  S.  E.  Tracy,  J.  R.  Wells,  F. 
White,  F.  R.  Widdowson,  A.  C.  Wood,  Philadelphia. 

Schuylkill  County  Society — D.  S.  Marshall,  Ashland; 

G.  O.  O.  Santee,  Cressona ; J.  L.  Flanigan,  J.  B. 
Heller,  M.  C.  Householder,  W.  F.  Leigh,  J.  L.  Warne, 
Pottsville;  L.  ,D.  Heim,  Schuylkill  Haven;  C.  H. 
Knauer,  Tamaqua. 

York  County  Society — J.  A.  Melsheimer,  Hanover; 
W.  F.  Bacon,  York. 


MINUTES  OF  THE  SECTION  ON  EYE,  EAR, 
NOSE  AND  THROAT  DISEASES 

OCTOBER  7,  1924 

The  first  session  of  the  Section  on  Eye,  Ear,  Nose 
and  Throat  Diseases  was  held  Tuesday,  October  7, 
being  called  to  order  at  2:20  p.  m.,  by  the  Chairman, 
Dr.  Glendon  E.  Curry,  of  Pittsburgh. 

Dr.  Curry  read  his  Chairman’s  Address. 

Dr.  H.  H.  Turner,  Pittsburgh,  read  a paper  entitled 
“Combined  Excision  of  the  Tarsus  in  Trachoma.”  This 
paper  was  discussed  by  Drs.  L.  Webster  Fox,  Phila- 
delphia; Edward  A.  Shumway,  Philadelphia;  William 
Zentmayer,  Philadelphia;  and  the  discussion  closed  by 
Dr.  Turner. 

Dr.  Warren  S.  Reese,  Philadelphia,  read  a paper 
entitled  “Ocular  Anomalies  and  Their  Clinical  Signifi- 
cance.” This  paper  was  discussed  by  Drs.  Luther  C- 
Peter,  Philadelphia;  Burton  Chance,  Philadelphia; 
William  Zentmayer,  Philadelphia;  Edward  A.  Shum- 
way, Philadelphia,  and  the  discussion  closed  by  Dr.. 
Reese. 

Dr.  Edward  B.  Heckel,  Pittsburgh,  read  a paper 
entitled  “Nonsurgical  Treatment  of  Dacryocystic  Blen- 
norrhea.” This  paper  was  discussed  by  Drs.  William 
C.  Posey,  Philadelphia ; S.  Lewis  Ziegler,  Philadelphia, 
and  the  discussion  closed  by  Dr.  Heckel. 

Dr.  Burton  Chance,  Philadelphia,  read  a paper  en- 
titled “On  Treatment  of  Interstitial  Keratitis.”  This 
paper  was  discussed  by  Drs.  William  Zentmayer,  Phila- 
delphia ; S.  Lewis  Ziegler,  Philadelphia ; Edward  B. 
Heckel,  Pittsburgh,  and  the  discussion  closed  by  Dr. 
Chance. 

Dr.  J.  Milton  Griscom,  Philadelphia,  read  a paper  en- 
titled “Bullous  Keratitis  and  Its  Relation  to  Sinus 
Disease.”  This  paper  was  discussed  by  Drs.  William 

H.  Sears,  Huntingdon ; S.  Lewis  Ziegler,  Philadelphia ; 
and  William  Zentmayer,  Philadelphia. 

Dr.  Fred  Fisher,  Jr.,  Erie,  read  a paper  entitled 
“Sphenopalatine  Ganglion  Neurosis.”  This  paper  was 
discussed  by  Dr.  F.  Earle  Magee,  Oil  City. 

The  Section  adjourned  until  Wednesday  afternoon. 

OCTOBER  8,  1924 

The  second  session  of  the  Section  on  Eye,  Ear,  Nose 
and  Throat  Diseases  was  called  to  order  on  Wednesday 
at  2:  00  p.  m.,  by  the  Chairman,  Dr.  Glendon  E.  Curry. 
The  first  order  of  business  was  election  of  officers, 
resulting  as  follows : Chairman,  Dr.  S.  MacCuen 

Smith,  Philadelphia ; Secretary,  Dr.  Nelson  S.  Wein- 
berger, Sayre. 

Dr.  Ben  Witt  Key,  New  York  City,  read  a paper 
entitled  “The  Practical  Application  of  Foreign  Protein 
Injections  in  Ocular  Infections.”  This  paper  was  dis- 
cussed by  Dr.  Hunter  W.  Scarlett,  Philadelphia,  and 
the  discussion  closed  by  Dr.  Key. 

The  following  symposium  was  presented  on  “Syphi- 
litic Manifestations  of  the  Eye,  Ear,  Nose,  Throat  and 
Larynx.” 

“The  Eye,”  Dr.  George  H.  Cross,  Chester. 

“The  Ear,”  Dr.  Francis  R.  Packard,  Philadelphia. 
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“The  Nose  and  Throat,”  Dr.  George  M.  Coates, 
Philadelphia. 

“The  Larynx,”  Dr.  Fielding  O.  Lewis,  Philadelphia. 

This  symposium  was  discussed  by  Drs.  Isaac  B. 
High,  Reading;  John  B.  McMurray,  Washington; 
Edward  A.  Shumway,  Philadelphia;  John  F.  Culp, 
Harrisburg ; George,  W.  Mackenzie,  Pliiladelphia ; 
Samuel  Cohen,  Philadelphia  ; Robert  F.  Ridpath,  Phila- 
delphia ; S.  MacCuen  Smith,  Philadelphia;  and  the 
discussion  closed  by  Dr.  Coates. 

Dr.  Arthur  Wagers,  Philadelphia,  read  a paper  en- 
titled “Chronic  Otorrhea  with  Special  Reference  to 
Conservative  Treatment  in  a Series  of  One  Hundred 
Thirty  Cases.”  This  paper  was  discussed  by  Drs.  S. 
AfacCuen  Smith,  Philadelphia;  George  W.  Mackenzie, 
Philadelphia ; George  M.  Coates,  Philadelphia,  and  the 
discussion  closed  by  Dr.  Wagers. 

The  Section  adjourned  until  Thursday  morning. 

OCTOBER  9,  1924 

The  third  session  of  the  Section  on  Eye,  Ear,  Nose 
and  Throat  Diseases  was  called  to  order  on  Thurs- 
day at  9 : 10  a.  m.,  by  the  Chairman,  Dr.  Glendon  E. 
Curry. 

The  first  order  of  business  was  Presentation  of  Cases 
and  Instruments. 

Dr.  S.  L.  Olsho,  Philadelphia,  presented  a Test 
Chart  Screen. 

Dr.  Mathew  S.  Ersner,  Philadelphia,  read  a paper 
entitled  “Bacteriological  Analysis  of  Acute  Mastoid 
Disease.  Analytical  Report  of  One  Year’s  Mastoid 
Operations.”  This  paper  was  discussed  by  Drs.  Richard 
S.  Major,  Pittsburgh;  S.  MacCuen  Smith,  Philadel- 
phia; Benjamin  H.  Shuster,  Philadelphia;  George 

M.  Coates,  Philadelphia ; and  the  discussion  closed  by 
Dr.  Ersner. 

Dr.  James  A.  Babbitt,  Philadelphia,  read  a paper  en- 
titled “The  Treatment  of  Nonsuppurative  Deafness.” 
This  paper  was  discussed  by  Drs.  George  W.  Mac- 
kenzie, Philadelphia  ; George  M.  Coates,  Philadelphia ; 
Lewis  H.  Taylor,  Wilkes-Barre ; Robert  F.  Ridpath, 
Philadelphia ; S.  MacCuen  Smith,  Philadelphia,  and  the 
discussion  closed  by  Dr.  Babbitt. 

Dr.  Seth  A.  Brumm,  Philadelphia,  read  a paper  en- 
titled “The  More  Fundamental  Causes  of  Hay  Fever 
and  Asthma.”  This  paper  was  discussed  by  Drs.  Gor- 
don J.  Saxon,  Philadelphia ; Harry  B.  Wilmer,  Phila- 
delphia; Isaac  B.  High,  Reading;  James  A.  Babbitt, 
Philadelphia ; Ralph  H.  Spangler,  Philadelphia,  and 
the  discussion  closed  by  Dr.  Brumm. 

Dr.  George  F.  Gracey,  Harrisburg,  read  a paper  en- 
titled “The  Influence  of  Focal  Infections  on  the 
Acoustic  Nerve  and  Its  End  Organ.”  This  paper  was 
discussed  by  Drs.  John  R.  Simpson,  Pittsburgh; 
Mathew  S.  Ersner,  Philadelphia ; George  W.  Mac- 
kenzie, Philadelphia;  George  M.  Coates,  Philadelphia. 

Dr.  Reid  Nebinger,  Danville,  read  a paper  entitled 
“The  Nose,  Throat  and  Larynx  in  Thyroid  Disease.” 
This  paper  was  discussed  by  Drs.  Gabriel  Tucker, 
Philadelphia,  and  Charles  H.  Frazier,  Philadelphia. 

Dr.  George  W.  Mackenzie,  Philadelphia,  offered  the 
following  motion : 

“I  move  that  a committee  of  two  be  appointed  by 
the  Chairman,  from  this  Section,  to  present  to  the 
Governor  of  Pennsylvania  and  to  the  Highway  Com- 
mission a copy  of  that  part  of  the  President’s  Address 
which  pertains  to  the  visual,  hearing  and  illiteracy 
qualifications  of  applicants  for  automobile  drivers’ 
license.” 

Motion  seconded  by  Dr.  William  H.  Sears,  and 
unanimously  carried. 

George  W.  Mackenzie  and  Dr.  George  F.  Gracey. 

Dr.  Walter  D.  Chase,  Bethlehem,  read  a paper  en- 

The  Chairman  appointed  on  this  committee  Dr. 
titled  “Cerebellar  Abscess.  Report  of  an  Interesting 
Case,  with  Description  of  Therapy  as  Practiced  by 
Professor  Torok,  of  Budapest.”  'This  paper  was  dis- 
cussed by  Drs.  George  W.  Mackenzie,  Philadelphia; 


William  H.  Sears,  Huntingdon ; Mathew  S.  Ersner, 
Philadelphia,  and  the  discussion  closed  by  Dr.  Chase. 

The  Section  on  Eye,  Ear,  Nose  and  Throat  Diseases 
adjourned  sine  die. 

Members  Registered  in  Section  on  Eye,  Ear,  Nose 
AND  Throat  Diseases 

Allegheny  County  Society — W.  W.  Blair,  W.  E. 
Brown,  L.  L-  Cooper,  G.  E.  Curry,  L.  C.  Fulton,  E. 
B.  Heckel,  G.  C.  Kneedler,  R.  S.  Major,  H.  A.  Miller, 

E.  J.  Patterson,  H.  H.  Turner,  Pittsbujgh;  E.  ,P. 
Gray,  C.  A.  Lauffer,  Wilkinsburg. 

Berks  County  Society — H.  W.  Saul,  Kutztown;  C. 
W.  Bankes,  C.  J.  Dietrich,  I.  J.  Hain,  R.  A.  Harding, 

R.  J.  Henderson,  I.  B.  High,  C.  L.  Kaucher,  J.  E. 
Kurtz,  W.  Leiser,  E.  G.  Meter,  H.  J.  Rhode,  J.  A. 
Stockier,  J.  L.  Wagner,  H.  H.  Wanner,  F.  P.  Werner, 

F.  Womer,  Reading;  S.  S.  Hill,  Wernersville. 
Bradford  County  Society — C.  M.  Coon,  Athens ; 

N.  S.  Weinberger,  Sayre. 

Bucks  County  Society — J.  A.  Weierbach,  Quaker- 
town. 

Cambria  County  Society — R.  Parker,  Johnstown. 
Carbon  County  Society — C.  J.  Kistler,  Lehighton. 
Chester  County  Society — H.  A.  Rothrock,  W.  Webb, 
West  Chester. 

Clearfield  County  Society — R.  L.  Williams,  Houtz- 
dale. 

Cumberland  County  Society — P.  A.  Wagoner,  Car- 
lisle. 

Dauphin  County  Society — J.  F.  Culp,  H.  H.  Farn- 
sler,  G.  F Gracey,  Harrisburg;  H.  W.  George,  Mid- 
dletown. 

Delaware  County  Society — G.  H.  Cross,  A.  V.  B. 
Orr,  C.  I.  Stiteler,  Chester. 

Erie  County  Society — F.  Fisher,  Erie. 

Fayette  County  Society — W.  Ji.  Bailey,  Connells- 
ville. 

Franklin  County  Society — F.  H.  Emmert,  Chambers- 
burg. 

Huntingdon  County  Society — W.  H.  Sears,  Hunting- 
don. 

Lackawanna  County  Society — F.  J.  Bishop,  J.  P. 
Donahoe,  C.  D.  Miller,  L.  G.  Redding,  Scranton. 

Lanccuster  County  Society — J.  F.  Mentzer,  H.  G. 
Reemsnyder,  Ephrata;  H.  B.  Davis,  W.  G.  Fox,  W. 

B.  Hamaker,  W.  H.  Lefever,  J.  P.  Roebuck,  T.  C. 
Shookers,  E.  J.  Stein,  Lancaster. 

Lehigh  County  Society — J.  T.  Butz,  F.  B.  Harding, 
W.  J.  Hertz,  G.  F.  Seiberling,  T.  L.  Smyth,  Allentown; 

C.  H.  Muschlitz,  Slatington. 

Lycoming  County  Society — G.  A.  Poust,  J.  C.  Brown, 
J.  A.  Campbell,  P.  H.  Decker,  W.  F.  Kunkle,  Wil- 
liamsport. 

Luzerne  County  Society — J.  E.  Scheifley,  Kingston; 

O.  F.  Kistler,  L.  H.  Taylor,  Wilkes-Barre. 

McKean  County  Society — F.  DeCaria,  Bradford. 
Mercer  County  Society — E.  MacBride,  Sharon. 
Montgomery  County  Society — A.  R.  Garner,  G.  L. 

Hoffman,  E.  G.  Kriebel,  F.  C.  Parker,  J.  B.  Price, 
J.  G.  Wilson,  Norristown;  O.  C.  Heffner,  Pottstown. 

Montour  County  Society — R.  Nebinger,  J.  H.  Sandel, 
Danville;  J.  E.  Robbins,  Wernersville. 

Northampton  County  Society — S.  Mv  Uhler,  Allen- 
town; W.  D.  Chase,  J.  E.  James,  P.  H.  Kleinhans,  P. 
H.  Walter,  Bethlehem;  T.  E.  Swan,  Easton. 

Northumberland  County  Society — L.  E.  Schoch, 
Shamokin ; H.  M.  Becker,  H.  W.  Gass,  Sunbury. 

Philadelphia  County  Society — L.  F.  Appleman,  J.  A. 
Babbitt,  P.  L-  Balentine,  A.  Barlow,  J.  A.  Bertolet, 
C.  C.  Biedert,  S.  A.  Brumm,  B.  Chance,  G.  M.  Coates, 

S.  Cohen,  J.  W.  Croskey,  T.  R.  Currie,  W.  B.  Davis, 
J H.  Dewey,  J.  Eiman,  M.  S.  Ersner,  C.  L.  Felt,  L. 
Fisher,  L.  W.  Fox,  R.  Getelman,  E.  W.  Grim,  J.  M. 
Griscom,  G.  C.  Hanna,  W.  A.  Hitschler,  C.  Jackson, 
F,  C.  Knowles,  G.  A.  Lawrence,  F.  O.  Lewis,  R.  M. 
Lukens,  C.  B.  Lull,  D.  R.  MacCarroll,  G,  W.  Mac- 
kenzie, J.  H.  Mendel,  M.  V.  Miller,  D.  Nathan,  S.  L. 
Olsho,  F.  R,  Packard,  L.  C,  Peter,  P.  J.  Pontius,  W.  S. 


November,  1924 


THE  ATLANTIC  MEDICAL  JOURNAL 


121 


Reese,  R.  L.  Ridpath,  E.  S-  Saylor,  H.  W.  Scarlett, 
G.  E.  Shaffer,  E.  A.  Shumway,  B.  H.  Shuster,  J.  C. 
Siggins,  J.  J.  Simkins,  S.  M.  Smith,  N.  P.  Stauffer, 
C.  J.  Svvalm,  G.  Tucker,  A.  J.  Wagers,  S.  M.  Wilson, 
W.  Zentmayer,  S.  L.  Ziegler,  Philadelphia. 

Schuylkill  County  Society — J.  J.  Dailey,  McAdoo ; 
T.  C.  Williams,  Mt.  Carmel ; V.  L.  Roth,  Pottsville ; 
J.  Rhoads,  Ringtown ; G.  H.  Moore,  Schuylkill  Haven ; 
J.  J.  Monahan,  Shenandoah. 

Warren  County  Society — H.  K.  Retry,  Warren. 
Washington  County  Society — J.  B.  McM,urray, 
Washington. 

Venango  County  Society — F.  E.  Magee,  Oil  City. 
York  County  Society — J.  T.  Harbold,  Dallastown; 
J Bennett,  Al.  C.  Wentz,  York. 


MINUTES  OF  THE  SECTION  ON  PEDIATRICS 

OCTOBER  7,  1924 

The  first  session  of  the  Pediatric  Section  was  called 
to  order  Tuesday,  October  7th,  at  2 p.  m.,  by  Dr. 
Robert  K.  Rewalt,  Williamsport,  Chairman,  Rajah 
Temple,  Reading.  The  afternoon  program  contained 
the  following  papers,  which  were  well  discussed,  and 
the  total  attendance  at  this  meeting  was  43 : 

Address  by  the  Chairman,  which  was  not  discussed. 

Dr.  John  H.  West,  Easton,  read  a paper  entitled 
“Atypical  Occurrence  of  Physical  Signs  in  a Case  of 
Lobar  Pneumonia.”  Dr.  Harry  Lowenburg,  Philadel- 
phia, opened  the  discussion,  which  was  closed  by  Dr. 
West. 

Dr.  George  W.  Overholser,  Reading,  read  a paper 
entitled  “Relation  of  Baby  Welfare  Work  to  the  Phy- 
sician.” Dr.  Robert  M.  Alexander,  Reading,  opened 
the  discussion  which  was  continued  by  Drs.  H.  Brooker 
Mills,  Philadelphia ; Paul  Cassidy,  Philadelphia ; 
Maurice  Kemp,  Allentown;  Harry  Lowenburg,  Phila- 
delphia; Perley  N.  Barker,  Troy;  John  A.  Camp- 
bell, Williamsport. 

Dr.  William  Jackson  Merrill,  Philadelphia,  read  a 
paper  entitled  “Congenital  Luxated  Hip;,”  (lantern 
demonstration),  which  was  discussed  by  Dr.  Clement 
R.  Bowen,  Philadelphia.  There  was  no  closing  dis- 
cussion. 

Dr.  John  D.  Donnelly,  Harrisburg,  read  a paper  en- 
titled “Preliminary  Report  of  a Study  of  Infant  Mor- 
tality in  a Certain  Community.”  The  discussion  was 
opened  by  Dr.  Henry  T.  Price,  Pittsburgh,  and  con- 
tinued by  Drs.  Wilmer  R.  Batt,  State  Registrar,  Har- 
risburg; H.  Brooker  Mills,  Philadelphia;  William  N. 
Bradley,  Philadelphia;  Paul  Cassidy,  Philadelphia; 
and  Dr.  Donnelly,  in  closing. 

Drs.  William  N.  Bradley  and  A.  C.  Wood,  Phila- 
delphia, presented  a paper,  which  was  read  by  Dr. 
Bradley,  entitled  “Suppurative  Pericarditis  in  Chil- 
dren.” In  the  absence  of  both  Drs.  John  H.  Jopson 
and  J.  C.  Gittings,  Philadelphia,  the  discussion  was 
opened  by  Dr.  A.  C.  Wood,  Philadelphia,  and  closed  by 
Dr.  William  N.  Bradley. 

Adjourned  5 : 00  p.  m. 

OCTOBER  8,  1924 

The  second  session  of  the  Pediatric  Section  was 
called  to  order,  Wednesday,  October  8th,  at  2 p.  m., 
by  Dr.  Rewalt,  Chairman,  Williamsport. 

The  Executive  Committee  made  the  following  nomi- 
nations for  officers  for  the  coming  year;  Chairman, 
Theodore  J.  Elterich,  Pittsburgh ; Secretary,  Horace 
H.  Jenks,  Philadelphia.  On  motion  duly  made  and 
seconded,  the  above  named  gentlemen  were  elected  of- 
ficers for  the  coming  year,  the  Secretary  having  cast 
a ballot  as  provided  by  the  motion. 

Dr.  Maurice  Ostheimer,  Philadelphia,  read  a paper 
entitled  “Treatment  of  Subacute  and  Chronic  Bron- 
chitis in  Childhood.”  Dr.  Charles  A.  Fife,  Philadel- 
phia, opened  the  discussion,  which  was  continued  by 
Dr.  Maurice  Ostheimer,  in  closing. 


Dr.  George  W.  Grier,  Pittsburgh,  read  a paper  en- 
titled “The  Diagnosis  and  Treatment  of  Enlarged 
Thymus”  (lantern  demonstration).  It  was  discussed 
by  Dr.  Harold  A.  Miller,  Pittsburgh. 

Dr.  Alvin  E.  Siegel,  Philadelphia,  read  a paper  en- 
titled “Hydronephrosis  in  Childhood.  Report  of  a 
Case.”  There  was  no  discussion.  Dr.  Russell  Richard- 
son, Philadelphia,  who  was  to  open  the  discussion, 
being  absent. 

Dr.  John  Foote,  Washington,  D.  C.,  had  accepted  an 
invitation  to  read  a paper  entitled  “An  Adynamic  Type 
of  Peritonitis  Seen  in  Debilitated  Infants  and  Chil- 
dren,” but  he  was  not  present  owing  to  a misunder- 
standing. 

Dr.  J.  P.  Crozer  Griffith,  Philadelphia,  read  a paper 
entitled  “Fat;  Its  Advantages  and  Disadvantages  in 
Infant  Feeding.”  Dr.  Alfred  Hand,  Jr.,  Philadelphia, 
opened  the  discussion,  which  was  continued  by  Df. 
Griffith  in  closing. 

Dr.  J.  Gibson  Logue,  Williamsport,  read  a paper  en- 
titled “Nephritis  in  Childhood.”  Dr.  Howard  Childs 
Carpenter,  Philadelphia,  opened  the  discussion  which 
was  continued  bv  Drs.  Robert  K.  Rewalt,  Williamsport ; 
Alfred  Hand,  Jr.,  Philadelphia;  John  M.  Higgins, 
Sayre;  and  J.  Gibson  Logue  in  closing. 

Adjourned  4:30  p.  mu  Attendance  57. 

OCTOBER  9,  1924 

The  third  session  of  the  Pediatric  Section  was  called 
to  order  on  Thursday,  October  9th,  at  9 a.  m.,  by 
Chairman  Rewalt,  Williamsport. 

Dr.  A.  Dattner,  Wilkes-Barre,  read  a paper  entitled 
“Congenital  Syphilis.”  Dr.  P.  Mayock,  Wilkes-Barre, 
opened  the  discussion,  which  was  continued  by  Drs. 
John  M.  Higgins,  Sayre;  Charles  H.  Miner,  Wilkes- 
Barre;  and  A.  Dattner  in  closing. 

Dr.  Warren  B.  Davis,  Philadelphia,  read  a paper 
entitled  “Paranasal  Sinusitis  in  Children.”  (Lantern 
demonstration  and  exhibition  of  selected  specimens.) 
Dr.  James  A.  Babbitt,  Philadelphia,  opened  the  dis- 
cussion, which  was  continued  by  Drs.  M.  Solis  Cohen, 
Philadelphia,  and  Warren  B.  Davis,  in  closing. 

Dr.  Charles  Hendee  Smith,  New  York  City,  read  a 
paper  (by  invitation)  entitled  “Diagnosis  of  Tubercu- 
losis in  Children.”  Dr.  J.  C.  Gittings,  Philadelphia, 
opened  the  discussion,  which  was  continued  by  Drs. 
Charles  H.  Aliner,  Wilkes-Barre;  Percival  Nicholson, 
Ardmore ; Alexander  Armstrong,  White  Haven ; Rob- 
ert K.  Rewalt,  Williamsport;  and  Charles  Hendee 
Smith,  in  closing. 

Dr.  James  H.  Mendel,  Philadelphia,  read  a paper 
entitled  “Acute  Infections  of  the  Middle  Ear  in  Chil- 
dren.” (Illustrated  by  the  author’s  paintings.)  Dr. 
S.  MacCuen  Smith,  Philadelphia,  discussed  this  paper. 

Dr.  Charles  W.  Burr,  Philadelphia,  read  a paper 
entitled  “A  Statistical  Study  of  St.  Vitus’  Dance.” 
The  discussion  was  opened  by  Dr.  J.  Claxton  Gittings, 
Philadelphia,  and  continued  by  Drs.  Charles  Hendee 
Smith,  New  York  City;  Frederick  H.  Leavitt,  Phila- 
delphia; and  Charles  W.  Burr,  in  closing. 

Dr.  H.  O.  Rohrbach,  Bethlehem,  read  a paper  en- 
titled “Supervision  of  the  Dairy  Herd  is  Necessary 
to  Prevent  Some  Anaphylactic  Symptoms  in  Infant 
Feeding.”  Dr.  J.  Claxton  Gittings,  Philadelphia, 
opened  the  discussion,  which  was  closed  by  Dr.  Rohr- 
bach. 

Adjourned  12:30  p.  m.  Attendance  64. 

Members  Registered  in  Section  on  Pediatrics 

Allegheny  County — H.  T.  Price,  Pittsburgh. 

Berks  County  Society — G.  Hetrick,  Birdsboro ; H. 
P.  Brunner,  H.  Bucher,  M.  L.  Cahn,  H.  H.  Muhlen- 
berg, G.  W.  Overholser,  C.  Shetter-Keiser,  Reading. 

Bradford  County  Society — J.  E.  Everitt,  J.  M.  Hig- 
gins, Sayre;  P.  N.  Barker,  Troy. 

Bucks  County  Society — W.  F.  Weisel,  Quakertown. 
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Chester  County  Society — M.  Margo’ies,  Coatesville; 
J.  R.  Maxwell,  Parkersburg. 

Clearfield  County  Society — J.  M.  Quigley,  Clear- 
field. 

Clinton  County  Society — C.  B.  Kirk,  Mill  Hall. 
Cumberland  County  Society — J.  B.  McCreary,  Ship- 
pensburg. 

Dauphin  County  Society — AI.  I.  Stein,  Harrisburg; 
J.  R.  Plank,  Steelton. 

Delaware  County  Society — K.  Ulrich,  Chester ; E. 

L.  Clark,  Media. 

Fayette  County  Society — J.  L.  Junk,  Connellsville. 
Lancaster  County  Society — J.  D.  Denney,  H.  B. 
Roop,  Columbia ; B.  J.  Reemsnyder,  Ephrata ; D.  E. 
Cary,  D.  W.  Draper,  G.  W.  Staler,  C.  H.  Witmer, 
Lancaster;  W.  J.  Leaman,  Leaman  Place;  W.  M. 
Workman,  Mount  Joy ; J.  S.  Kendig,  Salunga. 

Lebanon  County  Society — J.  D.  Kerr,  Lebanon ; J. 
D.  Boger,  Richland. 

Lehigh  County  Society — M.  Kemp,  R.  F.  Merkle, 
J W.  North,  T.  H.  Weaber,  Allentown;  H.  B.  Kern, 
Slatington. 

Lucerne  County  Society — E.  L.  Meyers,  Wilkes- 
Barre. 

Lycoming  County  Society — R.  H.  Born,  Montours- 
ville;  J.  G.  Logue,  R.  K.  Rewalt,  Williamsport. 

Montgomery  County  Society — P.  Nicholson,  Ard- 
more; W.  R.  Roberts,  Norristown. 

Northampton  County  Society — H.  O.  Rohrbach, 
Bethlehem. 

Northumberland  County  Society— C.  C.  Cooner, 
Kulpmont. 

Philadelphia  County  Society — E.  L.  Bauer,  L.  F. 
Bender,  W.  N.  Bradley,  C.  W.  Burr,  H.  C.  Carpenter, 
P.  B.  Cassidy,  J.  D.  Donnelly,  F.  S.  Ferris,  C.  A. 
Fife,  J.  C.  Gittings,  A.  Hand,  H.  H.  Jenks,  T.  C. 
Kelly,  H.  Lowenburg,  R.  J.  Melman,  H.  B.  Mills,  W. 
J Merrill,  M.  Ostheimer,  S.  Rubin,  H.  S.  Snyderman, 
R.  M.  Tyson,  S.  S.  Woody,  Philadelphia. 

Washington  County  Society — C.  C.  Cracraft,  Clays- 
ville. 

Westmoreland  County  Society — W.  F.  N.  Koegel, 
Monessen;  H.  B.  Emerson,  Yukon. 

York  County  Society — L.  M.  Hartman,  York. 

Members  Registered  ; Section  not  Designated 

Allegheny  County  Society — H.  Bartle,  W.  F.  Donald- 
son, J.  A.  Hawkins,  Pittsburgh. 

Berks  County  Society — F.  G.  Potteiger,  Hamburg; 
H.  M.  Allen,  W.  M.  Bertolet,  D.  N.  Bertolette,  W.  F. 
Krick,  C.  S.  Reber,  H.  E.  Schlemm,  S.  B.  Taylor, 
Reading;  W.  W.  Livingood,  Robesonia. 

Bucks  County  Society — A.  C.  Biehn,  Quakertown. 
Clarion  County  Society — ^J.  E.  Stute,  Parkers  Land- 
ing. 

Clinton  County  Society — G.  D.  Mervine,  Lock  Haven. 
Dauphin  County  Society — E.  S.  Everhart,  Lemoyne. 
Delaware  County  Society — W.  A.  Blair,  Upland. 
Lackawanna  County  Society— W.  J.  O’Malley, 
Scranton. 

Lancaster  County  Society — H.  D.  Leh,  E.  K.  Smith, 
J.  J.  Sullivan,  M.  H.  Yoder,  Lancaster. 

Northumberland  County  Society — F.  D.  Raker, 
Shamokin. 

Philadelphia  County  Society — W.  H.  Annesley,  N. 

M.  MacNeill,  A.  E.  Siegel,  W.  J.  Taylor,  Philadelphia. 
Schuylkill  County  Society — -J.  K.  Berk,  Frackville ; 

J.  A.  Lessig,  Schuylkill  Haven. 

Washington  County  Society — W.  D.  Martin,  Dunn’s 
Station. 

York  County  Society — P.  A.  Noll,  York. 


Registration 

BY  Counties 

Adams — i 

Lancaster — 55 

Allegheny — 59 

Lawrence — i 

Armstrong — i 

Lebanon — i 0 

Beaver — 2 

Lehigh^ — 28 

Bedford — 2 

Luzerne — 20 

Berks — 125 

Lycoming— 20 

Blair — 4 

McKean — 2 

Bradford — 9 

Mercer — i 

Bucks — 1 1 

Mifflin — 3 

Butler — I 

Monroe — 0 

Cambria — 8 

Montgomery — 38 

Carbon — ^3 

Montour — 7 

Center — 5 

Northampton — 32 

Chester^ — 14 

Northumberland — 13 

Clarion — 2 

Perry — i 

Clearfield — 9 

Philadelphia — 214 

Clinton — 3 

Potter — 0 

Columbia — 3 

Schuylkill — ^30 

Crawford — i 

Snyder — 2 

Cumberland — 6 

Somerset — i 

Dauphin — 26 

Sullivan — i 

Delaware — 19 

Susquehanna — 0 

Elk— I 

T ioga — 2 

Erie — 8 

Union — i 

Fayette — 9 

Venango — i 

Franklin — 3 

Warren — 3 

Greene — 0 

Washington — 5 

Huntingdon — 8 

Wayne — i 

Indiana — i 

Westmoreland — 5 

Jefferson — 2 

Wyoming — 2 

Juniata — 0 
Lackawanna — 19 

York — 19 

Guests 

Sedgwick  E.  Austin,  Auburn,  N.  Y. ; Stephen  Gy- 
land,  Barron,  Wis. ; Philip  S.  Hench,  Rochester,  Minn. ; 
Ambrose  Hunsberger,  Philadelphia;  Woods  Hutch- 
inson, Boston,  Mass.;  Ben  Witt  Key,  New  York  City, 

N.  Y. ; Philip  Marvel,  Jr.,  Atlantic  City,  N.  J. ; 
Howard  F.  Palm,  Camden,  N.  J. ; John  Osborn  Polak, 
Brooklyn,  N.  Y. ; O.  J.  Specker,  D.D.S.,  Reading; 
Abraham  Zingher,  New  York  City,  N.  Y. ; Carl  Bach- 
man, Philadelphia;  S.  Baron,  Bryn  Mawr ; W.  Wendel 
Becker,  R.  F.  Courtney,  Reading;  C.  W.  Cummings, 
Pittsburgh  ; J.  H.  Esphinslade,  Lancaster ; E.  E.  Flana- 
gan, Hamburg ; B.  L.  Fleming,  Philadelphia ; W.  R. 
Glenney,  Pottsville ; S.  B.  Hertzog,  Hamburg ; F.  M. 
E.  Howell,  Reading ; N.  W.  Johnston,  Selins  Grove ; 
J E.  Landis,  Reading;  W.  F.  Long,  Mertztown; 
Norval  D.  Marbaker,  Hamburg;  H.  Y.  Neiman,  Potts- 
town;  S.  X.  Radbill,  Philadelphia;  David  Rose, 
Chester;  F.  M.  Sher,  Lancaster;  M.  M.  Shick,  Elwyn; 
Henry  C.  Schwart,  Philadelphia;  E.  N.  VanDyke, 
Scranton ; W.  E.  Van  Norden,  Reading. 

Lady  Visitors  Registered 


Allegheny — 21 

Jefferson — 4 

Beaver — ^3 

Lackawanna — 12 

Bedford — 2 

Lancaster — 24 

Berks — 79 

Lawrence — i 

Blair — 2 

Lehigh — 10 

Bradford — 2 

Lebanon — 5 

Bucks — 2 

Luzerne — 3 

Butler — I 

Lycoming — 8 

Cambria — 3 

Mifflin — 4 

Carbon — 2 

Montgomery — 13 

Center — 2 

Northampton — 18 

Chester — 10 

N orthumberland — 1 

Clarion — ^3 

Philadelphia — 51 

Clearfield — 4 

Schuylkill — 17 

Crawford — 2 

Snyder — i 

Dauphin — ii 

Somerset — 2 

Delaware — 2 

Venango — i 

Elk— I 

Warren — 2 

Erie— 5 

Washington — ^3 

Fayette — i 

Wyoming — I 

Franklin — 2 

York— 5 

Huntingdon — ^3 

Total— 344 
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ORIGINAL  ARTICLE 


EXPERIENCES  IN  THE  STATE  BOARD 
OF  HEALTH*t 
L S.  CONWELL,  M.D. 

DOVER,  DEE. 

The  only  reason  assigned  by  the  members  of 
the  Kent  County  Medical  Society  at  the  last 
meeting  for  asking  me  to  represent  that  Society 
on  the  program  of  the  State  meeting  was  that 
as  I had  just  returned  to  practice  I had  plenty 
of  time.  I tried  to  convince  them  that  time  was 
not  the  only  or  even  the  chief  consideration,  but 
that  ability  should  be  considered  first ; that  often 
the  busiest  man  was  the  best  qualified  for  extra 
work;  that  it  was  generally  advised  that  if  any- 
body wanted  anything  done  to  ask  the  busy  man 
to  do  it.  All  this  was  to  no  avail ; they  seemed 
to  think  as  I was  present  when  the  change  took 
place  that  I must  have  some  experiences  to  re- 
late and  some  opinions  to  express. 

If  an  “Ex”  talks  too  much,  especially  if  he 
criticizes  the  persons,  powers,  or  agencies  that 
have  made  him  an  “Ex,”  some  one  is  liable  to 
think  he  is  a sorehead,  and  this  I do  not  admit 
being.  He  who  does  not  make  any  application 
for  a position,  asks  for  no  testimonials,  sends 
no  photograph,  but  merely  assumes  the  attitude 
of  a passive  recipient  of  whatever  comes,  has 
probably  no  just  cause  to  feel  disappointed  if 
he  receives  no  consideration.  If  he  waits  for 
the  job  to  seek  him,  he  most  likely  is  not  sought. 
If  his  inclinations  are  toward  retirement,  he  is 
likely  to  receive  it.  To  me,  retirement  to  the 
peace  of  home  and  the  small  town  practice  was 
alluring.  This  was  made  more  so  by  the  red 
tape  laws  enacted  at  the  instigation  of  outside 
interested  agencies  placed  in  the  hands  of  am- 
bitious men  and  legislators  by  each  biennial  or 
extra  session  of  the  legislature.  For  instance, 
an  expert  accountant  lobbied  through  a new  state 

*Read  before  the  Medical  Society  of  Delaware,  Middletown, 
October  9,  1923. 

t Editor’s  Note. — In  1923  the  Delaware  State  Board  of  Health 
was  abolished,  being  superseded  by  the  Commission  of  Health 
and  Welfare,  consisting  of  four  physicians  (one  female)  and 
three  laymen  (all  female).  The  new  Commission  did  not 
retain  Dr.  Conwell  as  Executive  Secretary. 


auditor’s  bill,  which  after  it  was  passed  required 
his  high-priced  services  to  put  in  effect,  and 
after  it  was  in  effect  required  many  times  as 
much  work  by  officials  and  many  times  as  much 
expense  to  the  state  in  the  way  of  office  force 
as  was  previously  required.  Then  came  a State 
Board  of  Supplies  with  several  additional  sal- 
aries and  additional  red  tape  to  be  unraveled  by 
the  officials.  This  continued  system  of  office- 
making has  reached  the  point  where  it  makes 
one  feel  like  one  of  a band  of  pirates  scuttling 
the  ship  of  state,  and  being  an  accessory  was 
distasteful  to  me. 

Outside  propagandists,  lobbyists  and  laws 
should  be  just  as  displeasing  to  Delawareans  as 
outside  men.  Some  lobbyists  were  advocating 
the  passage  of  laws  almost  on  a par  with  build- 
ing a battleship  to  be  launched  in  Jones’  Creek 
and  then  another  bill  to  dredge  the  creek  to  float 
it,  so  that  the  desires  for  retirement  became 
rather  strong,  and  I am  thankful  that  it  has  been 
allowed.  Tendencies  were  too  progressive  ( ?) 
for  me.  President  Coolidge  wisely  advises, 
“Give  administration  a chance  to  catch  up  with 
legislation.”  The  state,  the  county,  the  nation 
have  gone  wild  with  so-called  progressiveism. 
People  have  discarded  the  old-fogy  plan  of  hav- 
ing all  they  can  pay  for,  and  have  adopted  the 
plan  of  having  all  they  can  pay  interest  upon. 
The  bull  moose  may  be  a noble  animal,  but  I am 
of  the  opinion  the  ox  is  a more  useful  one. 

Even  as  my  presidential  address  four  years 
ago,  when  I had  only  been  secretary  of  the  State 
Board  of  Health  for  a'  few  months,  and  when 
the  newness  of  the  multitudinous  duties  was  so 
pressing  upon  my  time  and  mind  that  I did  not 
want  to  give  much  consideration  to  anything  else 
than  the  problems  of  preparation  for  the  work, 
was  somewhat  in  the  nature  of  a salutatory,  so 
now  at  the  close  of  my  tenure  of  office  I feel 
more  like  giving  a valedictory,  a farewell,  than 
undertaking  to  treat  a strictly  medical  subject. 
As  the  valedictory  address  to  the  school,  class- 
mates and  faculty  is  not  only  a farewell  but  full 
of  good  wishes,  so  in  this  case. 

Freedom  from  responsibility  is  a soothing 
feeling  which  can  only  be  appreciated  by  one 
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who  has  been  relieved  of  it;  freedom  from  re- 
sponsibility if  preventable  diseases  are  not  pre- 
vented. When  the  health  officer  becomes  sen- 
sitively attuned,  every  case  of  smallpox,  typhoid 
fever  or  diphtheria  reported  to  his  office  has  the 
same  effect  on  him  as  a discord  has  upon  the  ear 
of  the  skilled  musician.  Means  were  available 
for  their  prevention.  Why  were  they  not  used  ? 
Also,  freedom  from  responsibility  is  a relief  if 
the  people  are  permitted  to  drink  polluted  water 
or  milk,  or  eat  misbranded  or  adulterated  food, 
or  eggs  or  meat  that  has  been  too  long  in  cold 
storage,  or  if  some  canner  puts  water  in  his 
canned  tomatoes,  or  if  some  infant  gets  ophthal- 
mia neonatorum  and  goes  blind,  or  some  ve- 
nereal case  is  spreading  the  infection,  or  if  some 
child  is  getting  its  milk  supply  from  a cow  that 
has  not  been  tuberculin  tested.  It  is  pleasant  to 
know  that  somebody  else  is  remiss  in  duty  if  a 
birth,  marriage  or  death  certificate  is  not  found 
in  the  Bureau  of  Vital  Statistics  when  a certified 
copy  is  asked  for;  that  somebody  else  is  remiss 
if  dead  bodies  are  disinterred  without  a permit ; 
that  somebody  else  is  to  be  held  responsible  if 
the  odors  of  putrefaction  float  into  the  dining 
room  window  on  account  of  a neighbor’s  dead 
horse  or  cow  not  having  been  given  proper 
sepulture,  or  if  the  cesspool  becomes  a nuisance 
or  a menace  on  account  of  bad  odors  or  prox- 
imity to  the  pumping  station,  which  occasions 
refusal  for  the  use  of  that  water  on  railroad  or 
steamboats  for  drinking  and  culinary  purposes 
in  interstate  traffic ! The  complaints  are  to  be 
made  to  somebody  else  if  the  laboratory  sends 
a positive  Widal  report  after  the  patient  has  re- 
covered. Request  for  protection  is  to  be  sought 
of  somebody  else  if  people  with  communicable 
diseases  violate  the  quarantine  regulations,  or  if 
mad  dogs  are  in  the  neighborhood,  or  the  anti- 
rabic  serum  is  slow  in  arriving,  or  the  diphtheria 
antitoxin  at  your  druggist’s  is  out-dated,  or  if 
vaccination  makes  the  arm  sore,  or  if  some  local 
board  of  health  ceases  to  function. 

Let  somebody  else  read  the  health  laws  so  as 
to  be  able  to  answer  the  correspondence  of  the 
Surgeon-General  of  the  U.  S.  Public  Health 
Service  and  his  numerous  assistants,  allied  pri- 
vate agencies,  institutions,  commercial  and  in- 
dustrial enterprises;  let  somebody  else  supply 
statistics  for  life  insurance  companies  as  well  as 
the  47  other  state  health  officers,  plus  those  of 
foreign  countries.  So  much  reading  and  corre- 
spondence! I have  actually  read  a novel  during 
the  past  month — something  I had  not  done  for 
four  and  one-half  years.  And  then  there  are 
other  minor  duties  which  the  assistants  can 
largely  attend  to,  such  as  keeping  supplies,  etc., 
but  the  Secretary  must  know  their  place  in  stock 


and  send  them  out  upon  request  of  those  having 
business  with  the  department.  Issuing  mid- 
wives’ licenses,  sending  checks  for  birth  and 
marriage  certificates ; getting  out  the  biennial 
report,  sending  morbidity  reports  to  Washington 
every  week  as  collaborating  epidemiologist,  send- 
ing venereal  reports  each  month  as  V.  D.  offi- 
cer, trying  to  read  illegible  certificates,  sending 
transcripts  of  birth  and  death  certificates  to  the 
Bureau  of  the  Census  as  special  agent  for  that 
department — all  are  duties  of  the  Secretary. 

Now,  I must  discontinue  this  relation  of  the 
troubles  and  duties  of  the  Secretary,  or  some 
one  is  likely  to  call  this  paper  my  swan  song. 
It  has  not  been  presented  for  my  own  gratifi- 
cation, but  with  a hope  that  a setting  forth  of 
these  things  will  enlighten  any  of  the  profession 
not  fully  aware  of  what  a state  health  depart- 
ment is  supposed  to  do,  and  with  a hope  that  it 
may  stimulate  cooperation. 

After  all,  the  acid  test  of  the  efficiency  of  the 
department  is  the  morbidity  and  mortality  fig- 
ures for  communicable  diseases.  Both  of  these 
show  that  this  state  has  maintained  about  normal 
conditions,  aside  from  an  excess  of  smallpox  in 
1919,  and  of  scarlet  fever  in  1922.  Mortality 
from  typhoid  fever  has  been  practically  the  same 
during  the  four  years.  There  has  been  a grati- 
fying decrease  in  diphtheria  deaths,  this  largely 
due  to  your  skill  in  its  treatment,  but  it  is  hoped 
also  in  some  measure  due  to  the  free  antitoxin 
law,  one  of  the  legacies  of  my  administration. 
There  were  40  deaths  from  this  disease  in  1919, 
27  in  1920,  14  in  1921  and  17  in  1922,  but  there 
could  be  a further  reduction,  almost  to  o,  if  the 
people  would  allow  the  profession  to  use  the 
Schick  test  and  administer  toxin-antitoxin  to 
susceptibles.  The  26  typhoid  deaths  could  prac- 
tically all  have  been  prevented  by  sanitation  and 
immunization,  and  another  epidemic  of  smallpox 
could  be  prevented  by  universal  vaccination.  So 
there  is  still  plenty  of  use  for  and  work  for  the 
health  department. 

Restoration  to  the  ranks  as  a practitioner  is 
not  to  me  a demotion,  but  a great  liberty.  I read 
in  my  boyhood  the  story  of  William  Tell.  My 
feelings  coincide  with  his,  when  after  release 
from  prison  he  said  to  his  Swiss  neighbors,  “Ye 
peaks  and  crags,  I am  with  you  once  again.  I 
hold  you  the  same  hands  I once  before  did  hold 
you,  to  show  you  I again  am  free.”  I am  thank- 
ful to  you  for  all  the  cooperation  you  have  ex- 
tended. Some  of  you  have  gone  so  far  as  to 
ask  me  to  try  to  get  the  new  job,  assuring  me  of 
your  entire  satisfaction  with  the  conduct  of  the 
health  department,  and  these  words  were  like  a 
drink  of  cool  water  to  a dry  and  thirsty  man. 

The  new  “State  Health  and  Welfare  Commis- 
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sion”  will  have  the  additional  duty  of  endeavor- 
ing to  reduce  the  number  of  tuberculosis  cases 
in  the  state  and  the  deaths  therefrom,  and  also 
the  duty  of  saving  the  lives  of  little  children.  I 
mean  the  campaign  against  infant  mortality.  If 
this  can  be  done  it  will  help  more  than  any  other 
activity  in  bringing  about  the  goal  of  20  years, 
i.  e.,  increased  average  of  human  life  in  the  next 
50  years,  but  past  results  are  not  very  encour- 
aging, as  deaths  under  two  years  of  age  have 
not  been  reduced  very  materially.  Congenital 
debility,  bad  blood,  poverty,  improper  diet,  etc., 
are  to  be  coped  with  if  much  improvement  in 
the  situation  is  to  be  achieved. 

Here  is  hoping  that  the  new  organization  with 
its  aggregation  of  brains  and  beauty  will  be  able 
to  do  what  the  old  State  Board  of  Health  was 
not  able  to  do  ! 

DISCUSSION 

Dr.  G.  W.  K.  Forrest  (Wilmington,  Del.)  ; I have 
been  in  touch  with  Dr.  Conwell’s  activities  for  a num- 
ber of  years  and  I know  the  problems  of  the  past  State 
Board  of  Health.  There  seemed  to  be  on  the  part  of 
the  general  practitioner,  so  far  as  I could  size  it  up, 
during  the  time  in  which  I was  a member  of  the  Board, 
no  desire  to  cooperate  with  us,  it  being  extremely  diffi- 
cult to  obtain  sufficient  reports  on  vital  statistics.  I 
want  to  congratulate  Dr.  Conwell  on  the  manly  stand 
he  has  taken  to-day,  and  his  promise  to  support  and 
cooperate  with  the  new  Commission  of  Health  and 
Welfare.  Although  all  the  appointments  may  not  be 
approved  by  us,  personally  I trust  that  we  will  get 
back  of  all  the  new  members  of  the  Commission  and 
their  new  health  officers  and  give  them  our  whole- 
hearted support,  whether  we  agree  with  the  per- 
sonnel of  the  incoming  Commission  or  not.  Let  us 
give  them  criticism,  if  any,  of  a conservative  nature. 

Dr.  W.  O.  LaMotte  (Wilmington,  Del.)  : I think 
Dr.  Forrest  is  perfectly  right,  and  I hope  every  mem- 
ber will  get  behind  the  new  Commission  and  help  in 
every  way  possible,  until  we  have  very  good  reason  to 
do  otherwise. 

Dr.  W.  E.  Bird  (Wilmington,  Del.)  : I have  not  al- 
ways agreed  with  Dr.  Conwell’s  policies,  but  on  this 
occasion  I wish  to  express  my  admiration  for  his  up- 
hill fight  against  Delaware’s  greatest  evils — legislative 
log-rolling,  political  jobbery,  and  bureaucracy.  In  his 
return  to  private  practice,  I assure  him  we  all  wish 
him  much  success  and  happiness. 


Dr.  O.  Pine  queries : Have  you  noticed  that  the 
average  medical  work  is  remarkably  grandiloquent  in 
the  analysis  of  a malady  and  correspondingly  laconic 
in  the  treatment  thereof? 

Dr.  O.  Pine  queries : How  can  the  specialists  con- 
sistently claim  that  the  general  medico  is  vanishing? 
Wliat  would  they  do  for  an  audience  at  Reading,  if 
“common  docs”  were  so  sparse  in  Pennwood? 

Dr.  O.  Pine  queries ; Is  it  not  about  time  that 
scientific  medicine  cast  off  the  shackles  of  religion  and 
politics  as  all  other  scientific  divisions  have  done, 
and  instead  of  becoming  an  appendage  to  mysticism 
and  intrigue,  dominate  its  own  honest,  intelligent  do- 
main? 


EDITORIAL 


WILSON  WINS 

On  February  23,  1924,  one  “Dr.”  H.  L.  Wilson, 
a chiropractor  residing  and  practicing  in  Wil- 
mington, was  arrested  on  the  charge  of  practic- 
ing medicine  without  a license.  In  the  municipal 
court  the  next  day  his  counsel  had  the  case  con- 
tinued, but  he  was  later  held  for  the  upper  court. 
The  case  attracted  considerable  attention  at  the 
time,  as  it  was  a test  case.  The  regular  physi- 
cians offered  their  evidence  to  the  Attorney- 
General,  and  also  offered  the  services  of  their 
counsel  for  anything  that  the  Attorney-General 
may  ask  him  to  do  in  connection  with  the  case. 
His  reply  was  rather  noncommittal.  The  physi- 
cians have  had  the  feeling  all  along  that  the 
Wilson  case  would  never  be  pushed,  a feeling 
engendered  by  the  rather  popular  impression  of 
the  present  Attorney-General  as  being  more  or 
less  inactive  unless  forced  to  act  by  public  opin- 
ion. In  such  a case  as  the  Wilson  case  there 
was,  of  course,  no  public  opinion  expressed.  So 
true  to  form,  last  week  at  the  September  term 
of  court,  he  had  the  case  stricken  from  the 
docket,  on  the  ground  that  there  was  no  law 
licensing  chiros  in  this  state,  and  therefore  they 
were  not  able  to  secure  licenses. 

This  is  the  most  daring  act  he  has  performed 
in  many  years  of  public  service  (?)  in  various 
jobs,  and  the  excuse  for  not  acting  in  this  case 
is  the  flimsiest  imaginable.  The  charge  was  not 
that  of  practicing  chiropractic  without  a chiro 
license,  but  of  practicing  medicine  without  a 
medical  license.  The  law  in  this  state  is  very 
specific,  and  says  that  any  person  practicing  the 
healing  art,  or  setting  themselves  up  to  practice 
the  healing  art,  for  or  with  the  expectation  of 
receiving  remuneration  in  money  or  in  kind,  is, 
within  the  purview  of  the  law,  practicing  medi- 
cine. Wilson,  and  all  the  other  quacks  of  simi- 
lar ilk,  not  only  demand  money  for  their  alleged 
services,  but  generally  demand  it  in  advance. 
We  have  the  goods  on  Wilson,  secured  by  repu- 
table persons  in  a reputable  way,  yet  we  heard 
some  months  ago  that  the  Attorney-General 
would  refuse  to  try  the  case  because  the  evidence 
had  been  obtained  by  a paid  detective.  We 
should  like  to  ask  the  Attorney-General  if  he 
ever  uses  evidence  of  detectives?  We  have  a 
sneaking  suspicion  that  about  three-fourths  of  all 
his  criminal  cases  are  tried  on  the  evidence  of 
detectives.  We  have  even  heard  of  some  cases 
where  conviction  was  obtained  on  the  evidence 
of  detectives  alone.  What  an  excuse  for  not 
doing  his  duty ! What  a rap  at  human  intelli- 
gence ! What  a travesty  on  justice ! We  venture 
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the  assertion  that  if  anybody  should  land  in 
Delaware  and  attempt  to  practice  law  without 
a license  the  Attorney-General  would  act,  and 
act  mighty  quickly. 

When  almost  every  state  in  the  Union  is  send- 
ing these  chiros  to  the  penitentiary  for  the 
deaths  they  produce ; when  almost  every  court  in 
the  land  has  sentenced  these  chiros  to  jail  or  to 
heavy  fines  for  practicing  medicine  without  a 
license ; when  attorney -generals  the  country  over 
state  that  they  will  protect  the  people  from  these 
quacks  and  imposters,  as  is  their  sworn  duty ; 
when  the  officers  of  the  law  make  it  so  hot  for 
these  vultures  everywhere  that  they  have  formed 
a legal  protective  bureau  and  have  asked  every 
chiro  to  chip  in  ten  bucks ; when  all  this  can  be 
done  elsewhere,  there  is  something  mighty  funny 
when  we  can  get  no  action  in  Delaware.  We 
do  not  charge  that  the  Attorney-General  has  been 
reached ; we  do  not  say  that  he  has  been  fixed ; 
but  with  the  law  on  the  books  as  plain  as  the  nose 
on  your  face,  we  do  demand  a better  reason  for 
not  prosecuting  this  Wilson  case  than  the  one 
that  was  given.  The  legitimate  physicians  of  Del- 
aware are  not  yet  through  with  these  chiros  and 
their  official  friends. 

W.  E.  B. 


MISCELLANEOUS 


OBSERVATIONS  ON  A POPULAR  DISEASE 

The  following  composition  was  entered  for  a prize 
offered  to  school  children  for  the  best  composition 
written  after  a tour  of  inspection  of  a tuberculosis 
exhibit  at  Cambridge,  Mass. : 

Tuberculosis  was  started  in  1884  by  Dr.  Trudeau, 
who  had  it  in  the  Adirondacks.  Although  consumption 
is  not  herited  and  does  not  belong  to  this  climate  it  is 
getting  very  popular.  It  is  often  cured.  For  instance 
a young  boy  was  operated  on  for  appendicitis  but  when 
opened  his  appendice  was  found  to  be  full  of  Tubercle. 
He  was  quickly  sewed  up  and  his  father  bought  him  a 
sweater  and  out  of  door  outfit  and  now  he  is  doing 
very  well. 

In  Colorado  where  people  have  consumption  they  had 
to  take  their  furniture  out  and  build  a tent  and  live  in 
out  of  doors. 

In  one  of  the  pictures  of  Colorado  show  where  a man 
sat  twelve  hours  with  his  hands  foled. 

The  people  of  Colorado  are  very  healthy  but  Colo- 
rado is  a very  consumptive  state,  also  Massachusetts 
is.  Twelve  good  breaths  a day  will  cure  consumption. 

Consumption  is  a germ  disease  and  ^ of  all  con- 
sumptives are  cured. 

The  sleeping  bags  are  very  useful  to  the  consumptive 
people  because  they  can  put  their  heads  alone  into 
them  or  leave  their  heads  out  and  put  the  rest  of  the 
bodies  into  them.  I saw  the  germs.  It  is  a big  white 
ball  with  blue  spots  on  it.  I think  it  would  be  fine  to 
sleep  in  one  of  those  beds  with  the  head  inside  and  the 
lungs  outside. 
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This  edition  is  a timely  contribution  on  the  subject. 
The  book  is  well  written,  and  is  profusely  and  spendidly 
illustrated.  The  general  considerations  taken  up  in 
the  first  chapter  are  well  worth  reading.  The  subject 
of  dislocations  and  general  fractures  of  special  bones 
and  joints  is  discussed  at  length  in  the  subsequent 
chapters.  The  author  goes  into  detail  as  to  modes  of 
reduction,  and  throughout  the  volume  emphasizes  the 
conservative  method  of  treatment,  but  does  not  hesi- 
tate to  make  very  direct  and  conclusive  statements  as 
to  the  more  radical  treatment  of  some  of  these  lesions. 
The  after  treatment  for  the  various  conditions  de- 
scribed in  the  book  is  complete  and  of  great  value. 
The  very  latest  methods  and  their  application,  gathered 
from  experience  during  the  recent  war,  are  also  em- 
bodied in  the  volume.  The  index  is  unusually  com- 
plete. On  the  whole  it  is  a worthy  effort  to  make 
clear  the  treatment  of  these  very  difficult  cases. 

L.  D.  E. 

( Continued  on  page  xiv.) 
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ACRODYNIA* 

REPORT  OF  FOUR  CASES 
ROBERT  K.  REWALT,  M.D. 

WILLIAMSPORT,  PA. 

FOREWORD  TO  THE  MEMBERS  OF  THE  SECTION 

To  paraphrase  one  of  our  notables  in  the  field 
of  writing,  “Some  are  born  to  honorable  posi- 
tions, some  achieve  them,  while  others  have  these 
honorable  positions  thrust  upon  them.”  By 
whatever  route  this  may  have  been  accomplished, 
I have  no  apology  to  offer.  But  I do  wish  to 
thank  the  members  of  this  section  most  sin- 
cerely for  the  great  honor  of  being  your  chair- 
man. As  some  of  you  know,  there  is  a certain 
amount  of  work  connected  with  the  offices  of 
chairman  and  secretary  of  any  section  of  the 
State  Society,  but  I believe  I am  not  overstating 
the  case  when  I tell  you  that  the  officers  of  the 
Pediatric  Section  have  just  a trifle  more  work 
to  do  than  the  officers  of  any  other  section. 

There  are  several  reasons  for  this.  In  the 
first  place,  we  are  the  newest  section,  having 
been  in  existence  only  eight  years.  Also,  until 
very  recently,  pediatrics  as  a specialty  was  con- 
fined to  the  men  of  the  large  cities.  Most  of 
the  work  in  children’s  diseases  was  done  by  the 
general  practitioner,  and  for  some  reason  or 
other,  he  was  particularly  backward  about  pre- 
senting a paper  on  the  subject.  Year  after  year 
the  section  on  pediatrics,  along  with  the  other 
sections,  has  urged  the  members  to  volunteer 
papers  through  the  columns  of  The  Atlantic 
Medical  Journal.  The  appeal  has  fallen  on 
rocky  soil.  The  officers  have  been  obliged  to 
threaten,  cajole,  browbeat  and  tearfully  plead  to 
gather  together  a program. 

Such  a condition  is  no  longer  worthy  of  this 
section.  Every  year  more  men  are  turning  their 
special  attention  to  children.  It  does  not  neces- 
sarily follow  that  to  present  a paper  before  this 

*The_  Chairman  s Address,  _ delivered  before  the  Section  on 
Pediatrics  of  the  Medical  Society  of  the  State  of  Pennsylvania, 
Reading  Session,  October  7,  1924. 


section,  one  must  do  pediatrics  exclusively.  I 
am  sure  that  there  are  many  general  practitioners 
giving  special  attention  to  children,  who  could 
give  this  section  some  excellent  papers. 

Do  not  feel  discouraged  if  your  paper  is  not 
immediately  accepted  for  a place  on  the  program. 
It  may  not  fit  in  with  the  other  subjects,  or  it 
may  happen  that  your  subject  matter  has  been 
discussed  at  a previous  meeting.  Do  not  feel 
that  because  you  have  not  a Finklestein  system 
of  feeding  or  a Talbot  metabolic  study  to  pre- 
sent, you  are  only  a filler-in.  Let  us  awaken  to 
our  duty  and  opportunity.  Let  every  member  of 
the  State  Society  who  is  interested  in  pediatrics 
give  his  section  a boost.  Your  officers  will  ap- 
preciate it  greatly,  as  it  will  lighten  their  bur- 
dens, and  you  will  have  the  satisfaction  of  j>er- 
sonal  help  to  make  your  section  a live  wire 
organization. 

ACRODYNIA 

The  terminology  of  this  condition  is  as  yet 
unsettled.  Zahorsky^  thinks  that  the  term  acro- 
<lynia  should  not  be  used  but  that  the  condition 
.should  be  called  pink  disease,”  the  term  used 
by  the  Australian  physicians  who  first  reported 
series  of  cases  in  1914.  My  interest  in  this  dis- 
ease was  aroused  by  seeing  four  cases  from  June, 
1923,  until  January,  1924,  all  from  the  same 
community — Lewisburg,  Pennsylvania.  Three 
of  these  cases  recovered  and  are  now  in  good 
health,  and  one  died  in  the  children’s  ward  of  the 
Williamsport  Hospital  after  a second  attack  of 
bronchopneumonia  complicating  the  acrodynia. 
The  onset  of  the  disease  is  quite  indefinite.  The 
histories  of  these  four  cases  were  alike  in  that 
the  parents  stated  that  the  first  thing  they  no- 
ticed was  irritability  with  loss  of  appetite.  Next 
the  rash  appeared  and  it  was  noticed  that  the 
child  appeared  feverish.  The  character  of  the 
rash  changes  from  day  to  day,  sometimes  mark- 
edly so.  The  first  case  that  I saw  had  a marked 
desquamative  dermatitis  on  the  first  examination, 
which  two  weeks  later  became  a typical-looking 
miliaria.  Itching  of  a severe  type  is  usually 
present.  One  of  my  cases  developed  the  mas- 
turbation habit  from  intense  pruritus  vulvae. 
Cold  clammy  perspiration  was  present  in  all  four 
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cases.  In  two  cases  there  was  observed  a pecu- 
liar disagreeable  odor. 

The  typical  “raw  beef  hands  and  feet”  were 
seen  in  all  four  cases.  The  palms  of  the  hand 
and  the  soles  of  the  feet  were  of  deep  red  color 
and  very  much  swollen.  All  showed  desquama- 
tion of  these  parts  from  time  to  time.  This  red- 
ness and  swelling  is  apt  to  persist  over  a long 
period.  The  noses  of  two  cases  presented  the 
same  raw  beef  look  as  the  hands  and  feet. 
Hands,  feet  and  noses  were  quite  cold  to  the 
touch.  Obstinate  loss  of  appetite  is  one  of  the 
most  pronounced  symptoms  of  the  disease. 
Nothing  seems  to  tempt  these  cases  to  eat  food. 
Coaxing,  offering  of  rewards,  etc.,  all  fail.  To 
my  mind  this  is  one  of  the  most  serious  symp- 
toms, for  the  anorexia  is  present  for  weeks  and 
months.  Consequently,  we  have  an  alarming 
state  of  malnutrition  produced. 

One  case  lost  five  perfectly  healthy  teeth. 
The  teeth  simply  dropped  out  of  the  gums  with 
apparently  no  warning.  Another  case  lost  three 
teeth,  all  of  which  were  previously  decayed. 
The  other  two  cases  lost  no  teeth,  although  one 
of  these  cases  had  an  ulcerative  stomatitis  which 
persisted,  in  spite  of  strenuous  treatment,  for 
five  weeks. 

Tachycardia  was  present  in  all  cases,  the  pulse 
ranging  from  120  to  160.  In  all  cases  there  ex- 
isted an  irregular  fever  running  from  normal  up 
to  102.  There  was  leukocytosis  in  all  cases  (12,- 
000  to  20,000) . A slight  secondary  anemia  was 
present  in  one  case  but  this  may  have  been  due 
to  previous  malnutrition.  The  urine  was  nega- 
tive except  for  an  occasional  increase  in  leuko- 
cytes. Wassermann  and  von  Pirquet  tests  done 
on  two  cases  were  negative.  There  was  a his- 
tory of  nasal  discharge  as  well  as  photophobia  in 
all  four  cases.  Photophobia  persisted  for  several 
months. 

The  lungs,  except  in  the  fatal  case,  were  all 
negative.  The  fact  that  three  of  the  cases  were 
not  seen  very  early  may  have  had  something  to 
do  with  the  negative  lung  findings.  Zahorsky^ 
reports  that  these  cases  seem  to  be  very  suscep>- 
tible  to  respiratory  infections.  All  cases  showed 
great  muscular  weakness  and  some  atrophy.  It 
is  hard  to  say  whether  this  is  caused  by  the  dis- 
ease itself  or  the  secondary  malnutrition  which 
is  always  present.  None  of  the  cases  were  able 
to  sit  alone  for  varying  periods  and  it  was 
months  before  they  were  able  to  walk.  During 
the  acute  and  subacute  periods  of  the  disease, 
movement  of  any  limb  seemed  to  cause  pain. 
Loss  of  skin  turgor  and  muscular  flabbiness  per- 
sist for  a long  time. 

Etiology:  Although  the  cause  of  this  disease 
is  very  obscure,  Vipond,^  in  a study  of  five  cases. 


discovered  a Gram-positive  diplococcus  in  the 
water  of  condensation  after  48  to  60  hours’  in- 
cubation of  a fresh  tube  of  human  blood  serum. 
As  a discharge  from  the  nostrils  was  usually 
present  at  the  onset,  he  regards  this  as  the  prob- 
able point  of  inoculation.  Littlejohn®  also  be- 
lieves that  the  portal  of  entry  is  the  nasopharynx. 
He  describes  acrodynia  as  an  infectious  disease 
of  the  nervous  system,  analogous  to  poliomyelitis 
and  encephalitis  lethargica. 

Diagnosis:  The  diagnosis  is  not  easy,  as  many 
cases  are  undoubtedly  overlooked.  At  the  onset 
measles  is  very  often  mistaken  for  it.  Febrile 
symptoms  with  photophobia,  nasal  discharge, 
sometimes  cough  and  finally  the  rash  all  lead  to 
an  erroneous  diagnosis  of  measles.  Seldom,  if 
ever,  is  the  fever  as  high  in  acrodynia  as  in 
measles.  The  hands  and  feet  assume  the  typical 
“raw  beef”  appearance,  the  rash  frequently  dis- 
appears and  recurs,  many  times  in  a different 
form,  and  the  chronicity  of  the  various  symp- 
toms all  point  to  acrodynia. 

The  cardinal  symptoms  in  making  a diagnosis 
of  acrodynia  are  as  follows;  i.  Recurrent  rash 
which  appears  over  most  of  body  and  strongly 
resembles  miliaria  but  changes  its  appearance 
from  time  to  time.  Rash  accompanied  by  intense 
itching.  2.  Hands  and.  feet  become  swollen,  red 
and  cold  to  the  touch.  Look  like  raw  beef  and 
perspire  profusely.  3.  Obstinate  anorexia. 

4.  Softening  of  gums  and  falling  out  of  teeth. 

5.  Leukocytosis.  6.  Muscular  weakness  and 
atrophy.  7.  Tendency  to  chronicity. 

Prognosis:  Usually  favorable,  although  it 

takes  a long  time  to  recover.  As  a rule  there 
are  no  sequelae.  The  mortality  rate  is  placed  at 
from  4 to  5%.  In  my  small  series  of  four  cases 
the  mortality  rate  was  25%  but  this  is  entirely 
too  high. 

Treatment:  This  is  symptomatic.  Vipond® 
made  an  autogenous  vaccine  which  he  obtained 
from  enlarged  lymph  nodes.  He  used  this  in 
three  cases  and  reported  splendid  results.  Cod 
liver  oil,  with  or  without  phosphorus,  should  be 
given  unless  it  causes  gastric  distress.  A diet 
rich  in  vitamins  should  be  forced,  if  necessary, 
on  the  child.  Nux  vomica,  iron  and  dilute 
hydrochloric  acid  may  help  combat  anorexia. 
Atropin  must  be  used  for  excessive  sweating. 
Artificial  heat  is  grateful  to  cold  hands  and  feet. 
Intense  itching  may  be  relieved  by  soda  baths 
and  dusting  powders.  Massage  is  beneficial  to 
restore  muscular  tone. 

CASE  REPORTS 

Case  I : G.  S.,  a boy  aged  2 years  and  3 months,  seen 
on  June  7,  1923,  at  my  office.  Only  child.  Mother  had 
normal  delivery  and  nursed  him  until  10  months  old. 
He  was  then  put  on  a mixed  diet  and  apparently  was 
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perfectly  well  except  for  one  or  two  attacks  of  coryza, 
until  present  illness.  Family  history  negative.  Mother 
had  no  miscarriages. 

Present  Illness:  Began  9 weeks  ago,  when  child  was 
quite  irritable.  Marked  anorexia  and  rash  which  cov- 
ered entire  body.  Had  itched  intensely  ever  since  this 
had  been  present.  Some  days  it  was  worse  and  some 
days  better.  Slept  poorly,  being  extremely  restless  at 
night.  Did  not  like  light.  Had  been  very  irritable 
and  cried  a lot.  Bowel  movements  had  been  regular. 

Physical  Examination:  Child  pale  and  poorly  nour- 
ished. Whole  body  was  covered  with  a rash  which  had 
a dark  red  color,  occurring  in  small  spots  with  a ten- 
dency to  coalesce,  and  desquamating  freely.  Child 
kept  scratching  himself  all  during  examination.  Hands 
and  feet  were  quite  red  and  swollen.  Cold  to  touch. 
A small  desquamating  patch  was  seen  on  right  cheek. 
Cervical  glands  were  slightly  enlarged.  Gums  were 
slightly  inflamed.  Teeth  and  throat  negative.  Heart 
and  lungs  negative.  Tachycardia  present;  pulse  140. 
Rectal  temperature  101°.  Child  was  very  cross  and 
cried  hard  when  he  was  handled.  Muscles  were  flabby 
and  he  refused  to  sit  or  stand  alone.  Some  photophobia 
present.  Pupils  reacted  normally  to  light.  Knee  jerks 
present.  No  Babinski. 

Laboratory  Reports:  Urine  negative.  Wassermann 
and  von  Pirquet  tests  negative.  Leukocyte  count  15,000. 

June  23.  Hands  and  feet  looked  much  better.  Ab- 
domen and  back  covered  with  fine  rash  looking  exactly 
like  miliaria.  Appetite  poor.  Slight  fever  (100  4/5°) 
present. 

July  5.  Fever  present  all  the  time.  Still  refused  to 
walk  or  sit  alone.  Very  irritable.  Rash  better. 

July  12.  Appetite  improved.  Rash  and  fever  still 
present. 

July  23.  No  fever.  Appetite  good.  Rash  fading. 
Hands  and  feet  still  red  but  swelling  had  abated. 

August  4.  Rectal  temperature  100  4/5°.  A tooth 
had  fallen  out.  Now  able  to  sit  alone.  Disposition 
improved. 

September  4.  Periodic  fever  and  pronounced  rash 
present  for  past  two  weeks.  Two  more  teeth  had 
dropped  out.  Sat  up  and  played.  Tried  to  walk.  Au- 
petite  good. 

October  6.  No  fever.  Two  more  teeth  had  dropped 
out.  He  now  walked  by  holding  to  objects.  Disposi- 
tion good.  Ate  and  slept  well. 

November  10.  Very  much  improved.  Gained  ij4 
pounds.  No  fever. 

January  5,  1924.  Walked  alone.  Flabbiness  of  mus- 
cles disappearing.  Gained  2 pounds.  Had  had  photo- 
phobia and  conjunctivitis  for  two  weeks.  No  fever. 
Rash  had  disappeared.  Hands  and  feet  became  very 
red  and  somewhat  swollen  on  cold  days. 

March  6.  Gained  2j^  pounds.  Looked  quite  normal 
except  for  redness  of  hands  and  feet  which  was  slight. 

Case  2:  H.  B.,  a boy  aged  3 years.  First  seen  July 
I,  1923.  Fourth  child  and  natural  delivery.  Breast- 
fed nine  months,  then  given  cow’s  milk  and  other  food. 
Family  history  negative.  Child  never  sick  until  pres- 
ent illness  which  began  in  May,  1923,  6 weeks  ago. 

Present  Illness:  Child  lost  his  appetite  and  became 
very  irritable.  This  was  noted  because  previously  he 
had  been  a very  happy  youngster.  There  was  slight 
fever  and  some  nasal  discharge.  Two  or  three  days 
later  a rash  appeared  over  the  entire  body  and  a physi- 
sian  was  called  who  made  a dlgnosis  of  measles. 
Photophobia  quite  marked  and  a slight  conjunctivitis 
was  present.  All  symptoms,  except  nasal  discharge 


and  conjunctivitis,  persisted,  and  there  was  a decided 
loss  of  weight. 

Physical  Examination:  Child  was  poorly  nourished. 
A fine  rash  resembling  miliaria  was  present  over  neck, 
arms,  trunk  and  legs.  The  hands  and  feet  were  beefy 
red,  swollen  and  cold  to  the  touch.  There  were  scratch 
marks  over  body  and  legs.  Mouth  and  throat  con- 
gested. Heart  and  lungs  were  negative.  Pulse  120. 
Leukocytes  20,000.  Urine  negative.  Rectal  tempera- 
ture 100  3/5°.  Muscles  were  flabby.  Child  could  sit 
alone  but  would  not  stand  or  walk.  No  teeth  lost. 
Very  cross  and  irritable  at  time  of  examination.  Did 
not  return  for  further  observation. 

Case  3 : P.  M.,  a girl  aged  4 years,  was  first  seen 
July  12,  1923,  on  my  service  at  the  Williamsport  Hos- 
pital. Her  family  physician  who  referred  the  case 
stated  that  there  was  nothing  in  the  family  history 
which  might  affect  her.  She  was  a bottle-fed  baby 
and  there  was  a lot  of  trouble  with  her  feeding  during 
the  first  year.  After  that  she  was  allowed  to  eat  in- 
discriminately and  her  nutrition  was  never  very  good. 

Present  Illness:  Began  five  weeks  ago  with  fever, 
anorexia  and  extreme  irritability  and  nervousness.  Her 
physician  stated  that  she  had  a papular  rash  on  the 
palms  of  both  hands  but  no  rash  on  any  other  part  of 
the  body.  No  sore  throat.  Constipation  marked.  Her 
physician  stated  that  the  rash  began  to  fade  from  her 
hands  and  they  started  to  desquamate. 

Physical  Examination:  Child  very  poorly  nourished. 
Marked  photophobia.  Skin  had  a dull  copper  hue.  No 
rash  seen,  although  a fine  desquamation  was  present 
all  over  body.  Hands  and  feet  and  nose  were  very 
dusky,  cold  to  the  touch,  somewhat  swollen  and  desqua- 
mating freely.  Teeth  decayed.  One  tooth  had  dropped 
out  since  the  beginning  of  her  illness.  Tonsils  dis- 
eased. Gums  inflamed.  Heart  and  lungs  negative. 
Abdomen  protuberant  and  tympanitic.  Extreme  mus- 
cular flabbiness  and  loss  of  skin  turgor.  Rectal  tem- 
perature 102°.  Pulse  140,  respiration  30.  Wassermann 
negative.  Urine  negative.  Leukocytes  14,000.  Von 
Pirquet  and  blood  culture  negative. 

July  21,  1923.  Child  had  been  on  a diet  of  vege- 
tables, fruit,  eggs,  milk  and  cereals  but  had  to  be 
fought  to  take  any  food.  Extremely  irritable  and  very 
restless  at  night.  Perspired  profusely.  She  was  quite 
constipated.  Nox  vomica  and  cod  liver  oil  emulsion 
had  been  given.  She  could  not  sit  alone  or  even  turn 
herself  in  bed. 

Blood  Examination:  Hemoglobin  60%,  reds  3,800,- 
000,  leukocytes  12,200.  Hands  and  feet  still  showed 
bluish  discoloration  and  slight  desquamation.  No  rash 
present.  Two  more  teeth  had  dropped  out.  Child  had 
developed  masturbation  habit.  Temperature  and  respi- 
rations had  been  normal,  but  pulse  ran  from  120  to  140. 
Some  photophobia  present. 

July  28.  Pulse  160.  Child  very  restless. 

July  31.  Temperature  102.  Pulse  180.  Respirations 
50.  Rales  found  all  over  chest;  more  marked  on  left 
side.  Diagnosis  of  bronchopneumonia  made.  This  at- 
tack lasted  until  August  18,  1923,  when  she  apparently 
recovered.  Urine  negative. 

August  25.  Appetite  improved  and  disposition  bet- 
ter. Wanted  to  play  with  toys  and  tried  to  sit  up  occa- 
sionally. 

September  3,  1923.  Developed  a recurrence  of 
bronchopneumonia,  from  which  she  died  September  25, 
1923.  Postmortem  was  refused. 

Case  4:  A.  W.,  a girl  aged  2 years  and  9 months. 
First  seen  at  my  office  January  8,  1924.  Family  his- 
tory was  negative.  She  was  the  second  child  and  breast- 
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fed  for  twenty  months.  Other  food  was  given  at  i 
year.  Never  sick  until  the  onset  of  her  present  illness. 

Present  Illness:  Began  in  June,  1923,  with  fever, 
anorexia  and  irritability.  After  three  days  a rash  ap- 
peared over  the  entire  body  but  more  marked  on  the 
trunk.  Rash  was  accompanied  by  intense  itching. 
Nose,  hands  and  feet  became  deep  red  and  swollen. 
She  developed  an  ulcerative  stomatitis  which  lasted  for 
five  weeks  but  she  lost  no  teeth.  There  was  loss  of 
weight  and  skin  turgor.  She  was  very  restless  at  night 
and  cried  most  of  the  day.  She  seemed  to  have  a lot 
of  pain  when  moved.  She  refused  to  sit  or  stand  alone. 
She  had  had  no  rash  or  fever  and  her  appetite  had 
gradually  improved  during  the  past  three  months. 
Bowels  moved  regularly  and  movements  were  well 
digested.  Irritability  was  still  marked  and  she  was 
very  restless  at  night.  Had  gained  from  i to  2 pounds 
during  the  past  three  months. 

Physical  Examination:  Child  was  pale  and  rather 
poorly  nourished.  Muscles  very  flabby.  No'  rash  pres- 
ent. There  was  marked  redness  and  some  swelling  of 
her  nose,  hands  and  feet.  All  were  cold  to  the  touch. 
Mouth,  teeth  and  throat  negative.  Heart,  lungs  and 
abdomen  negative.  She  was  very  irritable  at  this  ex- 
amination. No  photophobia  present  at  this  time  but 
mother  stated  that  she  avoided  bright  light  for  several 
months.  Rectal  temperature  c^°.  Pulse  120.  Leuko- 
cytes 12,000.  Urine  negative  except  for  a few  pus 
cells.  Weight  22J4  pounds. 

January  18,  1924.  Gradual  improvement.  Nose, 
hands  and  feet  still  red  and  swollen.  Weight  22j4 
pounds. 

February  7,  1924.  Irritability  less.  Appetite  good. 
Given  two  drams  of  cod  liver  oil  emulsion  t.  i.  d. 
Weight  2zVa  pounds. 

March  5,  1924.  Nose  better.  Hands  and  feet  still 
read  and  swollen  and  she  complained  of  pain  in  them 
after  she  has  been  outdoors.  Weight  23j4  pounds. 

April  12,  1924.  Weight  24  pounds.  Looked  better 
but  quite  restless  at  night. 

June  2,  1924.  Weight  25 pounds.  Hands  and  feet 
Slightly  red  but  not  swollen.  Muscular  tone  better. 
Disposition  greatly  improved.  Slept  fairly  well. 

October  3,  1924.  Weight  28^4  pounds.  No  evidence 
of  former  illness. 

First  National  Bank  Building. 
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THE  RELATION  OF  BABY  WELFARE 
WORK  TO  THE  PHYSICIAN* 

GEO.  V.  OVERHOLSER,  M.D. 

READING,  PA. 

Baby  welfare  work  is  attracting  very  great 
attention  throughout  the  country.  Almost,  every 
community  has  some  organization  whose  object 
is  to  promote  this  work.  The  aim  of  this  paper 
is  to  stimulate  a greater  interest  in  this  work  on 

‘Read  before  the  Section  on  Pediatrics  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania,  Reading  Session,  October  7, 
1924. 


the  part  of  physicians.  Upon  the  relation  of 
the  physician  tO'  this  work  depends  to  a very 
great  extent  its  success.  It  is  needless  to  em- 
phasize its  importance,  because  the  greatest  asset 
to  any  country  is  its  babies.  Its  very  existence 
is  dependent  upon  them. 

In  the  past,  medical  science  and  skill  were  ex- 
erted in  an  endeavor  to  cure  rather  than  to  pre- 
vent sickness ; to-day  we  recognize  that  it  is  of 
far  greater  value  to  prevent  disease.  Baby  wel- 
fare work  affords  the  most  valuable  means  of 
accomplishing  this  end.  The  state  is  cognizant 
of  this  fact.  She  is  devoting  much  time  and 
spending  much  money  and  calling  upon  all  physi- 
cians to  cooperate  to  the  fullest  extent  that  she 
may  conduct  a real  effective  child  health  pro- 
gram. 

The  Health  Department  of  the  state  informs 
us  that  there  are  800,000  undernourished  chil- 
dren in  the  state  of  Pennsylvania,  a state  which 
boasts  of  her  wealth  and  education.  These  fig- 
ures are  appalling,  and  a sad  commentary  upon 
her  care  of  her  children.  This  condition  is  due 
largely  to  ignorance  and  indulgence,  and  in  only 
a few  instances  to  poverty,  because  many  of 
these  children  are  found  in  homes  of  ample 
means.  Most  parents  do  not  know  food  values 
and  consequently  cannot  feed  their  children  in- 
telligently. A great  deal  of  education  is  needed 
along  this  line.  The  state  is  doing  commend- 
able work  in  furnishing  to  the  baby  welfare 
centers  diet  lists,  and  in  emphasizing  the  im- 
portance of  drinking  milk  and  eating  green 
vegetables.  Parents  must  be  educated  to  the 
truth  that  it  is  only  by  feeding  their  children 
properly  balanced  diets  that  they  can  escape  such 
diseases  of  nutrition  as  scurvy,  rickets  and 
tuberculosis. 

Tuberculosis  is  ever  with  us,  but  it  is  being 
fought  tooth  and  nail  throughout  the  nation. 
We  know  that  the  burden  of  the  fight  is  to  main- 
tain nutrition.  These  800,000  children  are  pos- 
sible victims  of  the  tubercle  bacillus  and  unless 
their  nutrition  can  be  greatly  improved,  many  of 
them  will  fall  victims  of  the  great  white  plague. 
The  state  recognizes  this  and  she  is  encouraging 
her  physicians  to  treat  children  in  the  pretuber- 
culosis stage,  which  is  almost  synonymous  with 
malnutrition.  The  problem  of  properly  nourish- 
ing these  children  is  a serious  one  and  calls  for 
the  earnest  cooperation  of  all,  especially  those 
interested  in  child  health. 

Our  infant  mortality  is  too  high.  Too  many 
babies  die  from  neglect  and  ignorance.  Is  it  not 
a fact  that  it  is  only  of  recent  years  that  the  baby, 
the  most  valuable  asset  of  any  community,  is 
coming  into  its  own  ? Even  to-day  the  death  of 
a baby  or  child  in  many  instances  is  passed  by 
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v-ery  lightly,  and  sometimes  without  any  nursing 
or  medical  attention  whatever.  Contrast,  if  you 
will,  the  condition  oi  the  opulent  octogenarian 
who  is  about  to  “shuffle  off  this  mortal  coil”  and 
note  with  what  tender  solicitude  his  every  want 
is  anticipated  by  his  day  nurse  and  his  night 
nurse ; and  how  his  attending  physician  makes 
haste  to  call  upon  some  eminent  consultant,  with 
the  hope  that  a few  months  may  be  added  to  his 
life.  This  is  right  and  proper.  Age  should  be 
treated  with  the  utmost  consideration.  Is  not 
the  helpless  infant  whose  life  has  scarcely  begun 
to  unfold,  and  whose  life  possesses  possibilities 
of  incalculable  good  to  the  state,  entitled  to  the 
same  care  and  consideration  ? The  answer  lies 
with  us. 

Baby  welfare  work  properly  begins  with  pre- 
natal care.  No  baby  welfare  center  is  complete 
without  a prenatal  clinic. 

Statistics  prove  that  a very  large  number  oI 
infants  die  during  the  first  few  months  of  life 
from  causes  existing  before  their  birth.  Many 
of  these  babies  can  be  saved  and  are  being  saved 
to-day  by  intelligent  prenatal  care.  This  is  a 
part  of  baby  welfare  work  which  needs  the  full- 
est cooperation  and  support  on  the  part  of  the 
physician.  Even  to-day  many  mothers  come  to 
term  without  any  prenatal  care  whatever.  Preg- 
nancy is  viewed  as  a normal  condition  and 
therefore  is  it  considered  unnecessary  to  consult 
a physician  prior  to  delivery.  The  expectant 
mother  must  be  taught  the  dangers  of  pregnancy 
both  to  herself  and  her  unborn  baby.  She  must 
be  taught  the  value  of  diet,  personal  hygiene, 
urinalysis,  and  a Wassermann  test.  She  will 
seize  with  avidity  any  information  which  will 
help  her  bear  a normal,  healthful  baby.  This 
information  should  be  given  by  her  physician, 
because  he  only,  by  education  and  training,  is 
capable.  The  obligation  then  rests  upon  him, 
and  by  assuming  it,  he  can  materially  aid  in  sav- 
ing our  babies. 

Prenatal  care  is  essential,  but  it  is  after  birth 
that  baby  welfare  work  begins  in  earnest.  The 
young  mother  brings  her  lusty  baby  to  a wel- 
fare center  eager  to  receive  instructions  and  to 
learn  how  to  care  for  it.  Here  she  finds  a nurse 
and  doctor  who  are  interested  and  anxious  to 
advise  her.  The  baby’s  history  is  taken.  It  is 
undressed  and  examined  carefully  for  any  de- 
fects or  abnormalities.  It  is  measured  and 
weighed.  A weight  chart  is  kept.  She  is  told 
that  a steady  gain  in  weight  is  essential  to  its 
normal  growth.  The  question  of  feeding  is  con- 
sidered very  carefully.  The  advantages  of  breast 
feeding,  or  mother’s  milk,  over  artificial  feeding 
are  pointed  out  to  her.  She  is  told  how  much 
better  her  baby’s  chances  of  life  and  normal  de- 


velopment are  if  she  is  able  to  nurse  it.  Later 
she  is  told  how  to  wean  it,  and  is  given  diet  lists 
showing  her  just  what  to  feed  it.  At  these  cen- 
ters mothers  are  urged  to  bring  their  babies 
weekly.  In  this  way  a close  watch  can  be  kept 
on  the  nutrition  of  their  babies  and  any  slight 
disturbance  can  be  corrected  early.  Any  loss  in 
weight  calls  for  a careful  examination  to  deter- 
mine its  cause.  This  careful  inspection  is  of 
great  value.  How  much  easier  it  is  to  prevent 
than  to  cure  disease. 

Gastro-enteritis  has  ever  exacted  a frightful 
toll  of  infants  during  the  summer  months,  but 
since  more  attention  is  being  given  to  baby  wel- 
fare work  this  toll  has  been  materially  reduced. 
Gastro-enteritis  is  very  largely  preventable.  If 
slight  digestive  disturbances  are  discovered  early 
there  is  usually  very  little  difficulty  in  correcting 
them.  There  is  no  branch  of  medicine  in  which 
the  results  are  more  gratifying  and  the  rewards 
greater.  Let  us  devote  more  study  to  the  care 
and  feeding  of  babies  and  reduce  our  infant 
mortality. 

I believe  the  greatest  need  for  baby  welfare 
work  exists  in  our  small  towns  and  rural  dis- 
tricts. A campaign  of  education  in  this  work 
is  urgently  needed  there,  for  many  deaths  are 
caused  annually  through  neglect  and  ignorance 
of  the  simplest  rules  of  infant  feeding.  The 
answer  to  the  physician’s  question,  “What  do 
you  feed  the  baby?” — “Why  he  eats  what  we 
do,”  is  still  too  frequently  heard  from  indulgent 
parents.  The  larger  centers  of  population  are 
devoting  much  time  and  attention  to>  this  work 
with  the  most  gratifying  results ; but  in  the 
rural  districts  where  the  hygienic  conditions  are 
usually  much  better,  this  condition  does  not  ob- 
tain. In  the  cities  it  is  much  easier  for  mothers 
to  congregate,  and  physicians  and  nurses  are 
available  to  organize  and  conduct  these  centers. 
Some  plan  must  be  formulated  which  will  give 
the  mothers  in  the  country  districts  the  benefit 
of  these  life-saving  stations.  Here  is  an  oppor- 
tunity for  real  service  for  the  progressive  physi- 
cian. 

Baby  welfare  work  is  supplying  a need  for 
greater  service  in  the  community,  which  in  my 
opinion  should  have  been  filled  long  ere  this  by 
the  physician  himself.  The  very  existence  of 
these  welfare  centers  is  a mild  reproach  to  him. 
Is  it  not  true  that  too  frequently  in  the  past,  the 
fond  mother,  upon  taking  her  baby  to  a doctor’s 
office  received  very  little  consideration.  He  was 
too  busy  tO'  examine  a baby.  He  had  a more 
pressing  engagement.  She  came  to  his  office  ex- 
pecting and  willing  tO'  pay  for  a thorough  exami- 
nation and  too  often  was  rushed  out  of  his  office 
with  the  assurance  from  her  doctor  that  her  baby 
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was  not  ill.  She  left  his  office  dissatisfied  and 
somewhat  chagrined  to  think  that  her  physician 
would  treat  her  baby  with  so  little  consideration. 
Possibly  she  reproved  herself  for  having  been 
unduly  alarmed.  She  resolved  she  would  not 
consult  her  physician  so  soon  again  or  possibly 
not  at  all,  but  she  would  go  where  she  would 
receive  more  sympathetic  service — perhaps  to  a 
baby  welfare  center.  Who  was  responsible  if 
this  mother  did  not  consult  her  physician  the 
next  time  her  baby  was  ill  ? 

Let  every  practitioner’s  office  be  a baby  wel- 
fare center,  a baby  saving  station,  if  you  please ; 
a place  where  mothers  may  take  their  babies,  and 
be  greeted  by  a doctor  who  considers  it  a privi- 
lege to  treat  their  babies  with  the  consideration  to 
which  they  are  entitled,  who  will  examine  them 
with  such  painstaking  care  that  these  mothers 
will  leave  his  office  convinced  that  nothing  has 
been  overlooked ; a place  where  mothers  will 
feel  free  to  come  for  advice  and  instruction  rela- 
tive to  the  care  and  feeding  of  their  babies ; 
where  they  will  be  encouraged  when  they  take 
good  care  and  tactfully  reproved  for  negligence 
and  indifference.  This  is  no  less  a duty  than  a 
privilege.  The  reward  will  be  great  in  saving 
the  lives  of  countless  babies  and  in  the  merited 
patronage  of  grateful  mothers. 

It  has  been  said  by  way  of  criticism,  that  baby 
welfare  work  materially  curtails  the  work  of  the 
physician,  that  since  these  welfare  centers  have 
been  organized  there  has  been  very  little  work 
among  babies  and  children.  This  is  a most  flat- 
tering criticism,  but  it  is  only  partly  true,  al- 
though it  is  sufficient  reason  for  the  existence 
of  these  centers.  The  same  objection  m.ight  be 
raised  to  all  medical  work.  We  are  ever  striving 
to  cure  disease  and  consequently  to  make  our 
work  less.  The  very  nature  of  our  profession 
makes  this  condition  imperative.  No  one  would 
say  that  we  must  not  vaccinate  against  smallpox 
because  the  physician’s  work  is  curtailed,  or 
against  diphtheria  or  typhoid  fever.  However, 
in  the  case  of  baby  welfare  work,  this  condition 
does  not  obtain ; rather  it  tends  to  increase  his 
work.  It  is  true  there  is  less  gastro-enteritis 
and  rickets  than  formerly,  but  this  is  more  than 
overcome  by  the  increased  work  due  to  a stimu- 
lated interest  in  children.  Parents  are  educated 
to  call  a physician  early  and  are  impressed  with 
the  necessity  of  having  deformities  and  defects 
in  their  children  corrected.  The  importance  of 
malnutrition  is  impressed  upon  them  as  wejl  as 
minor  gastric  disturbances.  This  emphasizes  the 
necessity  of  consulting  their  physician  and  auto^ 
matically  increases  his  work. 

I believe  one  of  the  greatest  benefits  in  baby 
welfare  work  is  derived  from  the  personal  con- 


tact which  mothers  have  with  mothers  as  they 
meet  and  compare  babies  at  these  centers.  How 
they  admire  their  babies  and  what  a love  for 
babies  is  thus  engendered ! What  satisfaction 
and  encouragement  are  theirs  when  their  babies 
thrive  and  develop  normally ! 

Mothers  need  encouragement.  In  these  days, 
when  some  misguided  refonners  are  promulgat- 
ing theories  tending  to  limit  the  number  of  chil- 
dren and  tending  to  cast  reproach  upon  the  fair 
names  of  the  mothers  who  are  willing  and  proud 
to  rear  large  families,  all  honor  should  be  ac- 
corded them.  It  is  all  very  well  to  save  our 
babies,  but  we  must  remember  that  if  we  want 
our  birth  rate  to  keep  pace  with  our  death  rate, 
we  must  have  mothers  who'  are  willing  to  rear 
families.  By  stimulating  an  interest  in  baby 
welfare  you  stimulate  a love  for  babies  and 
children.  What  mother  can  look  upon  a fine 
normal  baby  without  yearning  for  one  of  her 
own  ? This,  I take  it,  is  the  natural  sequence  of 
baby  welfare  work. 

The  results  of  this  campaign  for  the  reduction 
of  infant  mortality  and  improvement  in  child 
health  are  becoming  more  evident. 

In  Reading  our  infant  mortality  is  as  follows: 
1918 — 156  deaths  per  1,000  babies;  1919 — 88 
deaths  per  1,000  babies  ; 1920 — 78  deaths  per 
1,000  babies;  1921 — 71  deaths  per  1,000  babies. 
In  1923  there  were  321  deaths.  An  analysis  of 
these  deaths  discloses  the  fact  that  48  were  pre- 
maturely stillborn ; 88  were  stillborn  at  term ; 
and  35  were  prematurely  born  alive.  This  is 
mute  evidence  that  prenatal  work  is  urgently 
needed. 

In  New  York  State  the  infant  mortality  for 
the  month  of  July,  1924,  was  the  lowest  on  rec- 
ord, being  51  per  1,000.  The  lowest  previous 
record  was  56,  established  last  year.  There 
were  20,517  births  during  July  in  New  York 
State;  1,052  babies  under  one  year  died  during 
this  month.  If  the  mortality  rate  of  the  previous 
five-year  period  had  continued,  there  would  have 
been  1,744  deaths,  or  about  700  more  than  was 
the  case.  This  decrease  in  the  infant  mortality 
in  the  state  of  New  York  is  attributed  by  the 
Health  Board  to  public  health  enlightenment 
which  developed  an  infant  mortality  conscience. 

In  England  and  Wales  the  lowest  infant  mor- 
tality in  the  history  of  the  country — 60  per  1,000 
births^ — is  reported  for  1923.  The  Chief  Medi- 
cal Officer  of  the  Ministry  of  Health  sees  in  this 
fall  in  the  rates  the  cumulative  effect  of  various 
methods  employed  to  save  infant  life,  more  espe- 
cially the  education  of  the  mother  and  the  gen- 
eral public  in  infant  care. 
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DISCUSSION 

Dr.  Robert  M.  Alexander  (Reading,  Pa.)  : I am 
familiar  with  the  work  that  Dr.  Overholser  is  doing 
and  I feel  that  his  paper  is  a timely  one.  I feel  so 
strongly  on  this  matter  that  I think  that  his  subject 
should  be  the  keynote  of  the  convention. 

I had  the  pleasure  of  attending  the  State  Instruction 
Camp  at  Mont  Alto  this  summer.  This  was  devoted 
rather  largely  to  infant  welfare  and  nutrition  work. 
Dr.  Miner’s  work  is  rather  largely  devoted  to  this  as- 
pect of  public  bealth  work.  While  we  were  there  we 
were  addressed  by  the  Governor.  In  his  remarks  he 
told  us  about  the  great  projects  of  the  state  and  he 
told  us  further  that  of  all  the  work  being  done  in  his 
administration  he  took  his  greatest  pride  in  the  work 
being  done  by  Dr.  Miner’s  office.  The  Governor  real- 
izes the  importance  of  infant  welfare  and  nutrition 
work. 

It  is  almost  impossible  to  comprehend  the  irreparable 
harm  that  is  being  done  by  undernutrition ; the  failure 
to  develop  nerve  tissue  and  bone;  the  failure  of 
glandular  development  and  its  attendant  evils ; the 
failure  of  thousands  to  attain  economically  the  position 
they  would  with  proper  nutrition  in  the  formative  stage 
of  life.  If  Dr.  Miner’s  figures  are  correct  that  there 
are  nearly  a million  undernourished  children  in  Penn- 
sylvania, then  in  similar  ratio  there  are  about  ten  mil- 
lion undernourished  children  in  the  United  States. 

Dr.  Overholser  has  made  a plea  that  every  physician 
make  an  infant  welfare  station  of  his  office.  I am  very 
much  impressed  by  this  advice.  Dr.  Overholser  might 
have  said,  “Obtain  a knowledge  of  modern  nutrition 
work  and  then  make  your  office  an  infant  welfare  sta- 
tion.’’ 

What  should  be  the  attitude  of  the  physician  toward 
infant  welfare  work?  Is  he  to  cooperate  with  the 
various  agencies  that  are  at  present  interested  in  this 
field,  or  is  he,  because  he  failed  to  grasp  his  oppor- 
tunities in  this  work,  to  sit  back  and  let  George  do  it? 
I believe  it  is  our  duty  to  be  thoroughly  interested,  to 
become  familiar  with  nutrition  work  and  teach  it  as 
many  physicians  are  doing.  Not  only  should  we  take 
up  this  branch  of  the  work,  but  we  should,  if  we  are 
to  follow  Dr.  Overholser’s  advice  and  make  our  office 
an  infant  welfare  center,  begin  with  prenatal  care, 
when  delicate  tissues  are  forming  which  are  to  deter- 
mine tlie  new  arrival’s  start  in  life.  We  can  erect  no 
better  monument  to  ourselves  than  for  it  to  be  said  of 
us,  “He  taught  breast  feeding.”  Other  ways  in  which 
we  can  aid  in  this  work  are  by  assisting  public  health 
nurses  and  visiting  nurses ; by  forming  health  centers 
and  health  camps,  babies’  milk  funds  and  nutrition 
clinics ; by  spreading  knowledge  through  newspapers 
and  magazines  and  by  urging  health  examinations. 

I wish  to  dwell  especially  on  the  need  of  medical 
supervision.  It  was  shown  by  Knox  of  Baltimore  that 
there  was  twice  the  mortality  in  a group  of  children 
receiving  only  nursing  care  compared  with  another 
group  receiving  medical  supervision.  He  states  that 
the  number  of  deaths  among  negro  children  who  did 
not  attend  the  clinics  was  forty  times  greater  than 
among  those  that  received  medical  supervision  at  the 
conferences. 

If  we  would  reduce  infant  mortality  we  must  broad- 
cast the  value  of  sterilization  of  formulas  in  bottle-fed 
babies,  and  if  we  would  prevent  rickets,  scurvy  and 
respiratory  diseases  we  must  use  orange  juice  and  cod 
liver  oil. 

In  Reading  last  year  almost  one-half  of  our  infant 
deaths  were  stillborn.  If  we  would  reduce  the  infant 


mortality  we  must  be  ever  mindful  of  syphilis  in  the 
pregnant  woman. 

It  may  interest  you  to  know  that  Aiken  of  the  U.  S. 
Public  Health  Service  estimates  the  annual  infantile 
loss  in  the  neighborhood  of  300,000  lives.  This  total 
is  roughly  divided  into  100,000  stillbirths,  100,000  dying 
m the  first  month  of  life,  and  100,000  dying  from  all 
other  causes  during  the  first  year.  He  states,  “We 
may  conclude  that  all  infant  deaths  occurring  before 
term  are  due  solely  to  maternal  disability  or  to  con- 
ditions affecting  the  fetus  through  the  mother.  With 
equal  logic  we  may  assume  that  the  majority  of  deaths 
occurring  during  the  first  month  of  life  are  due  either 
to  conditions  existing  during  the  prenatal  period,  or 
occurring  during  labor  or  the  puerperium,  the  path  of 
influence  still  running  through  the  mother,  the  child  as 
yet  leading  a wholly  dependent  existence.  With  each 
week  of  life  the  newborn  child  departs  further  and 
further  from  utter  dependence  on  the  mother  and  is 
affected  more  and  more  by  extraneous  conditions  and 
circumstances.  This  is  particularly  true  of  the  artifi- 
cially fed  baby  and  it  is  among  this  class  that  is  found 
the  highest  rate  of  mortality  from  causes  which  operate 
directly  on  the  child.” 

Dr.  Overholser  has  told  you  that  the  infant  mor- 
tality rate  has  diminished,  and  it  has ; but  we  still 
have  a long  way  to  go.  The  crying  spirit  is  for  more 
and  more  and  still  more  infant  welfare  work.  When 
we  have  achieved  our  goal  of  100  per  cent  nourishment 
in  our  children  we  will  have  wiped  out  our  long- 
standing enemy,  the  white  plague. 

Dr.  H.  Brooker  Mills  (Philadelphia,  Pa.)  : I en- 
tirely agree  with  all  Dr.  Overholser  has  said,  but  I 
think  there  is  one  period  he  did  not  cover  that  is  all 
important  in  this  work.  He  spoke  about  the  value  of 
prenatal  care  and  then  of  the  day  when  the  mother 
takes  her  baby  to  the  child  welfare  center.  What  about 
the  interval?  I think  that  is  where  most  of  the  harm 
is  done.  During  the  two  weeks  the  mother  is  in  the 
hospital  the  baby  is  in  the  hands  of  the  obstetrician  and 
the  nurses,  and  I think  many  of  you  will  agree  that 
during  those  two  weeks  the  baby  is  frequently 
wrongly  started. 

Only  last  week  I walked  into  the  room  of  my  grand- 
child, three  days  old,  and  saw  condensed  milk  on  the 
mantlepiece.  I asked  the  nurse  if  the  obstetrician 
ordered  that,  and  she  said,  “No,  he  always  leaves  the 
care  of  the  baby  to  me,  and  I always  give  them  all 
condensed  milk  until  the  mother’s  milk  comes  in.  I 
have  been  nursing  for  that  same  man  for  twenty-six 
years  and  I have  always  done  that.”  A few  days  later 
the  baby  preferred  the  condensed  milk  in  the  bottle  to 
the  human  milk  in  the  mother’s  breast  when  there  was 
milk  there.  Why  should  the  baby  have  been  left  to 
the  nurse,  and  why  should  she  have  that  authority? 

Suppose  they  go  through  their  two  weeks  in  the  hos- 
pital without  being  wrongly  started ; quite  likely  some 
neighbor  will  get  them  before  the  welfare  center  does, 
and  the  neighbor  will  wrongly  start  them.  There  are 
two  important  periods — the  two  weeks  they  are  in  the 
hospital,  and  from  the  time  they  leave  the  hospital  until 
the  day  they  go  to  the  welfare  center — these  are  all 
important. 

In  two  or  three  hospitals  I know  of,  it  is  a rule  that 
the  moment  the  baby  is  born  it  becomes  a pediatric  pa- 
tient, and  during  the  entire  two  weeks  it  is  in  the  hos- 
pital it  is  a pediatric  patient,  which  I think  is  only 
right  and  proper.  It  is  very  common  in  Philadelphia 
for  the  obstetrician  and  the  pediatrician  to  agree  to 
disagree  and  mutually  differ  on  what  should  be  done 
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during  this  period.  If  the  babies  are  left  to  the  obste- 
tricians and  nurses  while  in  the  hospitals,  and  the 
neighbors  get  hold  of  them  as  soon  as  they  leave,  it  is 
quite  likely  much  harm  will  be  done  before  the  babies 
arrive  at  the  welfare  center. 

Dr.  Paul  B.  Cassidy  (Philadelphia,  Pa.)  : I do  not 
think  the  opportunity  ought  to  go  by  without  first  of 
all  congratulating  Dr.  Overholser  upon  his  remarkable 
paper.  I think  the  work  can  be  well  continued  to  the 
advantage  of  all  of  us.  There  is  only  one  point  in  it 
that  I should  like  to  speak  about  that  shows  that  the 
education  in  prenatal  work  has  by  no  manner  of  means 
gone  far  enough. 

In  the  past  three  weeks  I had  a woman  come  to  me 
and  engage  me  after  having  been  the  patient  of  a well- 
known  general  practitioner,  who  had  charge  of  her  in 
four  confinements.  When  I took  her  blood  pressure 
she  said,  “Doctor,  what  is  that?’’  And  I tried  to  ex- 
plain to  her.  She  said,  “That  has  never  been  done  be- 
fore. All  I ever  did  was  to  go  and  register  with  the 
doctor.”  I think  that  was  one  example  in  which  pre- 
natal work,  or  rather  education  in  prenatal  work, 
should  be  carried  a little  bit  further  than  is  done  by 
even  many  of  our  supposedly  very  good  men. 

Dr.  Maurice  Kemp  (Allentown,  Pa.) ; I think  a 
great  deal  is  due  to  the  physician  himself  in  not  being 
up  on  welfare  work.  The  majority  of  physicians,  espe- 
cially in  small  towns,  feel  that  the  welfare  work  is 
beneath  them,  that  it  ought  to  be  done  by  somebody 
else,  and  when  it  comes  down  to  it  a great  many  of 
these  physicians  do  not  know  as  much  about  bringing 
up  children  as  the  welfare  workers,  and  they  will  not 
take  the  time  to  become  acquainted  with  it.  When  you 
ask  a mother  why  she  is  giving  the  baby  artificial  food, 
she  invariably  tells  you,  “The  doctor  told  me  to  take 
baby  off  the  breast.”  I do  not  think  physicians  who 
have  a large  practice  take  enough  interest  in  teaching 
their  patients  the  importance  of  breast  feeding.  I 
think  the  physicians  themselves  are  the  people  that 
should  be  educated  first  in  the  line  of  welfare  work, 
and  after  that  the  mothers. 

Dr.  Harry  Lowenburg  (Philadelphia,  Pa.)  : Apro- 
pos of  what  Dr.  Mills  has  said,  I want  to  say  that  each 
week  when  the  death  list  is  published  in  our  “Weekly 
Roster”  I look  at  it  with  fear  and  trembling  for  fear 
it  will  contain  the  name  of  a certain  obstetrician  in 
Philadelphia  who  supplies  me  with  most  of  my  artifi- 
cial feeding  cases.  If  the  mother  comes  to  me  and 
says,  “My  baby  is  on  condensed  milk,”  I say,  “Doctor 
so  and  so  confined  you,  didn’t  he?”  And  she  says, 
“Yes.”  When  she  tells  me  doctor  so  and  so  confined 
her,  I ask,  “He  is  giving  it  condensed  milk?”  and  she 
says,  “Yes.”  This  man,  a rather  prominent  obste- 
trician in  Philadelphia,  manifestly  knows  nothing  about 
the  feeding  of  children,  and  that  is  his  invariable  rule. 

However,  there  is  another  side  to  this  question.  Ten 
years  ago  I would  not  dare  say  what  I am  going  to 
say  now.  It  is  all  very  well  for  us  to  preach  breast 
feeding;  we  should  do  it,  but  we  must  not  browbeat 
these  mothers.  We  must  consider  an  important  psy- 
chological point,  and  that  is  when  the  mother,  be  she 
human  or  otherwise,  of  the  lower  animals  I mean,  real- 
izes, rightly  or  wrongly,  that  her  young  is  not  receiving 
sufficient  milk  or  sufficient  nourishment,  the  primitive 
animal  will  assert  itself,  be  she  human  or  otherwise, 
and  she  will  find  some  source  of  extra  nourishment. 

This  is  what  I would  not  have  said  years  ago : that 
breast  milk  does  not  agree  with  every  baby.  It  may  in 
90%  of  the  cases,  but  it  is  in  the  exceptional  10%  that 


we  as  physicians,  as  pediatricians,  can  fulfill  our  func- 
tion. In  such  cases  the  mother  should  be  supplied  with 
something  that  will  for  the  time  being  arrest  her  fears 
and  let  her  see  or  feel  that  her  young  is  receiving  suffi- 
cient nourishment. 

In  an  experience  covering  some  four  or  five  years  I 
have,  in  these  cases  where  the  condition  was  either 
real  or  imagined,  supplied  these  mothers  with  a simple 
cereal  formula  to  be  used,  not  as  a substitute,  but  as 
a complement  to  the  breast,  and  above  all,  not  to  be  fed 
through  a bottle.  In  fact,  I go  so  far  as  to  say  that 
not  even  water  should  be  given  to  these  children  in  a 
bottle,  because  once  they  become  accustomed  to  the 
rubber  nipple  and  the  ease  with  which  the  fluid  flows 
through  it,  be  it  water  or  milk  formula,  they  will 
manifest  that  human  trait  of  laziness  and  refuse  to 
work  for  the  milk  from  the  mother’s  breast. 

Therefore,  I simply  throw  out  to  you  as  a useful 
procedure  in  which  I believe  as  the  result  of  an  ex- 
tended experience,  that  in  addition  to  the  breast,  espe- 
cially during  the  first  two  or  three  weeks,  or  later,  if 
you  absolutely  are  convinced  that  the  child  is  not  gain- 
ing properly,  give  it  a complemental  feeding  of  a thick 
cereal,  to  be  given  by  spoon  two  or  three  times  a day 
after  the  breast — not  before,  because  we  all  know  that 
one  of  the  most  important  things  for  the  conservation 
of  breast  milk  is  that  the  breast,  either  one  or  both, 
should  be  completely  emptied  after  each  sucking.  This 
was  well  pointed  out  by  Sedgwick  some  years  ago,  and 
I believe  it  is  true.  So,  therefore,  complemental  feed- 
ing of  any  sort  should  follow  the  breast,  not  precede  it. 
I think  if  we  meet  these  mothers  half  way  and  recog- 
nize the  psychological  factor  that  is  involved,  we  will 
keep  more  babies  on  the  breast  and  a great  many  off 
the  bottle,  and  prevent  many  nutritional  disasters. 

Dr.  Perley  N.  Barker  (Troy,  Pa.)  : It  is  apparent 
that  the  lack  of  knowledge  of  how  a baby  should  be 
fed  is  not  confined  exclusively  to  the  small  towns,  in 
view  of  what  has  been  said  by  the  men  who  have  dis- 
cussed the  paper,  particularly  Dr.  Lowenburg.  I wish 
to  emphasize,  and  I should  like  to  make  it  more  em- 
phatic if  I could,  what  he  has  said  in  relation  to  feed- 
ing. I want  also  to  say  that  after  nearly  forty  years  of 
experience  in  the  locality  in  which  I live  we  have  a 
much  larger  percentage  of  mothers  who  are  willing  to 
nurse  their  babies,  but  once  in  a while  we  run  across 
a mother  who  wants  to  nurse  her  baby  and  cannot, 
who  has  not  sufficient  milk  of  good  quality  to  maintain 
a proper  amount  of  nourishment,  and  the  question  of 
artificial  feeding  comes  up.  These  women  are  anxious 
to  nurse  their  babies  and  are  perfectly  willing  to  do 
all  that  can  be  done. 

The  infant  death  rate  in  our  section  is  very  much 
lower  than  it  was  years  ago,  probably  due  to  the  in- 
crease in  knowledge  of  how  to  take  care  of  the  babies. 

Dr.  John  A.  Campbell  (Williamsport,  Pa.)  : There 
is  one  phase  that  appeals  to  me,  and  that  is  the  stage 
when  the  child  leaves  the  bottle  and  begins  to  eat  whjft 
the  rest  of  the  family  eats. 

I claim  that  no  more  than  one  woman  in  a dozen  is  a 
good  cook.  It  is  due  probably  to  two  or  three  things — 
ignorance,  laziness  and  carelessness.  It  is  a big  job  to 
prepare  food  properly,  and  many  women  will  not  do  it. 
If  you  could  go  into  many  of  the  homes  and  see  the 
kind  of  food  set  before  the  children  of  this  age,  you 
would  be  appalled.  How  these  children  get  away  with 
it  as  well  as  they  do,  is  surprising  to  me. 

How  can  this  condition  be  remedied  ? It  seems  to  me 
that  this  is  a big  problem  for  the  local  medical  societies. 
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Why  not  put  on  an  educational  campaign  on  better 
feeding  and  better  cooking?  This  influence,  together 
with  a willingness  upon  the  part  of  these  mothers  to 
do  a little  extra  work,  would  go  a long  way  towards 
solving  the  problem  of  the  proper  nourishment  for  the 
children  of  this  age. 


HYDRONEPHROSIS  IN  CHILDHOOD*! 

ALVIN  E.  SIEGEL,  M.D.t 

PHILADELPHIA,  PA. 

Hydronephrosis  is  the  overdistension  of  the 
kidney  with  urine,  the  result  of  mechanical  ob- 
struction either  in  the  ureter,  the  bladder  or  the 
urethra.  Allbutt  and  Rolleston^  say  that  about 
one-third  of  the  cases  where  tumor  is  formed 
have  a congenital  origin. 

Congenital  causes  are  twisting,  undue  ob- 
liquity, contractions  and  other  anomalies  of  the 
ureter.  The  ureter  may  be  a mere  fibrous  cord, 
or  there  may  be  a pin-point  vesical  orifice,  or 
minute  cysts  may  develop  in  the  mucosa,  or  the 
angle  of  the  junction  of  the  ureter  with  the  kid- 
ney may  be  too  acute,  so  that  the  descent  of 
urine  is  impeded.  Cases  of  congenital  hydrone- 
phrosis of  both  kidneys  are  not  very  uncommon. 

Acquired  causes  are  cancer,  fibromyoma,  and 
pelvic  inflammation  with  contraction  of  cellular 
tissue.  On  account  of  its  frequent  dependence 
upon  pelvic  disease  and  movable  kidney,  the  ac- 
quired form  is  more  frequent  in  the  female  than 
in  the  male.  Calculus  is  a frequent  cause. 
Other  causes  are  tumor,  inflammation  or  ulcera- 
tion of  the  bladder  followed  by  contraction  of 
the  ureterovesical  orifice,  papilloma  or  fibroma 
of  the  bladder,  and  other  obstructive  lesions. 

In  the  development  of  the  pathology,  the  pelvis 
of  the  kidney  first  becomes  converted  into  a 
spheroidal  sac.  The  calyces  are  widened  and 
stretched  in  every  direction,  and  finally  the 
capsule  of  the  organ  is  expanded  and  what  re- 
mains of  the  cortical  and  medullary  substances 
becomes  still  further  compressed  and  absorbed 
until  nothing  is  left  but  a lobulated  cyst,  the 
septa  of  which  are  inextensible.  The  size  of  the 
hydronephrotic  sac  may  not  exceed  that  of  a 
normal  kidney.  It  may  even  be  smaller,  or  it 
may  be  sufliciently  large  to  form  a swelling, 
occupying  a greater  part  of  the  abdominal  cavity. 

Symptoms  may  occur  at  any  age,  but  they  are 
more  frequent  in  adult  life,  although  many  cases 
of  hydronephrosis  in  infants  and  children  have 
been  reported  in  the  literature.  In  these,  symp- 

*Read before  the  Section  on  Pediatrics  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania,  Reading  Session,  October 
8,  1924. 

tFrbm  The  Children’s  Service,  Methodist  Episcopal  Hospital. 

JAssociate  Professor  of  Pediatrics,  Temple  University.  In- 
structor in  Pediatrics  Graduate  School  of  Medicine,  University 
of  Pennsylvania:  Assistant  Pediatrist  to  Methodist,  Samaritan, 
and  Garretson  Hospitals;  Visiting  Physician,  Southern  Home 
for  Destitute  Children. 


toms  are  usually  slight  and  often  no  abnormal 
phenomena  are  noted  until  the  hydronephrosis 
is  well  advanced  in  its  development.  Martinson 
and  Reuben-  report  a case  in  which  there  was 
enuresis,  both  diurnal  and  nocturnal,  and  a his- 
tory that  from  birth  the  child  had  never  voided 
in  a stream,  but  had  always  dribbled  urine.  This 
jiatient  showed  at  autopsy  a small  bladder,  dis- 
tended ureters  that  were  greater  in  diameter 
than  the  large  intestine,  and  the  pelves  of  the 
kidneys  were  very  much  distended.  The  kid- 
neys were  hydronephrotic.  A distinct  fold  of 
mucous  membrane  with  valve-like  action,  open- 
ing toward  the  bladder  at  tbe  base  of  the  pros- 
tatic urethra,  was  present,  and  this  may  have 
been  the  cause  of  the  obstruction  of  the  ureters. 

In  children  the  diagnosis  is  not  easy.  In  the 
early  stages  it  may  be  impossible.  Martinson 
and  Reuben  think  that  in  every  case  of  so-called 
pyelitis  or  cystitis,  in  which  the  symptoms  per- 
sist beyond  the  usual  time,  the  presence  of  renal 
anomalies  must  be  regarded  as  possible,  and  must 
be  excluded.  When  abdominal  tumor  has  de- 
veloped, hydronephrosis  must  be  differentiated 
from  mesenteric  tumor,  ascites,  cold  abscesses, 
tuberculosis  of  the  peritoneum,  pyonephrosis, 
ovarian  cyst,  renal  cyst,  and  enlarged  spleen.  As 
aids  in  diagnosis  it  is  well  to  resort  to  cystoscopy, 
ureteral  catheterization,  separation  of  renal 
urines,  aspiration  of  tumor,  and  pyelography. 

CASE  REPORT 

A.  W.,  s colored  male  child  of  three  years,  was  ad- 
mitted to  the  Methodist  Hospital  for  the  purpose  of 
determining  the  cause  and  nature  of  the  tumor  causing 
enlargement  of  his  abdomen.  His  parents  were  living 
and  well.  One  brother  was  living  and  well.  His 
mother  had  had  no  other  pregnancy.  There  was  no 
history  of  tuberculosis,  malignancy,  rheumatism,  dia- 
betes or  renal  disease  in  the  family.  He  was  born  at 
full  term  without  instrumental  aid.  He  was  breast- 
fed for  the  customary  period.  A small  lump  was  first 
noticed  when  he  was  about  eight  months  of  age.  This 
was  located  in  the  right  lower  quadrant  of  his  abdo- 
men. It  did  not  disappear,  but  grew  slowly  in  size  for 
the  first  year.  Eor  a year  prior  to  admission  the 
swelling  had  increased  at  a greatly  accelerated  rate. 
Eor  two  months  before  admission  he  was  inclined  to 
be  drowsy.  When  he  was  not  asleep,  he  was  very  fret- 
ful. He  became  very  inactive.  His  appetite  was  fair. 
He  seemed  always  to  be  thirsty.  Three  weeks  before 
his  admission  he  had  an  attack  of  hiccoughs.  At  that 
time  he  did  not  cry,  but  did  not  want  to  be  disturbed 
by  anyone. 

Physical  examination  showed  a colored  boy  of  three 
years  of  age.  He  was  rather  thin.  His  sclera  were 
very  white.  He  was  rachitic,  having  thickening  of  the 
frontal  bones,  beading  of  the  ribs,  and  thickening  of 
the  bones  at  the  wrists  and  ankles.  He  was  poorly 
nourished.  His  abdomen  was  distended.  In  the 
standing  position  the  abdomen  protruded  considerably. 
The  umbilicus  was  slightly  below  the  apex  of  the 
protrusion.  The  contour  of  the  abdomen  was  smooth 
when  viewed  in  this  posture.  In  the  horizontal  posi- 
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Figure  I 

Case  A.  W.  In  horizontal  postion,  showing:  (a)  Bladder 

tumor;  (b)  Enlarged  left  kidney. 


tion  it  was  seen  that  the  surface  of  the  abdomen  was 
not  distended,  but  a large  nodular  mass  was  noted, 
occupying  the  upper  left  quadrant.  A smaller  but 
smoother  mass  was  observed  in  the  suprapubic  area. 
Both  masses  were  slightly  movable,  and  were  appar- 
ently not  connected.  No  masses  were  felt  in  the  upper 
right  quadrant. 

Examination  of  the  urine  revealed  nothing  abnormal. 
The  examination  of  the  stool  showed  occult  blood,  bile, 
free  fat,  starch  and  soap.  No  ova  or  parasites  were 
found.  Examination  of  the  blood  showed  hemoglobin 
47  per  cent,  2,690,000  red  blood  cells,  9,000  leukocytes, 
67  per  cent  polymorphonuclear,  30  per  cent  small 
lymphocytes,  i per  cent  large  mononuclear  lymphocytes, 
and  2 per  cent  eosinophiles.  Blood  Wassermann,  phe- 
nolsulphonephthalein,  and  other  tests  were  ordered  but 
were  not  made  on  account  of  the  sudden  termination 
of  the  case. 

On  the  morning  of  the  third  day  after  admission, 
convulsions  began.  These  were  associated  with  uncon- 
sciousness, and  a febrile  rise  as  high  as  106  4/5  degrees. 
His  condition  was  grave  and  became  progressively 
worse,  and  he  died  after  some  sixteen  hours. 

A necropsy  was  performed,  at  which  little  of  interest 
was  noted  except  as  regards  the  urological  system. 
The  kidneys,  the  ureters  and  bladder  were  removed 
together.  They  showed  marked  changes.  Dr.  Russell 
Richardson  has  very  kindly  furnished  a report  of  his 
findings : 

“The  bladder  was  8 cm.  in  diameter,  pale  in  color 
and  very  firm  to  the  touch.  On  section  the  wall  was 


found  to  be  from  10  to  17  mm.  in  thickness  and  was 
markedly  indurated.  The  mucosa  was  reddened  and 
was  apparently  much  thickened  at  the  entrance  of  the 
ureters.  The  ureters  were  greatly  dilated  and  very 
tortuous,  measuring  from  10  to  25  mm.  in  diameter  in 
different  places.  The  right  ureter  was  10  cm.  in  length, 
while  the  left  was  14  cm.  They  both  contained  clear, 
pale  yellow  fluid,  which  was  apparently  urine.  The 
openings  into  the  bladder  were  patent  and  were  appar- 
ently constricted  by  the  overgrowth  of  connective  tis- 
sue. The  right  kidney  was  10  cm.  long  and  contained 
more  or  less  kidney  substance,  interspersed  between 
thick-walled  cysts,  varying  in  size  up  to  3 cm.  in  diam- 
eter, and  filled  with  a clear,  pale  yellow  fluid.  These 
cysts  were  all  connected  with  the  pelvis  by  small  pas- 
sages. The  left  kidney  was  much  larger  than  the  right. 
It  measured  15  cm.  in  length,  and  was  entirely  made 
up  of  cysts,  which  varied  from  i cm.  to  about  5 cm.  in 
diameter.  These  cysts  were  filled  with  clear,  pale  yel- 
low fluid.  All  of  the  cysts  were  connected  with  the 
pelvis  of  the  kidney  by  narrow  passages.  The  patho- 
logical diagnosis  was  hydronephrosis,  hydro-ureter,  and 
hypertrophy  of  the  bladder.’’ 

The  literature  of  hydronephrosis  is  very  ex- 
tensive. Included  in  this,  there  are  references  to 
hydronephrosis  in  the  adult,  the  majority  of 
which  occur  in  the  female.  There  are  many  ref- 
erences to  the  same  condition  in  children  and 
infants.  Some  of  these  cases  are  classed  as  con- 
genital and  some  as  acquired.  These  references 


Figure  II 

Same  case.  Showing  predominance  of  the  enlargement  on 
the  left  side. 
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are  too  numerous  for  enumeration.  However, 
because  of  the  similarity  to  this  case,  two  cases 
recently  reported  by  Fordyce  and  Capon®  should 
be  mentioned.  In  the  one  case  of  a boy  of 
twelve  years  the  autopsy  findings  were  more 
closely  analogous  to  this  case  than  those  in  their 
second  case,  which  was  a boy  of  sixteen  years. 
In  the  first  case  there  were  found  hyp>ertrophied 
bladder,  distended  and  tortuous  ureters,  and  a 
polycystic  condition  of  the  kidneys,  with  great 
loss  of  kidney  substance.  In  their  other  case 
both  of  the  kidneys  were  small  and  compressed 
into  the  upper  part  of  the  enormously  dilated 
pelves.  There  were  cystic  spaces  in  both  kid- 
neys. The  ureters  were  dilated  and  their  walls 
thickened.  The  bladder  was  greatly  hyper- 
trophied. 

These  authors,  in  an  attempt  to  explain  the 
etiology  of  what  they  term  “idiopathic”  hyper- 
trophy of  the  bladder,  point  out  that  one  cause 
may  be  a definite  lesion  of  the  cord.  In  cases 
where  there  is  no  evidence  of  nervous  tissue 
destruction  or  permanent  nervous  involvement, 
they  feel  that  the  nerve  tissue  lesion  must  have 
been  transient  in  character,  or  there  was  a neuro- 
muscular incoordination  secondary  to  an  abnor- 
mal stimulus,  probably  chemical.  They  believe 
that  there  is  a strong  analogy  between  this  con- 
dition and  congenital  hypertrophic  pyloric  ste- 
nosis. They  say  that  in  England  the  pyloric 
condition  is  regarded  as  a muscular  hypertrophy, 
secondary  to  incodrdination,  resulting  from  im- 
perfect development  or  derangement  of  the 
nervous  mechanism  governing  the  part.  As 
some  of  these  cases  survive  and  recover  without 
surgery,  there  can  be  no  permanent  damage  to 
the  nervous  tissue.  In  those  cases  that  die,  the 
nervous  lesion  is  probably  permanent. 

The  case  which  is  the  basis  of  this  paper  con- 
forms in  some  ways  to  the  picture  in  these  two 
cases,  especially  the  first  mentioned,  but  it  has 
an  individual  interest  of  its  own,  in  that  the 
condition  caused  the  death  of  the  child  at  a much 
earlier  age.  The  swelling  noted  at  eight  months 
of  age  was  probably  the  early  hypertrophied 
bladder.  This  caused  constriction  or  narrowing 
of  the  ureterovesical  orifices.  This  hindered  the 
passage  of  urine  from  the  ureters,  causing  dila- 
tation, and  giving  rise  to  the  hydro-ureters.  In 
turn  the  pelves  were  dilated,  and  cystic  and 
degenerative  changes  occurred  in  the  kidneys, 
giving  rise  to  the  hydronephrosis.  As  this 
progressed  there  was  a corresponding  loss  of 
functional  tissue.  Finally  elimination  became 
inadequate,  and  a condition  of  uremia  developed, 
which  resulted  in  death.  The  destruction  of 
kidney  tissue  was  so  complete  that  it  seems  in- 
conceivable that  the  child  could  carry  on  the 


Figure  III 

Same  case  in  profile.  Showing  the  unbilicus  at  about  the 
apex  of  the  protuberance.  The  ptosis  of  the  enlarged  kidneys 
fills  up  the  lower  quadrants  and  prevents  the  bladder  tumor 
from  showing. 

excretory  function  at  all,  and  with  little  or  no 
evidence  of  renal  insufficiency  until  a few 
months  before  his  admission,  and  serious  diffi- 
culty only  a few  hours  before  his  death. 

There  was  nothing  found  in  this  case  of  an 
anatomical  nature  that  would  indicate  the  cause 
of  the  bladder  hypertrophy.  The  child  had  not 
been  circumcised,  but  there  was  not  enough  of  a 
phimosis  to  be  obstructive.  Nothing  in  the  his- 
tory, nor  any  observations  during  the  short  time 
in  the  hospital  suggested  retention  of  the  urine. 
While  under  observation  he  wet  the  bed  freely 
and  frequently.  Just  how  this  was  possible  is 
difficult  of  explanation  except  that  the  obstruc- 
tion of  the  vesical  insertions  of  the  ureters  was 
not  complete.  It  was  suggested  that  there  was 
present  in  this  specimen  an  anomalous  and  super- 
numerary ureter.  Dr.  Richardson  did  not  report 
this  as  being  present,  nor  have  I been  able  to 
find  such.  In  the  absence  of  a better  and  more 
definite  reason  for  the  hypertrophy  of  the  blad- 
der, which  was  the  cause  for  the  development 
of  the  distension  of  the  ureters  and  of  the  kid- 
neys, it  may  be  well  to  assume  that  this  is  an- 
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other  case  where  hypertrophy  of  the  bladder  was 
due  to  incoordination  resulting  from  imperfect 
development  or  derangement  of  the  nervous 
mechanism  governing  the  part.  There  was  noth- 
ing to  indicate  a chemical  stimulus.  Micro- 
scopically the  section  of  bladder  wall  was  re- 
ported as  showing  marked  increase  of  muscular 
fibers,  and  some  increase  of  fibrous  connective 
tissue. 

1906  Walnut  Street. 
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THE  NONSPECIFIC  PROTEIN  REAC- 
TION AS  AN  ADJUVANT  TO 
ENDOCRINE  THERAPY* 


and  to-day  nonspecific  protein  therapy  has  be- 
come recognized  as  a factor  in  resistance  to 
disease. 

At  the  present  time  it  is  realized  that  a num- 
ber of  the  older  methods  and  a long  list  of 
agents,  many  of  which  were  used  empirically 
and  others  with  some  immunological  theory 
underlying  their  employment,  probably  all  owe 
much  of  their  therapeutic  mechanism  to  the  con- 
stitutional reaction — of  greater  or  lesser  degree 
— produced  in  the  patient  by  the  agent  injected. 

Borchardt'  and  a number  of  other  workers  be- 
lieve that  all  tissue  extracts  used  parenterally, 
unless  they  offer  very  definite  glandular  substi- 
tution, as  thyroid  extracts  do,  or  contain  enzymes 
(and  are  therefore  enzymatic  agents)  represent 
merely  nonspecific  agents  whose  therapeutic  ef- 
fects are  largely  due  to  stimulation  of  the 
organism  in  a nonspecific  way.  Petersen  says 
that  in  a measure  at  least,  their  effect  is  due  to 
nonspecific  activation. 

While  specific  immunization  aims  to  influence 
directly  the  cause  of  the  pathological  process  and 
is  of  great  value  in  treating  conditions  of  known 
etiology,  nonspecific  agents,  by  their  power  of 
altering  the  reactivity  of  the  whole  organism 
through  cell  stimulation  with  tissue  and  glandu- 
lar activation,  are  now  being  used  with  benefit, 
especially  as  adjuvants  to  other  therapeutic 
measures,  in  many  acute  and  chronic  conditions. 

THE  NONSPECIFIC  REACTION 

The  injection  of  a protein  substance  is  fol- 
lowed by  a certain  amount  of  local  and  systemic 
reaction  which  varies,  as  Petersen  points  out, 
with  the  form  of  protein  used,  its  method  of 
injection  (intravenous,  intramuscular,  etc.),  its 
absorption  and  strength  of  dosage,  with  the  type 
of  infection  or  toxin  with  which  we  are  dealing, 
with  the  physical  condition  of  the  patient  and  the 
duration  of  the  disease  from  which  he  is  suffer- 
ing, as  well  as  with  the  number  of  previous  in- 
jections. 

In  the  early  work  with  protein  therapy, 
whether  a bacterial,  animal  or  vegetable  protein 
was  injected  tO'  produce  a nonspecific  reaction, 
much  importance  was  placed  on  the  local  reaction 
at  the  site  of  injection.  These  local  phenomena, 
it  was  thought,  were  necessary  to  produce  the 
systemic  effect.  Much  attention  was  given  to 
the  chill,  degree  of  fever  produced,  variation  in 
the  blood  count  (red  and  white),  nausea  and 
vomiting,  nervous  manifestations  and  certain 
skin  eruptions,  e.  g.,  herpes  and  urticaria. 


OBSERVATIONS  BASED  ON  INTRAMUSCULAR  INJEC- 
TIONS OP  VENOM  protein  (crotalin) 
SOLUTION  IN  CASES  OF  EPILEPSY,  SHOW- 
ING DISTURBANCES  OF  THE  GLANDS 

OP  internal  secretion 
RALPH  H.  SPANGLER,  M.D. 

PHILADELPHIA,  PA. 

In  1912  before  this  section  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  I reported^ 
certain  clinical  results  and  laboratory  findings 
following  biologic  reactions  produced  by  intra- 
muscular injections  of  venom  protein  (crotalin) 
solution.  At  that  time  the  idea  that  resistance 
of  the  body  to  disease  depends  on  biological  re- 
actions essentially  specific  was  so  generally  ac- 
cepted by  immunologists  that  my  preliminary 
reports  received  little  investigation  to  substan- 
tiate or  disprove  their  value. 

Twelve  years  agO'  nonspecific  biologic  reac- 
tions seemed  at  such  variance  with  accepted 
theories  of  immunity  and  resistance  to  disease 
as  to  appear  illogical.  Even  five  or  six  years  ago 
clinical  results  obtained  with  protein  therapy 
were  considered  by  many  to  represent  pure 
empiricism  and  were  thought  to  be  accidental, 
psychic  or  temporary.  Much  of  the  earlier 
criticism,  however,  was  undoubtedly  due  to  lack 
of  knowledge  concerning  the  mechanism  of  the 
nonspecific  reaction. 

In  the  past  few  years  the  many  practical  clin- 
ical results  reported  by  numerous  investigators, 
following  the  injection  of  milk,  peptone,  shat- 
tered hemiproteins,  bacterial  vaccines,  various 
serums  and  a great  variety  of  protein  substances, 
have  led  immunologists  to  study  the  mechanism 
responsible  for  the  therapeutic  benefits  obtained, 

-Read  before  the  Section  on  Medicine  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania,  Reading  Session,  October 
8,  1924. 


FACTORS  IN  THE  MECHANISM  OF  THE  REACTION 

With  the  increasing  evidence  of  clinical  suc- 
cess following  protein  injections,  many  theories 
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have  been  advanced  to  explain  the  mechanism 
which  brings  about  the  beneficial  results.  It  is 
not  within  the  scope  of  this  paper  to  review  these 
theories,  but  summed  up  briefly,  they  all  depend 
more  or  less  on  the  production  of  several  fun- 
damental changes,  viz. : 

(a)  General  cell  and  glandular  stimulation — 
“plasma  activation”  as  Weichardt  terms  it. 

(b)  Alteration  of  the  permeability  of  the  cell 
membranes  and  vessel  walls  as  shown  originally 
by  Starkenstein  and  confirmed  recently  by  Peter- 
sen, Manwaring  and  others. 

(c)  Kolmer  and  others  believe  that  a colloidal 
change  of  the  plasma  plays  an  important  part. 

(d)  Stimulation  of  the  hematopoietic  organs, 
followed  by  an  alteration  in  the  proportional 
relation  of  the  leukocytes,  as  pointed  out  in  a 
number  of  articles  since  1913,  I believe  to  be  a 
factor  in  the  mechanism  of  the  nonspecific  re- 
action. 

SELECTION  OF  A SATISFACTORY  AGENT 

With  the  conceded  value  of  nonspecific  therapy 
it  is  very  desirable,  therefore,  that  a protein  be 
used  for  clinical  purposes  which  is  chemically 
defined  and  constant,  and  the  dose  of  which  can 
be  accurately  measured.  Many  workers  have 
attempted  to  determine  upon  some  agent  that 
will  produce  satisfactory  therapeutic  results 
without  the  marked  local  or  severe  systemic  re- 
action which  often  follows  many  of  the  agents 
employed.  Of  equal  importance  is  the  deter- 
mination of  a scientific  method  for  regulating 
the  strength  of  dose  and  frequency  of  admin- 
istration. 

My  experience  with  protein  therapy  has  been 
almost  exclusively  confined  to  the  use  of  venom 
protein  (crotalin)  solution.  In  a number  of 
articles®  published  since  1910  I have  called  atten- 
tion to  the  chemistry  of  snake  venom  and  re- 
ported from  time  to  time  the  effect  of  its  intra- 
muscular injection  on  general  metabolism,  to- 
gether with  certain  nonspecific  phenomena  and 
therapeutic  results. 

THE  CHEMICAL  COMPOSITION  AND  ACTION  OF 
VENOM 

Snake  venom  is  a chemically  defined  protein 
which  is  physiologically  standardized  by  the 
reptile  itself.  Chemically  it  belongs  to  the 
albuminoids  and  consists  of  two  principal  com- 
pounds— one  a globulin  which  acts  primarily  on 
the  blood  and  blood  vessel  walls ; and  the  other 
a peptone  element,  which  affects  the  nervous 
system  and  in  large  enough  doses  causes  paraly- 
sis. Its  action  when  tested  in  animals  and 
humans,  shows  that  it  stimulates  general  cell 
metabolism,  alters  the  permeability  of  vessel 


walls,  produces  a selective  stimulation  of  the 
hematopoietic  system  and  lengthens  the  clotting 
time  of  the  blood. 

In  view,  therefore,  of  the  theories  as  to  the 
probable  mechanism  of  the  nonspecific  reaction, 
and  when  we  consider  the  chemical  composition 
of  venom  protein  and  its  physiological  action, 
it  seems  to  meet  practically  every  requirement 
as  a satisfactory  agent  to  produce  therapeutically 
nonspecific  resistance. 

SOLUTION  USED 

Since  piy  initial  work  in  1909,  I have  used  the 
same  venom  preparation.  The  evaporated,  dried, 
yellowish  crystals,  extracted  from  the  crotalus 
horridus,  are  dissolved  in  sterile  water  and  glyc- 
erine, to  which  is  added  enough  tricresol  to  pre- 
serve and  keep  the  solution  sterile.  This  solution 
is  prepared  in  varying  concentration  and  put  into 
sterilized  ampules  containing  one  c.c.  each,  rep- 
resenting 0.0024  grain,  0.005  grain  and  o.oi 
grain,  etc.  It  is  tested  bacteriologically  to  deter- 
mine freedom  from  aeroboic  and  anaerobic  con- 
tamination. That  danger  of  infection  is  prac- 
tically eliminated  is  shown  by  the  fact  that  in 
using  over  15,000  injections  I have  personally 
had  no  infections. 

TECHNIC  OF  INJECTION 

The  contents  of  an  ampule  is  given  intramus- 
cularly, using  an  all-glass  syringe  and  platino- 
iridium  needle,  with  the  usual  sterile  precautions. 
After  the  injection  the  site  is  covered  with  Tur- 
lington’s balsam  and  sterile  cotton.  It  has  been 
my  practice  to  give  the  injection  alternately  in 
the  right  and  left  forearm  supinator  group  of 
muscles. 

ADVANTAGES  OF  CROTALIN  SOLUTION 

The  practical  clinical  advantages  in  the  use  of 
crotalin  solution  are  shown  by  the  fact  that  at 
the  site  of  injection,  in  properly  regulated  doses, 
there  is  produced  but  slight  local  reaction.  What 
little  cellulitis  arises  usually  reaches  its  maximum 
in  from  24  to  36  hours,  and  the  injected  area 
will,  as  a rule,  return  to  normal  by  the  second 
day.  Systemicolly  it  is  the  rule,  for  venom  pro- 
tein injections,  in  doses  ranging  from  1/400  to 
1/50  grain  to  produce  no  chill,  fever,  sweating, 
nausea  or  other  depressing  disturbance.  Occa- 
sionally there  will  be  a slight  elevation  of  tem- 
perature for  a few  hours,  but  in  most  patients 
the  normal  temperature  range  is  not  disturbed. 
Many  patients  experience  a feeling  of  euphoria 
a few  hours  after  an  injection.  Those  receiving 
crotalin  injections,  on  an  average  of  once  a 
week,  can  attend  tO'  their  routine  occupations 
with  but  little  inconvenience. 
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EFFECT  OF  VENOM  PROTEIN  ON  THE  BLOOD 

By  studying  the  effect  of  venom  protein  in- 
jections on  the  blood  I have  shown  by  tabulation 
of  red,  white  and  differential  blood  counts  in 
previous  articles®  that  there  is,  after  an  initial 
temporary  decrease,  an  increase  in  the  number 
of  erythrocytes  in  I2,  24  or  36  hours,  following 
an  intramuscular  injection.  By  comparing  the 
total  leukocyte  count  before  and  after  injections 
it  has  been  the  rule  to  note  a slight  leukopenia 
within  the  first  6 or  12  hours  and  by  24  or  36 
hours  to  find  the  total  number  of  white  cells 
about  what  they  were  before  the  injection. 
Venom  protein  does  not  produce  a general 
leukocytosis.  It  does,  however,  markedly  alter 
the  proportional  relation  of  the  leukocytes  in  the 
differential  count  with  a tendency  to  an  increase 
of  the  eosinophil  elements  and  with  a corre- 
sponding decrease  in  the  percentage  of  polymor- 
phoneuclears.  Muir^  and  others  believe  that  the 
eosinophils  play  an  important  part  in  the  defense 
of  the  body. 

method  of  regulating  dose 

Since  1913®  I have  found  the  degree  of 
eosinophilia  produced  following  venom  protein 
injections  a satisfactory  guide  as  to  strength  of 
dose  and  have  used  it  as  a means  of  regulating 
the  frequency  of  administration.  As  a rule  the 
highest  percentage  of  eosinophils,  following  the 
range  of  doses  (1/400  to  1/50  grain)  which  I 
have  used,  occurs  by  the  second  or  third  day. 
In  from  five  to  seven  days  after  injection,  the 
eosinophil  cells  will,  as  a rule,  have  dropped  to 
four  per  cent  or  under,  and  the  patient  may  be 
given  another  injection.  It  has  been  my  practice 
not  to  repeat  an  injection  if  tbe  percentage  of 
eosinophil  cells  by  the  fifth  day  has  not  dropped 
to  at  least  four  per  cent  (Howell’s  high  level  of 
the  normal  range).  Moreover  it  has  not  seemed 
wise  to  increase  the  strength  of  dose  as  long  as 
any  given  strength  is  producing  an  eight  to  ten 
per  cent  eosinophilia  on  the  second  or  third  day 
after  an  injection. 

Clinical  experience  thus  indicates  that  ^ with 
crotalin  solution  in  doses  large  enough  to  produce 
not  more  than  eight  to  ten  per  cent  of  eosinophil 
cells  within  24  to  48  hours  after  an  intramus- 
cular injection,  we  have  an  agent  which  produces 
a state  of  cell  and  glandular  stimulation,  with  a 
colloidal  change  of  the  plasma  and  altered  per- 
meability of  cell  walls,  which  corresponds  to  that 
stage  of  the  mechanism  of  the  nonspecific  reac- 
tion which  is  of  therapeutic  value.  This  stage  is 
probably  an  anaphylactoid  state. 

ENDOCRINE  GLANDS  AND  METABOLISM 

The  function  of  the  endocrine  organs  and  the 


ways  their  specific  products  influence  the  rest  of 
the  body  is  gradually  being  found  out  through 
laboratory  investigation  and  the  recording  of 
clinical  observations.  Clinical  reports  as  well  as 
experimental  study  of  factors  influencing  me- 
tabolism are  necessary  in  the  field  of  therapeutic 
research.  It  is  now  conceded  by  physiologists 
that  the  glands  of  internal  secretion,  at  least  the 
thyroid  and  suprarenal  and  very  probably  the 
pituitary  and  gonads,  play  important  parts  as 
regulators  of  metabolism,  but  conditions  in  the 
body  which  control  their  mechanism  are  not  defi- 
nitely agreed  upon.  Their  influence  on  metabo- 
lism, experimental  investigators  tell  us,  may  be 
an  indirect  one  through  the  medium  of  the  auto- 
nomic nervous  system.  Physiologists  have  shown 
that  at  least  the  suprarenal  medulla  and  thyroid 
gland  are  subject  to  sympathetic  nerve  impulses. 

There  is,  however,  also  evidence  that  the  en- 
docrine glands  influence  metabolism  directly  by 
the  action  of  their  hormones  on  the  body  cells. 
Cannon®  says,  “The  presence  of  a nervous  con- 
trol of  internal  secretion  does  not  preclude  a 
humoral  control.  And  since  the  blood  stream 
alone  brings  the  glands  into  relation  with  other 
parts  it  is  naturally  assumed  that  the  influence  af- 
fecting the  glands  and  passing  away  from  them 
is  conveyed  in  the  circulating  blood.”  Wright’^ 
says,  “Chronic  and  local  infections  are  symp- 
toms of  defective  internal  secretions  and  these 
secretions  can  be  elaborated  in  the  body  by  the 
application  of  appropriate  stimuli.”  Sajous,  as 
early  as  1903,  seems  to  have  begun  to  lay  the 
foundation  of  nonspecific  therapy  through  the 
intermediary  of  the  ductless  glands,  particularly 
the  adrenals,  the  thyroid  and  the  parathyroids. 
He  has  shown  that  drugs  and  other  agents  are 
capable  of  stimulating  or  enhancing  the  func- 
tional activity  of  the  endocrine  organs.  He 
deems  crotalin  a powerful  endocrine  reagent. 
His  views  have  received  considerable  exj>erimen- 
tal  and  clinical  support. 

It  may  be  considered  axiomatic  that  the  main- 
tenance or  reestablishment  of  the  control  of  nor- 
mal physiologic  metabolism  is  the  primary  func- 
tion of  a scientific  and  rational  therapy.  I would 
submit,  therefore,  that  the  nonspecific  protein 
reaction  by  its  synergistic  activity  may  be  em- 
ployed as  an  adjuvant  to  stimulate  endocrine 
function  and  thus  aid  in  restoring  metabolism 
whic'h  has  been  disturbed  by  disease. 

endocrine  DISTURBANCES  IN  EPILEPSY 

While  we  do  not  know  definitely  the  funda- 
mental processes  underlying  the  symptom  com- 
plex of  disturbed  metabolism  that  we  term  epi- 
lepsy, there  is  considerable  evidence  that  so- 
called  essential  epilepsy  is  a protein  sensitization 
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disease  and  in  some  cases  endocrine  disturbances 
are  a f actor. There  has  been  a very  general  use 
of  organotherapy  in  the  treatment  of  epilepsy  in 
the  past  few  years.  Indeed,  it  is  about  as  un- 
usual at  the  present  time  to  have  an  epileptic 
patient  referred  to  you  who  has  not  been  treated 
with  one  or  more  of  the  extracts  of  the  glands 
of  internal  secretion  as  it  is  to  find  one  who  has 
not  been  given  bromid  or  luminal.  From  clin- 
ical experience,  however,  we  have  all  found  that 
the  oral  administration  of  the  dried  extracts  of 
these  glands,  unaided,  produces  no  beneficial 
results  in  many  epileptic  patients ; even  in  those 
cases  with  a definite  endocrine  dysfunction  they 
are  often  disappointing. 

During  the  past  fifteen  years  I have  had  the 
•opportunity  to  study  and  treat  626  cases  of  epi- 
lepsy in  private  practice.  In  this  series  of  pa- 
tients there  were  29  cases  with  endocrine  dis- 
turbance in  one  form  or  another.  The  number 
of  epileptic  patients  encountered,  however,  with 
distinct  endocrine  disturbance  leads  me  to  be- 
lieve thal^  so-called  “endocrine  epilepsy”  accounts 
for  not  more  than  five  per  cent  of  the  total  num- 
ber of  cases  classified  as  essential  epilepsy. 
Engelbach®  recently  has  put  this  total  at  not 
more  than  two  per  cent. 

In  previous  papers^  I have  rep>orted  certain 
clinical  results  and  laboratory  findings  following 
nonspecific  reactions  produced  in  epileptic  pa- 
tients by  the  intramuscular  injection  of  venom 
protein  (crotalin)  solution.  In  a number  of  in- 
stances I have  been  able  to  observe  the  effect 
which  the  nonspecific  protein  reaction  produces 
when  used  in  conjunction  with  the  oral  admin- 
istration of  the  glands  of  internal  secretion.  It 
has  been  possible  to  compare  these  results  with 
those  obtained  by  the  use  of  glandular  therapy 
alone  and  when  given  in  combination  with 
bromid,  luminal  and  other  sedatives. 

I have  selected  a few  cases  from  my  series  of 
epileptic  patients  which  illustrate  various  types 
of  endocrine  disturbance  and  to  whom  intramus- 
cular injections  of  venom  protein  were  given 
routinely  in  addition  to  the  oral  administration 
of  glandular  substances.  I will  briefly  review 
some  clinical  results  which  seem  to  show  that 
nonspecific  protein  injections  may  be  employed 
as  activators  to  the  glands  of  internal  secretion 
and  thus  be  of  value  as  adjuvants  to  endocrine 
therapy. 

CASE  REPORTS 

Case  No.  i:  On  June  25,  1913,  Dr.  M.  H.  Brown  of 
New  York  City,  now  of  Los  Angeles,  referred  a 23- 
year-old  girl  finishing  her  senior  year  at  college.  This 
patient  was  a first-born,  spontaneously  delivered,  full- 
teim  baby  and  was  breast  fed.  Teeth  were  erupted  at 
seven  months,  but  the  first  dentition  was  of  poor  qual- 
ity and  the  permanent  set  came  in  very  irregular.  She 


did  not  walk  until  twenty  months.  When  a girl  she 
had  whooping  cough,  measles  and  chickenpox.  Her 
father  died  at  29 — two  months  before  patient  was  born. 
Mother  has  a goiter  and  suffers  regularly  with  hay 
fever.  Patient’s  blood  Wassermann  negative.  No 
albumin  or  sugar  in  urine. 

At  i6j4  years,  while  in  a classroom  at  high  school, 
she  had  a convulsion  and  it  was  noted  afterwards  that 
her  first  menstrual  period  had  appeared.  She  had  a 
second  convulsion  the  same  night  and  a third  one  six 
weeks  later.  Bromids  were  started  but  the  attacks 
continued  at  from  one  to  five  months  apart  during  the 
next  year.  Then  there  was  an  interval  of  18  months 
with  no  convulsive  seizures,  when  typhoid  fever  de- 
veloped. Following  convalescence  three  convulsions 
occurred  close  together.  The  bromids  were  continued 
on  the  advice  of  Dr.  C.  L.  Dana,  who  saw  the  case  in 
consultation  with  Dr.  Brown,  and  confirmed  the  diag- 
nosis. There  was  then  another  interval  of  a year  with- 
out a seizure.  At  21  years  the  patient  suffered  a 
severe  attack  of  scarlet  fever.  The  year  following  the 
convulsions  occurred  as  frequently  as  one  to  three  a 
month. 

For  six  years  after  menstruation  was  established  the 
periods  were  very  irregular,  occurring  from  six  weeks 
to  three  months  apart.  Hematinics  and  various  com- 
binations of  endocrine  substance  were  given,  but  men- 
struation continued  irregular  and  the  convulsive  seiz- 
ures persisted  as  stated  above. 

Crotalin  injections  were  started  June  25,  1913,  and 
continued  at  weekly  intervals  for  six  months.  During 
this  time  four  menstrual  periods  occurred,  but  the  con- 
vulsive attacks  continued  at  from  two  to  six-week  in- 
tervals. The  patient,  however,  improved  physically. 
Her  hemoglobin  increased  from  58  to  80  per  cent  and 
the  red  count  from  2,750,000  to  4,200,000.  At  this  time 
corpus  luteum  tablets  were  started  in  conjunction  with 
the  crotalin  injections.  The  combined  therapy  was 
continued  for  six  months.  The  menstrual  periods  be- 
came quite  regular  and  there  were  only  two  convulsive 
seizures,  January  ist  and  April  i,  1914.  Then  the 
crotalin  injections  were  continued  once  a week  for  an- 
other year  without  the  corpus  luteum,  when  the  interval 
between  injections  was  lengthened  to  two  weeks.  No 
further  convulsions  have  occurred.  The  patient,  with 
her  mother,  was  in  my  office  on  their  way  to  Atlantic 
City  three  weeks  ago.  She  is  5 feet  7 inches  tall  and 
now  weighs  138  pounds.  Her  menstrual  periods  have 
continued  regular,  she  enjoys  splendid  health  and  has 
been  holding  a responsible  clerical  position  for  six 
years.  She  says  that  the  convulsion  on  April  i,  1914, 
was  the  last  manifestation  of  her  unconscious  attacks, 
now  a period  of  ten  years  and  six  months.  Dr.  W.  M. 
Tompkins,  of  New  York,  confirms  this  report  by  letter 
and  continues  to  give  the  patient  a crotalin  injection 
every  second  or  third  month. 

Cese  No.  2:  A fifteen-year-old  high  school  girl  hav- 
ing a history  of  unconscious  attacks,  with  and  without 
convulsions,  was  referred  to  me  ten  months  ago  by  Dr. 
L.  N.  Boston,  who  had  been  treating  her  for  juvenile 
adiposity  for  a year. 

Her  maternal  grandmother  suffered  severely  with 
migraine,  which  was  absent  after  the  menopause.  She 
then  developed  a vasomotor  disturbance  with  a per- 
sistent cyanosis.  Maternal  grandfather  had  “spasms” 
as  a boy.  Patient’s  mother  had  convulsions  in  infancy, 
was  a “night  walker”  and  says  she  has  always  been 
subject  to  urticaria.  Four  maternal  uncles  all  had 
convulsions  when  boys  and  in  one  they  continued  into 
early  adult  life.  Patient  has  one  brother  a year  older 
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than  herself  who  is  thin  and  long  boned.  Her  father 
is  short  and  thin.  Her  Tnother  is  stockily  built — five 
feet,  150  pounds. 

This  girl  was  a full  term  baby,  with  a normal  non- 
instrumental delivery.  She  weighed  six  pounds,  was 
bottle-fed  on  modified  cow’s  milk.  First  teeth  were 
cut  at  ten  months,  began  talking  at  one  year  and  walked 
at  14  months.  There  were  no  spasms  in  infancy.  She 
had  measles  with  bronchopneumonia  at  18  months ; 
chickenix)x  and  whooping  cough  later ; appendicitis 
with  operation  at  8 years  (May,  1916),  and  following 
convalescence  began  to  put  on  weight. 

At  II  years  and  3 months  (February,  1920)  men- 
struation was  established.  The  next  day  she  had  her 
first  convulsion.  Second  convulsion  was  5 months 
later.  During  the  next  2 years  no  form  of  uncon- 
sciousness occurred.  Menstruation  was  regular  with 
the  lunar  month  and  lasted  three  to  four  days.  Patient 
gained  weight  rapidly  and  at  14  years  weighed  205 
pounds.  At  this  time  “dazed”  states  (petit  mal)  began 
to  be  noticed  every  two  or  three  weeks.  They  seemed 
especially  apt  to  occur  at  or  near  the  menstrual  period. 
Early  in  February,  1923,  she  had  a third  convulsion. 
Soon  after  this  (February  ii,  1923)  she  consulted  Dr. 
Boston  for  nephritic  colic  of  which  she  had  had  two 
previous  mild  attacks.  The  patient  at  that  time  was 
5 feet  I inch  tall  and  weighed  196  pounds.  Dr.  Boston 
investigated  the  endocrine  features  of  the  case.  Dr.  M. 
K.  Fisher  made  an  x-ray  study  of  the  skull  and  re- 
ported as  follows : “Pbstclinoids  thickened,  no  anterior 
processes.  Floor  appeared  doubled — like  a hollow  par- 
tition. Sella  normal  in  size  except  for  an  encroach- 
ment of  posterior  clinoids.”  The  urine  was  always 
negative  for  sugar  and  albumin. 

Dr.  Boston  placed  the  patient  on  a diet  which  was 
indifferently  followed,  advised  exercise  which  was  al- 
most entirely  neglected  and  started  whole  gland  pitui- 
tary substance  grs.  2,  strych.  sulph.  gr.  1/240,  and  soda 
bicarb,  gr.  2,  t.i.d.  Her  weight  began  to  decrease 

systematically  and  in  10  months  was  down  to  154 
pounds,  a loss  of  42  pounds.  During  this  10  months, 
however,  the  petit  mal  became  very  frequent  and  she 
had  seven  convulsive  seizures  as  follows : One  each  in 
April,  July,  September,  October,  November  and  two  in 
December  (i6th  and  30),  1923. 

The  patient  came  under  my  care  January  3,  1924. 
Dr.  Boston  had  modified  the  organotherapy  and  the 
patient  was  then  taking  three  times  a day  pituitary 
substance  grs.  2,  thyroid  substance  grs.  and  tincture 
of  digitalis  m.  2.  Crotalin  injections  were  started  and 
continued  at  weekly  intervals  in  conjunction  with  this 
glandular  combination  until  July  i,  1924.  No  convul- 
sions or  petit  mal  seizures  occurred  after  the  venom 
protein  was  begun  for  a period  of  six  months.  The 
patient  was  in  splendid  physical  condition.  Her  men- 
strual periods  were  regular,  weight  further  decreased 
to  143  pounds  and  her  mother  reported  she  was  de- 
cidedly less  irritable.  She  went  to  the  shore  for  a 
vacation.  After  discontinuing  both  forms  of  therapy 
for  four  weeks  she  had  a convulsion  on  the  boardwalk, 
July  24,  1924.  Crotalin  injections  were  started  again 
and  have  been  continued  at  lo-day  intervals.  Neither 
form  of  seizure  has  recurred,  but  with  the  patient’s 
neglect  in  taking  the  endocrine  substance  she  has  gained 
3 pounds  in  weight  in  the  past  month. 

Case  No.  3:  A married  woman  42  years  old,  who 
was  attended  in  her  fourth  and  last  confinement  at  35 
years  of  age  by  Dr.  Frank  Bowman,  came  under  my 
care  June  16,  1922.  Seven  years  before,  at  the  time 
of  her  menstrual  periods  she  began  to  have  momentary 


lapses  (petit  mal)  with  smacking  of  lips  followed  by 
a few  minutes  of  confusion  and  some  automatism.  A 
year  later  tonic  and  clonic  spasms  began  to  occur  at 
two,  four  or  six-week  intervals  and  the  petit  mal 
manifestations  tended  to  come  in  series,  often  ten  or 
twelve  times  a day.  They  were  always  aggravated  at 
or  near  the  menstrual  period.  For  a year  before  I saw 
her  the  light  attacks  were  rarely  absent  for  as  long  as 
24  hours  at  a time  and  the  severer  form  ranged  from 
one  to  three  or  four  weeks  apart,  making  it  necessary 
for  her  to  have  a constant  companion. 

The  family  history  was  negative.  The  patient  was 
five  feet  in  height  and  her  weight  had  always  ranged 
from  102  to  108  pounds.  Her  blood  Wassermann  was 
negative.  For  two  years  her  menstrual  periods,  which 
had  always  been  regular  every  23  or  25  days  and  of 
three  to  four  days’  duration,  had  become  irregular. 
Occasionally  there  would  be  a “show”  for  a day  or  two 
every  two  weeks.  Then  again  there  would  be  an  inter- 
val of  four  or  six  weeks,  and  the  condition  was  attrib- 
uted to  a possible  approaching  menopause.  Bromids, 
luminal  and  glandular  substances  in  various  combina- 
tions had  been  given,  with  but  slight  or  temporary  re- 
lief. Diet,  elimination  and  osteopathy  were  faithfully 
tried. 

Crotalin  injections  were  started  and  all  sedative  and 
glandular  medication  was  withdrawn.  At  the  end  of 
three  weeks  there  was  no  modification  in  the  frequency 
of  the  unconscious  attacks,  but  the  hemoglobin  had 
risen  from  60  to  85%  and  the  red  count  from  3,200,000 
to  4,500,000.  In  observing  her  case  I always  found  a 
slow  pulse — 56  to  60 — and  a number  of  times  it  was  as 
slow  as  48  beats  per  minute  in  a sitting  posture. 

One  grain  of  thyroid  substance  was  then  started  each 
24  hours  and  crotalin  injections  were  continued  at 
weekly  intervals.  By  the  end  of  another  three  weeks 
all  petit  mal  manifestations  had  ceased  and  it  is  now 
two  years  and  three  months  since  either  form  of  attack 
has  occurred.  The  menstrual  periods  for  the  past 
eighteen  months  have  assumed  their  former  type  at 
23  to  25-day  intervals.  The  patient  now  attends  to  her 
household  duties  without  assistance.  For  the  last 
eight  months  a crotalin  injection  has  been  given  every 
three  weeks  and  the  thyroid  has  been  continued  daily. 

Case  No.  4:  In  October,  1914,  a 17-year-old  high 
school  girl  came  under  my  care  with  the  following  his- 
tory : She  was  a full-term  baby,  instrumentally  de- 

livered and  breast-fed.  There  were  no  spasms  in  in- 
fancy. Measles  was  the  only  disease  of  childhood. 
She  was  the  oldest  of  four  children.  Maternal  grand- 
father was  a severe  sufferer  with  asthma.  A maternal 
aunt  has  typical  attacks  of  migraine  and  a younger 
sister  has  eczema.  No  epilepsy,  alcoholism  or  mental 
condition  is  traceable  in  the  family. 

Menstruation  was  established  at  12)4  years  but  was 
always  irregularly  delayed,  occurring  at  intervals  of 
six  weeks  to  three  months.  With  the  establishment  of 
menstruation,  momentary  lapses  (petit  mal)  were  first 
noticed.  They  recurred  at  intervals  of  one  to  four 
weeks  and  in  a year’s  time  were  tending  to  occur  in 
series.  About  this  time  periodic  migraine  appeared. 
Following  a severe  headache  and  a series  of  petit  mal 
at  14  years  she  had  the  first  convulsion.  There  was  a 
second  convulsion  seven  months  later,  two  days  before 
I first  saw  the  patient.  Between  the  major  attacks  the 
minor  seizures  continued  and  recurred  as  frequently  as 
every  two  or  three  days  and  a series  occasionally  lasted 
for  24  hours.  At  or  about  a menstrual  period  both 
forms  of  attack  seemed  more  apt  to  occur.  It  was 
necessary  for  the  girl  to  stop  school  work. 
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The  above  outlined  condition  had  been  present  for 
five  years  when  the  girl  was  brought  to  me  by  a nurse. 
Crotalin  injections  were  started  October  20,  1914,  and 
continued  at  weekly  intervals.  To  the  best  of  my  in- 
formation this  case  had  never  had  bromid  or  luminal. 
In  two  months’  time  the  petit  mal  seizures  stopped, 
and  under  continued  weekly  crotalin  injections  over  a 
period  of  one  year  and  two  months  no  form  of  uncon- 
sciousness was  noted.  In  spite  of  a much  improved 
blood  picture  the  menstrual  periods  continued  to  be 
iri^gularly  delayed  and  following  the  first  menstrual 
period  she  had  had  in  nine  weeks,  petit  mal  attacks 
recurred  March  3d,  5th,  6th  and  loth,  1916,  and  before 
another  period  came  on  she  had  mild  convulsive  seiz- 
ures on  May  i6th,  June  9th  and  loth,  associated  with  a 
number  of  petit  mal  attacks. 

She  was  graduated  from  high  school  the  spring  of 
1916.  During  the  summer  the  crotalin  injections  were 
continued  at  weekly  intervals.  Neither  form  of  attack 
having  manifested  itself  by  fall,  she  entered  the  Teach- 
ers’ Training  School.  Two  years  later  she  was  granted 
a teacher’s  certificate  and  no  evidence  of  her  former 
affliction  having  appeared,  she  accepted  a primary 
school  appointment.  The  interval  between  the  crotalin 
injections  was  lengthened  to  two  weeks.  She  accept- 
ably filled  a teaching  position  for  three  years,  when  on 
October  29,  1922,  two  weeks  after  a menstrual  period 
should  have  occurred,  she  had  two  hard  convulsions  at 
4 and  6 p.  m.,  the  second  of  which  I personally  wit- 
nessed at  her  home. 

There  had  been  an  interval  of  five  years  and  four 
months  with  freedom  from  any  form  of  seizure.  The 
patient  had  developed  into  full  womanhood,  but  dur- 
ing the  pervious  year  had  gained  weight  very  rapidly. 
She  weighed  at  this  time  158  pounds,  an  increase  of  48 
pounds  in  a little  over  a year.  The  tabulated  record 
of  her  menstrual  periods  showed  that  they  continued 
to  be  irregular.  The  migraine,  however,  had  entirely 
disappeared.  With  the  recurrence  of  the  convulsions 
in  October,  1922,  I went  carefully  over  the  record  of 
the  patient’s  menstrual  periods.  This  revealed  that 
during  the  last  six  months  of  the  calendar  year  of  1914 
(she  came  under  my  care  October  2,  1914)  only  two 
periods  had  occurred.  During  the  calendar  year  of 
1915  there  were  9 menstrual  periods;  1916,  9;  1917, 
8;  1918,  10;  1919,  9;  1920,  10;  1921,  7;  1922,  8. 

The  continued  irregularity  of  the  menstrual  periods, 
the  abnormal  increase  in  weight  and  the  recurrence  of 
convulsions  associated  with  an  overdue  period,  prompted 
me  in  October,  1922,  to  put  the  patient  on  the  following 
pleuroglandular  formula : Thyroid  subs.  gr.  pitui- 
tary (whole  gland)  gr.  suprarenal  gr.  ovarian 
gr.  54.  This  combination  is  taken  twice  daily,  starting 
two  weeks  after  a period  and  is  continued  until  the 
next  perod  occurs.  The  crotalin  injections  are  given 
regularly  three  weeks  after  each  period,  i.  e.,  a week 
before  a period  should  normally  occur.  For  the  past 
twenty  months  since  this  combined  therapy  has  been 
used,  twenty  menstrual  periods  have  occurred.  More- 
over, the  patient’s  weight  has  decreased  to  136  pounds 
(she  is  s feet  4 inches  tall)  and  there  have  been  no 
further  grand  or  petit  mal  seizures  over  a period  now 
just  a few  weeks  short  of  two  years. 

Case  No.  3:  On  July  2,  1913,  a twenty-four-year-old 
machinist,  who  had  been  having  convulsive  seizures  for 
six  years,  came  under  my  care.  At  18  years  he  had  an 
attack  of  influenza  and  two  months  later  had  his  first 
convulsion.  For  three  years  attacks  were  from  2 to  7 
months  apart,  then  they  became  more  frequent  at  2 to 
4 week  intervals.  Occasionally  he  would  have  two 


seizures  in  24  hours.  For  a year  before  I saw  him  the 
attacks,  in  spite  of  the  150  grains  of  bromid  daily,  a 
part  of  the  time,  were  recurring  at  intervals  of  from 
10  days  to  one  month.  In  many  of  the  seizures  he 
would  dislocate  his  left  shoulder,  which  was  reduced 
with  difficulty  owing  to  his  muscular  development. 

The  patient  was  fourth  in  order  of  birth.  He  was  a 
full-term  child,  had  normal  delivery,  breast-fed,  cut 
teeth,  talked  and  walked  at  the  usual  age.  Whooping 
cough  was  the  only  disease  of  childhood.  The  maternal 
and  paternal  grandfathers  were  both  alcoholic  and 
each  developed  paresis.  Patient’s  blood  Wassermann 
was  negative. 

Crotalin  injections  were  started  July  2,  1913,  at  7-day 
intervals  and  the  bromid  withdrawn.  The  convulsive 
seizures  continued  and  he  had  three  during  July,  two 
in  September,  two  in  October  and  three  in  November. 
I personally  witnessed  a number  of  the  convulsions 
which  were  always  typical  of  the  major  form,  and 
several  times  an  anesthetic  was  necessary  to  reduce  the 
shoulder  dislocation.  My  attention  was  called  by  a 
nurse  to  the  fact  that  for  a few  hours  before  a seizure 
the  patient  always  complained  of  smelling  something 
burning.  Upon  inquiry  I learned  that  the  olfactory 
aura  had  been  noticed  by  the  patient  for  several  years. 
This  olfactory  disturbance  is  of  special  interest  be- 
cause of  the  relation  of  gustatory  or  olfactory  sense 
disturbances  in  attacks  of  epilepsy  due  to  pituitary  dis- 
ease just  recently  referred  to  by  Engelbach.s 

On  December  2,  1913,  Dr.  G.  E.  Pfahler  made  an 
x-ray  study  of  the  skull  in  this  patient,  with  special 
reference  to  the  sella  turcica.  He  reported ; “I  find 
the  anterior  and  posterior  clinoid  processes  meeting. 
They  are  lacking  in  density.  I do  not  know  how  to 
account  for  this,  but  I feel  sure  that  these  clinoidal 
processes  are  compressing  or  lessening  the  size  of  the 
sella  turcica.” 

I then  started  three  grain  tablets  of  whole  gland 
pituitary  substance  twice  daily  and  the  crotalin  injec- 
tions were  continued  at  weekly  intervals.  No  attacks 
occurred  then  for  three  weeks,  at  which  time  Dr.  T. 
Turner  Thomas  performed  his  operation  for  recurrent 
dislocation  of  the  shoulder  joint.  Patient  was  in  the 
hospital  ten  days  and  the  night  of  the  day  he  left  he 
had  a convulsion.  Pituitary  extract  had  then  been  given 
for  a month.  He  had  further  convulsions  on  January 
20th,  two  on  Eebruary  24th  and  one  on  March  2,  1914. 
Up  to  that  time  the  pituitary  extract  had  been  used  in 
conjunction  with  the  venom  protein  injection  for  three 
months.  The  attack  on  March  2,  1914,  is  the  last  con- 
vulsion the  patient  has  had — now  a period  of  ten  years 
and  seven  months.  Crotalin  injections  were  continued 
until  April,  1916  (two  years  after  the  last  attack)  and 
the  pituitary  substance  was  continued  for  a year  longer, 
twice  daily.  I heard  from  the  patient  a month  ago. 
He  is  now  35  years  of  age,  works  regularly  at  his  trade 
and  a recent  report  says  that  he  is  in  fine  shape  and  has 
had  no  attacks  since  1914. 

CONCLUSIONS 

1.  The  nonspecific  protein  reaction  has  be- 
come recognized  as  a factor  in  restoring  de- 
ranged metabolism,  and  one  of  its  chief  values 
seems  destined  to  be  its  synergistic  action  when 
used  as  an  adjuvant  to  other  therapeutic  meas- 
ures. 

2.  The  selection  of  a satisfactory  agent  to 
produce  nonspecific  reactions  for  therapeutic 
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purposes  is  important.  Venom  protein  (crota- 
lin)  solution,  prepared  in  sterilized  ampules  with 
accurately  measured  doses,  offers  an  agent,  the 
practical  advantages  of  which  are : A mild  local 
reaction  without  systemic  depression,  and  a 
method  for  regulating  the  strength  of  dosage 
and  frequency  of  administration  by  differential 
blood  counts. 

3.  The  glands  of  internal  secretion  are  recog- 
nized to  be  regulators  of  metabolism,  but  factors 
which  control  and  influence  their  activity  are  not 
definitely  known. 

4.  Since  the  nonsp>ecific  protein  reaction  and 
the  glands  of  internal  secretion  both  influence 
metabolism  and  probably  immunity,  they  would 
logically  seem  to  be  synergistic. 

5.  The  case  reports  in  this  paper,  illustrating 
several  types  of  endocrine  disturbance  encoun- 
tered in  epileptic  patients,  and  treated  by  the 
intramuscular  injection  of  venom  protein  (crota- 
lin)  solution  in  conjunction  with  the  oral  admin- 
istration of  glandular  substances,  I submit  with 
the  hope  that  they  may  interest  others  to  inves- 
tigate the  value  of  the  nonsj>ecific  biologic  reac- 
tion as  an  adjuvant  to  endocrine  therapy. 

2217  South  Broad  St. 
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^ DISCUSSION 

Dr.  L.  N.  Boston  (Philadelphia,  Pa.)  : There  is  prob- 
ably no  one  other  subject  that  concerns  an  immunologist 
to-day  more  than  the  introduction  of  foreign  protein 
into  the  system  to  effect  such  immunity.  Just  at  present 
there  is  a paper  in  another  Section  on  the  injection  of 
diphtheria  antitoxin  in  the  treatment  of  infections  in  the 
eye,  and  yesterday  Dr.  Schamberg  described  the  use  of 
milk  in  infections,  with  results  similar  to  those  de- 
scribed by  Dr.  Spangler.  How  these  are  produced  we 
do  not  know,  but  the  fact  is  that  if  we  inject  small 
portions  of  foreign  proteins  into  the  muscle  it  does 
raise  the  patient’s  resistance  to  disease. 

Dr.  Spangler  has  brought  out  that  the  introduction 
of  other  drugs  is  also  of  value  in  many  instances.  It 
seems  to  me  that  the  one  thing  in  the  paper  which  is 
entirely  new  is  the  method  of  regulating  the  dosage. 
So  far  as  I know,  no  method  has  been  given  us  by 
which  we  could  tell  how  much  foreign  protein  any  in- 
dividual can  bear.  Dr.  Spangler  counts  the  blood  and 
decides  from  that  how  much  foreign  protein  the  patient 
can  stand,  gives  his  foreign  protein  within  fifteen  min- 
utes after  the  blood  count,  and  aims  to  get  an  increase 
in  the  eosinophils.  This  requires  a very  small  dose, 
as  he  told  you.  After  getting  this  increase  in  eosino- 
phils we  must  count  the  patient’s  blood  from  time  to 
time  and  until  it  again  returns  to  normal  he  must  not 
have  any  more  foreign  protein.  I think,  until  the  pres- 
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entation  of  this  paper,  we  have  had  nothing  to  tell  us 
how  to  gauge  our  doses. 

These  foreign  proteins  introduced  into  the  system, 
whether  they  produce  a tendency  to  anaphylaxis  or  an 
anaphylactoid  state,  certainly  increase  the  patient’s  im- 
munity. Mild  anaphylaxis  when  thus  produced  spells 
immunity.  These  nonspecific  protein  substances  are  not 
intended  to  replace  diphtheria  antitoxin  or  substances 
which  are  specific.  They  deserve  a trial  only  when  we 
have  nothing  else. 

Another  factor  which  Dr.  Spangler  mentioned  is  *he 
condition  of  the  patient  when  the  foreign  protein  is 
given.  If  he  has  no  local  reaction  and  is  not  capable  of 
producing  an  eosinophilia  after' the  introduction,  so  far 
as  we  know,  foreign  protein  is  of  no  value  and  should 
not  be  given.  It  is  in  those  cases  where  it  has  been 
given  without  estimating  the  dosage  that  it  has  had  no 
effect.  I have  used  no  venom,  but  have  used  other 
foreign  substances  for  several  years  and  am  convinced 
that  they  have  a certain  amount  of  power  in  the  pro- 
duction of  immunity. 

Dr.  Spangler  (in  closing) : There  are  one  or  two 
points  that  Dr.  Boston  touched  on  which  might  be  em- 
phasized. The  physical  condition  of  the  patient  is  im- 
portant. The  patient  must  not  be  moribund.  It  does 
not  matter  whether  one  uses  specific,  nonspecific, 
chemotherapy  or  anything  else,  if  the  physical  condi- 
tion of  the  patient  is  such  that  cell  stimulation  and 
plasma  activation  are  impossible,  foreign  protein  ther- 
apy is  of  no  value. 

A method  for  regulating  the  dose  of  protein  injec- 
tion is  of  great  practical  value.  With  the  small-sized 
doses  of  venom  protein  (i/400th  to  i/soth  grain) 
which  I have  used,  the  highest  degree  of  eosinophils 
occurs  by  the  second  or  third  day,  and  by  the  fifth  or 
seventh  day  they  will  as  a rule  have  returned  to  about 
the  percentage  they  were  before  the  injection.  In  a 
hypersensitive  patient  I have  seen  crotalin  produce  an 
eosinophilia  as  high  as  43  per  cent.  The  patient  is  then 
boarding  on  an  anaphylactic  state.  In  my  experience 
it  has  not  seemed  wise  to  increase  the  strength  of  dose 
if  the  eosinophils  have  been  increased  to  over  8 or  lo 
per  cent  by  the  third  day.  I do  not  repeat  an  injection 
until  the  eosinophils  have  dropped  to  4 per  cent  or 
under. 

In  a rather  large  experience  with  regulating  the 
strength  of  dose  and  frequency  of  administration  of 
venom  protein  with  the  degree  of  eosinophilia  produced, 
I am  convinced  that  a more  frequent  study  of  differen- 
tial blood  counts  would  prove  of  much  practical  value, 
especially  as  a means  of  determining  an  approach  to- 
ward anaphylaxis. 


METHODS  OF  RECONSTRUCTING  THE 
DEFECTIVE  ANTERIOR  AB- 
DOMINAL WALL* 

W.  WAYNE  BABCOCK,  M.D. 

PHILADELPHIA,  PA. 

When  Genus  Homo  stopped  crawling  about 
on  his  belly  and  began  to  stand  up  and  survey 
the  works  of  Creation  he  lost  the  bony  plates  and 
ribs  from  his  abdominal  wall  and  developed  a 
new  p>oint  of  weakness.  To  this  day  the  tendi- 

*Read  before  the  Section  on  Surgery  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Read.ng  Session,  October  7, 

1924. 
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nous  interdigitations  of  the  rectii  mark  the  old 
locations  of  ribs,  and  in  many  ways  the  walls  of 
the  abdomen  show  the  pattern  of  the  chest. 
Four-fifths  of  the  abdominal  wall  is  supplied  by 
intercostal  nerves.  The  blood  supply  is  much 
the  same.  The  internal  mammary  arteries  con- 
tinue their  course  downward  under  the  name  of 
the  internal  epigastrics.  The  external  oblique 
muscle  follows  the  general  direction  of  the  ex- 
ternal intercostal,  the  internal  oblique  the  inter- 
nal intercostal  muscle,  while  the  transversalis 
represents  a tremendous  expansion  of  the  tri- 
angularis sternii.  But  the  soft  abdominal  wall 
has  lost  strength  and  has  become  vulnerable  to 


occurs  with  spontaneous  rupture  and  hernial 
protrusion.  In  middle-aged  obese  persons  sub- 
ject to  abdominal  distension  by  tumors  or  other 
cause,  the  fatty  supporting  abdominal  walls 
often  give  way.  Particularly  in  later  life,  neg- 
lected umbilical  or  ventral  hernias  may  lead  to 
enormous  herniations  with  extensive  defects  in 
the  anterior  abdominal  wall  difficult  to  close. 

Rarely,  in  healthy  persons,  violent  muscular 
action  will  cau'e  ventral  hernia.  In  a muscular 
colored  man  I found  a hernia  through  the  right 
rectus  the  size  of  a grapefruit  that  had  suddenly 
developed  as  with  the  greatest  effort  he  pushed 
away  a swinging  dynamo  that  threatened  to 


static  force,  to  accident,  to  disease,  and  particu- 
larly to  the  inroads  of  the  surgeon. 

From  birth  to  advanced  age,  defects  are  found 
in  the  abdominal  wall  that  require  operative 
correction. 

In  the  newborn,  herniation  into  the  umbilical 
cord,  or  exomphalos  (Figs.  l and  2),  and  ab- 
sent or  defective  musculature  are  occasionally 
observed.  In  children  with  rickets  or  other 
nutritional  disorder  and  an  associated  abdomi- 
nal distension,  diastasis  of  the  recti  with  hernial 
protrusion  is  frequent.  During  the  convales- 
cence from  typhoid  fever,  pneumonia  and  other 
diseases,  atrophy,  degeneration  or  inflammation 
of  the  rectus,  or  other  abdominal  muscle,  at  times 


crush  him.  It  is  noteworthy  that  at  the  time  of 
production  of  a hernia  by  muscular  action,  the 
patient  may  complain  more  of  general  symptoms 
of  shock  with  great  oppression,  nau'ea,  weak- 
ness and  paresthesia  of  the  extremities,  rather 
than  pain  at  the  point  of  injury. 

The  musculo-aponeurotic  walls  of  the  abdo- 
men may  give  way  under  blows,  great  extension, 
or  pressure  without  injury  to  the  skin.  As  a 
rule  in  such  cases,  there  is  evidence  of  great  vio- 
lence ; but  in  a suit  brought  against  the  notorious 
Professor  Munyon  some  years  ago,  it  was 
alleged  that  a ventral  hernia  had  been  produced 
in  a woman  by  a rough  bimanual  examination. 

Open  wounds  of  the  abdominal  wall  are  a com- 
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Fig.  2.  (a)  Repair  of  large  congenital  hernia  by  thoracicflap,  continued.  Thoracic  flap  in  place  with  Thiersch  skin  grafts 

upon  denuded  surface  above.  (b)  Method  of  closing  large  congenital  defect  by  flap  of  skin  from  patients’  forearm. 

mon  cause  of  large  defects.  Besides  the  usual  and  other  fish,  and  the  gnawing  by  savage  rats 

causes  of  traumatic  injury,  may  be  mentioned  of  infants  unable  to  defend  themselves, 

the  horns,  teeth,  claws  and  hoofs  of  wild  and  Gunshot  injuries,  especially  when  raking  or 
domestic  animals,  the  bites  of  sharks,  barracuda  tangential,  may  destroy  large  areas  of  the  ab- 


Fig.  3.  Large  ventral  hernia  with  diastasis  of  rectii. 


Fig.  4.  Large  ventral  hernia,  continued,  showing  formation 
of  flaps  from  hernial  sac. 
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dominal  wall.  One  of  our  patients  had  a large 
part  of  the  anterior  abdominal  wall  carried  away 
by  a charge  from  a shotgun  fired  at  rather  close 
ransre.  In  a second,  a succession  of  bullets  from 
machine  gun  fire  had  destroyed  a large  part  of 


Fig.  5.  Repair  of  large  ventral  hernia  continued.  Edges 
of  rectii  sutured  together.  Dotted  lines  showing  incisions  to 
be  made  in  hernial  sac. 


the  front  of  the  abdomen — also  without  fatal 
injury.  In  a case  reported  from  East  India, 
under  native  treatment  the  abdomen  was  cov- 
ered by  a thin  layer  of  clay  upon  which  a fire 
was  started.  Over  the  fire  was  inverted  a large 
brass  pot  which  acted  like  an  enormous  cupping 
glass.  Days  later,  the  adherent  brass  vessel  was 
cut  and  filed  away,  revealing  almost  the  entire 
anterior  abdominal  wall  necrotic  to  the  intestines. 

Very  common  are  the  defects  resulting  from 
abdominal  incisions.  Many  of  these  incisional 
hernias  could  have  been  prevented  by  the  opera- 
tor. A well  made  gridiron  or  muscle  splitting 
operation  gives  the  strongest  abdominal  wall, 
and  rarely  leads  to  hernia,  even  though  drainage 
is  used.  The  linea  alba  is  thin  and  when  incised, 
unless  especially  reinforced  gives  a weak  closure. 
Quite  different  is  an  incision  slightly  lateral  to 
the  linea  alba  where  there  is  a thick  muscular  and 
two  aponeurotic  layers.  After  division  of  a 
muscle  it  is  difficult  to  prevent  retraction  of 
the  cut  ends  and  avoid  some  degree  of  mus- 
cular paralysis  adjacent  to  the  line  of  incision 
from  the  divisions  of  nerves.  Nevertheless,  it 


is  better  to  divide  a muscle  than  its  supplying 
nerves.  Pararectal  and  other  lateral  incisions, 
that  divide  the  motor  nerves  of  the  abdomen 
should  be  avoided,  although  the  muscular  degen- 
eration produced  is  less  with  the  lower  nonseg- 
mented  half  of  the  rectus  than  with  the  upper. 
As  a rule,  transverse  abdominal  incisions,  or 
those  parallel  with  the  ribs,  being  in  the  line  of 
greatest  tension,  are  less  often  followed  by  her- 
nia than  vertical  or  oblique  incisions. 

In  vertical  rectus  incisions  the  muscular  belly 
should  either  be  retracted  outward  so-  that  it 
may  later  cover  the  incisions  in  the  sheath,  as 
suggested  by  Lennander  in  1898,  or  the  muscle 
fibers  split  well  toward  the  median  side  to  reduce 
the  degree  of  muscular  paralysis.  In  general, 
for  the  abdomen,  a nearly  transverse  skin  inci- 
sion approximates  the  line  of  skin  cleavage  and 
gives  the  best  cosmetic  result.  The  Pfannenstiel 
incision,  with  its  transverse  division  of  the  skin 
and  aponeurosis  and  vertical  separation  of  the 
rectii  and  of  the  peritoneum,  favors  a very 


Fig.  6.  Repair  of  large  ventral  hernia  by  interdigitation  con- 
tinued. Flaps  from  hernial  sac  split  and  interdigitated,  giving 
a very  strong  closure. 

strong  wound  closure  for  pelvic  or  lower  ab- 
dominal surgery.  While  with  the  old  through 
and  through  suture  of  abdominal  wounds,  up- 
wards of  twenty  per  cent  of  secondary  hernias 
occurred,  the  modern  operator,  using  anatomical 
incisions,  layer  sutures  and  imbrication,  should 
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have  less  than  one  per  cent  of  hernias  from  his 
undrained  abdominal  wounds.  If  drainage  is 
required,  much  may  be  done  to  prevent  a sec- 
ondary hernia  by  a muscle  splitting  incision. 
Appendicular  infections  handled  through  a care- 


fully made  McBurney  incision  will  only  rarely 
be  followed  by  a hernia.  In  my  experience,  less 
than  once  in  one  thousand  cases  does  a McBur- 
ney incision  with  a transverse  skin  incision  fail 
to  give  sufficient  exposure  in  appendicitis. 

The  abdominal  incision  should  not  be  longer 
than  is  necessary,  although  the  operator  should 
not  jeopardize  his  patient  by  trying  to  work 
through  an  inadequate  opening.  Relaxation  of 
the  abdominal  muscles  by  proper  anesthesia  is 
of  great  aid  in  enabling  the  operation  to  be  done 
with  the  least  damage  to  the  abdominal  wall. 

Whenever  possible,  an  old  abdominal  scar 
should  be  excised  and  the  abdomen  opened  with- 
out damaging  a new  field.  We  have  left  the 
early,  crude  beginnings  of  our  art  and  surely  an 
operator  competent  to  practice  abdominal  sur- 
gery will  now  rarely  cut  into  underlying  adher- 
ent intestine  as  he  opens  the  abdomen  through  an 
old  scar.  I recall  a patient  whose  abdomen  had 
been  opened  by  nine  different  operators  and 
there-  were  nine  different  scars — an  inexcusable 
mutilation  and  a most  difficult  case  for  recon- 
struction. 

While  asepsis,  careful  hemostasis,  accurate 


suture  of  the  abdominal  wall  in  layers,  with  im- 
brication of  the  aponeurotic  layer,  have  largely 
abolished  secondary  defects  and  hernias  after 
clean  celiotomies,  extensive  closure,  unnece-sary 
sutures  and  layer  sutures  in  the  septic  wounds 
favor  spreading  infection,  necrosis  and  serious 
damage  to  the  adjacent  abdominal  wall.  Avoid 
sutures  or  use  them  sparingly  in  the  infected 
wound. 

methods  of  reconstruction 

Operations  for  the  defective  abdominal  wall 
are  modified  greatly  by  the  individual  conditions 
present.  In  many  cases,  the  excision  of  old 
scars  and  redundant  skin  and  fat,  the  liberation 
of  peritoneal  adhesions,  followed  by  the  careful 
separation  of  the  wound  margins  into  their  nor- 
mal component  layers  with  a series  of  tier 
sutures,  everting  and  uniting  the  peritoneum, 
closing  the  muscular  gap  and  uniting  and  over- 
lapping the  aponeurotic  edges,  will  give  very  sat- 
isfactory results.  In  other  cases,  such  an  ana- 
tomical closure  by  suture  in  layers  is  not  feasible. 

With  a hernia  into  the  cord  of  the  newborn, 
the  defect  may  be  so  great  that  it  is  impossible 


Fig.  8.  Broad  abdominal  scar  continued.  Excision  of  scar; 
fistulous  tracts  isolated  to  intestine. 


to  coapt  the  wound  margins  vertically  or  trans- 
versely without  dangerously  increasing  the  intra- 
abdominal tension.  In  such  a case,  the  liver 
usually  lies  against  the  defect,  covered  only  by 
the  thin  membrane  of  the  umbilical  cord.  As 
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the  cord  soon  becomes  gangrenous,  the  operation 
should  be  done  immediately  after  birth  to  fore- 
stall infection.  If  necrotic,  the  septic  surface  is 
painted  with  a strong  solution  of  chlorid  of  zinc 
which  is  neutralized  with  a weak  solution  of 


Fig.  9.  Broad  abdominal  scar  continued.  Cinching  double 
loop  sutures  to  overcome  marked  tension. 


tincture  of  iodin  and  the  membrane  then  care- 
fully dissected  away  and  the  wound  closed  from 
side  to  side  from  above  downwards,  as  gives  the 
least  tension.  If,  as  shown  in  Fig.  2,  the  edges 
of  the  defect  cannot  be  united  without  dangerous 
tension,  it  should  be  covered  by  a thick  pedicled 
skin  flap  taken  from  the  adjacent  thorax,  ab- 
dominal wall,  or  from  tbe  forearm.  Ten  days 
later,  the  pedicle  of  the  flap  is  divided,  the  de- 
nuded surface  left  covered  by  Thiersch  grafts, 
and  the  reconstruction  of  the  deeper  layers  of 
the  abdominal  wall  deferred  until  the  child  is 
three  or  more  years  of  age. 

In  the  baby  illustrated,  although  the  cord  was 
gangrenous,  the  abdominal  wall  was  successfully 
closed  in  layers  without  resort  to  skin  grafting. 
The  second  infant  shown,  had  such  a large  defect 
that  a transplanted  flap  should  have  been  used. 
Instead,  however,  I made  the  mistake  of  bring- 
ing the  edges  of  the  defect  together  under  such 
great  tension  that  the  child  could  not  breathe 
properly ; and,  probably  as  a result,  died  the 
day  following.  For  children  born  without  an 
abdominal  cavity  and  with  the  contents  of  the 


abdomen  lying  in  the  amniotic  sac,  we  know  of 
no  practical  operation,  although  an  attempt  may 
be  made  to  enlarge  an  existing  cavity  by  subcu- 
taneous division  of  musculo-aponeurotic  layers. 

LIBERATION  OF  RETRACTED  MUSCLE  AND  FASCIA 

In  children  and  adults,  large  defects  of  the 
abdominal  wall  following  operation  or  other  in- 
jury, often  have  about  their  edges  retracted  and 
furled  layers  of  muscle  and  aponeurosis.  When 
these  layers  are  freed  by  careful  dissection,  it 
often  will  be  found  that  there  is  sufflcient  tissue 
to  cover  a large  defect.  Particularly  will  the 
layers  be  found  retracted  along  Poupart’s  liga- 
ment from  the  traction  of  the  internal  oblique 
and  transversalis  muscles.  With  a large  gap, 
every  bit  of  tissue  that  can  be  used  for  support 
should  be  conserved.  The  hernial  sac  is  often 
fairly  strong,  and  instead  of  being  cut  away, 
may  be  used  to  reinforce  the  wound  in  one  of 
four  ways,  as  follows: 

I.  By  wide  tran.sverse  overlapping  of  the  flaps 
of  divided  sac,  the  edges  of  the  rectii  being  ap- 
proximated and  sutured. 


2.  By  vertical  overlapping  of  the  sac  opened 
by  a transverse  incision,  as  suggested  by  Wil- 
liam Mayo  for  umbilical  hernias,  a sufficient  wall 
often  may  be  obtained. 

3.  By  cutting  the  sac  into  wide  ribbons  and 
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interdigitating  and  suturing  these  ribbons,  as 
shown  in  Eigs.  4,  5 and  6,  we  have  obtained  a 
very  satisfactory  closure  in  a number  of  cases. 

4.  By  cutting  the  excised  sac  in  strips,  or  by 
applying  it  as  a large  patch  to  reinforce  the  union 
of  the  deeper  layers  of  the  abdominal  wall. 

TR.-\NSPLANTED  APONEUROSIS  AND  ALIEN 
SUPPORTS 

If  sufficient  tissue  cannot  be  obtained  from 
the  abdomen,  recourse  may  be  had  to  the  fascia 
lata.  If  the  defect  lies  close  to  the  crest  of  the 
ileum,  a pediculated  flap  of  the  fascia  may  be 
turned  up  into  the  defect,  as  has  been  suggested 
for  lumbar  hernia. 


Fig.  II.  .Ventral  incisional  hernia  with  division  of  motor 
nerves  and  paralysis  and  displacement  of  lower  rectus. 


In  rare  cases  a free  transplant  must  be  used. 
If  a large  patch  is  employed,  it  may  be  per- 
forated with  small  holes  to  facilitate  drainage 
and  vascularization.  (See  Fig.  15.)  Strips  of 
the  fascia  sewn  onto  or  threaded  through  the 
layers,  are  useful  in  certain  cases.  It  is  desirable 
to  secure  the  fascia  from  the  patient  himself. 

Of  the  foreign  embedded  supports,  silver  fili- 
gree and  silver  chain  are  best  tolerated,  some- 
times being  retained  and  healing  occurring  de- 
spite infection  in  the  wound.  Both  give- good 
support,  but  both  break  under  the  constant  move- 
ment and  varying  tension.  The  wire  of  the  fili- 
gree suggested  by  Willard  Bartlett,  when  frag- 
mented, may,  from  its  sharp  ends,  annoy  the 
patient.  We  therefore,  some  years  ago,  substi- 


defect. 
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tilted  fine  silver  chain,  which  is  well  retained  and 
acquires  strength  by  the  growth  of  soft  tissue 
through  its  links.  As  the  parallel  sections  of  the 
chain  rarely  break  opposite  each  other,  the 
broken  chain  really  gives  elasticity  without  loss 


Fig.  14.  Enormous  interstitial  hernia  with  contracted  ab- 
dominal cavity  too  small  to  hold  hernial  contents.  To  be 
treated  in  emergency  by  dividing  partition  to  form  one  large 
cavity. 

of  support,  and  elasticity  is  an  essential  quality 
of  the  abdominal  wall. 

In  the  patient  illustrated,  although  there  was 
an  enormous  defect  from  gunshot  injury,  re- 
quiring the  use  of  about  five  yards  of  silver 
chain,  the  efficiency  of  the  support  is  shown  by 
the  fact  that  he  was  later  passed  as  a soldier 
qualified  for  overseas  service. 

EIPECTOMY 

The  removal  of  a larger  or  smaller  area  of  the 
abdominal  skin  and  underlying  fat  is  often  de- 
sirable; and  we  have  removed  up  to  fourteen 
and  one-half  pounds  of  skin  and  fat.  For  the 
best  cosmetic  result,  the  lines  of  incision  should 
be  very  carefully  planned.  The  removal  of  a 
transverse  ellipse  of  tissue  broadens  the  waist 
and  causes  two  folds  of  projecting  tissue  to  arise 
laterally.  These  projections  may  necessitate  the 
removal  of  additional  lateral  ellipses  of  tissue. 
A combination  of  a large  vertical  and  a low 
transverse  ellipse  will  often  give  the  best  con- 
tour, although  the  angle  where  three  suture  lines 
meet  is  disadvantageous.  Lipectomy  is  well  tol- 
erated in  persons  up  to  40.  After  40,  in  the 


very  obese  and  especially  those  with  cardiac  dis- 
ease, the  increase  of  tension  produced  may  give 
rise  to  serious  and  even  fatal  difficulty  in  breath- 
ing. In  about  one  hundred  lipectomies,  we  have 
had  two  deaths  from  this  cause.  The  intra- 
abdominal tension  also  may  cause  intestinal 
obstruction.  We  have  had  one  such  case,  the 
symptoms  being  immediately  relieved  by  a small 
tube  colostomy.  As  a rule,  patients  with  myo- 
cardial change  should  be  well  digitalized  before 
the  operation,  and  if  symptoms  of  dyspnea  de- 
velop, relief  should  promptly  be  obtained,  even 
though  it  is  necessary  to  sacrifice  the  abdominal 
closure.  It  requires  experience  to  determine  how 
much  tension  a patient  will  endure  without  seri- 
ous symptoms. 

The  important  supporting  layer  of  the  abdomi- 
nal wall  is  the  aponeurotic  layer.  In  any  ab- 
dominal closure  little  support  can  be  expected 
from  the  union  of  divided  muscles  unless  it  is 
reinforced  by  the  aponeurosis.  A support  may 
be  obtained  from  an  individual  muscle  split  along 
the  course  of  its  fibers,  but  reinforcement  by  a 
second  layer  of  supporting  tissue  is  desirable. 


Fig.  15.  Illustrating  use  of  free  transplant  of  fascia  lata  to 
cover  large  defect  in  abdominal  wall. 


Incarceration,  strangulation,  and  infection  often 
necessitate  an  immediate  operation  in  a patient 
with  a defective  abdominal  wall  and  hernia.  In 
the  desperate  case  it  may  be  wise  to  relieve  only 
the  threatening  complications,  leaving  the  defect 
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in  the  abdominal  wall  uncorrected.  Good  judg- 
ment is  often  required  to  determine  how  much 
of  an  operation  the  patient  can  safely  endure. 

In  certain  ventral  hernias,  most  of  the  intes- 
tines escape  into  the  hernial  sac  which  becomes 
larger  than  the  abdominal  cavity,  and  with  which 
it  communicates  by  a larger  or  smaller  opening. 
In  these  patients,  should  sudden  complications 
develop,  the  complete  reduction  of  the  intestinal 
contents  into  the  abdominal  cavity  usually  is 
impossible  without  producing  serious  pressure 
symptoms,  obstruction  or  death.  In  such  a case, 
if  the  hernia  occupies  the  layers  of  the  abdomi- 
nal wall,  it  may  be  wise  to  split  the  partition, 
enlarging  the  opening  and  converting  the  hernial 
sac  and  abdominal  space  into  one  large  cavity. 
In  this  way,  the  patient  may  be  tided  over  the 
immediate  danger  of  strangulation  or  incarcera- 
tion ; and  later,  after  wearing  an-  external  sup- 
port for  some  months,  a reconstructive  operation 
may  be  attempted. 

In  patients  with  enormous  inguinal  hernias, 
repeated  operations  may  also  be  desirable,  in 
order  to  enlarge  the  abdominal  cavity  and  to 
reconstruct  the  abdominal  wall.  \Miere  the 
operation  can  be  deferred  and  where  the  hernia 
is  partially  reducible,  by  keeping  the  patient  in 
bed  with  the  hernial  contents  reduced  as  much 
as  possible  and  held  in  place  with  an  efficient 
support,  or  with  a pad  or  a sho'.  bag,  the  ab- 
dominal cavity  may  gradually  be  enlarged  and 
accustomed  again  to  holding  the  intestines. 

anesthetic 

Often  the  patient  is  elderly,  obese,  and  has 
more  or  less  degeneration  of  the  myocardium, 
liver  and  kidneys,  and  not  only  is  a bad  opera- 
tive but  a bad  anesthetic  risk.  Particularly  is 
such  a patient  a bad  risk  under  chloroform, 
ether  or  nitrous  oxid.  Ethylene,  as  it  produces 
no  increased  mucous  secretion,  and  as  it  is 
readily  continued  without  cyanosis,  has  advan- 
tages. The  induction  is  easy,  there  is  little  ex- 
citation, nausea  is  not  a marked  symptom,  and 
the  limits  of  safe  anesthetic  action  are  much 
wider  than  with  nitrous  oxid  oxygen. 

The  anesthetist,  therefore,  finds  it  much  easier 
to  manage  a patient  with  a short  fat  neck  under 
ethylene,  than  under  ether ; and  while  our  pres- 
ent opinion  may  be  modified  by  wider  experi- 
ence, we  believe  ethylene  properly  given  to  be  a 
superior  general  anesthetic  for  these  patients. 
In  old  and  fat  patients  with  serious  cvrganic  de- 
generation, we  cannot  advise  spinal  anesthesia, 
although  we  have  used  it  without  fatality  in  a 
number  of  such  cases.  The  sudden  and  marked 
fall  in  hlood  pressure  is  not  well  borne  by  the 
degenerated  myocardium  ; the  respiratory  capac- 


ity is  usually  reduced  by  the  increment  of  fat, 
and  with  the  partial  motor  paralysis  of  the  ab- 
domen and  chest;  the  patient  oppressed  by  the 
load  of  overlying  fat  is  in  danger  of  respiratory 
and  cardiac  failure  under  spinal  anesthesia. 
When  respiratory  and  cardiac  failure  occur  in  ; 
such  a patient,  resuscitative  measures  are  diffi-  J 
cult.  External  methods  of  artificial  respiration  i 
may  absolutely  fail,  and  veins  for  a stimulating 
intravenous  injection  may  be  hard  to  locate 
without  a free  incision.  For  artificial  respira- 
tion, mouth  to  mouth  insufflation  may  be  the  only 
practical  method  available  in  the  emergency. 

Local  anesthesia  or  local  combined  with  nar- 
cotic anesthesia  is  probably  the  safest  anesthetic 
for  most  patients  requiring  reconstruction  of  the 
anterior  abdominal  wall.  Fortunately,  as  the 
abdominal  walls  stretch  and  give  way  and  as  fat 
is  added,  the  bony  boundaries  remain  constant, 
so  that  the  nerves  may  be  blocked  at  the  limited 
peripher)-  of  the  abdominal  walls  by  the  injection 
of  weak  procain-adrenalin  solution.  The  local 
anesthetic  solution  may  be  used  very  freely.  We 
have  often  used  over  500  c.c.  of  a one  per  cent 
solution  of  procain,  and  the  anesthetic  action 
continues  for  two  or  three  hours. 

Operations  for  the  reconstruction  of  the  ante- 
rior abdominal  wall  are  often  complicated  by 
peritoneal  adhesions,  gall-stones,  tumors  or 
other  intra-abdominal  lesion.  It  is  rare,  how- 
ever, to  find  a condition  in  which  some  form  of 
reconstructive  operation  is  not  feasible. 

2008  Walnut  Street. 

DISCUSSION 

Dr.  C.  H.  Shearer  (Reading,  Pa.)  : This  paper  car- 
ries one  back  25  years  when  very  little  thought  was 
given  to  incising  the  abdominal  wall.  After  opening 
we  washed  out  the  cavity  with  quarts  or  gallons  of 
some  antiseptic  solution,  and  then  drained  it,  or  rather 
packed  it  with  yards  of  gauze,  rubber  tubing,  or  some 
complicated  form  of  glass  tube  drainage.  Then,  we 
closed  the  abdomen  with  through  and  through  sutures. 
This  of  course,  resulted  in  many  incisional  hernias, 
and  if  the  patient  survived  two  or  three  such  life- 
saving procedures  he  was  fortunate  indeed  to  have  an 
abdominal  wall  at  all.  But,  to-day,  with  our  improved 
technic,  abdominal  drainage  almost  obsolete,  and  stand- 
ardized methods  of  closing  the  abdominal  wall,  inci- 
sional hernias  are  almost  a tiling  of  the  past. 

Relaxed  abdominal  wall,  rectus  diastasis  following 
pregnancy  or  any  condition  destroying  the  normal 
intra-abdominal  tension,  may  cause  a ptosis  of  one  or 
more  of  the  abdominal  organs,  with  its  consequent 
perplexing  chain  of  symptoms.  Here  a reconstructive 
plastic  operation  on  the  aponeurotic  layers  of  the  ab- 
dominal wall,  restoring  the  intra-abdominal  tension,  is 
curative. 

X-ray  burns  of  the  abdomen  following  deep  roentgen 
therapy  are  not  rare.  I had  a case  recently  in  a 
woman,  aged  47.  with  a uterine  fibroid  extending  well 
above  the  umbilicus,  who  had  a corresponding  burn  on 
the  abdomen  following  some  thirty  x-ray  e.xposures. 

She  had  a trace  of  albumin,  hyalin  and  granular  casts. 
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with  6%  sugar  in  her  urine.  Pulse  QO,  arterial  tension ; 
systolic  i8o,  diastolic  I20.  An  oval  burn  on  the  abdo- 
men 4^  by  6 inches  had  undergone  gangrenous 
changes.  After  rest  in  bed  on  a 5%  carbohydrate  diet 
she  became  sugar  free.  We  decided  to  remove  the 
gangrenous  mass  only,  hoping  to  remove  the  fibroid  at 
a second  operation.  Under  very  light  ether  narcosis, 
this  was  a simple  matter.  The  striking  feature  was 
that  the  abdominal  wall  had  been  baked  or  fried  into 
a cicatricial  mass. 

In  restoring  the  abdominal  wall  one  depends  solely 
upon  the  aponeurosis  of  the  muscle  of  the  abdominal 
wall  for  reconstructive  purposes.  In  old  herniae  this 
aponeurosis  may  retract,  and  curl  into  firm  hard  ridges, 
but  with  patience,  and  sharp  dissection  much  can  be 
accomplished.  This  fascia  must  be  imbricated,  meshed 
and  fitted  together  under  not  too  much  tension.  An 
occasional  defect  may  be  covered  with  a necessary 
transplant  from  the  fascia  lata.  Muscle  fat  and  skin 
will  cover  inequalities  but  will  not  hold  a hernia. 

Dr.  Levi  J.  Hammond  (Philadelphia,  Pa.)  ; I should 
like  to  emphasize  the  importance  in  every  instance,  I 
believe,  when  attempting  to  close  the  abdominal  wall 
with  borrowed  tissue,  of  securing  the  tissue  for  that 
purpose  from  the  immediate  neighborhood.  I have 
some  doubt  whether  fascia  (which  is  admitted  to  be  the 
most  important  of  all  structures  in  preventing  hernia), 
brought  from  parts  remote,  and  in  so  doing  necessarily 
put  on  the  stretch  in  the  process  of  approximation,  can 
serve  any  ultimate  useful  purpose.  I believe  that  I 
have  been  able  to  demonstrate  the  fact  that  it  really 
does  not  when  left  partly  attached,  but  actually  retracts 
to  its  original  position. 

Dr.  G.  W.  Reese  (Shamokin,  Pa.)  : I should  like  to 
ask  Dr.  Babcock  if  there  is  anything  to  do  to  prevent 
fat  necrosis. 

Dr.  Babcock  (in  closing)  : I know  of  no  special  way 
of  preventing  fat  necrosis — only  the  usual  methods  by 
avoiding  traumatism,  insuring  hemostasis,  maintaining 
blood  supply  and  avoiding  too  great  tension. 

One  point  I would  emphasize  is  the  prophylactic 
treatment  of  postoperative  defects.  Try  to  operate  so 
you  do  not  have  incisional  hernias.  It  is  possible  to 
avoid  most  of  these  hernias  by  using  a muscle-splitting 
or  well  planned  transrectus  operation ; and  then  if  one 
has  an  infected  abdominal  wound,  if  he  will  avoid  de- 
stroying more  tissue  by  using  too  many  sutures  or  too 
little  drainage,  he  will  do  the  best  that  can  be  done  for 
a good  abdominal  wall  and  the  future  of  his  patient. 


SURGERY’S  PRESENT  CONCEPTION 
OF  THE  CLINICAL  VALUE  OF  SERA 
AND  VACCINES  IN  THE  TREAT- 
MENT OF  SURGICAL  INFEC- 
TIONS, BOTH  PRE-  AND 
POSTOPERATIVE* 

LEVI  JAY  HAMMOND,  M.D.f 

PHII.ADEEPHIA,  PA. 

It  requires  no'  genius  to  detect  in  the  volumi- 
nous literature  on  sera  and  vaccines  a diversity 
of  opinion  existing  between  the  claims  of  the 
biologists  and  the  results  obtained  from  their 

*Reacl  before  the  Section  on  Surgery  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  7, 
1921. 

tSurgeon  to  the  Methodist  Episcopal  Hospital. 


use  clinically  in  surgical  infections,  for  as  thus 
put  to  the  test  it  appears  they  prove  inferior  to 
the  bacteriologists’  claim.  Clinical  surgery  is 
not  familiar  with  the  germs  of  all  diseases, 
though  the  clinical  features  of  many  that  are  at 
present  known  as  specific  organisms  which  ac- 
company germ  infection,  are  easily  recognized, 
and  the  identity  of  the  predominant  organism 
often  can  be  determined  by  the  course  of  the 
clinical  symptoms,  even  without  recourse  to  bac- 
teriologic  control,  though  in  most  instances  it  is 
necessary  that  we  be  guided  by  bacteriologic  in- 
vestigation. It  does,  though,  seem  to  me  that  we 
can  more  nearly  approach  a practical  working 
basis  for  .'■'erum  and  vaccine  therapy  if  we  but 
acquaint  ourselves  with  the  distinctly  clinical 
features  of  the  various  clinically  known  infect- 
ing organisms,  thereby  enabling  us  the  more 
promptly  to  treat  them,  for  each  of  these  has 
peculiarities  in  portals  of  entry,  clinical  and 
pathological  features,  prognosis  and  treatment. 

The  mode  of  entrance  may  or  may  not  be  dis^- 
coverable,  though  generally  it  is  through  the  ex- 
ternal skin,  the  gastro-intestinal  tract,  the  birth 
tract,  nasopharynx,  local  infection  or  injuries — 
rarely  at  the  present  day  after  operations.  In- 
fection may  begin  gradually  with  general  malaise, 
chilly  sensations,  weakness  and  slight  fever,  or 
more  commonly  with  a sudden  outburst  of  rigor, 
high  fever,  prostration,  rapid  pulse  and  respira- 
tion. If  the  organism  be  of  high  toxicity  and 
excessive  in  quantity,  life  may  be  terminated 
within  even  a few  hours ; or  the  course  may 
extend  over  months ; or  clinical  symptoms  may 
disappear,  to  recur  after  months  or  years.  For 
example,  in  some  of  the  staphylococcic  bone  in- 
fections (osteomyelitis)  the  organisms  may  re- 
main latent  in  some  local  focus  and  renew  the 
attack  when  the  resisting  power  of  the  individual 
becomes  impaired.  For  instance,  the  colon 
group,  typified  in  the  streptococcus  and  meningo- 
coccus, bacillus  coli  and  gonococcus,  is  ushered  in 
with  fever,  intermittent  or  remittent,  with  sharp 
rises  and  falls  and  chills.  Widi  the  staphylo- 
coccus and  pneumococcus  the  temperature  is 
continuous,  the  pulse  is  rapid  and  always  out  of 
relation  to  the  temperature.  The  extent  of  this 
variance  between  the  ])ulse  and  the  temperature 
is  a good  index  of  the  degree  of  systematic  tox- 
emia. Infection,  especially  from  the  colon 
group,  may  but  slightly  alter  the  pulse,  unless 
such  a complication  as  endocarditis  (of  common 
occurrence)  in  a streptococcus  infection  should 
develop.  The  respiracion  is  often  accelerated 
apart  from  pulmonary  involvement  and  is  a seri- 
ous sign.  Pleuritic  pains,  effusions,  cyanosis  and 
circulatory  asthenia  from  interference  with  tis- 
sue oxidation  are  common  symptoms. 
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The  skin  picture  is  rather  typical,  varying  with 
the  different  types  of  organisms.  Petechial 
hemorrhages  in  the  skin  and  mucous  membrane 
and  erythemas  are  common  in  streptococcic  and 
meningococcic  infections;  roseolar  rashes  ac- 
company the  colon  infection ; while  pustular 
lesions  attend  the  staphylococcic  invasions.  The 
predominant  feature  in  streptococcic  infection  is 
a general  blood  stream  infection,  a pyemia  or 
septicemia.  In  the  staphylococcic  infection  the 
blood  stream  may  serve  merely  to  transmit  the 
bacteria,  while  in  instances  of  streptococcic  in- 
fection it  is  probably  a true  culture  medium.  It 
is  probable  that  all  rebellious  blood  stream  infec- 
tions are  associated  with  local  foci  of  infection, 
from  which  pus  accumulation  pyogenic  organ- 
isms are  constantly  replenished.  In  the  abdomi- 
nal distentions,  without  peritonitis,  where  loss  of 
appetite,  diarrhea  and  vomiting  are  present,  and 
often  pylephlebitis  and  cholecystitis  exist,  the  in- 
fecting organisms  are  likely  to  be  of  the  strepto- 
coccic or  pneumococcic  variety. 

Infection  by  the  bacillus  coli  alone  may  so 
affect  the  nervous  system  as  to  cause  delirium, 
varying  in  intensity  with  the  particular  quantity 
and  virulence  of  the  organism.  A typhoid  state 
with  delirium  and  coma  is  usually  of  the  me- 
ningococcic or  staphylococcic  organism,  while  in 
the  streptococcic  infections  patients  may  remain 
mentally  clear  until  the  terminal  stage.  It  is  the 
streptococcic  and  meningococcic  infections  that 
are  found  in  the  conjunctival  hemorrhages  of  in- 
fective origin.  In  the  supporting  middle  ear  are 
found  as  the  predominant  organisms  the  strepto- 
coccic and  pneumococcic — rarely  the  staphylo- 
coccic. The  infecting  organisms  which  find  lodg- 
ment in  the  sinuses  communicating  with  the  nasal 
cavities,  and  which  are  responsible  for  many  of 
the  acute  and  chronic  infections  occurring 
throughout  the  body,  are  the  streptococcus,  me- 
mingococcus  and  pneumococcus,  while  the  tonsils 
conceal  the  streptococcus  infection  without  in 
many  instances  showing  any  symptomatic  evi- 
dence of  such  danger.  Streptococcus  viridans  is 
the  organism  implicated  in  suppuration  in  and 
about  the  teeth.  The  organisms  which  are  most 
often  admitted  to  the  gastro-intestinal  tract  are 
the  colon  group  (streptococcus,  staphylococcus 
and  pneumococcus).  Admission  is  gained  by 
way  of  the  nares,  mouth  or  air  passages.  The 
genito-urinary  tract  is  especially  favorable  to  the 
staphylococcus,  which  is  the  organism  found  in 
infections  from  the  passage  of  a catheter,  though 
the  colon  bacillus,  streptococcus  and  gonococcus 
are  commonly  found  in  this  tract.  The  vagina, 
uterus  and  its  adnexa,  especially  following  child- 
birth and  abortion,  became  infected  from  the 
streptococcus  hemolyticus,  streptococcus  putri- 


dus,  and  more  rarely,  the  bacillus  coli,  gonococ- 
cus and  staphylococcus.  The  causal  organism  in 
osteomyelitis  is  the  staphylococcus,  less  fre- 
quently the  streptococcus,  pneumococcus  or  the 
bacillus  typhosus,  while  the  usual  prevailing  or- 
ganisms in  infective  arthritis  are  the  streptococ- 
cus and  the  meningococcus.  Blood  changes  are 
characteristic  in  every  form  of  infection,  but 
most  striking  in  the  streptococcic.  Leukocytosis 
occurs  in  most  instances,  but  may  be  absent  in 
such  of  the  colon  group  infections  as  the  strepto- 
coccus viridans,  the  bacillus  pyocyaneous  and  in 
instances  where  the  toxemia  is  so  excessive  in 
quantity  and  virulent  in  quality  as  completely  to 
overwhelm  tissue  cell  resistance.  Leukocytosis 
here  is  diminished. 

The  metastatic  ab.scesses,  following  pneumo- 
nia, contain  quantities  of  fibrin  and  thick  puru- 
lent exudate,  abundantly  supplied  with  pneumo- 
coccic organisms  in  the  pleura,  joints  and  peri- 
toneum. This  same  organism  is  present  in 
cholecystitis,  intermuscular  abscesses  and  arthri- 
tis, which  latter  usually  involves  one  large  joint 
singly,  or  even  all  at  the  same  time.  In  children 
pneumococcic  peritonitis  is  acute,  severe  and  usu- 
ally fatal.  Among  the  outstanding  clinical  fea- 
tures which  may  distinguish  the  pneumococcic 
infection  is  early  delirium,  cyanosis,  rapid  pulse 
and  high  leukocytosis,  often  reaching  sixty  thou- 
sand. It  is  said  that  the  number  of  colonies  of 
pneumococcic  per  cubic  centimeter  of  blood 
bears  a direct  relation  to  the  gravity  of  the  dis- 
ease, the  course  of  which  is  short,  and  the  prog- 
nosis not  favorable. 

Staphylococcus  is  a skin  and  mucous  mem- 
brane inhabitant,  and  varies  in  its  virulency. 
According  to  Guise  only  5%  of  those  studied  by 
him  were  pathogenic,  and  these  were  isolated 
from  suppurating  lesions  and  traumatic  tissues. 
It  is  usually  the  predominant  organism  in  car- 
buncles, furuncles  and  osteomyelitis,  though  in 
some  instances  the  genito-urinary  tract  and  the 
uterus  are  contaminated,  and  from  these  sources 
the  blood  stream  may  be  invaded  by  it.  The 
clinical  picture  of  a systemic  invasion  by  this 
pyogenic  organism  is  not  made  clear  except 
through  the  local  suppuration.  Instances  are 
recorded  of  such  great  virulency  as  to  have 
terminated  life  within  a few  hours. 

The  staphylococcus  is  characterized  by  local 
lesions  and  sometimes  grave  constitutional 
symptoms.  The  pulse  is  rapid  in  proportion  to 
the  temperature,  and  the  outstanding  feature  of 
the  highly  virulent  types  is  the  formation  of  mul- 
tiple abscesses  in  the  skin  and  in  the  kidneys, 
where  it  affects  both  the  glomeruli  and  interstitial 
tissue.  The  perinephric  abscesses  also  are  usu- 
ally staphylococcic,  while  it  is  seldom  if  ever  the 
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predominant  organism  in  subdiaphragmatic  or 
liver  abscess,  or  peritonitis,  secondary  to  infec- 
tions from  the  uterus,  appendix,  or  gall-bladder, 
though  it  is  often  found  associated. 

The  clinical  picture,  then,  of  this  infecting 
organism  begins  with  the  occurrence  of  suppura- 
tion and  the  prognosis  is  serious  if  drainage  and 
sterilization  of  the  focus  of  infection  cannot  be 
reached  and  surgically  treated.  The  possibility 
of  this  infection  being  reawakened  in  bone  for- 
merly infected  must  be  kept  in  mind. 

The  bacillus  coli  communis  dwells  abundantly 
in  the  genito-urinary  tract,  the  appendix,  pan- 
creas, bile-ducts,  liver,  and  in  spreading  perito- 
nitis from  ulcerative  and  perforative  appendicitis, 
bladder  and  kidney  infections.  From  any  of 
these  sources  this  pyogenic  organism  may  dis- 
seminate a general  sepsis. 

The  toxic  systemic  picture  is  typical.  Leuko- 
cytosis seldom  exceeds  fifteen  thousand  and 
when  complicated  with  either  pylephlebitis,  mul- 
tiple abscesses  of  liver  or  diffused  peritonitis, 
the  termination  is  often  fatal,  though  not  so 
unfavorable  as  when  the  predominant  organism 
is  the  streptococcus,  especially  where  adequate 
drainage  can  be  promptly  had,  as  in  abscess  of 
kidney,  gall-bladder  and  incapsulated  pus  in  the 
peritoneum. 

The  gonococcus  plays  its  most  persistent  part 
in  the  mucous  membrane  of  the  genito-urinary 
tract,  the  birth  tract,  the  reproductive  organs  of 
the  female,  and  the  peritoneum.  This  organism 
also  locates  in  the  synovial  membrane  of  joints, 
the  tendons  and  periarticular  tissues,  more  often 
of  one  large  joint,  though  several  may  at  the 
same  time  be  implicated.  The  course  is  usually 
chronic  and  rebellious. 

The  bacillus  aerogenes  capsulatus  is  found  in 
wounds  into  which  particles  of  infected  soil, 
clothing,  or  muscle  tissue  are  carried  deeply.  A 
characteristic  of  this  infecting  organism  is  to 
spread  along  the  tissues,  producing  necrosis, 
which  results  in  the  formation  of  large  amounts 
of  gas.  In  addition  to  deep  wounds  the  blood 
stream  may  be  invaded  from  ulcerative  processes 
in  the  intestinal  tract,  causing  also  extensive 
necrosis  even  to  the  blood  vessels,  with  a rap- 
idly fatal  termination. 

The  bacillus  pyocyaneous  is  often  present  as 
the  predominant  organism  in  necrosis  and  hem- 
orrhage into  the  skin  and  mucous  membrane  of 
the  intestinal  tract  and  kidneys,  though  it  is  sel- 
dom found  alone.  Leukocytosis  is  absent  and 
leukopenia  is  usually  the  blood  picture. 

The  streptococcus  hemolyticus  is  concerned  in 
the  more  acute  infections ; the  streptococcus 
viridans  in  the  chronic.  Entrance  of  this  or- 
ganism (streptococcus  hemolyticus)  may  be  by 


way  of  septic  throat,  discharging  ear,  infected 
appendix,  urethral  instruments,  abortion  or  labor. 
The  dissemination  is  by  way  of  the  lymphatics 
and  by  the  blood  stream.  When  by  the  blood 
stream,  often  the  endothelial  lining  becomes  in- 
fected, resulting  in  septic  thrombi.  These,  be- 
coming free  in  the  blood,  promote  metastatic 
infection  in  other  organs.  Blood  culture  is  not 
always  reliable,  for  most  of  the  virulent  strains 
show  a leukocytosis  varying  from  twelve  thou- 
sand to  sixty  thousand.  This  organism  has  a 
predilection  for  certain  organs  and  tissues — en- 
docardium, septic  thrombi,  and  pleura  effusions, 
which  may  be  serous  or  purulent.  It  is  fre- 
quently the  cause  of  the  serious  catheter  fevers, 
cystitis  and  pyelitis. 

The  skin  picture  in  this  infection  is  impres- 
sive. Erythema  and  subcutaneous  nodes,  often 
filled  with  hemorrhage  and  rich  in  the  organism, 
are  frequently  present,  though  the  actual  diag- 
nosis can  be  made  only  by  a blood  culture.  If 
a fatal  termination  is  to  be  averted,  prompt  dis- 
covery of  the  focus  of  infection  must  be  made 
and  surgically  treated,  as  for  example,  thorough 
drainage  in  case  of  osteomyelitis,  pelvic  abscess, 
empyema,  abscess  of  the  liver  or  muscular  ab- 
scess. When  the  pathology  can  be  reached  the 
prognosis  is  not  hopeless,  though  the  mortality 
is  not  far  below  70  per  cent.  The  blood  count 
in  this  infection  adds  nothing  of  prognostic 
value. 

The  streptococcus  viridians  may  show  a leuko- 
penia. This  organism,  too,  has  a predilection 
for  the  pyloric  end  of  the  stomach  and  duo- 
denum, and  for  local  wounds  where  secretions 
and  body  temperature  are  retained,  as  in  folds 
of  axilla,  elbow  joints,  etc. 

If  sera  and  vaccines  are  to  occupy  a conspicu- 
ous place  in  the  treatment  of  surgical  infections 
it  is  essential  that  surgeons  everywhere  acquaint 
themselves  with  those  facts  necessary  to  get  the 
most  and  best  out  of  them.  If  they  can  add  to 
the  safety  of  rational  surgery  and  destroy  the 
infecting  organisms  introduced  at  the  time  of  in- 
juries, after  surgery  has  removed  the  pathologic 
tissue  and  provided  adequate  drainage,  it  is  time 
that  we  more  extensively  avail  ourselves  of  them. 
If  they  possess  prophylactic  value,  especially 
against  the  organisms  causing  gas  gangrene  and 
tetanus,  a better  clinical  understanding  of  their 
employment  is  necessary.  The  biologist  says  the 
treatment  of  wounds  should  be  twofold : surgi- 
cal, to  remove  all  pathologic  structure ; sera  and 
vaccines,  to  protect  the  patient  against  general 
or  local  infections.  Sera  and  vaccines  are  only 
auxiliaries  to  surgery,  but  as  such  should  affect 
operations  by  limiting  surgical  intervention.  To 
be  thus  effectual  they  should  be  employed  at  the 
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commencement  of  infection,  when  only  the  con- 
gestive, inflammatory  symptoms  are  present,  or 
if  suppuration  has  already  developed,  they  ought 
to  prevent  it  from  becoming  diffused. 

My  personal  experience  in  the  employment  of 
sera  and  vaccines  in  cellulitis,  streptococcic  peri- 
tonitis, suppurative  arthritis,  acute  and  chronic 
osteomyelitis,  infections  of  the  urethra  and  blad- 
der, in  conjunction  with  hypertrophied  prostate, 
is  that  they  have  not  always  provoked  focal  re- 
action sufficient  to  throw  off  sequestra,  or  in  any 
great  number,  to  limit  the  area  of  the  pus  accu- 
mulation, which  they  ought  to  do  if  they  are  to 
be  serviceable  auxiliaries  to  surgery  in  guarding 
against  extension  of  infection  by  prompting  a 
rapid  and  easy  recovery.  Bazy  advises  the  use 
of  sera  and  vaccines  to  establish  preoperative 
immunity  against  those  organisms  already  in- 
stalled or  by  accident  admitted  at  the  time  of 
operation.  This  procedure  he  carried  forward 
in  his  work  among  the  soldiers  during  the  late 
world  conflict,  no  patient  being  operated  by  him 
until  after  antitetanic  or  antigangrenous  serum 
had  been  administered.  In  open  infections, 
where  surgery  may  be  delayed  to  advantage,  he 
believes  autogenous  vaccines  are  often  advan- 
tageous in  preparing  the  patient  for  operation, 
especially  in  infections  throughout  the  genito- 
urinary tract.  If  the  autogenous  vaccine  cannot 
be  prepared  he  employs  a stock  vaccine  contain- 
ing those  organisms  which  numerous  examina- 
tions have  shown  to  be  the  most  frequent  in  the 
infections  under  consideration. 

M.  Lambert,  before  operating  for  lesions  of 
the  stomach  and  other  abdominal  infections, 
uses  intradermal  reactions  to  the  organism,  more 
often  the  colon  bacillus,  to  determine  the 
strength  of  the  organic  defense  of  the  patient, 
and  to  enable  bim  to  discriminate  between  sen- 
sitive subjects,  upon  whom  it  is  better  not  to 
operate,  and  a patient  with  normal  reaction,  on 
whom  operation  may  legitimately  be  performed, 
that  is,  he  operates  when  the  reaction  following 
intradermal  use  of  serum  is  negative,  and  vac- 
vinates  previously,  in  cases  where  it  is  positive. 

Dr.  Michel  (Nancy— International  Congress 
of  Surgeons)  claimed  that  apart  from  sera  hav- 
ing an  especial  antitoxic  effect,  such  as  anti- 
tetanic, and  antigangrenous  sera,  most  of  the 
sera  used  in  surgery  were  uncertain  in  their  ef- 
fects, at  least  as  regards  general  infection.  The 
use  of  vaccines  was  to  produce  in  the  organism 
a state  similar  to  the  condition  it  would  be  in  if 
there  had  been  a natural  attack  of  the  illness  in 
question.  This  went  to  show  that  in  surgery, 
vaccination  could  not  be  claimed  to  produce  any 
practical  results,  because  surgical  infecnons, 
when  healed,  did  not  confer  immunity.  Serum 


is  an  agent  to  be  used  in  cases  of  urgency,  not 
as  a curative  remedy. 

Mr.  D.  P.  D.  Wilkie  (Edinburgh)  said  that 
while  infection  after  operation  was  rare,  pa- 
tients w’ere  especially  liable  to  this  complication 
after  operation  on  the  lower  part  of  the  alimen- 
tary tract.  In  fatal  ca.ses,  the  organism  found 
was  usually  streptococcic.  In  cases  which  recov- 
ered, it  was  the  colon  bacillus.  In  patients  un- 
dergoing a major  operation  on  the  lower  intes- 
tines he  gives,  ten  days  before  the  operation,  an 
injection  of  vaccine  of  streptococcic  and  colon 
bacillus ; three  days  before  operation  he  gives  a 
second  dose.  This  produces  a leukocytosis  of 
twelve  thousand. 

Sir  Almeroth  Wright,  at  the  same  meeting, 
asked  for  what  purpose  vaccine  therapy  might 
be  used.  There  were  certain  cases  where  the 
surgeon  could  not  take  precautions  against  in- 
fection in  the  preparation  of  the  operation.  The 
only  way  here  was  to  raise  the  patient’s  resist- 
ance. These  instances  were  illustrated  in  opera- 
tions on  the  mouth,  teeth,  tonsils,  etc.,  and  in 
cancer,  already  infected  with  the  streptococcus 
and  staphylococcus.  It  is  conceivable  that  when 
an  infection  is  remote  from  the  surface  and  anti- 
septics inapplicable,  and  when  an  infecting  focus 
cannot  be  reached  by  the  blood  stream  or  be  sur- 
gically dealt  with,  sera  and  vaccines  should 
prove  of  the  greatest  service,  by  increasing  the 
individual’s  resistance  to  infection  by  means  of 
the  elaboration  of  various  antibodies.  The  pre- 
dominant idea  in  their  use  is  that  an  excess  of 
protective  substance  is  produced  in  the  blood, 
which  destroys  the  organisms  either  by  dissolv- 
ing them  or  digesting  them  through  the  phago- 
cytic action  of  the  leukocytes,  which  are  in- 
creased by  the  use  of  vaccines.  The  patient’s 
condition,  however,  must  be  capable  of  improve- 
ment, for  no  vaccine  or  serum  can  repair  or  re- 
create tissues  already  completely  destroyed.  Not 
every  patient,  nor  a patient  in  every  condition 
can  respond.  If  the  patient’s  leukocytes  are  so 
poisoned  that  they  cannot  respond,  the  first  thing 
in  treatment,  according  to  Wright,  is  to  get  rid 
of  the  microbes  by  a proper  dose  of  tbe  proper 
vaccine — autogenous  if  possible ; if  not,  a stock 
vaccine.  As  regards  doses,  the  only  way  to 
judge  the  right  quantity  is  tO'  test  the  response 
of  the  blood.  He  believes  serum  therapy  does  a 
great  deal  of  good  if  the  right  dose  is  given  and 
the  patient  is  capable  of  responding.  If  there 
is  no  response  in  the  white  blood  cells  it  would 
be  useless  to  try  vaccination,  unless  the  surgeon 
could  get  rid  of  the  poison.  Immunotrans fusion 
is  in  these  cases  the  procedure  in  treatment.  This 
is  accomplished  hy  inoculating  a living  man  with 
suitable  virus.  Three  hours  later  the  blood  is  to 
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be  drawn  off,  defibrinated  and  five  hundred  c.c. 
introduced  directly  into  the  vein.  Citrated  blood 
should  not  be  used,  since  it  pulls  down  the  power 
of  the  leukocytes. 

Dr.  Alexander  Zawadzi  (Varsovie)  advocates 
the  use  of  this  serum  method  in  the  treatment  of 
calculus  cholecystitis,  and  in  cases  where  it  is 
impossible  to  obtain  the  autogenous  vaccines  for 
cultural  purposes  he  has  found  that  injections 
of  sterile  milk  or  fresh  white  of  egg  are  serv- 
iceable. Dr.  Mayer  (Brussels)  thinks  that  per- 
haps vaccine  therapy  may  help  infection  but 
should  never  take  the  place  of  surgery.  Louis 
Bazy,  in  a recent  article,  says  that  a patient  suf- 
fering from  a disease  produced  by  a determined 
organism  has  in  consequence  resistance  tO'  that 
germ  only.  Vaccines  and  sera  confer  only  a 
narrow  specific  protection.  M.  Wydel  says  that 
the  immediate  effect  of  vaccines  is  not  a specific 
action  but  a colloidal  shock.  In  every  instance 
where  surgery  possesses  the  means  of  dealing 
adequately  with  the  focus  of  infection  the  em- 
ployment of  vaccines  is  not  indicated. 

Bazy  says  that  antistreptococcic  vaccine,  in 
spite  of  disappointments  it  has  caused,  is  of  more 
value  than  antistaphylococcic.  Kitchen  says  that 
the  staphylococcic  vaccine  is  the  only  one  which 
surgical  infections  seem  regularly  amenable  to, 
and  results  here  are  invariably  inconstant.  Bor- 
det says  that  the  streptococcic  and  staphylococcic 
vaccines  do  not  permit  of  active  immunity  and 
that  it  is  difficult  to  confer  a passive  immunity  in 
those  infections  that  do  not  permit  of  an  active 
immunity,  which  is  the  case  with  the  strepto- 
coccus and  gonococcus.  M.  Calmette  says  that 
administration  of  serums  more  or  less  rich  in 
antibodies,  agglutinins,  precipitates,  etc.,  is  a 
vain  effort ; for  as  rich  as  the  best  sera  known 
to-day  may  be  in  these  various  substances,  in  the 
dose  in  which  they  are  used  in  infections  they 
add  almost  nothing  to  the  quantity,  normally 
considerable,  of  antibodies,  agglutinins,  etc.,  that 
are  contained  in  the  blood  of  the  patients  them- 
selves. 

Other  reasons  tend  to  limit  the  value  of  these 
injections  (Bazy),  such  as  local  fixation  of  the 
antibodies,  the  result  of  a quantity  of  the  anti- 
bodies being  retained  at  the  point  of  inoculation. 
Again  he  states  that  a serum  introduced  into  the 
general  circulation  can  only  with  great  difficulty 
reach  certain  fluids,  as  the  aqueous  humor  and 
the  cerebrospinal  fluid,  and  that  this  is  equally 
true  of  the  pathologic  fluid,  as  for  example  the 
infections  in  synovial  membrane  of  joints. 
Local  infections  derive  a larger  proportion  of 
successes  by  the  serum  acting  upon  the  organism 
to  make  it  a less  rebellious  prey,  than  upon  the 
cells  to  make  them  more  powerfully  phagocytic. 


This  fact,  he  believes,  is  made  clear  by  the  ac- 
tions of  appropriate  sera  in  the  treatment  of 
gonorrheal  arthritis  and  the  tuberculous  joints, 
when  the  antigonococcic  serum  is  used  intra- 
articularly.  In  surgical  infections  with  a ten- 
dency to  become  chronic  and  recur,  due  to  the 
presence  of  microbes  which  have  not  been  di- 
gested by  the  cells,  Bazy  thinks  vaccines  ought 
to  be  useful.  At  present  the  list  of  vaccines  that 
have  proved  serviceable  is  not  long.  The  staphy- 
lococcus and  the  colon  bacillus  vaccines  have 
demonstrated  the  greatest  service.  The  strepto- 
coccic and  the  gonococcic  are  disappearing. 

Bordet  says  that  vaccine  therapy,  by  stimu- 
lating the  patient  to  develop  the  reaction  which 
the  disease  is  itself  exciting,  may  contribute  to 
the  cure,  but  in  such  cases  it  is  merely  reinforc- 
ing salutary  processes  already  at  work ; that  is, 
the  normal  organism  is  sustained,  not  created. 
In  surgical  infections  vaccines  of  the  specific 
organism  cannot  often  be  obtained,  but  one  of 
the  same  cultural  characteristics  must  be  used. 
We  are  told  that  when  prompt  action  is  needed, 
sera  are  best  used ; but  as  their  benefits  are  of 
short  duration,  vaccines  are  to  be  employed  when 
prolonged  effect  is  desired. 

Aronson  recommends  polyvalent  sera,  which, 
though  often  disappointing,  have  given  success 
when  used  in  erysipelas  and  its  complications 
and  in  puerperal  sepsis,  in  doses  of  one  hundred 
c.c.  by  vein  to  the  average  adult  once  or  twice 
during  each  twenty-four  hours.  The  intramus- 
cular use  ol  this  may  be  employed,  but  is  less 
effective.  Employment  of  the  direct  blood  or 
serum  of  blood  from  a donor  whO'  has  been  im- 
munized with  a strain  of  bacteria  isolated  from 
the  patient,  he  says,  has  met  with  some  success. 
The  anemia  of  sepsis  is  rarely  improved  by  blood 
transfusion,  nor  have  vaccines  been  of  value. 

Our  personal  experience  in  the  employment 
of  vaccines  in  surgical  infection  can  be  sum- 
marized as  follows;  The  bacillus  coli  communis 
requires  early  drainage.  Vaccines  have  been 
employed  with  some  success  in  the  acute  cases  in 
doses  of  from  two  million  to  one  billion,  given 
every  fifth  day  until  eight  doses  have  been  given. 
The  results  have  in  no  instance  been  brilliant. 
With  the  staphylococcus,  in  subacute  and  chronic 
infections  the  dose  is  from  twenty-five  million 
to  one  billion.  When  pure  culture  could  be  ob- 
tained the  autogenous  was  used  preferably. 

In  the  streptococcic  infection  prompt  drainage 
was  always  the  first  aim,  ligation  of  veins  when 
thrombosed,  and  the  employing  of  every  surgical 
procedure  in  an  attempt  to  arrest  the  progress  of 
the  infection.  The  sera  and  vaccines  have  not 
been  of  demonstrable  service,  except  when  ad- 
ministered at  the  time  of  the  inoculation  with 
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the  organism  itself.  When  the  polyvalent  sera 
are  used  the  dose  is  one  hundred  c.c.  by  vein, 
twice  in  twenty-four  hours.  We  have  not  em- 
ployed in  our  treatment  the  direct  blood  or 
serum  of  blood  from  an  immunized  donor. 
Here,  vaccines  however  have  not  proved  of 
value. 

Infection  from  bacillus  aerogenes  capsulatus 
requires  prompt  and  thorough  surgery.  Sera 
preferably  are  intravenously  employed,  and  as 
the  alkalinity  of  the  tissue  in  this  infection  is 
sought,  the  chlorinated  antiseptics  should  be  of 
value. 

In  the  pneumococcic  infections,  thorough 
drainage  of  all  suppurating  foci  is  necessary, 
unless  in  the  instance  of  an  empyemia  in  an  ac- 
tive pneumonia,  when  aspiration  may  be  prefer- 
able to  thoracotomy.  The  vaccines  here  have 
not  proved  of  value. 

The  objects  to  be  attained  in  the  treatment  of 
general  surgical  infections  are  the  elimination  of 
the  focus  of  infection,  the  destruction  of  the 
pyogenic  organism,  increase  in  the  power  of  the 
patient’s  resistance  and  as  far  as  possible  neu- 
tralization of  the  toxin,  and  when  the  pathology 
is  accessible  to  surgery  no  other  treatment  should 
take  precedence  over  it. 

1222  Spruce  Street. 

DISCUSSION 

Dr.  John  L.  Atlee  (Lancaster,  Pa.)  : Dr.  Ham- 
mond has  covered  such  a wide  field  in  his  paper  and 
given  such  a mass  of  facts  that  it  is  pretty  hard  to 
discuss  them  in  the  short  time  allowed.  I feel  that  the 
idea  he  presents  of  a more  careful  clinical  study  ol 
the  symptoms  of  infection  is  a valuable  one,  and  a 
study  which  to  my  knowledge  has  never  been  attempted 
in  detail.  It  presents,  of  course,  very  great  difficulties 
because  of  the  fact  that  most  surgical  infections  are 
mixed  infections  and  therefore  we  do  not  often  run 
across  the  clinical  symptoms  of  a pure  infection. 

The  difficulty  with  the  sera  in  surgical  infections, 
to  my  mind,  lies  largely  in  the  fact  that  so  many  mild 
infections  suddenly  become  severe  and  so  many  severe 
infections  suddenly  become  mild  that  the  use  of  sera 
and  antitoxins  is  delayed  until  we  feel  that  the  patient 
will  probably  die  unless  used.  Now  our  experience  in 
disease  in  which  sera  are  effective— ^notably  in  diph- 
theria— has  taught  us  that  if  they  are  to  be  of  any 
use  they  must  be  used  promptly.  So  far  as  my  own 
experience  goes  it  is  very  hard  to  bring  myself  to  use 
them  if  I know  a patient  has  streptococcic  infection. 
If  there  is  mild  infection  our  use  of  sera  is  greatly 
delayed.  Furthermore,  in  most  surgical  infections  we 
are  not  dealing  with  organisms  that  ordinarily  produce 
immunity  and  that  ordinarily  yield  themselves  to  the 
formation  of  antibodies.  I am  more  inclined  to  believe, 
in  the  class  of  infections  with  which  surgeons  have  to 
deal,  that  we  will  probably  likely  fall  back  upon  a 
chemical  bactericide  rather  than  a vaccine  or  serum. 

I think  the  paper,  as  a whole,  shows  the  great  diffi- 
culty which  the  clinical  surgeon  has  with  the  subject 
of  infection,  and  clearly  shows  the  necessity  of  close 
association  between  the  clinical  pathologist  and  the 
surgeon. 


Dr.  WiELiAM  L.  Estes  (Bethlehem,  Pa.)  : I wish 
to  congratulate  the  reader  of  the  paper. 

I think  there  is  no  condition  in  which  the  surgeon 
or  internist  feels  so  utterly  helpless  as  a case  of  thor- 
ough, general  hemolytic  infection.  One  almost  always 
feels  in  such  cases  that  very  little  remains  for  him  to 
do  but  to  make  the  patient  as  comfortable  as  possible, 
and  be  prepared  to  sign  a death  certificate. 

To  speak  more  especially  of  what  has  recently  hap- 
pened in  my  own  practice:  we  have  had  a number  of 
cases  in  the  last  few  years,  in  which  all  sorts  of  treat- 
ments were  tried — intravenous  injections  of  dyes,  trans- 
fusions of  blood,  and  all  sorts  of  sera  without  any  ap- 
parent effect.  It  happened  that  first  one  child  and  then 
a second  one  came  to  my  service  who  had  pure  hemo- 
lytic streptococcic  infections  in  the  blood,  and  while 
sera  seemed  to  do  some  temporary  good,  they  accom- 
plished apparently  nothing  in  the  way  of  actual  con- 
tinued betterment.  In  other  words,  the  use  of  sera 
produced  a little  lowering  of  the  temperature  of  the 
body,  but  the  individual  was  just  as  bad  in  a short 
time  afterwards.  It  occurred  to  me  that  if  heliotherapy 
was  a good  thing  for  tuberculosis  and  would  improve 
the  complexion  of  the  blood  and  resistance  of  the 
tissues  to  the  extent  of  throwing  off  tubeculosis  bacilli, 
why  might  it  not  be  a good  thing  in  the  supportive 
treatment  of  a hemolytic  infection.  I tried  it  in  these 
cases. 

The  first  child  was  twelve  years  old.  He  had  an 
infection  through  his  nasal  passages,  involving  his  mas- 
toid sinus,  and  a suppurative  mastoiditis  developed. 
He  already  had,  when  he  came  to  the  hospital,  marked 
symptoms  of  a meningitis.  I did  a thorough  operation 
on  the  mastoid,  with  only  temporary  betterment.  The 
child,  indeed,  seemed  to  be  in  an  almost  hopeless  con- 
dition, when  I began  systematically  to  use  exposure  to 
the  direct  rays  of  the  sun.  I began  by  exposing  his 
feet  for  about  ten  minutes,  and  gradually  extended  the 
area  farther  up  until  the  whole  surface  was  exposed. 
To  my  great  astonishment  the  child  began  to  improve 
almost  as  soon  as  the  exposures  had  extended  to  the 
midextremities.  To  make  a long  story  short,  without 
any  other  treatment  except  lavage  to  wash  out  his 
lower  intestine,  and  some  salicylate  of  quinine,  the 
child  made  a complete  recovery. 

The  second  child  also  had  a violent  infection  of  the 
nasal  passages — ^acute  rhinitis  with  what  we  thought 
clinically  (but  which  was  not  demonstrated  by  labora- 
tory experiments)  to  be  diphtheria.  There  was  a pro- 
fuse discharge  from  the  nose  of  a peculiar  acrid  kind. 
The  infection  was  found  to  be  a hemolytic  strepto- 
coccic one.  Suppuration  of  glands  on  both  submaxil- 
lary regions  occurred  which  required  operations.  That 
child  was  put  out  of  doors  and  exposed  to  sunlight, 
and  also  recovered. 

Now  post  hoc  propter  hoc,  I don’t  know.  I simply 
tell  you  what  happened  in  two  cases,  and  I also  tell 
you  that  other  cases  we  had  been  treating  with  intra- 
venous injections,  transfusions,  etc.,  did  not  recover, 
while  these  two  children  did  recover. 

Dr.  Harold  A.  Miller  (Pittsburgh,  Pa.)  : I am  un- 
forunate  enough  to  have  had  to  deal  with  many  cases 
of  puerperal  sepsis.  There  is  only  one  laboratory 
known  to  me  which  will  produce  serum  of  benefit  to  a 
patient,  and  that  laboratory  is  contained  within  the 
body  of  the  individual.  I think  you  can  say  that  the 
best  treatment  of  any  form  of  puerperal  sepsis  is  the 
supporting  treatment  of  the  individual.  All  other 
treatments  are  absolutely  without  benefit  to  the  patient, 
excepting  in  so  far  as  they  assist  the  patients  in  ere- 
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ating  immunity  within  their  own  bodies.  The  only  sin- 
gle exception  to  that  instance  is  the  occasional  time 
when  we  have  a liquefactive  process  developing  in  an 
individual  which  can  be  readily  reached  and  drained. 
Beyond  that,  particularly  in  cases  of  puerperal  sepsis, 
vaccines,  sera  and  operative  treatment  are  absolutely 
futile.  This  applies  without  regard  to  the  particular 
type  of  organism  with  which  we  have  to  deal. 

I was  converted  some  years  ago  to  the  belief  that 
the  introduction  of  serum  in  an  individual  inhibits  the 
individual’s  power  to  generate  antibodies  within  his 
own  body.  Since  that  time  I have  not  used  serum. 
There  are  many  very  spectacular  recoveries  from  very 
serious  infection  without  regard  to  the  specific  organ- 
ism involved,  and  we  are  many  times  led  to  believe  that 
the  incidental  or  coincident  use  of  this  or  that  par- 
ticular serum  has  had  something  to  do  with  the  recov- 
ery of  the  individual.  On  the  other  hand,  if  we  will 
go  over  our  case  records  and  examine  any  group  of 
them  we  will  find  that  exactly  the  same  clinical  picture 
has  occurred  in  the  cases  where  we  treated  the  indi- 
vidual by  supporting  him,  by  absolute  rest,  and  by 
supplying  him  with  proper  nourishment.  I am  sure  the 
best  ultimate  results  are  secured  by  the  avoidance  of 
all  sera  without  regard  to  whether  they  are  autogenous 
vaccines  or  sera  made  in  the  laboratory.  In  general  I 
think  that  every  individual  has  within  his  own  body  the 
laboratory  which  is  necessary  and  the  laboratory  which 
ultimately  determines  whether  or  not  he  will  recover. 

Dr.  G.  W.  Reese  (Shamokin,  Pa.)  : Has  pathology 
changed,  that  autogenous  vaccine  is  good  only  for  the 
chronic  case?  I should  like  to  have  Dr.  Hammond 
explain  it. 

Dr.  Hammond  (in  closing)  : The  discussion  evi- 
dently bears  out  my  clinical  experience  that  proof  of 
specific  merits  of  serum  and  vaccine  still  rests  upon  the 
shoulders  of  the  biologist.  I certainly  have  not  from 
my  experience  been  able  to  secure  the  results  that  he 
claims  for  them. 

No,  Dr.  Reese,  pathology  has  not  changed  and  never 
will,  though  perhaps  it  may  occasionally  be  augmented. 
Something  may  be  added  to  it  but  it  does  not  change. 
I refer  to  the  apparent  value  of  the  vaccines  and  sera 
in  the  more  chronic  sort  of  inflammation  because  I am 
willing  to  believe  that  in  some  few  instances  we  have 
secured  results  to  justify  some  little  faith,  but  I be- 
lieve that  the  good  came  from  raising  the  resistance. 
In  other  words,  by  the  introduction  of  vaccines  and 
sera  we  increase  the  leukocytes,  and  by  increasing  the 
leukocytes  we  increase  the  resisting  power  of  the  tis- 
sues. We  all  know  leukocytes  are  phagocytic.  That  is 
why  I assume  that  it  would  be  practicable  for  us  to 
employ  the  vaccines  and  sera  in  these  very  chronic  in- 
fections with  helpful  results,  where  the  focus  of  in- 
fection is  not  shut  off  from  the  blood  stream. 

GASTRIC  HYPERACIDITY;  ITS  HIS- 
TORY AND  PRESENT  STATUS* 
EDLIOTT  B.  EDIE,  M.D. 

CONNEEESVILLE,  PA. 

The  diagnostic  methods  at  the  command  of  the 
pioneers  in  gastro-enterology  were  adequate  to 
discover  only  the  frank  cases  of  chronic  digestive 
disorders.  Those  with  less  definite  symptoma- 

*Read before  the  Section  on  Medicine  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  9, 
1924. 


tology  were  classified  as  neuroses,  and  the  secre- 
tory neurosis  known  as  hyperacidity  was  found 
in  about  half  of  all  patients  with  symptoms 
referable  to  the  gastro-intestinal  tract.  The 
pathological  physiology  on  which  this  neurosis 
was  based  seems  to  have  been  arrived  at  by  rea- 
soning by  analogy  from  tissue  reactions  in  the 
external  body  wall.  It  is  my  intention  to  fol- 
low, briefly,  tbe  course  of  this  conception 
through  medical  literature,  and  to  inquire  how 
its  status  is  affected  by  recent  research  and  by 
clinical  experience. 

Hyperacidity  is  well  established  in  the  first 
American  works  on  diseases  of  the  stomach, 
those  of  Einhorn  in  1896  and  Hemmeter  in  1897. 
The  latter  devotes  16  pages  to  the  subject.  Pain 
is  the  prominent  symptom  and  it  is  relieved  by 
albuminous  food  and  by  alkalies.  Other  symp- 
toms are  belching,  regurgitation,  nausea,  vomit- 
ing, and  strong  cramps  of  the  pylorus  brought 
on  by  the  irritation  of  the  mucosa  by  the  acid. 
The  differential  diagnosis  from  ulcer  is  made  by 
the  character  of  the  pain,  its  location,  radiation, 
time  of  onset,  and  more  complete  relief  by 
alkalies.  The  treatment  advised  is  diet  and 
alkali.  The  first  textbook  of  Einhorn  was  a 
compilation  of  his  articles  in  the  “Twentieth 
Century  Practice,”  1896.  He  says,  “Although 
disturbances  of  digestion  associated  with  art 
hyperacid  gastric  juice  were  vaguely  known  to 
the  old  writers,  it  is  only  in  recent  years  that 
these  forms  have  been  thoroughly  studied  and 
placed  on  an  exact  scientific  basis.  Formerly  it 
was  thought  that  in  most  disturbances  of  the 
stomach  the  gastric  secretion  was  deficient. 
Nowadays  we  know  that  in  almost  one-half  of 
the  patients  suffering  digestive  disturbances,  the 
gastric  juice  is  rather  increased.”  Einhorn  also 
gives  pain  as  the  principal  symptom,  appearing 
constantly  two  or  three  hours  after  eating  and 
relieved  by  alkali  and  food.  The  diagnosis  is 
made  by  the  symptoms  and  by  tbe  increased  per- 
centage of  free  hydrochloric  acid  in  the  contents 
one  hour  after  the  Ewald  meal.  The  treatment 
advised  is  rest,  five  meals  daily  and  large  doses 
of  alkali. 

These  descriptions,  written  before  the  develop- 
ment of  the  methods  which  now  aid  us  in  diag- 
nosis, are  clear  and  coherent  accounts  of  a 
clinical  entity.  Modern  workers,  receiving  such 
a history,  proceed  with  investigations  tO'  confirm 
or  disprove  their  suspicions  of  ulcer.  The  con- 
ditions of  ulcer  diagnosis  in  1897  may  be  inferred 
from  Hemmeter’s  statement  that  hemorrhage 
occurs  in  about  one-half  of  the  cases  of  peptic 
ulcer. 

Chapters  on  hyperacidity  in  more  recent  text- 
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books  are  confusing  and  incoherent ; the  old 
ideas  are  faithfully  carried  along  in  spite  of  de- 
velopments in  knowledge  of  gastro-intestinal 
pathology  and  new  interpretations  of  the  origin 
of  symptoms.  Hyperacidity  is  still  a neurosis 
but  the  etiology  includes  ulcer,  cancer,  acute  and 
chronic  gastritis,  chlorosis,  and  diseases  of  the 
gall-bladder,  liver,  app>endix,  pancreas  and  kid- 
ney. The  diagnosis  is  made  by  the  tube,  al- 
though it  is  admitted  that  in  many  cases  there 
is  no  increase  in  the  acidity.  Kemp  in  1917 
gives  13  pages  to  the  subject  and  states  that  its 
frequency  is  50  per  cent.  Bassler  in  1919  gives 
13  pages  and  this  list  of  symptoms:  eructation 
of  acid  gas,  regurgitation  of  food  or  fluid,  heart 
burn,  pain  and  burning  in  the  stomach,  severe 
stomach  pressure  or  pain  one  or  two  hours  after 
eating,  relieved  by  alkali  or  albuminous  food, 
vomiting,  thirst,  nausea,  constipation,  anorexia, 
malaise,  loss  of  weight  and  strength,  and  neu- 
rasthenia. Aaron  in  1921  gives  9 pages,  and 
■other  works  giving  about  the  same  picture  may 
be  found. 

Workers  in  gastro-enterology  now  use  the 
word  hyperacidity  with  the  meaning  of  an  in- 
crease of  hydrochloric  acid  above  an  arbitrarily 
fixed  standard,  but  the  old  conception  of  hyper- 
acidity as  a disease  is  frequently  met  with  in 
current  medical  literature  and  in  the  conversa- 
tion of  our  medical  and  surgical  colleagues. 

An  inquiry  as  to  how  this  conception  has  been 
affected  by  recent  research  may  be  along  two 
lines : first,  is  there  ever  a higher  percentage  of 
hydrochloric  acid  in  the  gastric  juice  than  occurs 
normally ; and  second,  what  part  do  variations 
in  acidity  play  in  the  productions  of  the  symp- 
toms described? 

Since  the  introduction  of  the  small  caliber 
tube  it  has  been  possible  to  induce  healthy  indi- 
viduals to  submit  to  gastric  analysis.  Rhefuss,’^ 
after  making  many  such  examinations,  says: 
“No  increase  in  acidity  occurs  pathologically 
that  cannot  be  duplicated  in  normal  individuals.” 
Carlson^  in  1923  thus  summarized  his  findings: 
“Actual  hyperacidity  in  the  sense  of  a gastric 
juice  of  greater  than  normal  acidity  has  not  been 
demonstrated  in  any  disease  and  probably  does 
not  exist.  The  pathological  deviation  in  acidity 
is  always  in  the  direction  toward  anacidity.” 
Many  observers  have  found  that  acid  is  secreted 
in  a concentration  of  about  0.4%.  The  varia- 
tions found  clinically  are  due  to  factors  of  dilu- 
tion and  disturbed  motility.  Pyloric  obstruction 
in  varying  degree  causes  a prolonged  stimulation 
of  the  secretory  glands  and  also  prevents  neu- 
tralization by  duodenal  regurgitation. 

To  determine  whether  variations  in  acidity 
cause  symptoms  it  is  necessary  to  learn  what 


kinds  of  stimuli  give  rise  to  visceral  pain.  The 
tissues  of  the  external  body  wall  respond  to 
mechanical  stimuli,  such  as  cutting,  burning,  and 
tearing.  For  example,  acids  applied  to  the  skin 
cause  burning  sensations  and  pain,  and  the  older 
clinicians,  by  a sort  of  common  sense  reasoning, 
decided  that  stomach  pain  was  due  to  irritation 
by  hydrochloric  acid  of  greater  than  normal  con- 
centration. It  is  now  believed  that  the  viscera, 
supplied  by  nerves  from  the  vegetative  system, 
respond  only  to  vital  processes.  Mackenzie,®  in 
his  investigations  at  St.  Andrews,  has  been  able 
to  demonstrate  only  one  kind  of  vital  proce-is 
which  is  capable  of  producing  visceral  pain, 
namely,  contraction  of  unstriped  muscle  fiber. 
Schaller,'*  in  his  address  as  Chairman  of  the  Sec- 
tion on  Mental  and  Nervous  Diseases  at  the  last 
meeting  of  the  American  Medical  Association, 
made  the  same  statement.  Macleod®  says  that 
the  gastric  mucosa  is  insensitive  to  pain  or  touch. 
Johnson  and  Hurst®  found  no  pain  nerve  end- 
ings in  the  mucosa.  These  observations  have 
been  confirmed  by  the  experiment  of  putting 
acid  of  varying  strength  into  healthy  and  dis- 
eased stomachs. 

The  question  as  to  whether  variations  in  acid 
may  cause  symptoms  in  an  indirect  way  by  first 
affecting  motility  has  been  answered  in  the  nega- 
tive by  a number  of  investigators:  Wheelon 
and  Thomas,’^  Cannon,®  Joseph  and  Hardt,®  and 
others. 

The  preponderance,  of  evidence  favors  the  view 
that  all  the  symptoms  which  arise  in  connection 
with  disorders  of  the  digestive  functions  are  due 
to  motor  activity.  Symptoms  may  be  manifest 
as  end  results,  such  as  regurgitation,  belching, 
vomiting  and  diarrhea,  or  as  sensations,  includ- 
ing burning,  distress  and  pain.  The  symptoms 
most  commonly  assumed  to  indicate  the  presence 
of  hyperacidity  are  sour  regurgitation  and  heart 
burn.  If  the  stomach  contains  acid  of  any  kind, 
the  regurgitation  of  its  contents  to  the  phar^mx 
or  mouth  will  of  course  produce  a sour  taste  and 
a disagreeable  sensation.  This  is  not  evidence 
of  hyperacid  gastric  juice  but  only  of  gastric 
contents  being  in  the  wrong  situation.  The 
neuromuscular  apparatus  of  the  digestive  tube  is 
subject  to  such  reversal  by  a great  many  patho- 
logical processes,  mechanical,  inflammatory  and 
toxic.  Burning  is  probably  also  of  motor  origin, 
being  due  to  contractions  somewhat  different 
from  those  which  cause  pain.  Investigations 
substantiating  this  have  been  made  by  Payne  and 
Poulton.^®  The  burning  so  frequently  present  in 
anacidities  and  in  pemicious  anemia  may  be  ex- 
plained on  this  basis.  There  is  also  a possibility 
of  disturbance  of  the  reflex  arc  by  hyperexcita- 
bility of  the  receptors  in  these  cases,  as  it  has 
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been  shown^^  that,  “persons  who  have  no  acid 
have  an  excess  of  sodium,  that  is  an  excess  of 
alkalinity,  which  renders  their  nerve  ends  per- 
meable.” 

Clinical  Observations:  Two  hundred  and  fifty 
cases  in  which  I have  taken  a detailed  history 
and  made  a fractional  examination  have  been 
analyzed,  and  the  symptoms  attributed  to  hyper- 
acidity have  been  compared  with  the  percentage 
of  free  hydrochloric  acid  found  on  titration. 
Regurgitation  and  gas  were  found  to  bear  no 
relation  to  acid.  Many  of  the  patients  who  com- 
plained most  of  sour  regurgitation  had  normal 
or  subnormal  acid,  and  many  of  the  higher  acids 
had  no  regurgitation.  Pain  or  distress  in  some 
degree  was  present  in  about  half  of  the  cases, 
the  more  severe  pain  and  the  higher  acids  being 
found  in  the  ulcer  cases,  particularly  those  of  the 
duodenum.  There  were  about  55  cases  in  which 
the  diagnosis  of  ulcer  was  made;  24  of  these 
had  severe  pain  and  an  average  acid  of  40 ; in 
the  other  31  cases  pain  was  moderate  or  absent 
and  the  acids  averaged  35 — a negligible  differ- 
ence. 

Burning  was  complained  of  by  30  patients,  of 
whom  20  located  it  in  the  throat  or  substernal 
region,  and  10  in  the  stomach.  Six  of  these  last 
patients  had  no  free  acid,  but  in  most  of  them 
the  diagnosis  of  hyperacidity  had  been  made 
and  alkalies  given.  Several  were  cases  of  per- 
nicious anemia.  One  of  the  anacidity  patients 
gave  an  interesting  history.  A woman  aged  35 
with  a long  gastro-intestinal  history  was  operated 
on  in  May,  1923.  Her  gall-bladder  contained 
many  stones  and  was  removed,  and  also  her  ap- 
pendix. A few  months  later  her  physician,  be- 
cause of  pain  and  tenderness  in  the  epigastrium, 
made  a string  test  and  found  a stain.  Deciding 
that  she  had  an  ulcer,  he  put  her  on  a restricted 
diet  and  gave  her  the  Sippy  powders.  After  six 
weeks  she  began  to  complain  of  burning  in  the 
stomach  which  continued  until  the  powders 
were  stopped  several  months  later.  The  string 
was  used  three  times  and  on  each  occasion,  ex- 
cepting the  first,  she  complained  of  severe  burn- 
ing while  the  string  was  in  her  stomach.  On 
examination  in  January  of  this  year  there  was 
found  no  free  acid,  much  mucous  and  rapid 
emptying.  Her  diet  was  increased  and  she  was 
given  20  drops  of  hydrochloric  acid  after  meals, 
with  complete  relief  from  the  burning. 

CONCLUSIONS 

1.  Hyperacidity  was  introduced  into  medicine 
at  a time  when  the  means  of  gastro-intestinal 
diagnosis  were  very  inadequate.  It  was  in  effect 
a working  hypothesis  which  led  to  the  selection 
for  treatment  of  a large  group  of  cases  with  cer- 


tain definite  symptoms.  Most  of  these  cases 
were  probably  peptic  ulcer,  and  the  treatment 
used — rest,  frequent  feeding  and  alkali — corre- 
sponds to  modern  ulcer  treatment. 

2.  The  assumptions  on  which  this  conception 
rested  have  been  shown  to  be  incorrect.  Actual 
hyperacidity  probably  never  exists  and  variations 
in  acid  content  do  not  bear  a causal  relation  to 
symptoms. 

3.  Hyperacidity  as  the  name  of  a disease  or 
syndrome  has  no  place  in  modern  textbooks. 
Digestive  disturbances  are  best  described  under 
the  heading  of  the  disease  in  which  they  occur. 
Should  there  be  any  residual  cases  which  cannot 
be  so  described,  they  may  very  probably  be  in- 
cluded under  the  term  dyspepsia,  modified  by 
any  known  etiological  factor,  such  as  improper 
diet  or  nervousness. 
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DISCUSSION 

Dr.  H.  L.  Bockus  (Philadelphia,  Pa.)  : Dr.  Edie  is 
to  be  congratulated  on  bringing  to  the  attention  of  the 
Section  the  newer  conception  of  gastric  secretion  in 
such  a convincing  manner.  His  premises,  I believe, 
are  largely  correct  and  are  in  accord  with  our  own 
experience. 

Carlson  is  responsible  for  the  belief,  which  is  gradu- 
ally being  accepted,  that  actual  hyperchlorhydria,  in  the 
sense  of  a gastric  juice  of  greater  than  normal  acidity, 
has  not  been  demonstrated  in  any  disease  and  probably 
does  not  exist.  However,  the  clinical  fact  remains, 
that  there  is  a group  of  pathological  cases  in  which 
higher  than  normal  acidities  are  present. 

Fitz  found  50  per  cent  of  89  cases  of  hyperacidity 
without  stasis  to  be  associated  with  gastric  or  duodenal 
ulcer,  chronic  cholecystitis  or  appendicitis.  This  means 
that  without  rontgenologic  control  there  was  an  even 
chance  that  the  symptoms  for  which  the  test  was  done 
were  due  to  ulcer,  cholecystitis  or  appendicitis. 

In  Eggleston’s  cases  of  duodenal  ulcer  73  per  cent 
show  hyperchlorhydria,  and  72  per  cent  of  Moynihan’s 
duodenal  ulcer  cases  show  hyperchlorhydria. 

Carlson,  Eggleston,  Bolton  and  Haneborg  are  of  the 
opinion  that  the  so-called  hyperchlorhydria  of  duodenal 
ulcer  is  due  to  delayed  emptying  of  the  stomach  (or 
prolonged  secretion),  i.  e.,  pyloric  spasm  or  organic 
stenosis.  They  support  this  contention  by  showing  that 
practically  all  of  their  high  acid  cases  had  delayed 
emptying  to  the  x-ray  or  test  meal. 

The  effect  of  atropin  on  gastric  secretion  can  be 
interpreted  to  agree  with  the  essayist  and  with  the 
above-mentioned  investigators.  Atropin  given  simul- 
taneously with  a test  meal  reduces  the  acidity  10  to  15 
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points.  This  reduction  may  be  brought  about  by  re- 
laxation of  a spastic  pylorus.  But  if  it  can  be  shown 
that  atropin  delays  the  emptying  time  of  the  stomach, 
as  one  investigator  claims,  the  reduction  in  acidity  can 
better  be  explained  by  the  inhibiting  influence  of  the 
drug  on  the  secretory  glands. 

I do  not  feel  prepared  to  accept  the  claim  of  Carlson 
and  the  others,  that  every  pathological  case  in  which 
so-called  hyperchlorhydria  is  found,  is  due  to  delayed 
emptying  of  the  stomach,  for  the  following  reasons : 

(1)  Hyperacidity  is  not  a disturbance  of  stomach 
alone.  It  is  intimately  concerned  with  NaCl  metabo- 
lism. NaCl  excretion  is  retarded  in  so-called  hyper- 
acid cases.  Small  doses  of  alkali  or  atropin  favor 
NaCl  excretion.  Molnar  and  Csaki  would  classify  all 
cases  showing  retarded  NaCl  excretion  (excluding 
nephritis)  having  hyperacid  complaints  as  belonging 
to  the  hyperacid  group  even  without  hyperacidity. 
Heilig  has  caused  hyperacid  stomachs  to  fall  to  OH  Cl 
following  the  injection  of  2 c.c.  of  nov2isurol  coinci- 
dentally with  a great  increase  of  NaCl  excretion. 

(2)  Woenckhaus  has  shown  the  total  chlorin  con- 
tent of  gastric  juice  to  be  twice  normal  in  cases  of 
peptic  ulcer. 

(3)  Four  c.c.  of  a I per  cent  solution  of  neutral 
red,  when  injected  intramuscularly,  is  excreted  by  the 
secretory  gastric  glands.  Koopman  and  Hirabayashi 
concluded  separately  that  the  rapidity  with  which  neu- 
tral red  is  excreted  through  the  gastric  glands  is  de- 
pendent upon  the  intensity  of  the  secretory  activity  of 
those  glands.  Neutral  red  appeared  in  the  stomach  in 
cases  of  hyperchlorhydria  in  four  and  one-half  min- 
utes, in  cases  of  normal  acidity  in  fifteen  to  seventeen 
minutes,  in  cases  of  hypoacidity  in  forty  to  sixty  min- 
utes, and  in  cases  of  anacidity  there  was  no  dye  in  the 
stomach. 

(4)  We  have  noticed  no  appreciable  decrease  in  the 
stomach  acidity  in  cases  of  ulcer  for  a period  of  one 
year  after  medical  treatment,  although  the  rontgen  ray 
and  test  meal  evidence  of  stasis  had  disappeared. 

(5)  Bonar  (London)  tested  33  cases  of  duodenal 
ulcer  by  x-ray  and  fractional  test  meal  before  and 
after  gastro-enterostomy.  He  found  a high  fasting 
and  meal  acidity  associated  with  a rapid  emptying 
time  before  operation.  After  operation  the  fasting 
acid  remained  the  same  and  the  meal  acidity  was  but 
slightly  reduced. 

(6)  A considerable  proportion  of  the  cases  of  gas- 
troptosis  examined  during  the  past  three  years  had  a 
reduced  rather  than  an  increased  acidity,  although  the 
average  emptying  time  was  greater  than  normal. 

(7)  Gunzburg  (Berlin)  found  hyperpepsinia  in  48 
out  of  56  cases  of  ulcer;  67  normal  cases  failed  to 
show  hyperpepsinia. 

(8)  If  in  disease,  so-called  hyperchlorhydria  is  al- 
ways associated  with  delayed  emptying,  it  is  difficult  to 
understand  why  people  with  a sthenic  habitus  and 
hypertonic,  rapid-emptying  stomach  tend  toward  hyper- 
chlorhydria, while  in  people  of  asthenic  habitus  and 
atonic,  slowly-emptying  stomach  are  more  prone  to 
reduced  acidity.  This  fact  was  recently  pointed  out  by 
Campbell  and  Conybeare  (London). 

I believe  that  we  will  still  have  to  admit  that  so- 
called  hyperchlorhydria  occurs  without  delayed'  empty- 
ing in  some  pathological  cases  until  more  proof  to  the 
contrary  is  forthcoming.  However,  Dr.  Edie’s  paper 
will  help  to  emphasize  the  frequent  association  of 
hyperchlorhydria  with  functional  or  organic  pyloric 
obstruction. 

I agree  with  Dr.  Edie  that  hyperchlorhydria  as  the 


name  for  a disease  or  symptom-complex  should  be  dis- 
carded. It  no  more  represents  a disease  entity  than 
does  hyperacidity  of  the  urine. 

Dr.  Edie  rightfully  emphasizes  the  fallacy  of  ex- 
plaining symptoms  on  the  grounds  of  degree  of  acidity. 
The  gastro-enterologist  is  becoming  convinced  that 
hypermotility  or  spasm  is  the  usual  cause  of  subjective 
phenomena,  and  not  acidity.  This  has  been  particu- 
larly evident  in  the  growing  tendency  away  from 
alkaline  therapy  in  the  medical  management  of  ulcer, 
with  equally  prompt  relief  of  symptoms  by  securing 
stomach  muscle  rest. 

Dr.  Edie  (in  closing)  : It  seems  to  me  that  the  sub- 
ject has  been  covered  in  a more  thorough  and  scientific 
manner  by  Dr.  Bockus  than  by  myself. 

The  essential,  I think,  is  to  keep  things  as  clear  and 
as  simple  as  possible.  It  is  a common  thing  in  talking 
to  doctors  to  have  them  refer  to  cases  of  hyperacidity, 
or  say  that  they  have  hyperacidity  themselves,  and  this 
might  lead  to  their  failure  to  investigate  cases  suffi- 
ciently to  find  the  real  cause  of  the  trouble. 

My  real  feeling  in  writing  this  paper  was  one  of 
resentment  at  textbooks.  Looking  at  many  textbooks 
of  the  last  few  years  one  finds  that  they  give  a section 
on  hyperacidity,  name  all  of  the  symptoms  that  accom- 
pany it  and  tell  one  to  make  a diagnosis  by  the  tube, 
and  then  state  that  the  acidity  may  not  be  increased. 
If  we  make  diagnoses  on  that  basis  , we  will  have  a 
difficult  time. 

Much  is  said  about  postgraduate  work  for  the  physi- 
cian nowadays,  and  it  should  be  remembered  that  the 
principal  amoimt  of  postgraduate  work  by  the  average 
physician  is  obtained  from  the  textbooks,  and  his  money 
certainly  will  be  wasted  if  he  depends  upon  some  text- 
books that  we  have. 

I feel  that  we  should  have  a council  in  the  American 
Medical  Association  on  textbooks.  We  have  a council 
which  rejects  therapeutic  preparations  if  they  do  not 
meet  with  requirements,  and  a council  on  textbooks 
might  cut  down  the  publishing  of  books  that  do  not 
do  the  same.  The  practitioner  who  depended  upon  the 
books  approved  by  the  American  Medical  Association 
could  spend  his  money  to  better  advantage  than  he  now 
does. 


THE  RELATION  OF  DERMATOLOGY 
TO  INTERNAL  MEDICINE* 

W.  H.  GUy7  M.D. 

PITTSBURGH,  PA. 

A review  of  the  years  that  have  elapsed  since 
the  study  and  description  of  those  diseases 
whose  most  characteristic  symptoms  appear  on 
the  surface  of  the  body  were  separated  from 
general  pathology,  indicates  that  special  consid- 
eration has  in  many  ways  redounded  to  the 
credit  of  medicine  in  general.  Close  observation 
and  research  have  made  inroads  on  the  number 
of  diseases  of  unknown  origin,  and  correspond- 
ingly empiric  therapy  has  been  replaced  by 
scientific  therapy.  These  gains  have  in  many 
instances  resulted  from  the  work  of  dermatolo- 
gists, but  just  as  frequently  if  not  more  often, 
have  resulted  from  practical  application  of  im- 

* Read  before  the  General  Meeting  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  8, 
1924. 
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portant  discoveries  in  other  branches  of  medi- 
cine. Thus,  overlapping  of  internal  medicine 
and  dermatology  is  pointed  out  as  an  essential 
fact,  to  the  elaboration  of  which,  this  paper  is 
dedicated. 

GENERAL  CONSIDERATION 

The  attitude  of  the  fortunately  few  derma- 
tologists who  treat  “the  skin  and  its  contents”  is 
the  equivalent  of  that  assumed  by  the  physician 
who  is  “a  specialist  in  everything.”  Their 
voracious  appetites  are  not  equaled  by  adequate 
powers  of  mastication.  However,  it  is  a grave 
error  to  separate  cutaneous  eruptions  from 
lesions  of  other  systems  when  they  are  of  com- 
mon origin.  The  status  of  the  eruptive  fevers 
is  obvious.  There  is  no  real  reason  for  the 
dermatologist,  urologist  or  others  to  claim 
syphilis  as  a specially  foreordained  field  of  en- 
deavor. Syphilis  is  a general  disease  affecting 
all  tissues  and  organs.  The  physician  who  ac- 
quires the  necessary  skill  to  recognize  not  only 
the  disease  but  his  own  limitations  may  quite 
properly  treat  it,  provided  his  treatment  is  in 
keeping  with  sane  general  principles.  Further, 
we  would  entertain  very  imperfect  notions  of  the 
variable  nature  of  certain  cutaneous  affections, 
did  we  not  take  note  of  the  fact  that  the  same 
eruption  may  be  of  internal  or  external  origin 
or  that  the  same  etiological  factor  may  account 
for  a variety  of  skin  lesions.  Note  how  fre- 
quently so-called  “eczema”  depends  on  external 
irritation  alone  or  with  such  contributing  factors 
as  mal-elimination,  focal  infection,  protein  sen- 
sitization, intestinal  toxemias,  etc.  To  call  atten- 
tion to  such  obvious  facts  may  seem  futile; 
certainly  these  are  not  new  ideas.  Hippocrates 
remarked  that  eruptions  occurred  under  two 
different  aspects,  according  as  they  existed  by 
themselves  or  as  they  were  depositories  of  a 
morbid  state.  However,  under  the  domination 
of  Hebra  and  Kaposi,  cutaneous  diseases  quite 
generally  were  considered  as  “sui  generis.” 
This  was  perhaps  due  to  the  fact  that  Hebra 
lived  in  a day  when  the  study  of  microorganisms 
was  engaging  the  world  and  they  were  being 
held  accountable  for  all  diseases.  While  the 
German  school  was  thus  restricting  eruptive 
diseases  to  the  skin,  the  French  developed  the 
hypothesis  that  skin  diseases  were  largely  of  in- 
ternal origin.  It  is  not  so  long  since  research, 
deductive  thinking,  and  the  application  of  mod- 
ern diagnostic  methods  have  indicated  a more 
accurate  evaluation  of  cause  and  effects  in 
dermatology. 

DEVELOPMENT  OP  OUR  MODERN  CONCEPTION  OF 
DERMATOSES 

In  1839  Schoenlein  discovered  the  fungus 


which  causes  favus.  In  1842  Gruby  reclaimed 
the  tinea  infections  from  eczema.  Sabauraud’s 
classification  of  vegetable  parasitic  fungi  is  one 
of  the  classics.  The  work  of  Metclinikoff  and 
Roux,  Schaudin  and  Hoffman,  Noguchi,  Wasser- 
mann  and  Ehrlich  heralded  a new  era  in  the 
study  and  therapy  of  syphilis.  Research  and 
study  have  determined  the  autochthonous  nature 
of  such  conditions  as  the  vegetable  parasitic 
group,  occupational  dermatoses,  animal  parasitic 
and  the  pyogenic  diseases,  although  this  is  not 
absolute,  the  question  of  predisposition  being 
relevant.  The  microscopic  pathology  of  the  skin 
has  added  to  a better  understanding  of  lesions, 
but  much  more  has  been  and  will  be  explained 
by  general  investigations,  including  bacteriology, 
physiological  chemistry,  serology,  endocrinology 
and  studies  of  metabolism.  The  author  feels  no 
hesitancy  in  predicting  that  the  bulk  of  progress 
in  future  dermatology  will  result  from  the  study 
of  cutaneous  disorders  from  the  standpoint  of 
internal  medicine. 

The  trend  in  this  direction  may  be  noted  in 
lecent  literature.  Without  burdening  you  with 
a long  series  of  specific  references,  allow  me  to 
point  out  a few  comparatively  recent  contribu- 
tions of  note.  Hypercholesterinemia  has  been 
found  associated  with  xanthoma.  Lupus  ery- 
thematosus and  granuloma  papulonecroticum  are 
not  considered  in  all  cases  due  to  the  tubercle 
bacillus  or  its  toxin.  It  has  been  fairly  well 
demonstrated  that  toxins  or  organisms  from  a 
variety  of  sources  may  produce  these  lesions. 
The  reverence  for  precedent  that  accepted  gas- 
tric hyperacidity  as  an  essential  etiological  fac- 
tor in  rosacea,  has  been  rudely  pushed  to  one 
side.  The  “eczema  diet”  is  a thing  of  the  past. 
Cutaneous  tests  for  protein  sensitization,  al- 
though on  the  whole  rather  disappointing,  have 
given  brilliant  results  in  a certain  small  group 
of  cases.  Mal-elimination,  focal  infection,  and 
our  direct  descendant  of  the  humoral  theories  in 
the  form  of  lowered  alkali  reserve  and  acidosis, 
have  in  a fair  percentage  of  cases,  been  etiologi- 
cally  associated  with  eczema.  Acute  infectious 
eczematoid  dermatitis  and  erosio  interdigitalis 
blastomycetica  have  been  reclaimed  as  clinical 
entities  from  the  aforementioned  group.  Derma- 
titis medicamentosa  (phenolphthalein)  has  been 
withdrawn  from  the  list  of  eruptions  of  un- 
known origin.  As  the  result  of  scientific  inves- 
tigation, arsphenamine  dermatitis  and  bromide 
eruption  may  be  treated  other  than  expectantly. 
X-rays  and  radium  have  added  immeasurably  to 
our  therapeutic  armamentarium,  etc. 

Time  and  space  forbid  more  than  casual  men- 
tion of  a few  of  our  advantages.  The  derma- 
tologist of  to-day  is  fortunate  in  his  heritage  of 
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accumulated  knowledge  of  something  over  400 
dermatoses.  He  will  do  well  to  utilize  the  forces 
of  inductive  reasoning,  experimentation  and  re- 
search to  acquire  new  facts.  Conversely,  the 
internist  will  find  it  advantageous  to  know  more 
about  dermatology  than  his  forefathers,  if  for 
no  other  reason  than  that  a knowledge  of  skin 
lesions  may,  by  analogy  or  otherwise,  aid  in  the 
explanation  of  obscure  deeper-seated  lesions. 
The  skin  often  acts  as  a mirror  in  which  are 
reflected  more  or  less  accurate  images  of  general 
pathological  states.  Syphilis  is  perhaps  the  best 
example  of  this  relationship.  Witness  the  fre- 
quency with  which  a generalized  pruritis  heralds 
hyperglycemia.  Consider  the  frequent  associa- 
tion of  infantile  eczema  with  deranged  food 
metabolism.  Bear  in  mind  the  sallow,  muddy 
skin  of  the  so-called  chronic  intestinal  invalid ; 
the  dry,  doughy,  scaly  skin  of  hypothyroidism; 
the  association  of  carbohydrate  fermentation 
with  acne  and  seborrhea.  Think  of  the  leads  and 
misleads  in  the  toxic  erythemas,  urticaria,  the 
purpuras  and  certain  of  the  pigmentary  disor- 
ders. Visualize  the  jaundiced  skin,  the  florid 
skin,  the  pale  anemic  skiri,  and  the  group  of 
leucemic  skin  lesions.  Certainly  one  cannot 
practice  medicine  without  at  least  interpreting 
some  of  the  large  print  of  cutaneous  medicine. 

THE  RELATION  OF  INTERNAL  MEDICINE  AND  DER- 
MATOLOGY IN  reference  to  the 
UNKNOWN 

The  fact  that  so  common  a disease  as  scabies 
remained  a disease  of  unknown  origin  as  late  as 
1812  should  encourage  us  as  to  the  future. 
Many  of  our  dermatological  problems  will  prob- 
ably at  least  in  part  be  solved  during  the  ensuing 
decade  through  cooperative  investigation  of 
scientists  representing  different  branches  of  in- 
ternal medicine.  As  in  other  branches  of  medi- 
cine, much  remains  that  is  obscure.  Fame 
awaits  the  man  or  group  of  men  who  will  finally 
explain  such  common  dermatoses  as  pityriasis 
rosea,  lichen  planus  and  psoriasis.  Of  the  less 
common  diseases  characterized  by  typical  cutane- 
ous lesions,  dermatitis  herpetiformis,  pemphigus, 
and  mycosis  fungoides  are  only  a few  examples 
of  our  unsolved  problems.  Your  cooperation 
should  be  easily  enlisted,  because  you  are  vitally 
interested.  A number  of  cutaneous  diseases, 
obscure  as  to  etiology  and  pathogenesis,  are  often 
carried  to  a successful  termination  by  judicious 
application  of  the  principles  underlying 'general 
medical  treatment.  Many  internal  conditions 
not  directly  related  to  cutaneous  maladies  pro- 
long or  aggravate,  and  relief  of  these  conditions 
is  often  a prerequisite  to  successful  therapy.  In 
such  cases,  as  well  as  in  those  in  which  there  are 


present  known  internal  as  well  as  external  pa- 
thology or  etiological  factors,  cooperation  of 
internists  and  dermatologists  is  ideal. 

THE  status  of  dermatology  in  PENNSYLVANIA 

In  the  future,  as  in  the  past,  progress  in  any 
line  of  endeavor  will  result  from  stimulation  ob- 
tained by  interchange  of  ideas.  The  most  satis- 
factory media  for  medical  thought  lie  in  the 
county,  state  and  American  medical  associations, 
the  one  complementing  the  other.  County  so- 
cieties should  serve  tO'  keep  one  abreast  of  the 
times  in  general  medical  progress,  while  the  sec- 
tions of  the  A.  M.  A.  supply  the  demand  for 
special  knowledge.  The  Medical  Society  of  the 
State  of  Pennsylvania  offers  to  medicine,  sur- 
gery and  certain  of  the  specialties  the  same  ad- 
vantages as  the  A.  M.  A.,  but  dermatology  is  an 
orphan.  The  author  feels  that  real  progress  in 
state  medicine  would  result  from  the  establish- 
ment of  a Section  on  Dermatology,  similar  in 
scope  to  that  of  the  A.  M.  A.,  provided  the 
handicap  of  limited  dermatological  man-power 
in  the  state  can  be  overcome  by  the  hoped-for 
interest  of  a sufficient  number  of  medical  men 
to  warrant  the  success  of  such  an  undertaking. 

DISCUSSION 

Dr.  Lawrence  Litchfield  (Pittsburgh,  Pa.)  : I was 
put  on  to  discuss  this  paper  because  I do  not  know  any- 
thing about  dermatology.  I went  to  the  dermatological 
clinics  in  Vienna  between  twenty-five  or  thirty  years 
ago,  and  I am  in  position  to  know  something  about  the 
tremendous  strides  that  have  been  made  during  the  last 
twenty-five  years  in  the  knowledge  of  the  causes  of 
skin  diseases  and  their  relation  to  internal  medicine. 

It  is  rather  unfortunate  that  the  general  practitioner 
during  the  last  decade  seems  to  have  the  opinion  that  a 
multiplication  of  specialties  and  specialists  has  nar- 
rowed his  field  and  relieved  him  of  a part  of  his  obli- 
gation. I wish  to  call  attention  to  the  fact  that  the 
contrary  is  true.  The  more  specialists  we  have,  the 
more  profoundly  and  extensively  the  specialties  are 
developed,  the  more  the  general  practitioner  must 
know  about  these  things  in  order  to  cooperate  with  the 
specialists,  and  in  order  to  know  when  to  call  a spe- 
cialist. It  is  a very  embarrassing  thing  for  a general 
practitioner  to  treat  a case  by  diet  and  medicaments 
with  discouraging  results  for  several  weeks,  and  then 
have  a dermatologist  cure  the  case  with  a parasiticide 
in  a few  days.  Has  the  general  practitioner  a right  to 
send  a bill  for  such  services  ? I think  not. 

I am  heartily  in  favor  of  the  establishment  of  a Sec- 
tion on  Dermatology  of  the  Medical  Society  of  the 
State  of  Pennsylvania,  where  as  many  dermatologists 
as  possible  may  meet  for  technical  discussion  of  their 
speciality,  and  from  which  section  suitable  papers  and 
suitable  representatives  may  be  referred  to  the  general 
meetings. 

Du.  Frank  C.  Knowles  (Philadelphia,  Pa.)  : The 
keynote  apparently  of  Dr.  Guy’s  paper  seems  to  be  co- 
operation ; cooperation  between  the  internist  and  the 
dermatologist  and  physicians  in  all  lines  of  medicine. 
Cooperation  naturally  spells  success  in  the  treatment 
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of  your  patients.  It  also  leads  to  success  in  the  dis- 
covery of  the  cause  of  disease  and  the  proper  treatment. 

Dermatology  in  this  country  started  in  the  early  8o’s. 
The  men  who  started  this  line  of  medicine  were  all 
foreign-trained.  The  field  has  grown  tremendously, 
and  the  growth  has  been  largely  due  to  the  fact  that 
the  internists  have  had  a realization  that  the  derma- 
tologists wished  to  cooperate  with  them  and  help  them 
in  every  way  possible. 

A great  many  irritations  of  the  skin  at  the  present 
time  are  not  absolutely  known  as  to  causation.  The 
etiology  is  becoming  a more  potent  factor  in  regard  to 
many  diseases,  however,  and  we  have  a firmer  basis  on 
which  to  stand.  The  etiology  of  these  diseases  has  not 
depended  entirely  upon  the  dermatologists  as  to  the 
discovery  of  the  cause,  but  the  internist  has  proved  of 
the  greatest  assistance,  in  addition  to  the  laboratory 
man. 

Originally,  eruptions  of  the  skin  were  considered  to 
be  but  trifling,  but  now  many  are  known  to  have  serious 
consequences.  We  do  not  hesitate  to  call  upon  the 
internist  to  help  us  in  the  diagnosis,  and  the  field  is 
growing  larger  and  larger.  The  man  doing  general 
work  now  calls  on  us  to  help  him. 

I want  to  cite  a few  instances  that  might  have  proved 
of  serious  consequence  if  cooperation  had  not  resulted. 
Within  the  last  few  weeks  a case  was  referred  to  my 
office  with  pigmentation  showing  over  the  body,  and 
on  the  palms  of  the  hands  were  wart-like  lesions. 
What  was  the  cause?  Arsenic  had  been  given  over  a 
long  period,  and  we,  therefore,  had  arsenical  pigmen- 
tation and  arsenical  keratosis  on  the  palms,  and  if  the 
drug  had  been  continued  an  epithelioma  would  un- 
doubtedly have  been  the  result. 

Pain  in  the  intercostal  region  some  years  ago  would 
have  been  considered  intercostal  neuralgia  or  beginning 
pleurisy.  Now  we  have  to  think  of  a beginning  attack 
of  shingles.  Itching  helps  tremendously  in  the  diag- 
nosis of  internal  conditions.  So  cooperation  between 
internist  and  dermatologist  is  absolutely  necessary  in 
intractable  cases. 

Cooperation  is  the  point  to  emphasize.  We  are  al- 
ways glad  to  go  around  and  give  talks  to  the  different 
organizations,  show  lantern  slides,  and  cooperate  the 
same  as  the  internists  do  with  us,  and  I think  this  point 
should  be  stressed  in  every  way  possible.  This  co- 
operation will  enhance  the  general  value  of  medicine. 
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THE  ORGANIZATION  AND  DEVELOP- 
MENT OF  CLINICAL  FACILITIES 
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In  accepting  the  honor  which  the  Philadelphia 
Neurological  Society  has  conferred  in  asking  me 
to  appear  before  you  this  evening,  I am  not  un- 
mindful of  the  fact  that  this  Society  has  con- 
tributed, through  such  men  as  the  late  Dr.  Weir 
Mitchell,  Dr.  Mills,  Dr.  Spiller,  and  many  others, 
most  generously  to  our  present-day  knowledge 

t Director,  Division  of  Mental  Hygiene,  Department  of 
Mental  Diseases. 


of  mental  and  nervous  disorders,  and  so  I do 
not  entertain  for  a moment  the  idea  that  I shall 
be  able  to  contribute  anything  new  or  original 
to  the  subject  of  neuropsychiatry  to  justify  my 
presence  on  this  occasion. 

“Habit  Clinics”  was  the  subject  assigned  me 
by  the  Chairman  of  your  Program  Committee 
and  although  the  idea  for  which  the  habit  clinic 
stands — that  is,  the  study  and  treatment  of  un- 
desirable habits  and  personality  defects  in  chil- 
dren— is  cpiite  as  old  as  this  Society  itself,  I 
think  that  the  first  practical  demonstration  of 
w'hat  might  be  accomplished  by  the  organization 
and  development  of  mental  clinics  for  the  child 
of  the  pre-school  age  was  started  about  two 
years  ago.  The  history  of  the  progress  of  these 
clinics  and  their  value  from  a medical  and  social 
point  of  view  is  not  without  interest. 

Curiously  enough,  the  habit  clinic  idea  did  not 
have  its  inception  in  the  minds  of  the  psychiat- 
rists but  was  brought  about  through  the  request 
of  a small  group  of  workers  connected  with  the 
Baby  Hygiene  Association  which  had  been  deal- 
ing with  the  problem  of  health  in  children  for 
many  years.  Some  of  these  workers  were  al- 
ready beginning  to  deal  with  the  second  genera- 
tion and  it  took  apparently  little  more  than  casual 
observation  for  these  lay  people  to  come  to  the 
decision  that  many  of  their  most  difficult  prob- 
lems lay  outside  the  realm  of  what  might  be 
termed  orthodox  medicine,  and  that,  all  too  fre- 
quently, after  the  pediatricians  had  exhausted  all 
of  the  ordinary  and  many  of  the  extraordinary 
measures  available  to  combat  the  various  prob- 
lems presented,  little  or  nothing  had  been  accom- 
plished in  solving  the  situation  at  hand.  Terri- 
fying dreams,  cruelty,  and  jealousy  were  obvi- 
ously not  problems  that  could  be  dealt  with  on 
the  physiological  level,  and  other  conditions 
manifesting  themselves  more  definitely  in  physi- 
cal signs  and  symptoms,  such  as  enuresis,  refusal 
of  food,  epileptoid  attacks,  etc.,  also  stubbornly 
resisted  the  efforts  of  the  pediatricians.  It  was 
not  surprising,  therefore,  that  they  turned  to  the 
psychiatrist  for  assistance,  but  the  psychiatrist 
was  quite  Unprepared  by  education  and  training 
to  meet  the  demands  of  this  important  situation, 
yet  not  unwilling  to  recognize  the  fact  that  the 
solution  of  many  of  these  difficulties  must  be 
found  in  a better  understanding  of  the  child  and 
that  the  undesirable  habits  and  personality  de- 
fects must  be  interpreted  in  terms  of  the  child’s 
past  experience.  It  was  with  this  fundamental 
truth  in  mind  that  the  development  of  the  habit 
clinics  for  children  of  the  pre-school  age  was 
started. 

Appreciating  the  fact  that  there  is  no  branch 
of  medicine  which  lends  itself  more  readily  to 
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misinterpretation,  it  was  decided  that  every  habit 
clinic  should  be  closely  associated  with  some 
well-recognized  medical  organization  and  that, 
in  order  to  eliminate  organic  conditions  as  such, 
a careful  physical  and  neurological  examination 
should  precede  admission  to  the  clinic. 

The  geographical  location  of  the  clinics  was 
our  next  consideration — that  is,  whether  the 
clinics  should  operate  under  one  central  organi- 
zation where  all  cases  might  be  assembled  for 
treatment  or  whether  various  units  should  be 
established  in  different  sections  of  the  city. 
Subsequent  events  proved  that  we  were  wise  in 
adopting  the  latter  plan.  So  frequently  the  con- 
ditions for  which  parents  are  advised  tO'  bring 
their  children  to  the  habit  clinics  are  so  vague 
and  intangible  that  it  is  extremely  doubtful  if 
any  large  per  cent  of  the  cases  we  have  seen 
during  the  past  two  years  would  have  made  the 
effort  to  come  to  the  clinic  had  they  been  sub- 
jected to  any  great  amount  of  inconvenience.  It 
is  quite  obvious  that  the  parent  of  rather  limited 
intelligence  and  no  conception  whatsoever  of 
mental  hygiene  would  be  much  less  alarmed  over 
her  child’s  shyness  or  pugnacity  than  she  would 
about  a severe  skin  rash  or  a broken  bone.  It 
appears,  therefore,  not  only  wise  but  quite  essen- 
tial that  the  clinics  be  conducted  in  units  and 
located  at  such  places  as  to^  serve  conveniently 
a definite  section  of  the  city.  This  idea  of  split- 
ting up  the  clinic  into  various  units  has  devel- 
oped other  advantages,  the  most  important  of 
which  has  been  our  ability  to  cooperate  very 
closely  with  nursery  schools,  kindergartens,  set- 
tlement houses,  and  community  centers  in  the 
immediate  vicinity.  It  is  also  necessary,  of 
course,  to  have  the  closest  possible  contacts  with 
the  children’s  hospitals,  child  placing  agencies, 
family  welfare  societies,  and  such  institutions 
as  can  give  temporary  care  to  children. 

Habit  clinics  must  be  considered  primarily  as 
therapeutic  centers  and  not  as  research  labora- 
tories. The  success  of  the  clinic  depends  upon 
our  therapeutic  results,  as  the  physicians,  nurses, 
parents,  and  social  workers  who  refer  most  of 
the  cases  to  the  clinics  are  much  more  concerned 
with  the  beneficial  results  obtained  through  the 
patient’s  contact  with  the  clinic  than  they  are 
with  any  explanation  of  the  underlying  mecha- 
nisms. It  is  of  interest  here  to  note  that  fre- 
quently the  patients  that  we  do  the  most  for  in 
a therapeutic  way  are  those  of  whom,  we  must 
confess,  we  have  the  least  understanding  from  a 
psychological  point  of  view.  Notwithstanding 
this  confession  of  our  inability  to  understand 
clearly  the  mechanisms  underlying  some  of  the 
undesirable  habits  and  personality  defects,  it  is 
more  enlightening  to  be  able  to  witness  the 


origin  and  development  of  these  neuropathic 
symptoms  in  children  than  to  indulge  in  the 
ever-increasing  speculative  philosophy  which  is 
apparently  essential  when  we  are  confronted 
with  these  same  difficulties  in  adult  life.  In  the 
absence  of  training,  education,  and  experience, 
the  normal  instinctive  reactions  in  children  lend 
themselves  much  more  easily  to  correct  interpre- 
tations than  do  the  mental  conflicts  of  adult  life. 

The  family,  at  all  times,  must  be  considered 
as  the  unit  with  which  we  are  dealing,  for,  not 
infrequently,  the  individual  brought  to  the  clinic 
is  only  the  product  of  a defective  home.  The 
fault  may  lie  in  one  or  both  parents,  with  an 
older  brother,  or  a younger  sister,  or  there  may 
be  no  particular  outstanding  problem  with  any 
of  the  individuals  in  the  home  but  the  interrela- 
tion between  family  groups  may  be  such  as  to 
produce  a most  unhealthy  mental  atmosphere. 
For  example,  a child  four  and  a half  years  of 
age  was  brought  to  the  clinic  because  of  temper 
tantrums,  pugnacity,  and  marked  negativistic 
traits.  An  investigation  of  the  home  situation 
revealed  the  fact  that  this  patient  is  exhibiting 
the  identical  traits  of  his  twelve-year-old  sister 
who  is  attending  the  fourth  grade  in  school.  It 
would  be  futile,  of  course,  to  try  to  adjust  this 
four-and-a-half-year-old  patient  without  taking 
into  consideration  his  older  sister  and  her  an- 
tagonism toward  the  mother. 

Not  only  is  it  the  plan  and  intention  of  the 
clinics  to  use  the  simplest  methods  possible  in 
bringing  about  the  desired  therapeutic  results 
but  every  effort  is  made  to  formulate  such 
knowledge  as  we  have  in  simple  terms  and  dis- 
seminate it  so  that  it  can  be  utilized  by  the  more 
intelligent  parents,  social  workers,  and  nurses. 
For  many  of  the  problems,  particularly  those 
with  reference  to  feeding,  elimination,  and  sleep- 
ing, respond  to  methods  which  frequently  have 
been  overlooked  on  account  of  their  simplicity. 
This  fact  was  brought  to  my  attention  very  re- 
cently by  a mother  who  had  been  referred  to  the 
clinic  two  or  three  weeks  before  on  account  of 
a difficult  feeding  problem  in  her  child.  It  was 
because  of  her  activities  of  the  Christmas  holi- 
days that  she  had  been  delayed  in  coming  and 
in  the  meantime,  through  her  contact  with  the 
nursery  school,  she  had  obtained  one  of  the  leaf- 
lets on  feeding  published  by  the  clinic.  She 
stated  that  after  reading  the  leaflet  and  applying 
some  of  the  suggestions  contained  therein,  the 
feeding  problem  which  had  lasted  over  a period 
of  years  was  completely  eliminated. 

It  has  been  interesting  to  note  that  many  times 
the  symptom  which  prompts  the  parent  to  bring 
the  child  to  the  clinic  is  by  no  means  the  funda- 
mental difficulty  in  the  child’s  life.  But,  as  I 
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have  already  stated,  the  habit  clinics  are  pri- 
marily therapeutic  centers  and,  by  eliminating 
the  difficulty  for  which  the  child  was  brought  to 
the  clinic,  we  are  invariably  able  to  hold  the  par- 
ent’s interest  and  have  the  child  continue  his 
visits.  For  example,  in  going  over  my  admis- 
sions to  the  habit  clinics  for  a period  of  one 
year,  I found  that  only  two  patients  were 
brought  to  the  clinic  whose  outstanding  problem, 
in  the  minds  of  the  parents,  was  fear,  but  in 
studying  the  cases  admitted,  fear  was  found  to 
be  the  disturbing  factor  in  twenty-four  cases. 
This  same  point  of  view  may  be  emphasized  by 
citing  the  following  case : 

CASE  REPORT 

A mother  brought  a lad  of  four  years  to  the  clinic 
because  of  persistent  masturbation  and  stubbornness. 
An  analysis  of  the  case  revealed  a complicated  situa- 
tion. The  family  history  disclosed  tuberculosis  on  both 
sides  of  the  family.  The  general  background  was  poor 
and  unstable.  Maternal  relatives  and  patient’s  imme- 
diate family  were  dependent  upon  public  aid. 

The  household  consisted  of  a father  who  was  in  poor 
health,  was  listless  and  played  only  a passive  part  in 
the  management  of  the  home,  a feeble-minded  mother 
who  erratically  disciplined  the  children,  exaggerated 
her  difficulties  and  their  shortcomings,  inspired  fear, 
was  threatening  in  her  attitude  towards  patient,  showed 
m.arked  favoritism  for  a younger  sister,  and  was 
openly  antagonistic  towards  the  boy,  so  much  so  that 
he  seemed  apprehensive  and  always  on  his  guard  when 
in  her  presence.  In  addition  to  the  already  mentioned 
members,  there  were  an  aunt  and  an  uncle,  the  latter 
adding  to  the  difficulty  by  continually  teasing  the 
youngster  and  calling  him  “sissy.” 

Further  study  of  the  case  showed  that  the  boy  had 
been  much  attached  to  his  grandmother,  with  whom  he 
had  spent  much  time.  She  died  in  January,  1922.  At 
the  time  of  her  death,  he  stayed  with  the  family  up- 
stairs. He  cried  bitterly,  constantly  calling  for  her. 
He  was  told  by  his  mother  that  grandma  had  gone  to 
New  York.  It  was  not  until  two  months  later,  how- 
ever, he  told  his  mother  that  his  grandmother  was  dead 
— that  she  “went  down  a big  hole.”  During  the  past 
year,  he  had  talked  incessantly  of  his  grandmother. 
Whenever  he  got  a pencil  he  wrote  letters  to  her,  often 
saying  he  heard  his  “grandma  calling  him.”  WTien 
punished,  he  said,  “I’ll  go  to  grandma.”  He  had  called 
for  her  in  his  sleep.  His  mother  at  times  foimd  him 
gazing  at  her  picture  and  holding  imaginary  conversa- 
tions with  her,  and  when  the  mother  interrupted  him, 
he  was  very  angry  with  her,  and  he  hated  her,  told  her 
to  get  out  and  stay  out,  and  tried  to  strike  her. 

The  mother  claimed  his  attitude  had  changed  com- 
pletely since  the  grandmother’s  death.  Whereas  for- 
merly he  was  kindly  and  affectionate,  she  said  that  he 
then  cried  for  the  least  little  thing,  had  become  ugly 
and  bold  and  was  unkind  and  disagreeable  to  her. 

From  the  account  given  by  the  mother,  one  felt  that 
the  child  presented  certain  symptoms  of  a rather  malig- 
nant type  from  a mental  point  of  view  and  was  in  need 
of  careful  study  and  supervision. 

The  boy  was  perfectly  normal  physically,  but  showed 
certain  personality  defects  in  his  make-up.  He  was 
very  jealous  of  his  little  sister  and  selfish  with  her, 
which  probably  had  origin  in  the  fact  that  his  mother 


openly  favored  her.  He  held  a bitterly  antagonistic 
feeling  toward  his  mother  and  said  he  hated  her,  while 
she,  in  turn,  interpreted  everything  he  did  as  being 
“fresh  and  bold”  and  said  she  was  disgusted  with  him. 
She  never  bothered  to  praise  him.  His  uncle’s  teasing 
made  him  feel  inferior  and  he  resented  being  called 
“sissy.”  We  found  that  he  preferred  to  play  dolls  and 
do  domestic  things  and  were  not  surprised  to  find  that 
he  had  always  been  kept  close  to  his  family  and  not 
allowed  out  to  play  with  other  children.  He  was  afraid 
of  the  dark,  cried  out  in  the  night  that  pigeons  were 
biting  him,  and  it  was  learned  from  the  mother  that 
she  had,  at  times,  frightened  him  in  order  to  make  him 
obey.  He  wet  his  clothes  and  had  violent  temper 
tantrums. 

In  the  treatment  of  this  case,  there  were  several  fac- 
tors to  be  dealt  with,  the  most  important  of  which  was 
the  mother  whose  attitude  toward  the  patient  and 
methods  of  discipline  had  to  undergo  a radical  change. 
The  father  had  to  be  made  to  realize  his  responsibilities. 
The  child  had  to  be  handled  in  a very  kindly  manner. 
An  effort  had  to  be  made  to  help  him  to  meet  his  prob- 
lems in  a frank,  open  manner  and  to  avoid  evasive 
methods  in  meeting  reality. 

After  frequent  visits  to  the  clinic,  during  which  both 
mother  and  patient  had  long  talks  with  the  doctor,  the 
mother’s  attitude  was  changed ; masturbation  was 
stopped  by  means  of  diversion  and  substituting  other 
interests  instead  of  nagging,  restraint,  and  punishment; 
the  child  lost  his  fear  of  the  dark  through  education 
and  through  his  love  for  approbation;  enuresis  ceased 
with  the  institution  of  routine  measures;  the  boy  was 
allowed  to  play  outdoors  with  the  other  children  and 
he  was  no  longer  teased  or  called  “sissy.”  The  child, 
within  a few  months,  made  a perfectly  satisfactory 
adjustment  both  to  the  problems  of  his  home  and  his 
play  life. 

Comment:  The  foregoing  case  is  not  particularly 
different  from  many  other  cases  except  for  the  pa- 
tient’s reaction  toward  the  death  of  his  grandmother. 
With  his  playmates  he  met  the  situation  in  a fairly 
satisfactory  way.  He  would  talk  about  making  trips 
with  them  to  New  York  to  see  his  grandmother,  ap- 
parently refusing  to  think  of  her  as  being  gone  in  the 
sense  that  she  would  never  return,  and  undoubtedly 
lessening  the  sting  by  handling  the  situation  as  we 
might  have  expected  a child  to  do.  With  his  mother 
he  apparently  faced  the  question  openly  and  frankly 
and  his  antagonism  toward  her  indicates  that  he  felt 
she  was  responsible  in  some  way  for  the  grandmother’s 
death.  He  stated  that  the  grandmother  was  “in  a hole 
in  the  ground,”  which  was  his  conception  of  death,  the 
child  having  none  of  the  usual  conceptions  of  the  here- 
after which  one  his  age  usually  entertains,  and  which 
are  so  essential  in  helping  them  face  such  sorrowful 
situations  during  their  early  years.  When  alone,  how- 
ever, he  withdrew  more  completely  from  the  realities 
surrounding  the  situation  and  carried  on  these  imag- 
inary conversations  and  wrote  letters.  If  these  symp- 
toms had  been  presented  in  an  individual  ten  or  twelve 
years  older,  we  should  have  been  inclined  to  feel  that 
we  were  confronted  with  definite  psychotic  symptoms, 
but  in  children  it  is  extremely  difficult  to  separate  the 
products  of  their  day  dreams  and  unfulfilled  wishes 
from  symptoms  which  have  a more  grave  significance. 

There  is  no  cause  for  alarm  if  the  child  has  play- 
mates of  an  imaginary  character  or  if  we  find  them 
holding  conversations  with  their  dolls  or  other  toys. 
Not  infrequently  we  find  their  own  personalities  split- 
ting up  temporarily  so  they  are  dealing  apparently  with 
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two  or  three  distinct  individuals  at  the  same  time,  ask- 
ing and  answering  questions,  praising  one  and  punish- 
ing the  other.  It  is  these  more  imaginary  children  who 
make  up  the  dreamers  of  later  life,  some  of  them 
achieving  success  because  of  these  dreams,  others  fall- 
ing by  the  wayside,  unable  to  cope  with  their  more 
materialistic  brothers. 

It  is  only  when  the  child  meets  some  definite  prob- 
lem which  has  made  unusual  demands  upon  his  powers 
of  adjustment  by  these  definite  retreats  that  we  need 
be  concerned.  Here  it  indicates,  perhaps,  a type  of 
reaction  which  may  be  developed  and  utilized  later  in 
life  to  the  disadvantage  of  himself  and  all  others  con- 
cerned. 

Any  discussion  of  the  child  invariably  carries 
with  it  a long  dissertation  on  heredity  which 
frequently  leaves  one  in  a state  of  increased  per- 
plexity if  the  author  has  entertained  a nonpar- 
tisan point  of  view,  or  with  some  very  dogmatic 
ideas,  pro  or  con,  depending  upon  the  authority 
utilized.  For  example,  John  Stuart  Mill  stated, 
“Of  all  the  vulgar  modes  of  escaping  from  the 
consideration  of  the  effect  of  social  and  moral 
influences  on  the  human  mind,  the  most  vulgar 
is  that  of  attributing  diversities  of  conduct  and 
character  to  inherent  natural  differences.” 

On  the  other  hand,  Frederick  Adams,  about 
ten  years  ago,  concluded  that  “experimentally 
and  statistically,  there  is  not  a grain  of  proof 
that  ordinary  environment  can  alter  the  salient 
mental  and  moral  traits  in  any  measurable  degree 
from  what  they  were  predetermined  to  be 
through  innate  influences.” 

Kirkpatrick,  I believe,  expresses  tbe  consensus 
of  opinion  of  the  physicians  dealing  with  the 
practical  problems  which  are  concerned  with  the 
subject  of  heredity,  when  he  states,  “From  the 
individual  standpoint,  heredity  should  neither  be 
ignored  as  of  no  importance  nor  yielded  to  as 
inevitably  fixing  one’s  destiny.  Instinctive  and 
hereditary  tendencies  are  the  roots  from  which 
the  physical,  mental,  and  moral  life  develops. 
Some  individuals  develop  more  readily  and  to  a 
greater  degree  than  others.  All  are  of  the  same 
human  characteristics  but  each  may  make  the 
most  of  his  environment.  Some  cannot  gO'  as 
far  as  others  in  certain  directions  nor  as  easily 
but  no  one  has  exhausted  his  possibilities  of  de- 
velopment. The  practical  problem  is  to  expend 
our  efforts  upon  the  useful  characteristics  which 
we  possess  in  the  greatest  degree.”  It  seems 
only  reasonable  at  this  time  when  so  much  dis- 
parity arises  in  the  existing  opinions  of  various 
authors  on  heredity  that  we  accept  a conservative 
])oint  of  view  on  the  subject  such  as  is  presented 
by  Kirkpatrick.  It  permits  us  to  get  away  from 
that  pessimistic  attitude  to  which  the  fatalist 
clings  with  undying  tenacity.  Yet  we  need  not 
seek  a “Fool’s  Paradise”  and  close  our  eyes  to 
the  biological  facts  of  life  as  they  exist,  whatever 


may  be  the  relation  between  the  germ-plasm  and  | 
the  color  of  our  eyes  or  the  size  of  our  feet,  or  ^ 
whatever  actual  research  may  determine  relative  | 
to  defective  germ-plasm — how  it  affects  the  num-  i 
ber,  size  and  distribution  of  brain  cells,  resulting 
in  variations  in  inherent  mental  equipments  and 
setting  definite  limitations  on  brain  development. 
No  one,  as  yet,  is  ready  to  say  that  personality 
and  all  its  component  parts  are  not  molded  and 
colored  by  social  heritage  to  a great  degree  and 
that  after  all  is  said  and  done,  social  maladju.st- 
ments  and  economic  inefficiency  are  more  fre- 
quently due  to  emotional  instability  than  intel- 
lectual defects.  Therefore,  it  seems  to  me  that 
more  is  to  be  gained  from  concentrating  our  ef- 
forts on  the  study  of  environment  and  its  effects  ! 
on  the  development  of  personality  than  can  be 
hoped  for  by  accepting  in  its  entirety  the  hope- 
less fatalistic  theory  of  heredity  as  it  stands 
to-day. 

In  dealing  with  the  problems  presented  at  the 
habit  clinics,  we  must  never  forget  that  psychia- 
try is  an  art  and  not  a science  and  that  our 
success  depends  upon  a skill  in  performance 
acquired  only  by  study,  experience  and  observa- 
tion. We  must  remember,  too,  that  we  are  lack- 
ing in  any  definite  technique  in  making  diag- 
noses or  applying  methods  such  as  would  be 
utilized  in  the  treatment  of  tuberculosis  or  dia- 
betes. Neither  have  we  the  various  mechanistic 
contrivances  such  as  the  orthopedist  has  at  hand, 
notwithstanding  the  fact  that  the  ultimate  object 
that  the  psychiatrist  seeks  is  the  same — that  is, 
better  health. 

It  taxes  the  skill  and  ingenuity  of  those  most 
efficient  to  alter  many  of  the  home  situations 
with  which  we  are  confronted.  It  is  difficult, 
indeed,  to  change  the  moods  of  parents,  their 
resentful  attitude  and  indifference,  to  settle  their 
quarrels  and  find  the  underlying  cause  for  de- 
pressions, timidity  in  the  mother,  arrogance  and 
fault-finding  in  the  father,  self-consciousness  in 
a younger  sister,  and  egotism  in  an  older  brother. 
Favoritism  by  parents  is  frequently  displayed 
unconsciously.  One  parent  may  be  oversolici- 
tous,  while  the  other  may  be  stern,  rigid  and  un- 
yielding. As  common  as  all  these  undesirable 
environmental  situations  are,  they  cannot  help 
but  play  a part  in  the  development  of  the  person- 
ality of  the  child  which  cannot  be  underesti- 
mated. 

These  undesirable  habits  and  personality  de- 
fects, in  order  to  be  eradicated,  must  be  replaced 
by  some  new  interest.  It  is  not  sufficient  simply 
to  build  up  barriers  which  will  thwart  the  desires 
and  block  the  emotions  acting  as  the  driving 
force.  This  force  must  find  a new  outlet  in  a 
way  which  is  compatible  with  the  environment 
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and  satisfying  to  the  child.  He  should  be  led 
and  not  pushed.  All  too  frequently,  it  is  the 
emotions  that  act  as  the  stumbling-block  rather 
than  the  intellect  or  the  will.  In  order  to  dis- 
pense with  undesirable  habits  and  form  new  ones, 
it  is  of  paramount  importance  to  find  a motive 
for  the  rejection  of  the  old  habits  and  the  ac- 
ceptance of  the  new — that  is,  to  substitute  some- 
thing in  the  place  of  the  rejected  habit.  The  idea 
of  the  new  habit  must  be  clear  in  the  mind  of  the 
child.  It  must  appear  to  the  child  as  a thing 
capable  of  achievement  and  the  advantages  to  be 
gained  from  its  development  must  be  presented 
in  such  a way  that  satisfaction  will  come  with  the 
striving  as  well  as  with  the  accomplishment.  The 
child,  handicapped  by  undesirable  habits  or  aso- 
cial tendencies  which  become  more  fixed  and 
elaborate  and  gradually  reach  out  and  incapaci- 
tate him  from  meeting  the  problems  of  everyday 
life,  becomes  a domineering,  time-consuming  blot 
on  the  family  life,  robbing  other  children  of  their 
just  rights.  All  too  frequently,  such  a child  is 
not  only  the  product  but  the  source  of  delin- 
cpiency,  poverty  and  misery  in  the  home.  These 
reactions  permeate  and  contaminate  the  very 
foundations  of  family  life. 

It  is  the  appreciation  and  the  knowledge  of 
these  facts  that  has  led  us  to  believe  that,  in  the 
establishment  of  mental  clinics,  we  may  hope  to 
do  much  in  altering  these  undesirable  personality 
defects,  while  our  accomplishments  will  be 
quicker,  better,  and  of  more  importance  to  the 
individual  and  society  if  we  can  meet  these  habits 
at  three  rather  than  at  thirty. 

As  I have  previously  stated,  the  first  habit 
clinic  was  developed  as  a part  of  an  organization 
interested  in  the  health  of  children.  The  work 
was  carried  on  for  the  first  year  and  a half  with- 
out expense  to  the  Baby  Hygiene  Association. 
They  were  confronted  last  year  with  the  prob- 
lem of  raising  founds  to  supjwrt  the  work  or 
allowing  it  to  be  discontinued.  The  work  was 
immediately  taken  over  as  an  essential  part  of 
the  medical  program  of  the  Association.  Six 
thousand  dollars  was  raised  to  cover  the  ex- 
pense of  operating  three  units.  In  the  meantime, 
the  Division  of  Mental  Hygiene,  which  is  con- 
cerned with  the  prevention  of  mental  diseases, 
adopted  the  habit  clinic  idea  as  a part  of  the 
clinic  system  throughout  the  state  and  on  Janu- 
ary I,  a mental  clinic  for  children  was  placed 
in  a Boston  health  center,  so  that  at  the  present 
time,  clinics  for  children  of  the  pre-school  age 
are  a part  of  the  medical  work  of  the  largest 
private  health  agency  in  the  state  (Community 
Health  Association),  the  state  of  Massachusetts, 
and  the  city  of  Boston. 

Many  times  I have  been  asked  whether  I feel 


that  the  establishment  of  clinics  for  children  of 
the  pre-school  age  will  have  any  effect  on  the 
prevention  of  mental  diseases  later  on.  My  an- 
swer to  that  is  simply  this : that  at  the  present 
time,  we  need  not  justify  the  work  that  is  being 
done  at  these  clinics  with  any  vague  speculation 
as  to  what  its  beneficial  effect  may  be  in  ten  or 
fifteen  years.  The  results  that  are  being  ob- 
tained from  week  to  week  and  month  to  month 
are  of  such  a striking  character  and  of  such  ines- 
timable value  to  the  children,  their  parents,  and 
to  the  community,  that  we  need  nO'  other  justi- 
fication for  the  development  of  this  work  as  rap- 
idly as  personnel  and  funds  can  be  obtained. 


ABSTRACT 

GERMANIUM  DIOXID 

Hammett,  Muller  and  Nowrey  have  demonstrated  the 
fact  that  germanium  dioxid  in  alkaline  solution  is 
relatively  nontoxic  and  noncorrosive  to  the  tissues  of 
the  albino  rat  when  injected  subcutaneously;  that  it 
causes  a marked  increase  in  the  number  of  red  cells ; 
that  the  polycythemia  is  not  due  to  a concentration  of 
the  blood  plasm ; and  that  there  is  a resultant  increase 
ii'  the  number  of  nucleated  red  cells  in  the  bone  marrow. 

Recently  J.  E.  Nowrey,  Jr.,  has  published  a study  of 
the  comparative  effects  of  germanium  dioxid  and 
sodium  germanate  on  the  albino  rat  in  the  Jolins  Hop- 
kins Hospital  Bulletin,  June,  1924,  which  apparently 
explains  the  conflicting  reports  on  the  use  of  this  agent 
in  anemia.  In  his  experiments  he  has  found  that  a 
hematopoietic  action  was  produced  only  when  germa- 
nium was  employed  as  a salt  (sodium  germanate),  and 
that  germanium  dioxid  in  distilled  water  had  no  effect. 
The  common  practice  of  dissolving  the  germanium 
dioxid  in  distilled  water  by  the  addition  of  sodium 
hydroxid  partially  accomplished  this  conversion  and  its 
pharmacological  action  is  made  posible  thereby.  His 
positive  results  were  obtained  by  a solution  of  pH  9.5, 
while  one  of  pH  7.4  was  unsuccessful,  demonstrating 
the  fact  that  the  alkalinity  of  the  blood  and  body 
tissues  was  not  sufficient  to  permit  this  change  to  take 
place. 

With  this  important  addition  to  the  knowledge  of  the 
pharmacology  of  germanium  it  will  be  interesting  to 
note  further  clinical  reports  on  its  use. 

W.  M.  Kunkel,  M.D. 


A BOOK  OF  INTEREST  IN  THE  PRESCRIBING 
OF  DIETS 

The  dietetic  importance  of  pure,  plain,  granulated 
gelatine  has  attracted  so  much  attention,  and  the  de- 
mand for  more  information  has  reached  such  a vol- 
ume that  the  Laboratories  of  the  Charles  B.  Knox 
Gelatine  Company  have  prepared  a book  of  dietetically 
correct  recipes  with  gelatine,  for  diabetes,  nephritis, 
high  blood  pressure,  gastritis,  gastro-intestinal  disorders, 
fevers,  constipation,  obesity,  and  general  malnourish- 
ment  of  infants  and  adults. 

The  recipes  have  been  most  carefully  worked  out 
under  authoritative  auspices,  and  with  each  recipe  is 
given  a quantitative  analysis  of  carbohydrates,  fat,  pro- 
tein and  calory  value. 

The  Diabetic  section  of  the  book  is  a most  valuable 
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contribution  to  advanced  dietetic  practice,  with  or 
without  the  insulin  treatment.  Another  important 
chapter  is  the  report  of  T.  E.  Downey,  Ph.D.,  Fellow 
at  Mellon  Institute  (Pittsburgh),  on  the  value  of  pure, 
unflavored  gelatine  as  a protective  colloid  in  the  modi- 
fication of  milk  in  infant  feeding,  which  in  no  way 
changes  prescribed  formulas.  Dr.  Downey  has  deter- 
mined, by  standard  feeding  tests,  that  the  addition  of 
1%  of  gelatine  to  a quart  of  milk,  increases  the  yield 
of  nourishment  by  about  23%. 

Furthermore,  these  feeding  tests  determined  that  the 
protective  colloidal  action  of  the  gelatine  was  highly 
efficacious  in  aiding  the  complete  digestion  and  result- 
ing assimilation  of  other  basic  foods  of  the  vegetable, 
fruit,  meat  and  fish  families. 

A most  important  feature  of  this  book  is  the  simple 
and  complete  directions  for  the  preparation  of  these 
dishes,  without  which  a prescribed  diet  so  often  fails 
despite  the  care  and  caution  of  the  physician. 

The  book  will  be  mailed,  upon  request — postpaid  and 
free  of  charge — by  the  Charles  B.  Knox  Gelatine  Com- 
pany, Johnstown,  New  York,  to  any  physician  or  dieti- 
cian who  requests  it. 


DANGERS  OF  TAXIS  IN  STRANGULATED 
HERNIA 

Taxis  is  little  used  at  the  present  time  because  of  its 
dangers  and  the  fact  that  there  is  a much  lower  mor- 
tality rate  if  operation  is  performed  as  soon  as  the 
diagnosis  is  made  and  without  attempts  at  manual  re- 
duction. Contrary  to  the  general  opinion,  if  the  hernia 
cannot  be  reduced  in  five  minutes  by  moderate  pressure, 
it  is  inadvisable  to  continue  taxis  longer.  Taxis  is 
aided  in  infants,  children  and  adults  by  suspending  them 
by  their  feet,  head  downward. 

Taxis  is  contraindicated  when  the  hernia  has  been 
down  several  hours;  when  the  onset  is  acute  and  the 
symptoms  severe ; when  previous  attempts  at  taxis  have 
failed ; when  the  hernial  coverings  are  edematous ; 
v;hen  there  are  symptoms  of  prostration  and  shock,  and 
when  there  are  signs  of  ulceration  and  gangrene. 

If  taxis  is  apparently  successful  the  patient  is  not 
out  of  danger  for  several  days  and  should  be  watched 
carefully  for  symptoms  of  reduction  “en  masse,”  hemor- 
rhage, and  delayed  perforation  of  the  intestine. — Leigh 
F.  Watson  : International  Clinics,  1924,  vol.  2,  s.  34, 
p.  217-219. 


CALL  FOR  VOLUNTEER  CASE  REPORTS 

At  the  75th  Annual  Session 
OF  THE 

MEDICAL  SOCIETY  OF  THE  STATE  OF  PENNSYLVANIA 
Harrisburg,  Pa.,  October  5-8,  1925 

On  Thursday,  October  8,  1925,  in  each  section  from  11 ; 00  to  11 : 55  a.  m.,  ten 
men  may  each  report  an  interesting  case ; time  limit  5 minutes — not  one  second  longer. 
Each  report  must  be  presented  in  five  minutes,  but  the  reporter  may  submit  a more 
detailed  report,  not  to  exceed  1,200  words,  for  publication  in  the  Atlantic  Medical 
Journal. 

On  Wednesday,  October  7,  1924,  from  11:00  to  11:55  a.  m.,  in  the  General 
Session,  ten  men  may  each  report  an  interesting  case — time  5 minutes — and  may 
publish  a more  detailed  report  in  the  Journal,  if  they  so  desire,  each  report  not  to 
exceed  1,200  words. 

Rules 

1.  The  title  of  the  case  report,  with  a short  abstract,  must  be  mailed  to  the  Sec- 
retary of  the  Section  in  which  it  is  to  be  reported,  on  or  before  February  1,  1925. 

2.  Titles  without  abstracts  will  not  be  considered. 

3.  The  Section  officers  will  select  from  the  total  number  submitted,  the  ten  cases 
to  be  reported. 

4.  Acceptance  of  a place  on  the  program  implies  a moral  obligation  to  be 
present. 

5.  Send  titles  and  abstracts  to  Secretary  of  Section  in  which  case  is  to  be  re- 
ported, as  follows : 

General  Session:  T.  G.  Simonton,  M.D.,  5321  Fifth  Avenue,  Pittsburgh,  Pa. 

Section  on  Medicine:  O.  H.  Perry  Pepper,  M.D.,  Medical  Arts  Bldg.,  Philadelphia,  Pa. 

Section  on  Surgery:  Evan  W.  Meredith,  M.D.,  Jenkins  Arcade,  Pittsburgh,  Pa. 

Section  on  Eye,  Ear,  Nose  and  Throat:  Nei.SON  S.  Weinberger,  M.D.,  Sayre,  Pa. 

Section  on  Pediatrics:  Horace  H.  Jenks,  M.D.,  918  Clinton  St.,  Philadelphia,  Pa. 

COMMITTEE  ON  SCIENTIFIC  WORK, 

T.  G.  Simonton,  M.D.,  Chairman. 
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EDITORIALS 


THE  HOLIDAYS 

Every  graduate  of  medicine  can  recall  with 
wliat  pleasure  the  Christmas  and  New  Year  holi- 
days were  anticipated  during  their  college  days. 
The  same  feeling  of  anticipation  prevails  in  the 
mind  of  everyone  who  takes  pleasure  in  the  pe- 
riod of  relaxation,  homecoming  and  renewed 
fellowship  with  relatives  and  friends. 

Were  it  possible  for  the  official  staff  of  this 
Journal  to  meet  every  member  of  the  medical 
profession  connected  with  organized  medicine 
and  extend  holiday  greetings,  the  pleasure  would 
be  extremely  great.  It  is  possible  only,  how- 
ever, through  the  medium  of  the  Journal  to 
express  to  the  profession  the  gratification  felt 
at  the  confidence  and  cooperation  which  has  ex- 
isted during  the  past  year,  and  to  wish  everyone 
a most  merry  Christmas  and  happy  New  Year. 
May  the  year  be  blessed  with  increased  pros- 
perity, and  may  the  scientific  attainments  of  the 
profession  be  developed  to  their  fullest  extent. 


THE  PHYSICIAN,  THE  HOSPITAL,  THE 
UNDERTAKER  AND  THEIR  RELA- 
TION TO  POSTMORTEMS 

The  Committee  to  Confer  with  Morticians 
rendered  its  report  at  the  Annual  Session  of  the 
State  Medical  Society  of  Pennsylvania  held  in 
Reading,  October,  1924.  As  a result  of  the  rec- 
ommendation approved  by  the  House  of  Dele- 
gates, a copy  of  the  report  of  the  Committee  has 
been  mailed  to  all  the  hospitals  and  most  of  the 
almshouses  in  the  State  of  Pennsylvania,  with  a 
circular  letter  urging  cooperation  on  the  part  of 
all  concerned.  The  report  appears  in  the  Sep- 
tember issue  of  the  Atlantic  Medical  Jour- 
nal, beginning  on  page  884. 

Their  problem  is  an  extensive  one,  and  the 
committee  deems  it  wise  to  make  a personal 
appeal  to  every  physician,  whether  connected 
with  an  institution  or  not,  to  read  the  report  in 
order  that  he  may  be  advised  of  his  relation  to 
the  undertaker  when  they  have  activities  in  com- 
mon. The  physician’s  interest  in  this  matter  is 
urged,  in  order  that  the  cooperation  between 
physician,  hospital  and  undertaker  may  be  as- 
sured. 

The  attention  of  the  reader  also  is  called  to 
the  editorial,  “The  Undertaker  and  Postmortem 
Examinations,”  on  page  1514  of  the  Journal  of 
the  American  Medical  Association,  issue  of  No- 
vember 8,  1924.  F.  C.  H. 


PSYCHIATRIC  PROBLEMS 

Problems  occur  in  psychiatry  as  in  other 
branches  of  medicine,  problems  which  arise  not 
only  in  the  study  of  the  individual  patient  but 
in  the  study  of  psychiatry  as  a whole.  No 
branch  of  medicine  is  more  difficult  to  under- 
stand; no  branch  of  medicine  more  difficult  to 
approach  satisfactorily,  in  the  light  of  physi- 
ology, pathology,  causes  of  diseases  and  abnor- 
mal functioning — those  fundamentals  on  which 
rests  the  true  science  of  medicine — than  psychia- 
try. Just  why  mental  medicine  has  not  been 
approached  by  all  students  in  the  light  of  the 
medical  sciences  is  a difficult  question  to  answer. 
Just  why  there  should  exist  such  a multiplicity 
of  thought  which  leads  to  confusion  of  the  sub- 
ject seems  almost  inexplainable  and  unpar- 
donable. 

The  writer  believes  that  the  absence  of  a dis- 
tinct pathology  in  certain  types  of  mental  dis- 
orders is  to  a great  extent  responsible;  that  we 
are  inclined  to  regard  mental  functioning  as  a 
thing  apart  from  the  brain,  the  organ  of  the 
mind  ; that  we  lay  too  much  stress  on  psychology 
in  the  study  of  mental  diseases ; that  we  too 
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quickly  yield  scientific  knowledge  to  some  pass- 
ing fads  and  fancies. 

Mental  diseases,  generally  speaking,  have  a 
distinct  pathology,  with  the  exception  of  manic 
depressive  insanity  and  dementia  prsecox.  The 
distinct  pathology  of  mental  defects,  paresis, 
toxic  states,  and  arteriosclerotic  conditions 
proves  conclusively  that  the  brain  is  responsible 
for  mental  functioning.  ’Tis  true,  the  seat  of 
the  emotions  has  not  been  localized  and  the 
extrapyramidal  tracts  are  yet  unexplored.  How- 
ever, encephalitic  lesions  present  symptoms  not 
Unlike  praecox.  Why  not  continue  our  search  in 
the  field  of  pathology?  If  our  forefathers  had 
contented  themselves  with  studying  fever  curves 
per  sc,  we  should  never  have  known  typhoid  and 
yellow  fever  as  distinct  entities.  If  our  fore- 
fathers had  contented  themselves  with  the  study 
of  urinalysis  (as  we  to-day  seem  content  in 
studying  conflicts,  subconscious  personalities  and 
other  things)  instead  of  speaking  of  nephritis, 
we  should  still  be  speaking  in  terms  of  amber- 
colored  urine,  cloudy  urine,  etc.  Fortunately 
our  forefathers  accepted  medicine  as  a science 
which  teaches  us  that  diseases  are  but  the  reac- 
tion of  viscera  to  stimuli,  resulting  in  abnormal 
functioning.  If  they  could  not  place  a specific 
lesion,  they  admitted  it,  but  continued  their 
search ; and  last  but  not  least,  they  did  not  in  a 
flight  of  fancy  discard  all  known  facts.  Psy- 
chiatry should  be  no  exception  to  the  rule. 
Through  lack  of  continued  application  to  pa- 
thology, the  entire  subject  of  psychiatry  is  be- 
coming a wilderness  to  the  younger  generation, 
who  have  been  taught  the  proper  approach  to 
physical  disease  was  through  the  study  of  physi- 
ology, pathology  and  symptomatology.  Yet  we 
are  to  forget  physiology  and  delve  into  specula- 
tive realms  of  psychology.  We  are  to  forget 
disease  classifications  and  pursue  in  isms  and 
schisms  certain  abnormal  signs  and  symptoms, 
with  the  result  that  in  some  respects  we  are  no 
further  advanced  than  was  the  period  of  Hippo- 
crates, who  suspected  the  brain  as  the  diseased 
organ  in  the  mentally  deranged. 

There  are  men  in  this  field  of  medicine  from 
whom,  in  the  midst  of  this  chaos,  there  comes  a 
clarion  call,  which  if  we  heed  we  may  return  to 
the  fold  of  .scientific  mental  medicine.  Such  a 
challenge  came  recently  from  Dr.  F.  X.  Dercum 
at  a meeting  of  the  Association  of  Trustees  and 
Superintendents  of  Pennsylvania,  in  a paper 
dealing  with  the  pathological  physiology  of  ab- 
normal and  degenerate  mental  affliction  ; a paper 
which  will  appear  in  the  columns  of  this  Jour- 
nal, and  will  be  read  with  profit  by  those  inter- 
ested in  mental  medicine. 

In  concluding  these  remarks  on  this  phase  of 


psychiatric  problems,  would  it  be  amiss  to  sug- 
gest that  we,  as  physicians  and  psychiatrists  in 
the  state  of  Pennsylvania,  lend  our  eflforts  to 
clarifying  the  situation  somewhat?  Can  we  not 
all  accept  the  classification  of  the  American 
P.sychiatric  Association  ? Can  we  not  all  recog- 
nize definite  causative  factors  of  mental  disease 
and  teach  prevention  ? Can  we  not  return  to  the 
pathological  studies  of  mental  diseases?  Can  we 
not  in  other  ways  place  psychiatry  in  its  logical 
place  in  the  art  and  science  of  medicine? 

J-  A.  J. 


OUR  NEGLECT 

The  writer  desires  to  call  attention  to  the  neg- 
lect on  the  part  of  the  medical  profession  to  edu- 
cate the  public  in  subjects  which  have  a direct  ( 
bearing  on  health  and  disease.  Time  was, 
within  the  recollection  of  many  living  practi- 
tioners, when  almost  sole  reliance  was  placed  by  ' 
physicians  upon  the  prescribing  of  medical  sub- 
stances  of  a nature  unknown,  so  far  as  the  public 
was  concerned.  This  was  secretive  medicine 
against  which  many  modern  writers  have  voiced 
just  criticism.  These  were  times  when  there  was 
little  heard  about  the  illegitimate  practice  of  the  » 
healing  art.  The  unscientific  cults  were  fewer  I 
and  less  flourishing  than  at  present  writing. 
These  seem  to  have  sprung  up  increasingly  as 
the  standards  of  medical  education  were  raised 
higher  and  higher,  until  they  reached  a level  at 
which  the  young  man  or  woman  with  limited 
means  and  inadequate  preliminary  education  de- 
spaired of  entering  the  regular  profession,  but 
desiring  to  practice  the  healing  art,  entered  the 
field  occupied  by  empirics  and  fakers. 

Attention  has  repeatedly  been  called  to  the 
fact  that  practically  all  of  the  so-called  cults  pos- 
sess a slender  basis  of  truth,  but  should  not  have 
been  exploited  as  cures  for  every  form  of  illness 
as  has  very  generally  been  the  case.  We  must 
not  blame  the  laity,  which  is  wholly  untrained  in 
scientific  matters  appertaining  to  medicine,  for 
wrong  judgment  as  to  what  con.stitutes  profes- 
sional competency.  The  point  to  be  borne  in 
mind  in  this  connection  is  that  the  public  has 
been  left  too  much  in  ignorance  of  such  subjects 
as  personal  hygiene  and  physiology  and  just  what 
is  to  be  expected  from  physical  therapy  as  ap- 
plied to  the  relief  of  human  ills.  We  have  neg- 
lected our  opportunities  for  instructing  our  pa- 
tients along  these  lines. 

It  seems  to*  me  that  while  most  is  to  be  ex- 
pected from  collective  or  organizational  effort, 
for  example,  local,  state  and  national  medical 
and  welfare  organizations,  including  such  pub- 
lications as  Hygeia,  Journal  of  the  Outdoor  Life 
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and  others,  the  practitioner  of  medicine  should 
personally  help  by  voluntary  instruction  of  his 
patients.  This  instruction  should  naturally  vary 
with  the  special  line  of  professional  work  in 
which  the  physician  is  engaged.  In  subjects 
such  as  physiology,  personal  hygiene  and  rational 
therapy,  more  especially  physical  means,  he 
should  constantly  aim  to  enlighten  his  patients. 
Again,  without  any  desire  to  minimize  the  im- 
portance of  skill  and  modern  scientific  methods 
of  diagnosis  and  treatment  of  disease,  it  is  a 
regrettable  fact  that  medical  practitioners  as  a 
class  do  not  instill  sufficient  optimism  into  the 
minds  of  their  patients.  With  increasing  knowl- 
edge and  understanding  of  the  subjects  men- 
tioned above  by  the  public,  the  effect  of  hopeful 
assurances,  when  justified  by  the  conditions 
present,  will  become  more  effective. 

Lastly,  the  writer  feels  strongly  that  the  or- 
ganized profession  should  undertake  to  investi- 
gate into  the  leading  cults  through  a competent 
committee  with  a view  to  ascertaining  their 
merits,  and  then  put  the  results  obtained  across 
to  the  public.  Does  not  the  organized  medical 
profession  of  America  owe  it  to  the  rank  and 
file  of  that  profession  to  put  these  irregular  cults 
in  their  proper  places  before  a confiding  public? 

J.  M.  A. 


DEATHS  FROM  ABSCESS  OF  LUNGS 
FOLLOWING  TONSILLECTOMY 

A brilliant  symposium  was  held  recently  at  a 
meeting  of  the  Philadelphia  County  Medical 
Society  on  the  treatment  of  lung  abscesses  oc- 
curring shortly  after  ablation  of  tonsils.  The 
surgeons  present  must  have  been  astonished  at 
hearing  the  extraordinary  number  of  instances 
of  suppuration  in  the  structure  of  the  lung  said 
to  be  recorded  in  recent  laryngological  literature 
as  having  occurred  a few  weeks  after  removal 
of  tonsils. 

The  dissection  of  the  tonsil  from  its  bed  is 
such  a simple  matter  in  surgical  hands,  the  open 
wound  is  so  readily  kept  clean  by  recognized 
methods,  and  the  bleeding  so  insignificant  except 
in  hemophiliacs,  that  the  operation  is  considered 
one  of  the  safest  of  intra-oral  surgery. 

W hat,  then,  is  the  cause  of  this  sacrifice  of 
human  health  and  sometimes  life?  Lung  ab- 
scess must  mean  infection  from  a defective  sur- 
gical technic  or  faulty  preoperative  or  post- 
operative aseptic  care.  Who  is  responsible  for 
such  palpable  calamity?  The  operator,  either 
before,  during  or  after  the  operation.  Does  he 
transfer  the  after  treatment  to  nonsurgical  hands 
or  is  he  insufficiently  expert  himself? 

It  is  well  recognized  that  operations  within 


the  mouth  are  necessarily  in  combat  with  pus- 
producing  bacteria,  but  he  who  attempts  removal 
of  tonsils  must  anticipate  and  avoid  the  dangers 
incident  to  his  undertaking. 

One  who  successfully  dissects  tubercular 
lymph  nodes  from  behind  and  below  the  man- 
dible surely  has  a more  difficult  problem  than 
one  who  essays  to  remove  the  embedded  tonsil 
from  the  lateral  wall  of  the  fauces.  Does  lung 
abscess  follow  such  dissection  with  frequency? 
No. 

It  is  admitted  that  it  is  more  easy  to  sterilize 
the  cutaneous  surface  of  the  neck  and  to  do  an 
aseptic  operation  even  upon  infected  tubercular 
glands  than  to  obtain  and  maintain  a partially 
aseptic  field  within  the  mouth.  It,  however, 
would  be  a wise  training  for  those  attempting 
intra-oral  surgery  to  learn  how  tO'  remove  with 
safety  the  cervical  irregular  tumors  deeply  em- 
bedded and  close  to  the  carotid  artery,  before 
presuming  to  do  a similar  but  easier  operation 
on  the  superficially  placed  and  only  partially 
embedded  tonsils.  How  seldom  is  such  a 
lymphadenectomy  followed  by  pus  infection  in 
the  lung.  Lung  abscess  after  so-called  tonsil- 
lectomy is  therefore  probably  due  to  infection 
of  the  tissues  before  operation.  It  may  occur 
from  carrying  oral  organisms  into  the  deep  tis- 
sues of  the  throat  by  the  surgeon’s  nerve  block- 
ing needle  or  by  grasping  with  toothed  forceps 
or  clamps  the  tonsil  or  its  neighboring  tissues, 
already  devitalized  by  laceration.  These  instru- 
ments may  lessen  the  resistance  of  the  deep  tis- 
sues to  infective  contacts  or  may  lead  to  slowly 
increasing  infection  of  the  deep  tissues  of  the 
neck  by  constructing  small  cavities  in  the  mu- 
cous membrane  not  easily  drained  by  sprays  and 
mouth  washes. 

It  is  also  my  belief  that  crushing  the  tissues 
with  clamps  and  thus  interfering  with  the  nor- 
mal circulatory  condition  of  the  throat  tissues 
near  the  tonsil,  and  the  use  of  a suture  to  stop 
bleeding  from  small  vessels  after  the  removal 
of  the  organ,  are  unwise  surgical  procedures. 
Such  proceedings  may  give  rise  to  an  infection 
which  travels  downward  into  the  mediastinum 
the  lung.  Lung  abscess  after  so-called  tonsil- 
sbould  be  arrested  by  torsion,  the  ordinary  sur- 
gical manner  of  dealing  with  such  conditions, 
and  not  by  suture  liable  to  enclose  secretions  and 
prevent  cleaning  with  antiseptic  mouth  washes. 

At  the  symjxjsium  referred  to  above  the  usual 
cause  of  pulmonary  infection  following  amygda- 
lectomy  was  evidently  thought  to  be  inspiration 
of  infecting  fluids  or  particles  of  tissue  during 
operation.  Thi.s  is  probably  erroneous.  The 
damage  is  done  by  infection  in  tbe  tonsillar  re- 
gion by  unnecessary  mutilation  of  tissues. 
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Infection  through  breathing  fluid  and  particles 
of  tissue  into  the  bronchi  doubtless  may  occa- 
sionally occur.  The  use  of  the  constricting 
clamps  upon  structures  expected  to  be  allowed 
to  remain  is  a more  likely  cause  of  infection. 
It  also  may  be  due  to  a local  anesthesia  needle, 
used  for  nerve  blocking,  carrying  into  the  deep 
tissues  septic  fluids  or  particles  after  having  be- 
come contaminated  with  saliva  or  by  being  thrust 
through  already  infected  tonsillar  areas. 

No  one  should  attempt  removal  of  tonsils 
without  being  thoroughly  familiar  with  the 
paper  of  Fetterolf  and  Fox,  published  in  the 
American  Journal  of  AJedical  Sciences  of  Decem- 
ber, 1923.  Dr.  George  Fetterolf,  a recognized 
authority  in  laryngology  and  a well  qualified 
anatomist  of  experience,  and  Dr.  Herbert  Fox, 
one  of  Philadelphia’s  expert  pathological  inves- 
tigators, are  of  unusual  ability.  Tliis  paper  may 
also  be  found  in  the  Tran.sactions  of  the  College 
of  Physicians  of  Philadelphia  for  1923.  Its  full 
title  is  “The  Reaction  of  the  Peritonsillar  Tis- 
sues to  Tonsillectomy — A Study  in  the  Etiology 
of  Posttonsillectomy  Pulmonary  Abscess.” 

J.  B.  R. 


MUSIC  AS  A MEDICAL  AID 

We  have  heard  a great  deal  lately  about  the 
therapeutic  effects  of  music,  but  from  the  van- 
tage point  of  a number  of  years’  experience  as 
a teacher  of  both  vocal  and  instrumental  music, 
it  seems  to  us  that  the  benefits  are  largely  imagi- 
nary. In  some  clinics,  when  local  anesthesia  is 
used,  a Victrola  is  placed  in  the  operating  room 
to  help  divert  the  patient’s  mind  from  the  opera- 
tive field,  and  in  one  operating  room  of  which 
we  know  radio  is  installed  for  this  purpose. 
Used  in  this  way  or  as  a vocational  therapy, 
music  doubtless  has  its  uses  along  with  any  other 
absorbing  and  interesting  occupation ; but  con- 
sidered in  any  other  light,  we  are  convinced  that 
at  best  its  effects  are  not  uniform  or  calculable, 
while  at  worst  it  is  useless  and  possibly  danger- 
ous. 

No  two  individuals  are  affected  in  the  same 
way  by  a given  composition ; nor  is  any  indi- 
vidual always  affected  in  the  same  way  by  the 
same  composiiion  or  type  of  composition.  Music 
is  an  expression  alike  of  intellect  and  of  mood 
or  emotion,  so  that  in  prescribing  it  for  a patient 
it  is  necessary  to  take  into  consideration  not  only 
his  emotional  condition  and  his  transitory,  mood, 
but  also  the  state  of  his.  intellectual  development. 
“Yes,  We  Have  No  Bananas”  might  be  exactly 
the  right  prescription  for  one  patient,  while  an- 
other would  he  exceedingly  irritated  hy  the 
banality,  and  soothed  by  the  austerity  of  a Bach 


Fugue  which  would  leave  the  first  patient  bored 
or  annoyed. 

Music  of  an  incompatible  type  will  frequently 
aggravate  a sane  person,  especially  when  there 
is  no  escape  from  it.  How  much  more,  then, 
would  it  affect  the  hypersensitive  insane  or 
neurotic?  Unless  administered  as  carefully  as 
a drug  it  has  possibilities  of  great  harm.  In 
certain  instances  it  has  doubtless  had  a bene- 
ficial effect,  but  to  date  no  scientific  study  or 
observation  has  been  reported  that  would  place 
the  subject  on  a basis  definite  enough  to  make  it 
available  for  the  average  medical  man.  Unless 
the  physician  is  also  a musician — which  is  a very 
rare  combination — he  is  scarcely  competent  to 
undertake  such  a study.  It  is.  a promising  field, 
but  so  large  and  so  nebulous  that  it  will  likely  be 
many  years  before  it  is  reduced  to  a science. 

An  interesting  article  along  this  line  by  Ernest 
Newman,  eminent  musical  critic  and  author,  ap- 
peared in  the  Philadelphia  Public  I^edger  for 
October  5,  1924,  from  which  we  quote  the  fol- 
lowing : 

“The  scientific  musical  treatment  of  ailing  humanity 
will  surely  have  to  be  on  the  lines  of  scientific  medical 
treatment ; the  patient  must  be  studied  as  an  individual 
and  the  one  medicine  be  found  that  suits  his  particular 
case.  A hypochondriacal  schoolgirl  might  be  benefited 
by  the  aria  of  Delilah  in  Saint-Saens’  opera,  but  its 
cheap  suberoticism  would  only  irritate  a philosophical 
musician.  Some  melancholy  people  would  be  driven 
into  deeper  depths  of  despair  by  Brahms,  while  others 
would  find  themselves  braced  by  this  stern,  thoughtful 
music  as  by  a page  of  Marcus  Aurelius.  The  problems 
of  this  kind  that  are  raised  by  music  are  infinite,  and, 
frankly,  I cannot  see  that  the  doctors  alone  will  ever 
be  competent  to  deal  with  them;  they  elude  analysis. 
The  sane  man  is  not  so  badly  situated.  He  knows  his 
malady  of  the  moment  and  the  musical  medicine  that 
is  best  for  it.  He  knows  when  it  is  wise  to  froth  and 
bubble  with  Offenbach  and  when  to  cold  douche  his 
relaxed  and  overpampered  soul  with  Brahms  or  Pales- 
trina. But  the  poor  alienated  mind  cannot  know  all 
this,  and  who  is  to  discover  it  for  him?  The  most 
skilled  and  wisest  musician  would  hesitate  to  prescribe, 
for  he  knows  the  infinite  complexity  -of  the  problem. 
How,  then,  can  the  nonmusical  physician  ever  hope  to 
reach  certainty  in  his  musical  prescriptions?” 


ACUTE  APPENDICITIS 

The  hardiest  perennial  in  our  autumnal  garden 
of  surgical  subjects  which  blooms  forth  at  the 
annual  state  meeting  is  the  appendix.  Since  the 
days  of  Reginald  Fitz  probably  no  subject  has 
received  greater  attention  than  has  this  organ 
and  the  diseases  peculiar  to  it.  In  an  excellent 
paper  presented  at  the  Reading  Session  Muller 
reviewed  the  results  of  studies  made  of  the  cases 
of  appendicitis  admitted  to  one  of  his  services 
during  a twelve-month  period. 

It  would  seem  that  this  subject  had  been  pretty 
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well  exhausted,  but  with  every  new  clinical  re- 
port based  on  an  extensive  experience  with  this 
especially  frequent  and  often  fatal  condition, 
new  light  is  usually  cast  upon  certain  of  its 
phases  and  often  important  and  valuable  sugges- 
tions regarding  the  diagnosis  and  treatment  of 
the  disease  are  made.  This  was  the  case  with 
Muller’s  report,  as  all  who  heard  it  will  recall 
and  as  the  lively  discussion  following  it  defi- 
nitely indicated. 

One  rarely  listens  to  such  a report,  even  in  this 
day  and  time,  when  the  significance  of  the  symp- 
toms accompanying  acute  inflammation  of  the 
appendix  should  be  understood  in  the  most  pro- 
vincial sections,  without  being  appalled  at  the 
continued  and  all  too  frequent  failure  to  diagnose 
the  disease  early  and  to  get  the  patient  promptly 
into  competent  surgical  hands.  When  Dr.  J.  M. 
Wainwright  of  Scranton,  in  opening  the  discus- 
sion, remarked  that  in  comparing  his  first  one 
hundred  cases  of  acute  appendicitis  treated  over 
twenty  years  ago  with  his  last  one  hundred  of 
1924,  and  found  there  was  practically  no  differ- 
ence in  the  degree  of  promptness  (or  lack  of  it) 
with  which  these  cases  were  being  recognized 
and  referred  for  operation,  he  touched  upon  a 
condition  which  still  obtains  and  which  is  being 
daily  met  by  most  of  us,  at  least,  those  of  us  who 
are  practicing  surgery  in  the  more  rural  sections 
of  the  state. 

In  a hospital  with  which  the  writer  is  con- 
nected, an  average  of  two  of  these  patients  per 
month  are  admitted  so  late  that  the  disease  has 
become  advanced,  with  the  appendix  ruptured 
and  peritonitis  established.  Usually  in  such  cases 
the  true  nature  of  the  condition  has  gone  un- 
recognized, or  if  correctly  diagnosed,  has  been 
treated  with  interminable  delay  with  the  idea  of 
“scattering”  the  process.  In  a high  percentage 
of  these  cases  the  “scattering”  process  has  suc- 
ceeded— but  in  a manner  the  physician  had 
hardly  anticipated.  The  absolutely  unnecessary 
and  preventable  deaths  from  acute  appendicitis 
in  Pennsylvania  alone  must  amount  annually  to 
many,  many  hundreds. 

We  have  within  the  Society  standing  commit- 
tees on  Promotion  of  Efficient  Laws  on  Insanity, 
Committees  on  Conservation  of  Vision,  Commit- 
tees on  Defense  of  Medical  Research,  etc.,  etc. 
Why  not  a Committee  on  the  Promulgation  of 
Knowledge  Relative  to  the  Early  Diagnosis  of 
Acute  Appendicitis?  Among  the  names  of  its 
members  let  those  of  J.  B.  Deaver,  George 
Muller  and  J.  M.  Wainwright  appear,  and  let 
their  first  work  consist  in  the  preparation  of  a 
bulletin,  outlining  in  simple,  terse  language  the 
diagnostic  points  of  acute  appendicitis,  with  a 
full  discussion  of  these,  touching  on  the  differ- 


ential diagnosis  between  this  disease  and  the 
innumerable  and  bizarre  conditions  with  which 
it  is  all  too  frequently  confused.  Such  a bul- 
letin should  not  be  published  in  the  Journal  but 
sent  as  a separate  and  special  sheet  under  sepa- 
rate cover  to  every  physician  in  the  state, 
whether  a member  of  the  Society  or  not. 

How  elementary  and  academic  all  this  seems 
and,  at  first  blush,  how  unnecessary ! It  reads 
as  if  written  in  1900;  but  if  we  look  up  our 
recent  admissions  of  acute  appendicitis  in  com- 
parison with  those  of  ten  or  twenty  years  ago, 
most  of  us  will  come  to  Wainwright’s  conclu- 
sion. Perhaps  we  should  not  say  that  there  has 
been  no  improvement,  but  it  has  been  far  from 
sufficient. 

If  our  general  practitioners,  upon  whom  rests 
the  first  responsibility  in  these  cases,  can  acquire 
a perfect  understanding  of  the  diagnostics  of 
this  disease,  if  they  can  be  taught  to  disregard 
their  thermometers  and  watches  and  rely  more 
on  the  clinical  history  and  palpating  finger,  when 
called  to  see  the  patient  with  an  acute  pain  in  the 
lower  right  abdomen,  the  number  of  lives  saved 
and  which  are  now  unnecessarily  lost  from  acute 
appendicitis  each  year  will  total  thousands. 

L.  F.  H. 


POSSIBLE  BAD  EFFECTS  FROM 
HEALTH  EXAMINATIONS 

The  growing  interest  of  the  profession  in 
health  examinations  is  shown  by  the  changing 
character  of  the  literature,  vague  laudations  hav- 
ing given  place  to  papers  discussing  the  details 
of  practical  application.  While  most  of  these 
articles  deal  with  methods  for  securing  the  great- 
est possible  benefits  from  the  examinations,  at- 
tention has  been  directed  recently  to  some  pos- 
sible bad  effects.  Walsh,  in  the  third  volume  of 
the  International  Clinics  for  the  current  year, 
points  out  that  neuroses  may  be  established  in 
susceptible  persons  by  unfavorable  suggestions 
made  during  the  examination  or  included  in  the 
advice  given.  This  danger  is  one  which  every 
practitioner  has  to  guard  against  in  dealing  with 
patients  and  it  is  especially  desirable  that  it  be 
avoided  in  the  examination  of  the  apparently 
healthy.  The  examinee  must  be  informed  of 
any  defects  requiring  correction  but  no  mention 
need  be  made  of  deviations  not  necessarily 
pathological  until  further  examination  and  ob- 
servation prove  the  necessity  for  action.  Walsh 
believes  that  such  unfavorable  effects  will  sel- 
dom occur  when  the  examinations  are  made  by 
the  family  physician,  thus  confirming  the  recom- 
mendation of  organized  medicine  as  to  the  con- 
duct of  these  examinations. 
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The  examiner  who  has  this  possibility  in  mind 
will  rarely  give  rise  to  unnecessary  fears,  and 
one  of  the  best  ways  of  guarding  against  such 
unfortunate  occurrences  is  to  read  the  article 
referred  to. 

Another  possible  danger  which  has  been  men- 
tioned is  that  the  examiner  may  overlook  some 
pathology  and  create  a false  sense  of  security  by 
his  assurance  of  good  health.  This  will  cer- 
tainly occur  at  times  because  of  the  insidious 
onset  of  some  diseases  but  the  applicant  for 
examination,  having  previously  believed  himself 
to  be  healthy,  will  be  no  worse  off.  Few  such 
situations  will  arise  if  we  are  thorough  and 
painstaking  in  our  work. 

Parenthetically  it  may  be  predicted  that  pa- 
tients are  going  to  have  much  to  say  about 
health  examinations  in  the  near  future.  Pre- 
ventive medicine  is  reaching  the  public  in  gen- 
erous profusion  by  way  of  books,  advertise- 
ments, radio  talks  and  magazine  articles,  all  of 
which  stress  the  value  of  periodic  examinations. 
As  an  example  of  what  we  have  in  mind,  look 
up  the  heart  books  of  Drs.  Smith  and  Babcock, 
or  the  November  ist  issue  of  the  Surz^ey,  de- 
voted to  a discussion  of  heart  disease  and  its 
prevention.  E.  B.  E. 


EX  LIBRIS  MEDICI 

SCIENCE,  SERVICE,  SUPREMACY 

( Concluded  from  the  Noz'ember  number.) 

PASTEUR 

ACT  III 

i88s 

The  scene  again  .shifts  to  Pasteur’s  study.  He 
sits  at  a table  writing.  After  a time  there  is  a 
knock  at  the  door,  and  a student  enters.  The 
system  of  antirabic  inoculation  has  been  per- 
fected, and  Pasteur  has  just  returned  from 
Edinburgh  where  he  has  read  a paper  that  he  is 
now  correcting.  The  scene  is  chiefly  concerned 
with  a trouble  that  is  disturbing  the  student’s 
peace  of  mind,  until  the  door  opens  and  little 
Joseph  Meister  is  brought  in  by  his  grandfather. 
The  little  fellow  has  recently  been  bitten  by  a 
rabid  dog,  and  the  remainder  of  the  scene  is  de- 
voted to  Pasteur’s  kindly  and  sympathetic  inter- 
est in  him,  and  his  eagerness  to  put  the  new 
treatment  to  a practical  test  upon  a humap  being. 
From  this  scene  a few  passages  are  worth  quo- 
tation and  consideration ; 

Pasteur.  I’ve  sometimes  gone  too  far I’ve  often 

been  hasty well,  I was  fighting! but  the  goal 

is  reached now  I’m  calm A scientist  ought  to 

he  concerned  with  what  they’ll  say  of  him  in  a hun- 


dred years  and  not  with  the  insults  or  compliments  of 
the  present  1 

I was  so  absolutely  right,  that  at  present  it’s  my  duty 
to  be  silent  and  to,  work  while  I wait  for  the  material 
results  of  my  discoveries! I went  on  experiment- 

ing. I felt  it  my  duty  to  attract  the  attention  of  those 
who  doubted,  so  that  they  wouldn’t  be  too  much  sur- 
prised  I have  succeeded,  it’s  done! I told 

them,  before,  that  I was  on  the  right  track they 

wouldn’t  believe  me.,  .so  much  the  worse  for  them!... 
If  they  had  followed  me  from  the  first  day,  if  they 

hadn’t  lost  so  much  time  in  discussions we  would 

all  have  reached  the  goal  at  the  same  time! I have 

really  done  everything  I could  not  to  be  entirely  alone  1 

The  discovery  of  a serum  for  hydrophobia,  and 

its  results  are  to-day  incontestable the  way  is  open 

for  the  cure  of  all  other  diseases I’m  through 

arguing  now! 

The  student  now  presents  his  difficulty,  in  a 
somewhat  mysterious  manner,  and  in  answer  is 
told,  among  other  things  : 

Pasteur.  But  one  mustn’t  let  himself  be  carried 
away!  One  must  have  constant  control  over  his  ac- 
tions! No  weakness my  friend,  no  slavery! 

You  are  evidently  passing  through  a crisis very 

well,  it  will  give  you  a chance  to  stand  face  to  face 
with  yourself  so  that  you  may  know  yourself  better, 
and  so  that  you  may  see  how  strong  you  can  be ! It’s 

a test study  yourself.  Don’t  seek  out  people  who 

give  you  advice. . .look  rather  to  those  who  set  you  an 
example 

I can’t  even  get  interested  in  what  you  just  told  me 

because  I find  you  hesitating and  I don’t  like 

that! This  very  moment  you’re  hesitating  to  do 

something  bad.  To  me  it’s  as  if  you  hesitated  to  do 

something  good! Now,  one  must  never  hesitate. 

One  should  always  do  what’s  right  and  one  must 

never  do  what’s  wrong!  You  know  very  well  what 

you  ought  to  do! Take  a straight  line  towards  the 

infinite  and  never  swerve  ! 

After  the  student  goes,  Pasteur,  at  his  de.sk, 
reads ; 

“As  far  back  as  I can  remember  I do  not  believe  I 
ever  met  a student  without  saying  to  him : Work  and 
persevere ! Work  is  really  recreation  and  it  is  the 
only  thing  of  value  to  a man  and  to  his  country.  What- 
ever career  you  may  embrace,  aim  high. 

act  IV 
1888 

The  scene  represents  the  drawing  room  in 
Pasteur’s  paternal  home,  and  is  chiefly  taken  up 
w'ith  conversations  between  Pa.steur,  a student, 
a doctor  in  attendance  upon  the  former,  who  is 
ill  and  besought  to  take  a prolonged  rest  in  the 
mountains,  and  little  Joseph  Meister.  It  be- 
comes evident  that  Pasteur  believes  that  he  has 
but  a short  time  to  live. 

ACT  V 

December  27,  1892 

The  .scene  represents  the  hall  outside  of  the 
amphitheatre  at  the  Sorbonne.  It  is  Pasteur’s 


December,  1924 
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seventieth  birthday,  and  he  is  surrounded  by 
men  who  regard  him  with  awe  and  respect.  He 
is  in  an  armchair,  the  others  stand.  All  that  is 
said  to  him  cannot  be  heard,  but  he  constantly 
replied.  Thanks ! Thanks!  Thanks! 


The  Doctor.  What  are  they  waiting  for? 

The  Student.  They  are  waiting  until  the  crowd  is 

seated  before  having  him  go  in 

Doctor.  Has  the  President  of  the  Republic  arrived? 
Student.  Not  yet. 

Doctor.  He’s  supposed  to,  isn’t  he? 

Student,  So  it  seems 

{The  doctor  exits.) 

My  dear  friend ? 

Master 

I’d  like  to  know  just  what’s  going  to  hap- 


Pasteur. 

Student. 

Pasteur. 

pen 

Student. 

Pasteur. 

Student. 


I’ve  no  idea,  Master 

There  are  lots  of  people ? 

Yes,  Master,  a great  many;  the  whole 
amphitheatre  of  the  Sorbonne  is  packed 

Pasteur.  Oh!  Why Who’s  there? 

Student  ( taking  a program  from  his  pocket  and 
reading  from  it).  Master,  there  are  the  delegates  from 

the  Academies  of  France  and  of  foreign  countries 

all  the  members  of  the  Institute,  all  the  University 
professors,  deputations  from  the  Normal  College,  from 
the  Polytechnic,  from  the  Central  College,  from  the 
Colleges  of  Pharmacy  and  Agriculture the  Presi- 

dent of  the  Council,  the  President  of  the  House  of 

Representatives,  the  President  of  the  Senate all 

the  Ministers,  all  the  Ambassadors 

Pasteur.  Oh It’s  too  much Why ? 

Student.  The  classes  of  rhetoric  of  all  the  col- 
leges of  Paris 

Pasteur.  Boys Ah!  That’s  fine! 

Student.  Who’s  just  entered? 

A Physician.  Lister ! 

Pasteur.  What,  Lister  came At  his  age! 

It’s  too  much ! 


Doctor  (coming  from  the  background  and  going  up 

to  Pasteur).  Pasteur,  I can’t  tell  you  what  I feel 

Something  wonderful  is  going  to  happen  in  a moment ! 
You’re  going  to  see  the  whole  world  standing  be- 
fore you  proclaiming  “Thanks”....!  know  the  state  of 
your  health and  I wished  to  prepare  you  some- 
what!  If  you  have  had  to  strive if,  at  times, 

i'ou’ve  met  with  opposition if  often  you’ve  had  to 

complain  of  a constant  and  reprehensible  indifference 

you  are  to  reap,  in  a few  minutes  the  wonderful 

harvest  of  your  magnificent  work! The  people  out 

there  have  been  for  several  months,  preparing  the  way 
to  immortality.  All  that  human  beings  can  do,  once 
they  understand they  have  done without  reser- 
vation  without  compulsion with  all  their  heart! 

Each  according  to  his  knowledge,  according  to  his  abil- 
ity  brings  to  you  this  day  the  tribute  of  his  grati- 

tude ! 

Pasteur.  Oh! Thank  you,  my  friend,  thank  you 

but  I’d  like  to  know  exactly  what’s  going  to  take 

place 

Doctor.  Very  well!  It’s  this The  President  of 

the  Academy  of  Science  will  present  you  with  a medal 
commemorating  this  never-to-be-forgotten  day 

Pasteur.  Ah ! 

Doctor.  The  President  of  the  Municipal  Council 
will  bring  you  an  address  from  the  Council 


Pasteur.  Ah ! 

Doctor.  One  of  the  students  from  the  Veterinary 
School  of  Alfort  will  present  you  with  its  medal 

Pasteur.  Ah ! 

Doct'or.  You  will  be  presented  with  an  album  con- 
taining the  signatures  of  all  the  residents  of  Arbois, 
then  the  Mayor  of  Dole  will  hand  you  the  facsimile  of 
your  birth  certificate,  and  a photograph  of  your  birth- 
place  

Pasteur.  Ah ! 

Doctor.  The  Governor  General  of  Algeria  will  in- 
form you  that  he  is  naming  a village  in  the  province  of 
Constantine  after  you 

Pasteur.  Ah! They  ought  to  have  told  me  all 

this beforehand then  I could  have  spoken  of 

it  in  my  address I can’t  now! Besides,  I know 

very  well  that  I shan’t  be  able  to  deliver  it  myself 

I shan’t  be  able it’s  necessary  that where’s  my 

son  ? 

Doctor.  He’s  right  near 

Pasteur.  Hand  him  my  address here  it  is 

take  it let  hhn  read  it they’ll  understand, 

won’t  they that  a man  can’t stand  up  under 

all  this h’m  ? 

Doctor.  Why,  yes  ; why,  yes  ! 

Pasteur.  And  you  can  easily  see  that  it’s  too  much 
since  I can’t  stand  it ! 

{The  President  of  the  Repubeic  comes  in  followed 
by  several  other  people.) 

Student.  The  President  of  the  Republic 

{Pasteur  makes  an  effort  to  rise,  but  the  President 
OF  THE  Republic  comes  to  him  so  quickly  that  he  has 
not  time  to  do  so.) 

The  President  of  the  Republic.  I don’t  want  to 
enter  the  hall  without  you.  Monsieur  Pasteur be- 
cause it  is  not  I for  whom  they  are  waiting and 

I've  come  to  get  you.  I wish,  before  any  one  else  does, 
to  express  to  you,  in  the  name  of  your  country,  the 
eternal  gratitude  which  is  due  you.  By  your  genius, 

you  have  saved  human  life from  the  most  terrible 

ills France  and  the  whole  world  bring  you  to-day 

the  testimony  of  their  respect  and  of  their  veneration. 
The  noblest  and  choicest  words  are  all  too  feeble.  Mon- 
sieur Pasteur,  and  seem  poor  indeed when  used  in 

connection  with  you ! You  are  a great  man  when  you 
might  have  contented  yourself  with  being  a great 

scientist.  Your  life  will  be  an  inspiration and 

from  the  bottom  of  my  heart  I hope  that  it  may  be 

prolonged  a great  while  so  that  you  may  witness  the 
inestimable  benefits  of  your  wonderful  discoveries. 
Already,  thousands  and  thousands  would  be  dead  but 

for  you and  that’s  why  we’re  so  moved  in  your 

presence!  You  have  reproached  us  often  for  not  hav- 
ing enough  veneration  for  great  men you  have 

counseled  us  to  honor  especially  those  who  in  science, 
in  letters  and  in  art  have  contributed  greatly  to  the 

glory  of  their  country and  I’m  happy  to-day  to  be 

able  to  follow  your  advice I’m  happy  and  proud 

to  be  able  to  say  these  things  to  you! Will  you 

permit  me.  Monsieur  Pasteur,  to  embrace  you  in  the 
name  of  France? 

(Pasteur  is  now  standing,  and  the  President  of 
the  Republic  gives  him  the  accolade.  Then,  in  the 
profound  silence  which  follozus,  Pasteur  says:) 

Pasteur.  And  I firmly  believe  that  science  and  peace 
will  triumph  over  ignorance  and  war  and  that  nations 
will  combine,  not  to  destroy  but  to  biiild  up. 

[Arm  in  arm  with  the  President,  he  enters  the  amphi- 
theatre of  the  Sorbonne.] 


THE  MEDICAL  SOCIETY 


OF  THE  State 


OFFICERS’  DEPARTMENT 

WALTER  F.  DONALDSON,  M.D. 

Secretary 

8014  Jenkins  Arcade  Bldg. 
Pittsburgh,  Pa. 


ANNUAL  SESSION  BOARD  MEETINGS 

The  Board  of  Trustees  met  in  Reading,  Oc- 
tober 6,  7 and  9,  1924.  At  the  meeting,  October 
6,  the  Board  received  and  acted  upon  reports 
of  the  standing  committees  for  the  period  sub- 
sequent to  May  6,  1924.  At  this  meeting  the 
Board,  after  receiving  and  discussing  applica- 
tions for  medical  defense  in  various  cases  of 
alleged  malpractice,  instructed  the  Secretary  to 
convey  to  the  various  component  societies  the 
urgent  need  for  more  care  by  the  county  society’s 
board  of  censors  in  the  consideration  of  applica- 
tions for  defense. 

The  October  7th  meeting  was  given  over  en- 
tirely to  consideration  of  the  Society’s  future 
attitude  toward  public  health  legislation.  George 
A.  Knowles,  Chairman  of  the  Committee  on 
Public  Health  Legislation,  was  present,  by  re- 
quest, and  discussed  the  subject  in  the  light  of 
the  action,  October  6,  1924,  of  the  House  of 
Delegates  on  the  proposed  One  Board  Bill. 
After  discussion  of  the  subject  by  the  entire 
Board,  it  was  decided  to  delegate  Dr.  Harry  W. 
Mitchell,  Councilor  for  the  Seventh  District,  to 
convey  certain  recommendations  on  proposed 
laws  controlling  practitioners  of  the  healing  art 
in  Pennsylvania  to  the  House  of  Delegates  at  its 
October  8th  meeting. 

The  October  9th  meeting  witnessed  the  organi- 
zation of  the  Board  for  the  ensuing  year,  the 
new  members  being  Dr.  Howard  C.  Frontz, 
Huntingdon ; Dr.  W.  T.  Sharpless,  West  Ches- 
ter, to  fill  the  unexpired  term  of  Dr.  Ira  G. 
Shoemaker,  President-Elect,  and  Dr.  Lawrence 
Litchfield,  Pittsburgh,  to  fill  the  unexpired  term 


of  Dr.  Irwin  J.  Moyer,  deceased.  Dr.  Jay  B.  F. 
Wyant  was  reelected  Chairman  of  the  Board  and 
Dr.  Donald  Guthrie,  Clerk.  Chairman  Wyant 
announced  the  following  standing  committees 
for  the  ensuing  year: 

Finance  Committee — Harry  W.  Albertson, 
Chairman,  Scranton;  Donald  Guthrie,  Sayre; 
Walter  S.  Brenholtz,  Williamsport. 

Journal  Committee — Frank  C.  Hammond, 
Chairman,  Philadelphia ; Lawrence  Litchfield, 
Pittsburgh ; Theodore  B.  Appel,  Lancaster. 

Executive  Committee — Harry  W.  Mitchell, 
Chairman,  Warren ; William  T.  Sharpless,  West 
Chester;  Howard  C.  Frontz,  Huntingdon. 

Dr.  F.  L.  Van  Sickle  was  reappointed  Execu- 
tive Secretary  and  Editor. 

Bernard  J.  Myers,  45  N.  Duke  St.,  Lancaster, 
was  reelected  Counselor  for  the  Society. 

The  budget  for  the  ensuing  year,  as  presented 
by  the  Finance  Committee,  was  approved. 

Legal  Counselor  B.  J.  Myers  discussed  the 
advisability  of  our  Society  testing,  by  means  of 
a friendly  suit,  the  decision  of  former  Chairman 
Mackey  regarding  the  remuneration  of  hospital 
surgeons  for  service  rendered  to-  beneficiaries 
under  the  Workmen’s  Compensation  Act. 

Apropos  of  the  action  of  the  House  of  Dele- 
gates, October  8,  the  Board  unanimously  adopted 
the  following  resolution : 

BE  IT  RESOLVED,  That  the  Committee  on  Public 
Health  Legislation  be  instructed  to  consult  with  the 
Secretary  of  Health,  the  Commissioner  of  Public  In- 
struction, and  the  authorities  of  the  four  teaching 
institutions  of  medicine  in  Pennsylvania  and  also  the 
legal  counsel  of  the  Society,  in  order  to  obtain  their 
views  in  regard  to  the  legislative  program  to  be  secured 
by  this  Society  during  the  coming  session;  and  that 
after  such  consultation  this  Committee  shall  submit  the 
result  of  the  considerations  to  the  Trustees  in  order 
that  a proper  legislative  course  may  be  determined 
upon ; and  that  at  that  meeting,  certain  members  of 
the  Society  who  have  in  the  past  been  active  in  legis- 
lative matters  be  invited  to  be  present  and  give  their 
counsel. 

The  Board  formally  ruled  that  in  the  future 
retiring  presidents  of  the  Society  would,  for  the 
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ensuing  year,  be  extended  the  courtesies  of  an 
ex-officio  member  of  the  Board. 


RESIGNATIONS  FROM  THE  HOUSE  OF 
DELEGATES  OF  THE  MEDICAL 
SOCIETY  OF  THE  STATE 
OF  PENNSYLVANIA 

October  7,  1924. 

To  the  President  and  Members  of  the  House  of 
Delegates  of  the  Medical  Society  of  the 
State  of  Pennsylvania: 

The  undersigned  herewith  tenders  his  resigna- 
tion as  a delegate  to  the  American  Medical  Asso- 
ciation from  this  Society,  effective  forthwith. 
The  undersigned  also  expresses  herewith  his 
gratitude  for  the  confidence  reposed  in  him  by 
this  Society  in  having  honored  him  a number  of 
times  with  this  position  of  trust  and  confidence, 
and  relinquishes  this  position  only  because  he  is 
now  a member  of  the  Board  of  Trustees  of  the 
American  Medical  Association. 

(Sigmed)  Edward  B.  Heckel. 


October  24,  1924. 
Walter  F.  Donaldson,  M.D., 

Secretary, 

Pittsburgh,  Penna. 

Dear  Doctor  Donaldson: 

I hereby  resign  as  a member  of  the  House  of 
Delegates  of  the  American  Medical  Association. 
This  is  done  owing  to  the  fact  that  the  Medical 
Society  of  the  State  of  Pennsylvania  is  entitled 
to  only  eight  delegates,  instead  of  nine,  and  my 
election  as  a delegate  made  the  number  nine. 
Very  truly  yours, 

(Signed)  Howard  C.  Frontz. 


CHANGES  IN  MEMBERSHIP  OF  COUNTY 
SOCIETIES 

The  following  changes  have  been  reported  to  Novem- 
ber 17 : 

Adams  : Reinstated  Member — George  A.  Stock,  Oak- 
dale, Iowa. 

Allegheny  : Nezv  Members — Lear  E.  Brougher,  7400 
Irvine  St.  (Swissvale  P.  O.)  ; William  H.  Clark,  2919 
Chartiers  Ave. ; Paul  Dodds,  Highland  Bldg. ; Theo- 
dore C.  Elterich,  1256  No.  Negley  Ave.;  Jean  R. 
Foight,  7093  Jenkins  Arcade;  Charles  H.  Gano,  630 
Maryland  Ave.;  James  H.  Hall,  2446  Wylie  Ave.; 
James  M.  Holtz,  55  Grant  Ave.  (Etna  P.  O.)  ; Grover 
A.  Meikle,  710  Foreland  St. ; Russell  H.  Poster,  87 
Dinsmore  Ave.,  (Crafton  P.  O.)  ; David  H.  Rhodes, 
Jr.,  Pride  & Locust  Sts.;  Alfred  B.  Sigmann,  Pitts- 
burgh City  Home  & Hospital,  (Bridgeville  P.  O.)  ; 
Oscar  T.  Ziel,  27  Parke  Ave.,  (Crafton  P.  O.),  Pitts- 
burgh. Death — Samuel  Ayres  of  Pittsburgh  (Jeff. 
Med.  Coll.  ’76),  Nov.  ii,  aged  70. 

Beaver:  New  Member — Bertram  E.  Marshall,  New 
Brighton. 

Berks  : Death — William  E.  Hunsberger  of  Maiden 
Creek  (Jeff.  Med.  Coll.  ’67)  from  pneumonia,  Nov. 
II,  aged  82. 


Butler:  New  Members — William  F.  Pohl,  Washing- 
ton & Cunningham  Sts.,  Butler;  Harry  R.  Wilson,  Box 
41 1,  Evans  City. 

Carbon  : New  Member — James  J.  Dougherty,  Mauch 
Chunk. 

Delaware:  New  Member — Jesse  O.  Coffey,  426  Bur- 
mont  Road,  Drexel  Hill.  Resignation — William  D. 
Lithgow,  Miami,  Fla.,  formerly  of  Chester. 

Fayette:  Transfer — Harold  J.  Byron,  Connellsville, 
from  Allegheny  County  Society. 

Franklin  : Death — Franklin  A.  Bushey  of  Green- 
castle  (Univ.  of  Md.  ’61),  June  28,  aged 

Jefferson:  Reinstated  Member — Francis  L.  Benson, 
378  W.  Church  St.,  Elmira,  New  York. 

Lawrence  : Reinstated  Member — Henry  E.  Helling, 
Ellwood  City. 

Luzerne:  New  Member — John  L-  Carter,  Hazleton. 

Monroe:  New  Members — J.  Miner  DeKay,  Moun- 
tainhome;  Elizabeth  Clark,  Mt.  Pocono.  Reinstated 
Member — William  F.  Howerter,  Sciota. 

Montgomery  : New  Member — Samuel  J.  Brinton, 
Ardmore. 

Northumberland:  Reinstated  Member — Francis  J. 
Meek,  25  No.  Shamokin  St.,  Shamokin. 

Philadelphia:  Lawrence  Curtis,  1503  Medical  Arts 
Bldg.;  Joseph  T.  Beardwood,  Jr.,  248  So.  2ist  St.; 
Albert  A.  Burros,  2247  No.  21st  St. ; Adam  M.  Resten- 
berger,  2217  So.  21st  St.;  James  M.  Alesbury,  1420 
Erie  Ave.,  Philadelphia.  Reinstated  Members — Stanley 
E.  Biddle,  108  W.  Front  St.,  Oil  City  (Venango  Coun- 
ty) ; Edward  A.  Leonard,  6045  Oxford  St.;  James  H. 
Lloyd,  4057  Spruce  St. ; John  R.  Minehart,  4821  Ger- 
mantown Ave.;  Carl  Weiland,  Jr.,  617  Vine  St., 
Philadelphia. 

PoTTFji:  Reinstated  Member — J.  Irving  Bentley, 

Galeton. 

Tioga:  New  Members — Henry  M.  Hagedorn,  West- 
field  ; Paul  A.  Sempel,  Blossburg. 

Venango:  New  Member — H.  S.  D.  Mock,  Clinton- 
ville. 

Washington  : New  Members — David  N.  Ingram, 
R.  D.  3,  Canonsburg;  Frank  S.  Van  Kirk,  Langeloth; 
Stacy  H.  Rinehardt,  234  Grant  St. ; Merle  L.  Bowser. 
1 17  North  St.,  Washington. 

York  : Death — Wesley  C.  Stick  of  Hanover  (Wash. 
Univ.,  Baltimore.  ’74)  > from  chronic  endocarditis,  Oct. 
17,  aged  69. 


PAYMENT  OF  PER  CAPITA  ASSESSMENT 

The  following  payment  of  per  capita  assessment  has 
been  received  since  October  20.  Figures  in  first  column 
indicate  county  society  numbers ; second  column.  State 
Society  numbers : 


For  ig24 


Oct.  20  Lawrence 

58 

7325 

$ 5-00 

Delaware 

94 

7326 

2.50 

24  Jefferson 

49 

7327 

5-00 

Monroe 

13-IS 

7328-7330 

1500 

28  Washington 

I 24- I 27 

7331-7334 

10.00 

29  Montgomery 

149 

7335 

2.50 

31  Allegheny 

1266-1275 

7336-7345 

2500 

Nov.  4 Potter 

15 

7346 

500 

Northumberland 

60 

7347 

5-00 

II  Philadelphia 

1977-1986 

7348-7357 

37-50 

12  Carbon 

28 

7358 

2.50 

Adams 

26 

7359 

5-00 

13  Luzerne 

254 

7360 

2.50 

For  ig25 

Nov.  6 Venango 

I 

I 

5-00 

Northumberland 

I 

2 

5-00 

8 Tioga 

1-2 

3-4 

10.00 

14  Allegheny 

4-7 

5-8 

20.00 

15  Butler 

1-2 

9-10 

10.00 

Beaver 

I 

II 

5-00 
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FREDERICK  L.  VAN  SICKLE,  M.D. 

Executive  Secretary 
230  State  St.,  Harrisburg,  Pa. 

ANNUAL  CONFERENCE  OF  SECRETA- 
RIES AND  EDITORS  OF  CONSTITU- 
ENT STATE  MEDICAL 
ASSOCIATIONS 

For  some  years  in  the  past  and  up  until  last 
year  the  annual  Conference  of  Secretaries  was 
held  in  Chicago.  In  1923  and  1924  this  Confer- 
ence was  increased  by  an  invitation  to  the  edi- 
tors of  the  state  journals  who  are  not  state 
society  or  association  secretaries. 

On  November  21st  and  22d  at  the  headquar- 
ters of  the  American  Medical  Association  in 
Chicago  the  1924  meeting  was  convened  and  a 
most  inspiring,  instructive  and  satisfactory  con- 
ference was  held  at  that  time.  The  following 
program  was  presented : 

Friday,  No\'EMber  21 — 10  A.  M. 

Address,  William  Allen  Pusey,  President  American 
Medical  Association. 

A Definite  Program  for  1925,  F.  C.  Warnshuis, 
Michigan. 

What’s  Wrong  with  State  and  County  Organization? 
A.  E.  Bulson,  Jr.,  Indiana. 

The  State  Medical  Journal,  F.  L.  Van  Sickle,  Penn- 
sylvania. 

2.  P.  M. 

Address,  William  D.  Haggard,  President-Elect, 
American  Medical  Association. 

Direct  v.  Indirect  Service — A Cooperative  Campaign, 
M.  L.  Harris,  Chairman,  Judicial  Council  of  the  Amer- 
ican Medical  Association. 

What  a Full-Time  Secretary  Does,  J.  G.  Crownhart, 
Wisconsin. 

Procedure  in  the  House  of  Delegates,  A.  T.  McCor- 
mack, Kentucky. 

Saturday,  November  22 — 9 A.  M. 

The  State  Associations  and  Workmen’s  Compensation 
Laws,  W.  C.  Woodward,  Secretary,  Bureau  of  Legal 
Medicine  and  Legislation  of  the  American  Medical  As- 
sociation. 

INFORMAE  DISCUSSIONS 

Special  and  Independent  Local  Societies.  Why? 

Revision  of  the  Constitution  and  By-Laws. 

The  Medical  Society  and  Periodic  Health  Examina- 
tions. 

Graduate  Extension  Work  by  the  American  Medical 
Association. 

What  One  Measure  Has  Contributed  Most  to  Im- 
proved Organization  in  the  Last  Year? 

Shall  We  Have  a Uniform  Scientific  Program  for 
County  Societies? 

Progress  with  State  Programs  for  Public  Instruction. 

It  certainly  would  be  very  gratifying  .could  the 
members  of  each  State  Society  listen  to  the  dis- 
cussions which  were  presented  at  this  Confer- 
ence. If  they  did  so  they  would  realize  how 
much  active  work  is  being  done  in  the  interests 
of  the  individual  doctor  out  in  the  field.  It  has 
often  been  stated  and  we  surmise  more  often 


thought  by  the  average  physician  that  the  state 
medical  society  or  association  and  the  American 
Medical  Association  do  very  little  for  the  indi- 
vidual doctor.  This  we  assure  you  is  all  wrong 
because  the  interests  of  the  doctors  from  every 
angle  and  point  of  view  have  been  taken  up  with 
the  thought  of  improving  conditions  scientifi- 
cally, financially  and  otherwise. 

This  conference  which  is  held  annually  offers 
a great  opportunity  for  the  benefit  of  the  pro- 
fession, in  that  it  brings  together  the  executive 
officers  of  the  state  societies  to  confer  and  listen 
to  the  various  constructive  criticisms  which  are 
presented  from  nearly  every  state  in  the  Union. 
It  is  also  helpful  to  know  what  the  officers  of 
the  American  Medical  Association  are  doing  at 
headquarters  because  in  many  instances  a great 
many  of  even  the  officers  of  the  state  societies 
are  unaware  of  the  activities  in  the  Chicago 
headquarters.  At  the  November  conference 
nearly  every  one  of  the  states  which  are  asso- 
ciated in  the  Cooperative  Medical  Advertising 
Bureau  and  which  are  following  the  rules  of  the 
Council  on  Pharmacy  and  Chemistry  were  pres- 
ent, either  in  the  person  of  the  secretary  or  edi- 
tor of  the  state  society  or  association. 

All  expenses  connected  with  this  conference 
are  paid  from  the  funds  of  the  American  Medi- 
cal Association,  thereby  putting  no  expense  upon 
the  state  society  or  association,  although  the  con- 
ference is  entirely  in  the  interests  of  the  local 
county  and  state  societies. 

We  wish  to  commend  most  highly  the  activi- 
ties of  the  officers  of'  the  American  Medical  As- 
sociation in  the  interest  of  the  constituent  state 
societies,  and  their  help  to  the  officers  of  those 
societies  which  is  reflected  in  the  benefit  that  the 
individual  member  of  the  component  county 
society  will  receive. 


DR.  GEORGE  H.  SIMMONS 
At  the  San  Francisco  Session  of  the  Association  in 
June,  1923,  Dr.  George  H.  Simmons,  for  more  than 
twenty-five  years  editor  of  The  Journal  and  general 
manager  of  the  American  Medical  Association,  signified 
to  the  Board  of  Trustees  his  desire  to  relinquish  the 
responsibilities  which  he  has  so  successfully  borne.  At 
the  session  held  in  Chicago  last  June,  he  was  tendered 
a testimonial  banquet  at  which  leaders  in  medicine  ex- 
pressed appreciation  of  his  great  service  in  advancing 
medical  education  and  medical  science  in  America.  A 
portrait  was  presented,  which  now  hangs  in  the  assem- 
bly room  of  the  headquarters  building,  erected  during 
the  administration  of  Dr.  Simmons.  As  indicated  in  the 
minutes  of  the  Board  of  Trustees,  he  was  elected  Editor 
and  General  Manager  Emeritus  to  take  effect  at  such 
time  as  he  might  choose ; last  week  he  departed  for  an 
extended  trip  to  Europe  and  India.  The  Journal  and 
the  extensive  enterprises  of  the  American  Medical  As- 
sociation will  always  be  a monument  to  the  editorial 
and  administrative  genius  of  Dr.  George  H.  Simmons. 
—Jour.  A.  M.  A.,  Oct.  4,  1924. 


County  Medical  Societies 


REPORTERS  OF 

Adams — James  P.  Dalbey,  M.D.,  Gettysburg. 

Allegheny — Lester  Hollander,  M.D.,  Pittsburgh. 
Armstrong — Jay  B.  F.  Wyant,  M.D.,  Kittaniiing. 

Beaver — Francis  H.  McCaskey,  M.D.,  Rochester. 

Bedford — N.  A.  Timmons,  M.D.,  Bedford. 

Berks — Clara  Shetter-Keiser,  M.D.,  Reading. 

Blair — James  S.  Taylor,  M.D.,  Altoona. 

Bradford — Stanley  D.  Conklin,  M.D.,  Sayre. 

Bucks — -Anthony  F.  Myers,  M,.D.,  Blooming  Glen. 

Butler — L.  Leo  Doane,  M.D.,  Butler. 

Cambria — ^Joseph  J.  Meyer,  M.D.,  Johnstown. 

Carbon — Jacob  A.  TrexJer,  M.D.,  Lehighton. 

Center — James  L.  Seibert,  M.D.,  Bellefonte. 

Chester — J.  A.  Perkins,  M.D.,  Coatesville. 

Clarion — James  M.  Hess,  M.D.,  Tylersburg. 

Clearfield — ^John  M.  Guigley,  M(.D.,  Clearfield. 

Clinton — R.  B.  Watson,  M.D.,  Lock  Haven. 

Columbia — ,C.  B.  Yost,  M.D.,  Bloomsburg. 
CRAWFORD—Cornelius  C.  Laffer,  M.D.,  Meadville. 
Cumberland— Calvin  R.  Rickenbaughj  M.D.,  Carlisle. 
Dauphin — W.  Minster  Kunkel,  M.D.,  Harrisburg. 
Delaware — George  L.  Armitage,  M.D.,  Chester. 

Elk — Samuel  T.  McCabe,  M.D.,  Johnsonburg. 

Erie — Anna  M.  Schrade,  M.D.,  Erie. 

Fayette — John  D.  Sturgeon,  Jr.,  M.D.,  Uniontown. 
Franklin — Samuel  D.  Shull,  M.D.,  Chambersburg. 

Greene — Robert  W.  Norris,  NI.D.,  Waynesburg. 

Huntingdon — -John  M.  Beck,  M.D.,  Alexandria. 

Indiana — F.  J.  Kellam,  M.D.,  Ernest. 

Jefferson — W.  A.  Hill,  M.D.,  Reynoldsville. 

Juniata — Brady  F.  Long,  M.D..  Mifflin. 

Lackawanna — G.  A.  Clark,  M.D.,  Scranton. 


COUNTY  SOCIETIES 

Lancaster — J.  Sullivan,  M.D.,  Lancaster. 

Lawrence — William  A.  Womer,  ^[.D.,  New  Castle. 
Lebanon — W.  Horace  Means,  M.D.,  Lebanon. 

Lehigh  — Harold  E.  Hersh,  M.D.,  Allentown. 

Luzerne — H.  Irvin  Evans,  M.D.,  Ashley. 

Lycoming — Wesley  F.  Kunkle,  M.D.,  Williamsport. 
McKean — Francis  DeCar.a.  M.D.,  Bradford. 

Mercer — M.  Edith  MacBride,  M.D.,  Sharon. 

Mifflin — F.  A.  Rupp,  M.D.,  Lewistown. 

Monroe — Walter  L.  Angle,  M.D.,  Stroudsburg. 
Montgomery — John  C.  Simpson,  M.D.,  Norristown. 
Montour — John  H.  Sandel,  M.D.,  Danville. 
Northampton — Frank  J.  Hahn,  M.D.,  Bath. 
Northumberland — Charles  H.  Swenk,  M.D.,  Sunbury. 
Perry — A.  R.  Johnson,  M D.,  New  Bloomfield. 
Philadelphia — Franklin  M.  Crispin,  Philadelphia. 
PorrER — Ross  H.  Jcnes,  M.D.,  Coudersport. 
Schuylkill — Arthur  B.  Fleming,  M.D.,  Tamaqua. 
Snyder — John  O.  Wagner,  M.D.,  Beaver  Springs. 
Somerset — H.  Clay  McKinlev,  M.D..  Meyersdale. 
SirixivAN — 'P.  G Biddle.  M.D.,  Dusnore. 

Susquehanna — Robert  B.  Mackey,  M.D.,  Montrose. 
Tioga — John  H.  Doane,  M.D.,  Mansfield. 

Union — Oliver  W.  H.  Glover,  M.D.,  Laurelton. 
Venango — John  F.  Davis,  M.D.,  Oil  City. 

Warren — M.  V.  Ball,  M.D.,  Warren. 

Washington — Charles  C.  Cracraft,  M.D.,  Claysville. 
Wayne — Hugh  Stevenson,  III,  M.D.,  Waymart. 
Westmoreland — Joseph  E.  Sunder,  M.D.,  Delmont. 
Wyoming — ^Herbert  L.  McKown,  M.D.,  Tunkhannock. 
York — Pius  A.  Noll,  M.D.,  York. 
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COUNTY  SOCIETY  REPORTS 


DAUPHIN— NOVEMBER 

Dr.  George  Muller,  Professor  of  Clinical  Surgery 
of  the  University  of  Pennsylvania,  spoke  before  the 
Dauphin  County  Medical  Society  November  4th  on  the 
surgical  treatment  of  angina  pectoris  and  perivascular 
sympathectomy  of  the  extremities. 

Reviewing  the  literature  in  the  first  portion  of  his 
talk  he  showed  that  the  original  suggestion  of  surgical 
intervention  in  angina  was  made  in  the  go’s  but  not  put 
into  practical  application  until  1916  by  Jonnesco.  Since 
then  this  procedure  has  been  attempted  with  more  or  less 
success  and  with  various  modifications.  In  Dr.  Muller’s 
estimation  the  recent  criticism  of  Dr.  Mackenzie  was  not 
well  founded;  the  surgeons,  in  this  operation,  are  not 
usurping  the  rights  of  the  physiologists  or  internists,  but 
are  actuated  only  by  a desire  to  mitigate  the  intense  suf- 
fering of  angina  patients ; furthermore  they  are  contrib- 
uting to  medicine  as  a science  by  blazing  a trail  into  a 
comparatively  little  known  field  in  physiology  and  ex- 
perimenting clinically  where  animal  experimentation  is 
of  little  value.  The  several  different  modifications, 
statistics  of  the  results  (in  his  cases  and  others),  the 
contraindications  and  sequelae  were  graphically  shown 
and  ably  discussed  by  Dr.  Muller. 

Lantern  slide  demonstrations  of  the  technique,  and 
charts  depicting  the  various  indications  for  perivas- 
cular sympathectomy  were  presented.  Although  its 
use  has  been  chiefly  empirical  some  striking  results 
have  been  obtained  in  various  trophic  disorders,  causal- 
gia  of  obscure  etiology,  Buerger’s  disease,  and  particu- 
larly Raynaud’s  disease. 

This  excellent  exposition  of  a much  discussed  branch 
of  surgery  was  intensely  interesting  to  the  members  by 
reason  of  the  clarity  of  its  presentation  and  the  con- 
servatism of  the  speaker. 

W.  M.  Kunkex,  M.D.,  Reporter. 

3 


DELAWARE— OCTOBER 

The  regular  monthly  meeting  of  the  Delaware  County 
Medical  Society  was  held  in  the  Staff  Rooms  of  the 
Chester  Hospital,  on  Thursday  evening,  October  9th. 
The  meeting  was  called  to  order  by  Dr.  S.  P.  Gray,  at 

8:15. 

After  the  disposal  of  routine  business,  Dr.  Robert 
Ivy  of  Philadelphia,  presented  the  subject  of  “Oral 
and  Plastic  Surgery.”  His  talk  was  illustrated  by 
lantern  slides  and  was  thoroughly  enjoyed  by  the 
members.  Dr.  Ivy  laid  special  stress  on  the  differential 
diagnosis  in  submaxillary  infection.  He  also  discussed 
calculus  of  the  submaxillary  gland,  plastic  surgery  of 
the  mouth  and  cheek,  cleft  palate  and  rhinoplasty. 

The  meeting  was  concluded  by  the  serving  of  a 
buffet  luncheon. 

George  L.  Armitage,  M.D.,  Reporter. 


ERIE— OCTOBER-NOVEMBER 

The  October  meeting  of  the  Erie  County  Medical 
Society  was  held  at  the  Public  Library  of  the  City  of 
Erie  at  8:30  p.  m.,  October  15,  1924. 

Dr.  E.  G.  Weibel  reported  interesting  events  con- 
nected with  the  meeting  of  the  House  of  Delegates  in 
session  at  Reading,  October  6-9,  1924.  Dr.  R.  S. 
Minerd,  Secretary,  who  attended  the  Secretaries’  Con- 
ference at  Reading,  spoke  briefly  of  ideas  advanced  at 
the  meeting  of  that  body.  Dr.  W.  B.  Washabaugh, 
President,  also  gave  an  interesting  report  of  the  State 
meeting. 

The  scientific  program  consisted  of  a symposium  on 
“Diaphragmatic  Hernia.”  The  clinical  aspect  of  this 
subject  was  discussed  by  Dr.  Frank  B.  Krimmel,  who 
dwelt  mainly  on  the  acquired  false  type  of  diaphrag- 
matic hernia.  Etiology,  pathology,  symptoms,  signs,  and 
complications  were  considered  in  a manner  highly 
scientific  and  interesting.  In  addition,  Dr.  Krimmel 
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reported  two  interesting  cases  from  his  own  practice, 
in  one  of  which  the  diagnosis  was  made  before  opera- 
tion. 

Dr.  A.  H.  Roth  then  took  up  the  surgical  treatment 
of  diaphragmatic  hernia,  emphasizing  the  upper  abdom- 
inal approach  as  the  proper  treatment.  He  described 
the  operative  treatment  of  one  of  Dr.  Krimmel’s  cases, 
and  in  addition  reported  one  case  of  his  own. 

Dr.  B.  Swayne  Putts  considered  diaphragmatic  hernia 
from  the  standpoint  of  the  roentgenologist,  and  showed 
Dr.  Krimmel’s  cases  on  the  screen.  In  addition  to  this, 
he  showed  roentgenograms  of  eventration  of  the  dia- 
phragm, anomalies  of  the  diaphragm,  thoracic  stomach, 
and  subphrenic  abscess. 

Benjamin  Goldman,  M.D.,  Acting  Reporter. 


At  the  meeting  on  November  4th,  Dr.  Joseph  H. 
Barach  of  Pittsburgh  addressed  the  Society  on  Arterial 
Hypotension.  He  spoke  in  part  as  follows : “Instru- 
ments of  precision  are  democratizing  medicine.  The 
brilliant  internist’s  opinion  of  a case  is  of  course  more 
valuable  than  his  less  gifted  colleague’s,  but  with 
conscientious  use  of  the  instruments  of  precision  the 
less  gifted  Medico’s  opinion  is  in  many  cases  as  valuable 
as  the  internist’s.  Accepting  any  pressure  below  no 
mm,  for  the  systolic  in  the  adult  as  hypotension,  it  is 
interesting  to  note  that  in  examining  large  groups  of  nor- 
mal individuals  those  with  hypotension  form  2%  of  the 
group.  This  figure  is  fairly  constant.  Hypotension 
occurs  usually  in  the  tall  slender  type,  whose  chest 
expansion  is  lesser  or  smaller  than  the  normal.  The 
incidence  of  an  apparent  diminution  in  the  intake  of 
oxygen  is  too  constant  to  be  merely  casual. 

In  a group  of  55  Marathon  runners  examined,  3 had 
hypotension.  These  three  ranked  42nd,  50th  and  51st 
in  the  race. 

In  the  acute  infectious  diseases,  there  is  a marked  fall 
in  the  blood  pressure.  In  81  cases  of  typhoid  fever 
which  were  studied,  this  marked  lowering  of  the  pres- 
sure was  noted.  In  50  cases  of  influenza  the  average 
systolic  pressure  was  89  mm.,  the  average  diastolic  pres- 
sure was  53  mm.,  the  lowest  systolic  in  the  group  was 
72  mm.,  and  the  lowest  diastolic  was  48  mm. 

Gibson’s  rule,  “if  the  systolic  pressure  is  higher  than 
the  pulse  rate,  the  patient  is  safe,”  is  a good  rule  to 
remember.  The  use  of  digitalis  early  in  pneumonia  is 
a wise  precaution  to  avert  this  calamitous  fall  with  its 
attendant  dangers. 

The  chronic  diseases,  such  as  pulmonary  tuberculosis, 
anemia,  polycythemia,  and  Addison’s  disease,  show  a 
respiratory  deficit  and  also  a hypotension.  One  hundred 
and  eighteen  cases  of  diabetes  mellitus  showed  this 
same  respiratory  deficit  and  hypotension.  In  a cardio- 
vascular case  a falling  blood  pressure  indicates  a fail- 
ing compensation.  Lutein  is  indicated  in  some  of  the 
menopause  cases  showing  hypotension.  As  a general 
rule  hydrotherapy  is  better  than  drugs.  It  is  a condi- 
tion to  be  studied  rather  than  treated. 

Anna  M.  Shrade,  M.D.,  Reporter. 


LUZERNE— OCTOBER-NOVEMBER 

The  regular  meeting  of  the  Luzerne  County  Medical 
Society  was  held  in  the  Medical  Building  and  was 
called  to  order  by  President  Scheifly  at  8:30  P.  M. 
There  were  48  members  present  and  three  visitors. 

Dr.  George  S.  Chaires  was  elected  a member  of  the 
Society. 

The  Secretary  read  a letter  from  Dr.  Charles  H. 


Miner,  Secretary  of  Health  of  Pennsylvania  in  regard 
to  the  prevalence  of  goiter  in  our  county. 

The  question  of  a postgraduate  medical  course  was 
then  brought  up  by  President  Scheifly  and  it  was  agreed 
by  the  members  that  such  a course  be  adopted  if 
possible. 

Dr.  Alexander  Armstrong  of  the  White  Haven  Sani- 
tarium then  read  a most  interesting  paper  on  “Spon- 
taneous Pneumothorax,”  with  case  histories  and  re- 
marks on  “Artificial  Pneumothorax.”  This  paper  was 
discussed  by  Dr.  Charles  Long  and  Dr.  R.  R.  Janjigian, 
and  a few  remarks  were  also  made  by  Dr.  Collier.  The 
discussion  was  then  closed  by  Dr.  Armstrong. 

At  the  meeting  held  October  15th,  1924,  in  the  Medi- 
cal Building,  Dr.  Harold  L.  Foss,  Chief  Surgeon  of 
the  Geisinger  Memorial  Hospital,  Danville,  Pa.,  de- 
livered an  illustrated  lecture  on  conditions  as  he  found 
them  in  Alaska  about  15  years  ago  while  he  had  charge 
for  several  years  of  the  Farrhaven  Hospital,  the  most 
northerly  institution  of  its  kind  in  the  world,  which 
was  appreciated  very  much  by  the  members  of  the 
society. 

H.  Irvin  Evans,  M.D.,  Reporter. 


MONTGOMERY— OCTOBER 

At  the  meeting  of  the  Montgomery  County  Medical 
Society  on  October  i,  1924,  after  offering  apologies  for 
having  the  temerity,  as  a professor  of  anatomy,  to  talk 
to  a medical  society.  Dr.  J.  Parsons  Schaeffer,  of  Jeffer- 
son Medical  College,  proved  by  the  delivery  of  a most 
interesting  and  practical  talk  on  the  subject  “Is  Morpho- 
logical and  Anatomical  Variation  a Factor  in  Sympto- 
matology,” that  his  apologies  were  entirely  unnecessary. 

He  stirred  up  in  the  minds  of  the  practical  medical 
men  a new  interest  in  the  dry  subject  of  anatomy.  He 
called  attention  to  the  fact  that  the  anatomy  taught  to 
the  medical  student  at  the  beginning  of  his  career,  was 
responsible  for  subsequent  mistakes  in  diagnosis  and 
treatment.  He  showed  that  ideal  or  classical  topo- 
graphical anatomy  failed  to  find  corroboration  in 
practical  symptomatology ; namely,  that  the  textbooks 
taught  that  the  stomach,  liver,  cecum,  appendix,  etc., 
were  a certain  size,  shape,  and  in  a certain  location. 
X-ray  studies  showed  that  human  beings  had  an  indi- 
viduality of  shape,  size  and  position  of  the  viscera,  as 
well  as  individuality  of  disposition.  Also,  that  the 
study  of  a group  of  bodies,  a hundred  or  more,  proved 
that  a certain  percentage  showed  a definite-shaped 
viscus,  while  the  remainder  showed  percentages  of 
three  or  four  different  types. 

He  showed  that  the  practical  application  of  this 
knowledge  would  account  for  a different  symptoma- 
tology, or  proved  that  individuals  could  possess  organs 
of  different  types  without  these  organs  presenting  path- 
ological symptoms. 

After  casually  mentioning  that  the  thoracic  organs 
were  of  different  types,  which  gave  physical  signs 
different  from  the  customary  interpretations.  Prof. 
Schaeffer  passed  on  to  the  discussion  of  tumors  of  the 
hypophysis  and  their  relation  to  eye  symptoms.  He 
displayed  slides  of  specimens  which  illustrated  clearly 
why  tumors  of  the  pituitary  body,  as  well  as  pressure 
of  abnormal,  or  rather  different,  types  of  cerebral  ar- 
teries, gave  rise  to  eye  symptoms.  Other  specimens 
showed  tumors  of  the  gland  which  did  not  give  rise  to 
eye  pathology,  since  the  enlargement  of  the  gland 
exerted  pressure  in  a direction  opposite  to  the  optic 
chiasm. 

Dr.  Schaeffer  illustrated  by  lantern  slides  variations 
in  accessory  sinuses,  which  were  responsible  for  confu- 
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sion  in  diagnosis  and  improper  treatment  in  suppurative 
sinusitis,  with  pathological  conditions  of  the  eye.  He 
emphasized  strongly  that  x-ray  work  must  be  of  the 
best ; that  to  give  the  proper  interpretation  the  radio- 
grapher must  have  knowledge  of  the  aberrant  types  of 
structures  that  exist  in  the  human  body. 

His  discourse  proved  that  anatomy  was  a living  sub- 
ject full  of  possibilities;  that  the  ideal  anatomy  taught 
by  Gray’s  te.xtbook  was  not  the  last  word  on  the  subject. 

Dr.  Schaeffer  recommended  that  we  be  more  tolerant 
of  the  honest  mistakes,  or  the  apparent  improper  treat- 
ment of  our  colleagues,  since  variations  in  anatomy  give 
one  surgeon  an  opportunity  to  obtain  a good  result  in 
operation,  when  his  colleague  has  a poor  result  in  doing 
the  same  operation  because  the  latter  is  dealing  with  an 
unusual  type  of  organ.  He  instructed  us  to  guard 
against  telling  patients  that  they  are  subjects  with 
unusual  but  not  abnormal  anatomical  conditions,  when 
such  conditions  were  not  causing  distressing  symptoms, 
since  a patient  might  become  neurasthenic  and  finally 
fall  into  the  hands  of  an  ignorant  or  unscrupulous  phy- 
sician. 

John  C.  Simpson,  M.D.,  Reporter. 

PHILADELPHIA 
October  22,  1924. 

The  President,  Dr.  F.  Hurst  Maier,  in  the  chair. 

Dr.  Dean  Lezws  of  Chicago:  "The  Diagnosis  of 
Malignant  Tumors.” — Malignant  diseases  may  be  mani- 
fested by  a mass,  by  alteration  or  appearance  of  a dis- 
charge, by  anemia,  or  by  mechanical  obstruction  of  a 
tube  or  glandular  organ,  but  there  is  no  definite  char- 
acteristic picture  of  malignant  disease.  The  symptoms 
are  often  only  those  of  a disturbed  function,  and  hence 
the  diagnosis  is  frequently  delayed. 

Tumors  of  the  breast  are  often  diagnosed  benign,  be- 
cause of  the  absence  of  lymphadenitis  or  pigskin  breast, 
which  really  are  late  symptoms.  Malignancy  of  the 
breast  may  occur  at  any  age  and  every  adolescent  mas- 
titis should  be  supected.  Carcinoma  of  the  breast  is 
easily  diagnosed — by  the  invasion  of  connective  tissue, 
fixation  of  the  growth  and  dimpling  of  the  skin,  and 
best  felt  by  palpation  against  the  chest  wall.  The  breast 
varies  with  changes  in  function,  an  increase  in  size 
being  often  benign,  but  large  benign  tumors  are  easily 
differentiated  by  the  lack  of  involvement  of  the  chest 
wall  or  enlargement  of  lymph  nodes.  The  pigskin 
appearance  is  the  differentiation  from  a mastitis.  Sero- 
hemorrhagic discharge  from  the  nipple  may  occur  in 
a benign  intercanalicular  papilloma  or  in  chronic  cystic 
mastitis,  and  a discharge  occurs  in  about  5%  of  malig- 
nant cases.  The  discharge  is  observed  in  about  the 
same  proportion  of  benign  and  malignant  growths  and 
may  be  bloody  (in  about  half),  serohemorrhagic,  or 
watery.  A discharge  is  a sign  of  a pathologic  lesion, 
and  other  signs,  especially  fixation,  must  then  be  con- 
sidered to  make  a diagnosis. 

Carcinoma  of  the  stomach  and  intestines  gives  definite 
x-ray  pictures.  If  there  is  no  pyloric  obstruction,  weak- 
ness, anemia  and  bloody  stool  are  indications.  When 
the  growth  is  at  the  pylorus  the  diagnosis  is  easy  but 
it  must  be  differentiated  from  lues  and  ulcer.  Carci- 
noma of  the  small  intestine  is  relatively  rare  and  the 
diagnosis  is  difficult — usually  made  at  an  exploratory 
operation.  In  the  large  bowel  there  is  obstruction 
especially  in  the  sigmoid  or  cecum,  and  there  is  early 
diarrhea  or  alteration  of  function.  A thorough  exami- 
nation is  essential. 

Carcinoma  of  the  prostate,  thyroid  or  hyperne- 


phroma may  show  a small  primary  lesion  with  large 
metastasis,  especially  to  the  bone.  Hypernephroma  may 
not  be  palpable  but  there  may  be  a history  of  an 
alteration  in  kidney  function.  The  metastatic  growth  is 
often  the  first  symptom.  Mixed  tumors  occur,  differing 
in  degree  of  malignancy  according  to  the  organ,  the 
component  tissues  and  the  rate  of  growth.  Tumors  of 
the  genito-urinary  tract  are  usually  highly  malignant, 
with  a secondary  involvement  of  the  lymph  nodes  of  the 
epigastrium. 

Sarcoma  is  diagnosed  by  the  type  of  cell.  The  fine 
diagnosis  of  a fibrous  osteitis  will  often  save  an  ex- 
tremity. 

Lantern  slides  of  malignant  growths  followed,  and 
Dr.  Lewis  closed  with  a plea  for  early  diagnosis  and 
energetic  procedure. 

Dr.  W.  IV.  Chipman  of  Montreal:  "Cancer  Prophy- 
la.vis.” — The  quotation,  “In  the  midst  of  life  we  are  in 
death”  might  well  read  “in  the  midst  of  death  we  are 
in  life,”  when  we  consider  the  annual  devastations  of 
cancer.  Prophylaxis  is  yet  the  name  of  a hope  and  is 
very  difficult,  since  the  true  nature  of  the  enemy  is 
unknown.  Cancer,  one  of  the  greatest  scourges  of  the 
race,  was  recognized  only  40  years  ago,  and  according  to 
the  figures  of  Frederick  Hoffman,  80,000  cancer  deaths 
occur  in  the  Lfnited  States  every  year,  or  one  every 
six  and  a half  minutes.  It  is  increasing  at  the  rate  of 
2.5%  per  annum  and  takes  one  in  twelve  males  and  one 
in  eight  women  over  forty  years  of  age.  After  45 
years,  the  deaths  from  cancer  exceed  the  combined 
mortality  from  tuberculosis,  typhoid  and  all  infections. 
It  is  endemic.  The  etiology  is  still  obscure ; no  spe- 
cific organism  has  been  found  and  it  is  transmissible 
by  methods  in  sharp  contrast  to  infections.  The  prob- 
lem is  an  aspect  of  the  problem  of  growth. 

It  is  essential  to  have  a working  hypothesis.  The 
maximum  of  cell  proliferation  is  attained  in  uterine 
life,  it  is  high  during  growth  and  reaches  its  minimum 
in  senescence.  No  tissue  is  ever  at  rest — cell  prolifer- 
ation and  regression  are  constantly  at  work.  The  de- 
mand and  the  decrease  during  senescence  must  occur 
uniformly.  If  proliferation  exceeds  regression  there  is 
the  menace  of  the  “idle  hands.”  A commensurate  and 
reciprocate  loss  of  cells  in  tissue  makes  the  ideal  old 
age.  A disturbance  of  rhythm  may  determine  the  con- 
flict between  proliferation  and  regression.  Especially 
at  a premature  senescence  are  disturbances  prone  to 
occur.  Cancer  is  more  likely  to  occur  at  the  terminal 
phases  of  cell  modification,  either  local  or  general. 
Man  is  a mesoblastic  cylinder,  covered  and  lined  by 
epithelium.  On  the  vascular  mesoderm  cancer  depends. 
The  connective  tissue  cells  decrease  in  number  and 
atrophy,  the  blood  vessels  become  smaller  and  thicker, 
and  the  tissue  less  resistant.  Epithelium  is  the  last  to 
show  a retrogressive  metamorphosis.  The  disposition 
to  cancer  is  in  inverse  ratio  to  the  quantity  of  the  blood 
and  blood  supply,  especially  when  the  terminal  phase 
is  sudden  or  unbalanced.  Chronic  irritation  and  conse- 
quent fibrosis  acts  locally,  leading  to  a premature  senil- 
ity of  the  adjoining  tissue.  This  constitutes  a working 
hypothesis. 

How  modify  senile  changes  and  how  prevent  chronic 
irritation?  Prophylaxis  in  general  deals  with  general 
health,  nutrition  and  the  factors  concerning  premature 
senility.  The  diet,  if  it  contains  noxious  irritants, 
constitutes  a chronic  irritation.  There  must  be  a sound 
mind  in  a sound  body — a higher  standard  of  living. 
Protein  excess  intoxication,  overeating  and  want  of 
exercise  lead  to  premature  ageing  of  the  tissues  and 
lowered  resistance.  Heredity  is  still  a moot  question 
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and  is  hopeless  as  regards  prophylaxis,  although  from 
the  work  of  Maude  Sly,  which  shows  that  cancer  and 
noncancer  tendencies  are  unit  characters  transmitted  by 
Mendelian  ratio,  there  is  a possible  genetic  method  of 
escape. 

For  special  prophylaxis,  all  chronic  irritation  must  be 
avoided.  In  the  female  genital  tract  the  uterus  is  in- 
volved in  30%,  cancer  of  the  cervix  being  nine  times 
as  common  as  of  the  body.  Seventy-five  per  cent  of 
carcinomata  of  the  uterus  occur  in  parous  women,  who 
have  suffered  injuries  in  childbirth,  with  a chronic 
endocervicitis  preceding  the  malignancy.  Cancer  of  the 
body  succeeds  senile  endometritis  and  is  associated  with 
5%  of  uterine  fibroids.  Clinical  rules  to  be  followed 
aie:  i.  In  a forceps  case  or  breech  extraction,  with 
a large  child  or  a rapid  labor,  immediately  examine  the 
cervix  and  coapt  if  there  is  a tear  of  more  than  a half- 
inch. 2.  Make  a discharge  examination  of  all  obstetri- 
cal cases ; repair  at  conclusion  of  lactation.  3.  Make 
thorough  examination  in  all  cases  of  disturbed  men- 
struation. 4.  Suspect  any  uterine  bleeding  or  con- 
spicuous leukorrhea  after  the  menopause,  and  if  the 
curettings  are  abundant,  immediate  hysterectomy  is 
indicated.  5.  Do  an  immediate  hysterectomy  in  all 
submucous  or  intramural  fibroids. 

Cases  of  malignancy  of  the  cervix  or  body  will  wait 
six  months  to  a year  after  the  appearance  of  discharge 
before  consulting  the  doctor.  Consultation  is  very 
frequently  too  late.  Irritants  must  be  avoided  and  re- 
moved, people  must  not  eat  so  much,  symptoms  must 
be  watched  for.  The  only  adequate  treatment  of 
cancer  so  far  is  prevention.  Cancer  education  by  the 
medical  profession  is  an  urgent  problem ; here  certainly, 
ignorance  is  not  bliss,  nor  wisdom  folly. 

Dr.  Robert  B.  Greenough  of  Boston:  “End  Results 
of  the  Treatment  of  Cancer.’’ — At  present  it  is  very 
difficult  to  tell  the  end  results.  The  surgeon  who  oper- 
ates and  follows  the  cases  finds  a certain  number  alive, 
well  and  free  from  disease  at  a given  period  after 
operation.  His  figures  vary  from  twenty  to  sixty  per 
cent  of  cures.  Families,  district  nurses  and  family 
physicians  believe  cancer  far  from  readily  curable,  if 
not  incurable.  There  are  no  data  from  which  to  draw 
true  conclusions. 

There  must  first  be  definite  pathological  evidence  of 
cancer.  Each  type  of  carcinoma  has  a different  rate 
of  progress  and  cure,  and  must  be  classified  according 
to  the  degree  of  cell  proliferation.  There  must  be  a 
definite  classification  for  statistical  purposes,  e.  g.,  his- 
tory, proclivities  to  metastasis,  or  according  to  the  de- 
gree of  development  of  the  disease,  as  primary  (very 
early,  borderline,  advanced,  hopeless),  metastatic,  re- 
current, etc.  Cases  should  be  watched  until  death. 
Recurrences  occur  after  three  years  but  are  not  com- 
mon. The  x-ray  keeps  one  in  closest  touch  with  the 
patients. 

The  earlier  the  cases  are  treated  the  more  satisfac- 
tory the  results,  figures  showing  70-80%  of  5 year 
cures  in  breast  cases  treated  early.  In  1917  the  aver- 
age time  from  onset  of  symptoms  to  consultation  with 
physician  was  five  and  a half  months;  in  1921,  four 
months.  In  both  cases  it  took  another  three  months 
for  the  doctor  to  begin  treatment.  No  person  over 
thirty-five  must  remain  uneducated.  People  must  be 
taught  to  seek  medical  advice  promptly;  nor  should 
the  physician  rest  content  until  a diagnosis  is  estab- 
lished. There  should  in  all  cases  be  a pathological 
study,  an  x-ray  diagnosis,  modern  surgical  treatment 
with  the  best  possible  equipment,  and  a definite  record 
system  with  automatic  follow-up  until  death. 

Discussion  was  opened  by  Professor  Georges  Jean- 


neney,  of  Bordeaux,  France,  who  stressed  the  impor- 
tance of  statistics.  It  is  true  that  more  people  now 
reach  the  age  of  forty,  and  that  the  “better  eaters,” 
the  “high  livers,”  go  earlier  to  the  surgeon  or  doctor. 
In  Africa  there  is  as  much  cancer  as  among  the  whites. 
Prophylaxis  is  a question  of  social  work;  early  con- 
sultation must  be  taught.  People  must  learn  the  con- 
nection with  irritation — smoking,  alcohol,  etc.  Heredity 
presents  a difficult  problem.  Cancerphobia  among 
the  public  is  better  than  hopeless  cases.  Quacks  must 
be  discountenanced.  The  importance  of  biopsy  must  be 
stressed  in  instructing  physicians  in  early  diagnosis. 
France  is  districted.  Every  University  has  its  cancer 
hospital  where  all  suspected  cases  are  sent.  The 
karyokinetic  index  is  learned  at  biopsy,  and  the  higher 
this  is,  the  better  are  the  chances  with  x-ray.  Radium, 
surgery  and  x-ray  must  be  used  together,  as  25%  of 
postoperative  cases  show  cancer  cells.  There  must  be 
pathological  evidence,  a definite  classification,  and  a 
scientific  study  of  cancer. 

Dr.  John  Clark  expressed  his  thanks  to  the  speakers 
of  the  evening,  and  warned  against  an  over-teaching 
of  the  public. 

Dr.  Charles  Norris  stressed  the  importance  of  educa- 
tion of  both  public  and  doctor. 

Mary  A.  Hippi,e,  M.D.,  Reporter. 


PENNSYLVANIA  NEWS  ITEMS 

DEATHS 

Miss  Margaret  Waterworth,  second  daughter  of 
Dr.  and  Mrs.  S.  J.  Waterworth,  of  Clearfield,  died  on 
the  morning  of  October  23d,  of  tuberculosis. 

Dr.  William  E.  Walker,  of  McKeesport,  aged  68 
years,  died  on  October  24th.  He  was  a graduate  of 
Long  Island  College  Hospital,  Brooklyn,  class  of  1881. 

Dr.  Alva  Forman  Tod,  of  Philadelphia,  aged  62 
years,  died  on  October  23d,  of  pneumonia.  He  was  a 
graduate  of  Jefferson  Medical  College  of  Philadelphia, 
class  of  1890. 

Dr.  James  E.  Gaston,  of  Cochranton,  aged  50  years, 
died  on  October  31st  following  a long  illness.  He  was 
graduated  from  Cleveland  (Ohio)  University  of  Medi- 
cine and  Surgery  in  1896. 

Dr.  Thomas  W.  Kay,  of  Scranton,  who  was  gradu- 
ated from  the  College  of  Physicians  and  Surgeons,  Bal- 
timore, Md.,  in  1890,  died  suddenly  on  October  3d  of 
heart  disease,  aged  66  years. 

Dr.  Bertine  S.  Erwin,  of  Mauch  Chunk,  aged  79 
years,  died  on  October  28th  of  heart  disease.  He  was 
a graduate  of  the  University  of  Pennsylvania  School 
of  Medicine,  class  of  1871. 

Dr.  Howard  Y.  Neiman,  of  Pottstown,  who  was 
graduated  from  Jefferson  Medical  College  of  Philadel- 
phia in  1879,  died  on  November  ist,  aged  65  years.  He 
was  on  the  staff  of  the  Pottstown  Hospital. 

Dr.  Samuel  Ayres,  who  was  born  in  Danville,  Ken- 
tucky, and  was  graduated  from  Jefferson  Medical  Col- 
lege of  Philadelphia  in  1876,  died  at  his  home  in  Pitts- 
burgh, on  November  iith,  of  myocarditis. 

Dr.  Francis  M.  S.  Bowers,  of  Braddock,  who  was 
born  in  Wilkinsburg  in  1889,  and  was  graduated  from 
the  School  of  Medicine  of  the  University  of  Pitts- 
burgh in  1915,  died  on  October  14th.  He  was  a World 
War  veteran. 

Dr.  Wilson  Bowers,  of  Philadelphia,  aged  58  years, 
died  on  October  30th  at  the  Memorial  Hospital,  of 
septicemia,  following  a carbuncle.  He  was  a graduate 
of  Jefferson  Medical  College  of  Philadelphia,  class  of 
i^i. 
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Dr.  Louis  F.  Love,  an  eye  specialist  of  Philadelphia, 
aged  63  years,  died  on  November  3d  following  a short 
illness.  Dr.  Love  was  graduated  from  Jefferson  Medi- 
cal College  of  Philadelphia  in  1881,  and  in  addition  to 
his  practice,  was  connected  with  the  staffs  of  the  St. 
Mary’s  and  Misericordia  Hospitals. 

On  October  15th,  the  body  of  Lieutenant  Morell 
Smith,  the  son  and  only  child  of  Dr.  and  Mrs.  Charles 
B.  Smith,  of  Newtown,  who  was  killed  in  action  in  the 
Argonne  during  the  World  War,  was  laid  to  rest  in 
the  Newtown  Cemetery.  He  was  given  a military  fu- 
neral in  which  practically  the  whole  of  Newtown  took 
part. 

Dr.  Samuel  C.  SeiplE,  of  Center  Square,  aged  82 
years,  died  of  apoplexy  on  November  2d.  Dr.  Seiple 
was  graduated  from  the  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia,  in  1867.  He  is  sur- 
vived by  Dr.  J.  Howard  Seiple,  a daughter  Minnie, 
wife  of  Dr.  George  F.  Sieberling,  of  Allentown,  and 
Miss  Margie  Alma  Seiple. 

Dr.  William  E.  Hunsbergfji,  of  Maiden  Creek,  one 
of  the  oldest  physicians  in  Berks  County,  died  on  No- 
vember nth  from  pneumonia,  aged  82  years.  Dr. 
Hunsberger  was  graduated  from  Jefferson  Medical  Col- 
lege of  Philadelphia  in  1867.  He  is  survived  by  a son. 
Dr.  William  H.  Hunsberger,  of  Pennsburg,  and  a 
daughter,  at  home. 

Dr.  Alexander  W.  MacCoy,  ear,  nose  and  throat 
specialist,  died  on  November  19th  at  his  home  in  Haver- 
ford.  He  was  77  years  old  and  had  been  engaged  in 
active  practice  for  fifty-one  years.  Dr.  MacCoy  was 
graduated  from  the  University  of  Pennsylvania  School 
of  Medicine  in  1870.  He  was  a former  president  of  the 
American  Laryngological  Society,  and  for  many  years 
was  laryngologist  for  the  Pennsylvania  and  Bryn  Mawr 
Hospitals. 

Dr.  Morris  Booth  Miller,  aged  57  years,  died  re- 
cently at  his  apartment  in  Philadelphia,  from  angina 
pectoris.  He  was  graduated  from  the  Medical  School 
of  the  University  of  Pennsylvania  in  1889,  and  was  one 
of  the  surgeons  in  charge  at  the  Polyclinic  Hospital 
before  and  after  that  institution  became  a part  of  the 
Graduate  School  of  the  University  of  Pennsylvania,  and 
at  the  time  of  his  death  was  professor  emeritus  of  sur- 
gery there.  During  the  World  War  he  enlisted  in  the 
medical  department  of  the  United  States  Navy,  and  for 
the  service  he  rendered  as  a medical  director  of  the 
American  transport  service  he  was  the  recipient  of  sev- 
eral citations. 

After  a fight  for  life  for  more  than  seven  weeks. 
Dr.  John  B.  Roberts,  a leader  in  the  medical  profession 
of  Philadelphia,  who  was  struck  by  an  automobile  on 
October  7,  died  on  November  26th  in  a private  hospital. 
He  was  72  years  old.  Dr.  Roberts  was  internationally 
known  as  a surgeon,  as  an  author  on  medical  and  sur- 
gical subjects  and  as  the  head  of  various  medical  and 
surgical  associations.  He  was  emeritus  professor  of 
surgpy  of  the  Graduate  School  of  Medicine  of  the  Uni- 
versity of  Pennsylvania  and  from  1890  until  1900  was 
professor  of  surgery  at  the  Woman’s  Medical  College 
of  Pennsylvania.  He  also  was  a founder  and  former 
president  of  the  Polyclinic  Hospital,  Philadelphia.  Dr. 
Roberts  was  a former  president  of  this  State  Society. 
He  was  vice-president  of  the  American  Surgical  Asso- 
ciation, president  of  the  American  Academy  of  Medi- 
cine in  1904  and  treasurer  of  the  College  of  Physicians 
of  Philadelphia  from  1913  until  1917.  For  many  years 
Dr.  Roberts  was  a fellow  of  the  American  College  of 
Surgeons,  in  which  he  served  as  governor  in  1914  and 
president  in  1920. 

MARRIAGES 

Dr.  Maurice  Saltzman  and  Miss  Sophie  Aaron, 
both  of  Philadelphia,  were  married  on  September  14th. 

Dr.  John  C.  Gable,  of  Windsor,  and  Miss  Arelda 
Brillhart,  of  the  same  place,  were  recently  married. 

Dr.  Norman  E.  Snyder,  of  Lancaster,  and  Miss 
Emma  Eby,  a registered  nurse,  were  recently  married. 


Dr.  Alexander  E.  Burke  and  Dr.  Emelie  Elizabeth 
Mundy,  both  of  Philadelphia,  were  married  at  Wilming- 
ton, Del.,  October  22d. 

Announcement  has  been  made  of  the  marriage  of 
Dr.  Clinton  E.  Bane,  of  Mather,  and  Miss  Mary  Riggle, 
of  Clarksville,  on  November  5th. 

Miss  Edna  June  Lobach,  of  Danville,  a graduate 
nurse  of  the  Pennsylvania  Hospital,  Philadelphia,  and 
Dr.  Uri  A.  Carpenter,  an  interne  at  the  same  hospital, 
were  married  on  Sunday  afternoon,  November  i6th. 

The  marriage  of  Miss  Clara  B.  Walmer,  of  Hum- 
melstown,  and  Dr.  Horace  C.  Kinzer,  of  T.,ancaster, 
took  place  at  the  bride’s  home  on  November  loth.  The 
attendants  at  the  wedding  were  Anna  Jane  McAlister, 
daughter  of  Dr.  and  Mrs.  J.  B.  McAlister,  of  Harris- 
burg, as  flower  girl,  and  Theodore  J.  Kinzer,  a brother 
of  the  bridegroom,  as  best  man. 

ITEMS 

Dr.  and  Mrs.  T.  E.  Mendenhall,  of  Johnstown, 
have  returned  from  a two  months’  tour  of  Europe. 

Dr.  W.  E.  Glosser,  of  Williamsport,  is  recovering 
from  an  operation  in  the  Williamsport  Hospital. 

Dr.  C.  E.  Hannan,  of  Johnstown,  attended  the 
meeting  of  the  American  College  of  Surgeons  in  New 
York  City. 

The  examinations  of  the  State  Board  of  Medical 
Education  and  Licensure  will  be  held  in  Philadelphia, 
January  27th  to  31st,  inclusive. 

Dr.  William  J.  Campbell,  one  of  the  oldest  residents 
of  Mount  Union,  has  been  seriously  ill  and  was  recently 
taken  to  Johns  Hopkins  Hospital,  Baltimore,  Md., 
where  he  underwent  a serious  operation. 

Dr.  Thos.  L.  Smyth,  of  Allentown,  has  just  re- 
turned with  his  wife  and  child  from  Europe,  having 
spent  two  months  there  renewing  some  of  his  old 
acquaintanceships. 

Miss  Maria  L.  Chance  and  Miss  Helen  Chance, 
daughters  of  Dr.  and  Mrs.  Burton  Chance,  of  Radnor, 
sailed  recently  for  Paris,  where  they  will  spend  a year 
studying  music. 

Dr.  Cornelius  M.  Dailey,  of  Harrisburg,  was 
acquitted  on  November  20th  of  the  charge  of  murder 
resulting  from  the  shooting  to  death  of  Mrs.  Anna 
Manbeck  in  his  office  on  June  ist. 

Dr.  j.  j.  Jefferson,  of  Johnstown,  who  is  now  tour- 
ing Europe,  will  return  to  America  about  the  first  of 
December  and  will  visit  at  the  Mayo  Clinic  before  re- 
turning to  Johnstown  on  January  ist. 

Drs.  Houck  and  Hughes,  of  DuBois,  recently  sailed 
for  Europe.  Dr.  Hughes  will  spend  a year  in  Vienna 
in  special  instruction  on  the  eye,  and  Dr.  Houck  will 
spend  three  months  in  Vienna  specializing  in  surgery. 

Dr.  D.  I.  Miller  and  Dr.  Claude  W.  Batdorf,  of 
Harrisburg,  have  returned  from  Europe,  where  they 
took  postgraduate  courses  in  the  University  of  Vienna. 
They  visited  Italy,  France,  Switzerland  and  other  couU' 
tries  during  their  absence. 

The  following  from  Lancaster  attended  the  recent 
meeting  in  New  York  of  the  American  College  of  Sur- 
geons: Dr.  John  L.  Atlee,  Dr.  and  Mrs.  J.  Paul  Roe- 
buck and  Dr.  and  Mrs.  Clarence  R.  Farmer.  Dr. 
Joseph  P.  Kennedy,  of  Columbia,  also  attended  the 
meeting. 

The  new  State  Hospital  at  Philipsburg  was  opened 
on  October  31st.  The  cornerstone  was  put  in  place  on 
October  14,  1922,  by  Dr.  W.  B.  Henderson,  the  chief 
surgeon.  The  completed  hospital  fully  equipped  repre- 
sents an  expenditure  of  $300,000. 

Governor  Pinchot  recently  appointed  the  four  mem- 
bers of  the  State  Osteopathic  Surgeons’  Examining 
Board,  provided  by  the  act  of  the  last  Legislature,  on 
which  Attorney-General  Woodruff  recently  gave  a de- 
cision as  to  powers.  The  men  chosen  are : Drs.  Ed- 
ward S.  Drew,  Philadelphia ; O.  O.  Bashline,  Grove 
City ; George  B.  Moreland,  Swissvale,  and  J.  W.  Mac- 
Farlane,  Pittsburgh. 
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A NEW  BUILDING  at  the  Philadelphia  General  Hospital 
for  the  treatment  of  tuberculous  females  was  opened  on 
October  31st,  the  exercises  being  in  charge  of  Director 
of  Health,  Dr.  Wilmer  Krusen,  and  Medical  Director 
and  Superintendent,  Dr.  Joseph  C.  Doane.  The  cost 
was  $275,000.  Each  ward  contains  about  six  beds,  this 
varying  from  the  usual  ward  plan  in  that  hospital 
where  in  former  years  a large  number  of  patients  were 
kept  in  the  open  wards.  At  the  recent  election  in  Phila- 
delphia a “Loan  Bill,”  which  included  an  appropriation 
for  $4,000,000  to  be  applied  to  the  reconstruction  of  the 
Philadelphia  General  Hospital,  was  passed  and  it  is 
hoped  that  within  the  next  two  years  much  of  this 
project  will  be  completed.  The  present  plan  is  to  de- 
molish the  old  “Front”  building  and  to  erect  four  units, 
each  accommodating  two  hundred  patients  and  also  to 
provide  for  the  care  of  nurses  and  interns  who  be- 
come ill. 

GENERAL  NEWS  ITEMS 

Scholarships  on  the  Oliver-Rea  Foundation  for 
graduate  study  in  medicine  are  available  at  the  New 
York  Postgraduate  Medical  School  and  Hospital.  In- 
quiries should  be  addressed  to  the  Dean,  301  East 
Twentieth  St.,  New  York  City. 

NEW  YORK  SKIN  AND  CANCER  HOSPITAL 

Alumni  New  York  Skin  and  Cancer  Hospital  gradu- 
ates of  this  Postgraduate  school  are  requested  to  send 
their  present  professional  office  address  to  the  secretary 
of  the  reorganized  Alumni  Association — Dr.  Herman 
Goodman,  15  Central  Park  West,  New  York  City. 

A three-vear  instead  of  a two-year  course  in  a rec- 
ognized college  of  pharmacy  has  been  adopted  by  the 
New  Jersey  State  Board  of  Pharmacy  as  a require- 
ment for  a registered  pharmacist.  The  decision  was 
made  in  Atlantic  City  at  a conference  between  the 
Board  and  deans  of  three  state  colleges  of  pharmacy. 
The  action  was  taken,  it  was  said,  ‘‘for  better  protec- 
tion of  the  public  health.” 

A SCALE  of  minimum  and  maximum  fees  for  almost 
every  ill  that  a physician  or  surgeon  is  ever  called  upon 
to  treat  has  been  fixed  by  the  Medical  Society  of  the 
District  of  Columbia.  Minimum  fees  range  from  $2 
for  a minor  office  consultation  or  a word  of  advice 
over  the  telephone  to  $300  for  certain  major  operations. 
Maximum  fees  for  similar  service  range  from  $10  to 
$5,000.  Charity  work  is  permitted  on  the  part  of  physi- 
cians and  surgeons,  but  they  will  not  otherwise  deviate 
from  the  scale. 

Thomas  F.  Logan,  Inc.,  680  Fifth  Ave.,  New  York 
City,  are  interested  in  trying  to  determine  in  a general 
way  the  prevalence  throughout  certain  sections  of  the 
United  States  of  cases  of  lead  poisoning  due  to  the  use 
of  lead  pipe  in  household  plumbing,  and  for  this  reason 
are  desirous  of  receiving  answers  to  the  following 
questionnaire ; 

1.  How  prevalent  are  cases  of  lead;  poisoning  in  your 

territory?  Common  — . Occasional  . 

Rare  . 

2.  Can  the  cause  of  such  cases  be  traced  to  the  use 

of  lead  pipe  in  plumbing?  Yes . No . 

Not  determined  . 

3.  Have  there  ever  been  any  epidemics  of  lead  poison- 
ing in  your  territory?  If  so,  please  state  briefly  the 
particulars. 


4.  Wffiat  is  the  general  attitude  of  the  profession  to- 
ward the  use  of  lead  pipe  for  plumbing?  Danger- 
ous   . Detrimental  to  the  health . Not 

detrimental  to  the  health . Indifferent . 

The  33D  ANNUAL  MEETING  of  the  Pennsylvania  Tu- 
berculosis Society  will  be  held  in  Pittsburgh  at  the 
William  Penn  Hotel  on  Tuesday  and  Wednesday,  Janu- 
ary 20th  and  2ist  next. 


The  opening  session  will  be  held  at  2:30  o’clock  on 
Tuesday  afternoon,  during  which  there  will  be  a dis- 
cussion of  the  activities  of  county  tuberculosis  organi- 
zations. The  meeting  Tuesday  evening  will  be  a dinner 
session,  the  speakers  being  Dr.  Watson  S.  Rankin,  of 
the  American  Health  Association,  who  will  speak  on 
“The  Larger  Health  Program”;  John  Sundwall,  of 
the  University  of  Michigan,  on  “The  Volunteer  Health 
Organization  in  Relation  to  Official  Agencies” ; and 
Dr.  Donald  G.  Armstrong,  of  the  Metropolitan  Life 
Insurance  Company,  on  “The  Private  Physician  in  the 
Tuberculosis  Prevention  Campaign.” 

The  subject  Wednesday  morning  will  be  “Child 
Health  in  Relation  to  Tuberculosis  Prevention,”  and 
the  speakers  will  be  Dr.  Charles  J.  Hatfield,  President 
of  the  National  Tuberculosis  Association;  Dr.  T.  E. 
Munce,  State  Veterinarian,  and  Miss  Mary  E.  Murphy, 
of  the  Elizabeth  McCormick  Memorial  Fund. 

Dr.  Edgar  T.  Shields,  Chief  of  Tuberculosis  Clinics 
of  Pennsylvania,  will  preside  at  the  luncheon  session 
on  Wednesday.  The  annual  meeting  of  the  Pennsylva- 
nia Tuberculosis  Society  will  be  held  during  the  after- 
noon. 

The  closing  meeting  on  Wednesday  evening  will  be 
a medical  session,  with  Dr.  Thomas  McCrae  of  Jeffer- 
son Medical  College,  presiding.  Among  the  speakers 
will  be  Dr.  Frank  A.  Craig,  Dr.  H.  R.  M.  Landis, 
Philadelphia;  Dr.  Allen  K.  Krause,  of  Baltimore;  Dr. 
David  Silver,  of  Pittsburgh,  and  an  illustrated  address 
on  heliotherapy  by  Dr.  Horace  Lo  Grasso,  of  Perrys- 
burg,  N.  Y. 

Physicians,  nurses  and  all  persons  interested  in  health 
questions  are  cordially  invited  to  attend. 

NOTICE  OF  EXAMINATION  FOR  ENTRANCE 
INTO  THE  REGULAR  CORPS  OF 
THE  UNITED  STATES  PUBLIC 
HEALTH  SERVICE 

Examinations  of  candidates  for  entrance  into  the 
Regular  Corps  of  the  U.  S.  Public  Health  Service  will 
be  held  at  the  following  places  on  January  5,  1925 ; 
Washington,  D.C. ; Chicago,  Illinois ; New  Orleans, 
La. ; San  Francisco,  Calif. 

Candidates  must  be  not  less  than  23  nor  more  than 
32  years  of  age,  and  they  most  have  been  graduated  in 
medicine  at  some  reputable  medical  college,  and  have 
had  one  year’s  hospital  experience  or  two  years’  pro- 
fessional practice.  They  must  pass  satisfactorily,  oral, 
written  and  clinical  tests  before  a board  of  medical 
officers,  and  undergo  a physical  examination. 

Successful  candidates  will  be  recommended  for  ap- 
pointment by  the  President  with  the  advice  and  consent 
of  the  Senate. 

Requests  for  information  or  permission  to  take  this 
examination  should  be  addressed  to  the  Surgeon-Gen- 
eral. U.  S.  Public  Health  Service,  Washington,  D.  C. 

'AMERICAN  HEART  ASSOCIATION 

The  number  of  deaths  and  the  amount  of  suffering 
caused  by  heart  disease,  and  the  success  already  at- 
tained by  local  associations  for  the  prevention  and  re- 
lief of  heart  disease  throughout  the  country  prompted 
the  organization  of  the  American  Heart  Association,  in 
June,  1924,  at  Chicago.  The  following  temporary  offi- 
cers were  elected : President,  Lewis  A.  Connor,  M.D., 
New  York;  Vice-President,  James  B.  Herrick,  M.D., 
Chicago : Secretary,  Robert  H.  Halsey,  M.D.,  New 

York;  'Treasurer,  Paul  D.  White,  M.D.,  Boston. 

The  objects  of  this  new  organization  are  to  help  in 
the  work  of  associations  already  established,  and  to 
assist  in  the  development  of  others,  as  necessary,  so 
that  the  work  of  prevention  and  relief  of  heart  disease 
may  progress.  The  public,  through  lectures  and  pamph- 
lets, is  learning  of  the  great  problem  of  heart  disease, 
its  various  causes  and  methods  of  prevention.  Through 
the  work  of  local  organizations  proper  occupations  are 
being  secured  for  those  suffering  with  heart  disease,  and 


December,  1924 


THE  ATLANTIC  MEDICAL  JOURNAL 


187 


where  necessary  and  i>ossible,  sanatoria  are  being  estab- 
lished. The  main  object,  however,  is  to  have  a well 
functioning  organization  through  which  a knowledge  of 
all  the  advances,  made  through  scientific  investigation, 
for  the  prevention  and  relief  of  heart  disease  may  be 
standardized  and  rapidly  spread  throughout  the  country. 

The  cooperation  of  all  physicians  and  those  interested 
is  urgently  desired,  and  literature  will  be  forwarded 
upon  request,  by  addressing  Miss  M.  L.  Woughter,  Ex- 
ecutive Secretary,  American  Heart  Association,  370 
Seventh  Ave.,  New  York  City. 


I TECHNIQUE  FOR  SMALLPOX  VACCINATION 

RUCOM mended  by  the  STATE  DEPARTMENT  OP 
HEALTH  OP  PENNSYLVANIA 

1.  Thoroughly  cleanse  the  selected  site  with  soap  and 

, water,  drying  with  sterile  gauze.  Antiseptics  must  be 
' avoided  because  they  destroy  the  virus.  Alcohol  is  not 

I considered  necessary  but  if  used  must  be  thoroughly 

I dried. 

2.  Use  fresh  virus  which  has  been  kept  at  ice-box 
temperature.  Failure  of  primary  vaccination  to  take  is 
almost  wholly  due  to  deterioration  of  the  virus. 

3.  Make,  with  a sterile  needle,  two  parallel  incisions 
in  the  skin — each  not  more  than  one-fourth  of  an  inch 
long  and  from  one-eighth  to  one-fourth  of  an  inch 
apart  and  neither  deep  enough  to  draw  blood.  Exten- 
sive scarification  is  painful,  opportunity  for  secondary 
infection  is  increased  in  direct  ratio  to  size  of  area 
scarified  and  the  extravasated  blood  forms  an  excellent 
culture  medium.  The  dictum  that  the  larger  the  area 
for  the  introduction  of  the  virus  the  greater  the  proba- 
bility of  success  is  fallacious. 

4.  Apply  a temporary  dressing  to  prevent  contact  of 
clothing  with  virus  until  dry.  This  dressing  should  be 
removed  after  a few  hours  and  none  thereafter  applied. 
\'accination  shields  and  dressings  are  dangerous  because 
they  predispose  to  infection  by  increasing  warmth  and 
moisture  (favoring  bacterial  growth),  collect  dirt  and 
engender  a sense  of  security,  forestalling  their  removal 
until  the  infection  they  have  made  possible  is  well  estab- 
lished. 

5.  Have  the  skin  for  a wide  radius  about  the  “take” 
thoroughly  cleansed  with  soap  and  water  daily,  oftener 
if  necessary,  avoiding  always  the  lesion  itself.  A mix- 
ture composed  of:  Tincture  of  iodin  1 part,  picric  acid 
4 parts,  alcohol  95  parts  is  recommended  as  a paint 
which  can  be  applied  to  the  whole  vaccination  area,  be- 
ginning on  the  third  or  fourth  day. 

6.  If  the  vesicle  ruptures,  fold  a sufficiently  large 
piece  of  clean  linen  into  a triangle,  fasten  the  base  to 
the  clothing  over  the  shoulder,  allowing  the  apex  to  fall 
loosely  well  below  the  lesion.  Replace  with  a clean 
triangle  daily  or  oftener.  Other  dressing  is  unnecessary 
and  likely  to  be  dangerous. 

7.  Insist  that  the  patient  return  as  often  as  necessary 
to  insure  proper  following  out  of  your  “after  care”  in- 
structions. The  popular  belief  that  vaccinations  must 
get  “sore”  disjioses  the  parent  to  postpone  medical  at- 
tention of  secondary  infections  until  serious. 

The  outlined  technique  makes  for  one  hundred  per 
cent  success  in  primary  vaccinations,  reduces  to  a mini- 
mum the  accidents  associated  with  it,  favors  a more 
rapid  vaccinal  course  and  will  go  far  to  correct  the  lay 
misconception  and  apprehensions  concerning  vaccina- 
tion which  a too  general  faulty  technique  tends  defi- 
nitely to  perpetuate. 


PROPAGANDA  FOR  REFORM 

BioFood. — This  is  a “patent  medicine”  combination 
put  out  by  a concern  that  seems  to  go  under  various 
names : “Biochemical  Food  Products  Corporation,” 

“Bio-Products  Company,”  and  “BioFood  Corporation.” 
BioFood  has  been  shrewdly  and  cleverly  marketed.  The 
impression  is  given  that  the  stuff  is  a food  and  not  a 
medicine.  Its  high  price — ten  dollars  a treatment — im- 
presses the  public  with  its  value.  The  treatment  con- 
sists of  a box  labeled  “A”  and  two  bottles  labeled, 
respectively,  “B”  and  “C.”  BioFood  is  sold  with  the 
claim  that  our  bodies  are  composed  of  twelve  tissues 
containing  sixteen  elements,  that  our  foods  are  deficient 
in  these  elements  and  that  BioFood  supplies  this  defi- 
ciency and  thus  “builds  up  the  body  by  supplying  all 
the  elements  which  nature  intended  man  to  have  and 
thus  gives  nature  a chance  to  create  her  own  anti- 
toxins and  effect  a cure.”  BioFood  has  been  advertised 
extensively  in  newspapers,  in  self-styled  medical  jour- 
nals and  by  cruelly  mendacious  advertisements  in  the 
Chicago  street  cars.  The  A.  M.  A.  Chemical  Labora- 
tory reports  that  BioFood  “A”  may  be  considered  to  be 
com.posed  essentially  of  milk  sugar  and  flavoring  in 
which  has  been  incorporated  small  amounts  of  iron, 
calcium  and  manganese  salts  and  phosphate,  either  as 
such  or  in  combination  such  as  glycero-phosphate.  The 
Laboratory  found  BioFood  “B”  to  be  tablets  which  may 
be  considered  to  consist  essentially  of  potassium  acetate, 
sodium  chlorid,  sodium  sulphate  and  sodium  citrate. 
BioFood  “C”  was  a liquid  resembling  solution  of  iron 
and  ammonium  acetate,  U.  S.  P.,  modified  by  the  addi- 
tion of  very  small  amounts  of  calcium,  magnesium  and 
sodium  and  phosphate  compounds.  {Journal  A.  M.  A., 
Sept.  6,  1924,  p.  782.) 

The  Ban  On  Heroin. — As  long  ago  as  1917,  the 
Council  on  Pharmacy  and  Chemistry  deleted  heroin 
from  its  handbook  of  Useful  Drugs,  saying:  “The 

Council  holds  that  heroin  has  no  advantage  over  mor- 
phin ; that  it  has  every  disadvantage  of  morphin ; and 
that  on  the  whole  its  introduction  has  been  harmful,  in 
that  it  furnished  a specious  means  on  the  one  hand  of 
avoiding  the  well-founded  popular  fears  of  morphin  by 
substituting  another  habit-forming  drug.”  In  1920  the 
House  of  Delegates  resolved,  “That  heroin  be  elimi- 
nated from  all  medicinal  preparations ; that  it  should 
not  be  administered,  prescribed  or  dispensed ; and  that 
the  importation,  manufacture  or  sale  of  heroin  should  be 
prohibited  in  the  United  States.”  The  recent  Congress 
enacted,  June  7,  1924,  a bill  prohibiting  the  importation 
of  opium  intended  for  the  manufacture  of  heroin.  The 
Federal  Narcotic  Control  Board  has  announced  that  it 
will  not  authorize  the  importation  of  any  opium  in- 
tended to  replace  opium  or  morphin  thereafter  converted 
into  heroin.  This  will  prevent  the  open  manufacture  of 
heroin  in  the  United  States,  and  as  none  can  be  law- 
fully imported,  heroin  will  soon  disappear  from  the 
legitimate  market.  {Journal  A.  M.  A.,  Sept.  6,  1924, 
p.  784.) 

Hectine. — Hectine  is  said  to  be  sodium  benzosul- 
phoaminophenyl-arsenate  and,  therefore,  is  similar  in 
composition  to  the  product  “Atoxyl.”  Atoxyl  is  one 
of  a class  of  arsenical  preparations,  the  use  of  which 
has  been  generally  discontinued  in  favor  of  the  prod- 
ucts of  the  arsphenamin  type.  Hectine  has  not  been 
accepted  for  New  and  Nonofficial  Remedies,  nor  has  the 
American  agent,  George  J.  Wallau,  Inc.,  requested  such 
recognition  by  the  Council  on  Pharmacy  and  Chemistry. 
{Journal  A.  M.  A.,  Sept.  20,  1924,  p.  942.) 
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MINUTES  OF  THE  HOUSE  OF 
DELEGATES 

Tuesday,  October  14,  1924 

The  meeting  of  the  House  of  Delegates  was 
called  to  order  by  the  President,  Dr.  J.  Roscoe 
Elliott,  at  4 p.  m.,  in  Granger’s  Hall,  Milford, 
Delaware. 

The  following  delegates  were  present : Drs. 

J.  R.  Elliott,  H.  W.  Briggs,  W.  T.  Jones,  C.  J. 
Prickett,  J.  S.  McDaniel,  J.  W.  Bastian,  G.  W. 

K.  Forrest,  C.  P.  White,  G.  C.  McElfatrick,  W. 
E.  Bird,  John  Palmer,  Wm.  Wertenbaker,  I.  L. 
Chipman,  W.  F.  Bonner,  B.  A.  Jenkin,  H.  R. 
Burton,  W.  T.  Jones,  O.  V.  James,  James  Beebe, 
W.  O.  LaMotte. 

On  motion,  the  reading  of  the  minutes  of  the 
last  session  was  dispensed  with. 

On  motion,  the  president  appointed  on  the 
nominating  committee  Drs.  S.  C.  Rumford,  O. 

V.  James,  and  C.  J.  Prickett. 

The  following  were  elected : 

First  Vice-President,  R.  G.  Paynter. 

Second  Vice-President,  J.  B.  Derrickson. 

Secretary,  W.  O.  LaMotte. 

Treasurer,  S.  C.  Rumford. 

Councilor,  H.  W.  Briggs. 

Delegate  to  A.  M.  A.,  W.  O.  LaMotte. 

Alternate  to  A.  M.  A.,  W.  E.  Bird. 

Delegate  to  Maryland  Society,  G.  F.  Jones. 

Delegate  to  Pennsylvania  Society,  H.  L-  Springer. 
Delegate  to  New  Jersey  Society,  Jos.  Bringhurst. 
Delegate  to  New  York  Society,  J.  G.  Spackman. 
Delegates  to  State  Pharmaceutical  Society,  H.  M. 
Manning,  C.  dej.  Harbordt,  B.  M.  Allen. 

Committee  on  Scientific  Work,  A.  Robin,  R.  B.  Hop- 
kins, P.  S.  Downes. 

Committee  on  Public  Policy  and  Legislation,  H.  R. 
Burton,  H.  W.  Howell,  James  Martin. 

Committee  on  Medical  Education,  H.  W.  Briggs,  L- 
S.  Conwell,  Julian  Adair. 

Committee  on  Necrology,  P.  W.  Tomlinson,  J.  K. 
Hocker,  L.  A.  H.  Bishop. 

Committee  on  Publication,  W.  E.  Bird,  'A.  Robin, 

W.  O.  LaMotte. 

Committee  on  Health  Problems  in  Education,  H.  W. 
Briggs,  Anna  C.  Shipley,  J.  A.  Ellegood,  W.  P.  Orr, 
Chas.  E.  Wagner. 

Hospital  Committee,  Richard  Beebe,  J.  R.  Elliott, 
Edgar  Q.  Bullock. 


Names  to  be  submitted  to  the  Governor  for  his  selec- 
tion of  two  as  members  of  the  Medical  Examining 
Board ; J.  R.  Elliott,  R.  G.  Paynter,  O.  V.  James,  G. 
F.  Jones,  H.  L.  Springer,  I.  J.  MacCollum,  Wm.  Wer- 
tenbaker, W.  H.  Kraemer,  C.  J.  Prickett,  L.  J.  Jones. 

The  President  reported  as  follows; 

To  the  House  of  Delegates,  Medical  Society  of 
Delaware,  i^gth  Annucd  Session,  Milford, 
Delazmre. 

Gentlemen: 

The  President  begs  to  submit  the  following 
brief  and  condensed  report. 

An  effort  has  been  made  during  the  year  to 
determine  some  of  the  causes  for  the  indiffer- 
ence of  some  of  our  medical  men,  with  the  hope 
that  they  might  be  stimulated  to  take  a more 
active  part  in  our  Society  proceedings.  It  has 
not  been  the  aim  of  the  president  to  accomplish 
many  things.  He  rather  felt  that  if  he  might 
be  the  instigator  of  a more  active  participation 
in  our  work  by  the  medical  men  in  Delaware,  he 
would  have  done  a good  year’s  work.  His  ef- 
forts therefore  have  been  directed  towards  that 
result. 

Visits  have  been  made  during  the  year  to  all 
of  tlie  county  societies,  and  some  have  been  vis- 
ited two  or  three  times.  The  New  Castle  So- 
ciety is  by  far  the  most  active,  the  most  alert 
and  seems  to  have  the  clearer  vision  of  the  real 
mission  of  the  medical  profession.  The  spirit  of 
fellowship,  so  essential  to  a smoothly  working 
organization,  was  more  in  evidence  there  than 
anywhere  else.  We  think  probably  the  large 
number  of  physicians  in  the  city  of  Wilmington 
makes  the  attendance  better  than  in  the  rural 
districts  where  it  means  the  driving  of  a long 
distance  to  attend  a meeting. 

In  Sussex  County  the  meetings  have  been  bet- 
ter attended,  more  interest  shown,  and  better 
programs  prepared  during  the  past  year  than 
ever  before  to  my  knowledge.  This  is  due  to 
no  effort  on  the  part  of  the  state  president,  but 
rather  I think  to  the  change  in  the  place  and 
character  of  the  meetings.  The  problem  is  a 
little  more  difficult  in  the  rural  districts  than  in 
a place  with  a larger  population  like  Wilmington. 
For  a number  of  years  Sussex  endeavored  to 
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hold  meetings  at  Georgetown  during  the  day- 
time, a central  place  for  the  whole  county.  At- 
tendance was  poor  and  no  interest  was  shown. 
I remember  once  of  having  a speaker  from  a dis- 
tance down  to  the  Sussex  County  meeting,  and 
I not  a single  physician  showed  up.  Even  the 
I physicians  in  Georgetown  did  not  appear,  and  I 
I had  to  go  around  the  town  to  their  homes  and 
I beg  them  to  come  out.  This  to  me  was  about  as 
I near  a dead  organization  as  one  could  conceive 
I of.  Sussex  then  began  to  have  their  meetings 
I around  in  the  different  towns,  with  the  physi- 
cians in  that  particular  town  responsible  for  the 
success  of  the  meetings,  the  program,  etc.  Very 
often  they  have  been  held  at  some  physician’s 
home,  with  a little  feed  after  the  program.  It 
has  worked  wonders  in  Sussex,  a great  many 
more  men  attend,  the  programs  are  good,  and  the 
men  are  developing  the  real  spirit  I have  longed 
to  see  instilled  into  them. 

Kent  still  adheres  to  a centralized  meeting  place, 
usually  in  Dover.  This  would  seem  the  ideal 
way,  but  experience  has  taught  that  it  does  not 
work  in  rural  districts.  The  meetings  are  poorly 
attended.  The  few  who  go  are  interested,  but 
it  is  always  the  same  few  each  time.  I believe 
they  will  have  to  adopt  some  such  scheme  as 
Sussex  has  adopted,  in  order  to  get  a bigger  at- 
tendance, and  to  get  a grip  on  the  men  who  are 
not  accustomed  to  attending. 

I have  felt  so  keenly  the  necessity  for  the  de- 
velopment of  the  county  society  before  the  State 
Society  can  ever  hope  to  amount  to  anything, 
that  in  my  address  to-morrow  before  the  State 
Society,  in  talking  of  this  very  subject,  I have 
asked  permission  to  appoint  a committee  to  draw 
up  rules  and  regulations  governing  the  accept- 
ance of  members  in  our  county  societies,  to  be 
submitted  to  them,  and  then  to  the  House  of 
Delegates  next  year.  I should  like  to  ask  the 
present  House  of  Delegates  to  back  me  in  this, 
and  in  their  report  to-morrow  recommend  that 
I be  given  this  authority. 

I am  also  recommending  in  my  paper  to- 
morrow that  another  committee  be  appointed  to 
devise  ways  and  means  of  giving  the  public  such 
information  as  should  come  direct  from  the 
medical  profession  to  them ; such  information 
as  they  should  know  and  want  to  know,  this  in- 
formation to  be  given  regularly,  under  the  con- 
trol of  the  medical  society,  and  to  be  done  in  an 
ethical  manner.  I should  like  to  ask  the  backing 
of  the  House  of  Delegates  in  that  also.  There 
is  nothing  final  about  any  of  this.  All  reports 
will  have  to  be  made  to  the  House  of  Delegates 
next  year  and  discussed  there  as  to  the  advisa- 
bility of  the  scheme. 

I am  also  suggesting  a change  in  the  time  for 


the  election  of  the  president.  As  it  now  stands 
it  is  the  last  order  of  business,  and  two-thirds  of 
the  men  have  gone  home.  I believe  a larger 
number  should  control  the  election.  If  the 
House  of  Delegates  see  that  as  I do  they  might 
recommend  an  amendment.  I would  suggest 
that  this  matter  be  referred  to  the  Committee  on 
the  Revision  of  the  Constitution  and  By-Laws. 

There  are  many  things,  gentlemen,  which  are 
needed  in  our  state  organization,  but  we  must  go 
slowly.  I have  spent  mo.st  of  my  time  in  trying 
to  devise  schemes  to  aid  the  individual  physi- 
cian, for  after  all  our  state  society  depends  upon 
each  one  of  us  individually.  I shall  treat  that 
phase  in  detail  to-morrow.  This  report  is  brief 
and  does  not  show  much  accomplished,  but  the 
effort  has  been  made,  and  we  hope  in  a few  years 
we  may  see  its  fruits  begin  to  ripen. 

Respectfully  submitted, 

J.  Roscoe  Eeeiott,  President. 

The  Secretary  reported  as  follows : 

This  year  the  new  By-Laws  have  been  in  oper- 
ation. The  county  societies  are  required  to  send 
in  the  names  of  members  and  their  assessment 
not  later  than  April  first.  This  has  resulted  in 
dues  being  paid  more  promptly  than  any  time 
during  my  seven  years  in  office.  We  now  have 
144  members,  or  12  more  than  last  year.  Each 
society  is  required  also  to  send  in  the  names  of 
its  officers  and  delegates  by  that  time.  This  has 
not  been  done  by  all  the  societies.  I wrote  to 
the  president  and  secretary  of  one  of  our  so- 
cieties for  the  names  of  their  delegates.  After 
some  delay  I was  notified  that  they  had  not  been 
able  to  have  a meeting  for  election  of  delegates 
and  one  would  be  held  the  f ollowing  week.  This 
delayed  the  programs  for  about  a week.  As  it 
was  drawing  near  to  the  annual  meeting  these 
representatives  came  near  being  left  out  of  the 
program.  The  county  societies  should  plan  to 
elect  their  officers  and  representatives  to  the 
House  of  Delegates  to  conform  with  the  By- 
Laws  of  the  State  Society. 

When  our  new  Charter  and  By-Laws  came 
out  in  print  a copy  was  sent  from  the  secretary’s 
office  to  every  member  of  the  Society,  and  a 
number  to  each  county  secretary  with  the  re- 
quest that  one  be  given  to  each  new  member.  If 
each  member  does  not  read  his  constitution  the 
county  officers  certainly  should.  There  is  no  ex- 
cuse for  them  not  to  be  familiar  with  it,  and  if 
you  have  no  representative  in  the  House  of  Dele- 
gates another  year  you  should  know  whom  to 
blame. 

There  are  physicians  who  become  members  of 
the  county  society  who  never  attend  one  meet- 
ing. Every  one,  after  he  is  voted  upon  favor- 
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ably,  should  be  required  to  attend  a meeting  and 
sign  the  constitution  before  he  becomes  a mem- 
ber. The  county  society  should  not  be  used  as  a 
cat’s  paw  to  become  a member  of  the  American 
Medical  Association.  Any  one  who  is  a year 
behind  in  his  dues  should  be  dropped  and  not 
allowed  to  become  a member  again  except  by 
application  and  election  as  in  the  first  instance. 
On  the  other  hand  the  skirts  of  some  of  us  who 
take  a more  active  part  are  not  clear  when  we 
elect  to  office  or  elect  to  represent  us  some  who 
have  never  attended  a meeting  or  are  not  even  in 
good  standing  on  account  of  not  having  paid 
their  dues. 

I want  the  members  of  the  scientific  committee 
to  meet  me  here  while  we  are  together  and  for- 
mulate if  possible  some  general  plan  for  our 
meeting  next  year.  I also  want  anybody  else 
who  is  interested  or  has  any  ideas  of  what  he 
would  like,  to  meet  with  us  and  offer  any  sug- 
gestions. If  you  think  of  anything  at  any  time 
let  me  hear  from  you  and  I will  be  only  too  glad 
to  do  anything  within  my  power  to  make  the  pro- 
gram and  meeting  a success  and  to  have  it  meet 
with  the  approval  of  as  many  as  possible. 

Respectfully  submitted, 

\Y.  O.  LaMotte,  Secretary. 

The  Treasurer  reported  as  follows: 

Treasurer’s  report  to  the  Medical  Society  of 
Delaware,  1923-24. 


1923 

Oct.  5 Balance  on  hand $615  77 

“ 12  Deposit  (no  record  of 

source)  12  00 

“ 12  Rental  of  exhibition 

spaces  30  00 

“ 12  Dividend  Dover  Bank  . . 42  00 

“ 12  Dues  N.  C.  Co.  Socy.  . . 396  00 

“ 12  Dues  Kent  Co.  Socy.  ...  112  00 

“ 12  Dues  Sussex  Co.  Socy.  . 104  00 


Total  deposits  $1,311  77 

1923 

Oct.  12  Medical  Socy.  of  Penna.  $274  00 

“ 12  H.  A.  Roop,  printing  pro- 
grams   26  SO 

“ 16  Dr.  A.  Robin,  trip  for 

Journal  ii  15 

“ 16  Dr.  \V.  E.  Bird,  trip  for 

Journal  14  03 

“ 16  Dr.  W.  O.  LaMotte,  sec- 
retary’s expenses  15  18 

“ 30  Century  Club,  Middle- 

town,  rental  18  OQ 

“ 30  Century  Club,  Middle- 

town,  meals  68  75 

“ 30  Olivia  Johnson,  clerical 

work 3 00 

Dec.  8 C.  M.  Smith,  printing  ...  6 80 

“ 13  E.  H.  Bartram,  reporting 

state  meeting  29  85 


1924 

Jan.  2 Star  Pub.  Co.,  Charter 

and  By-Laws  80  02 

July  29  Med.  Socy.  of  Penna.  ..  272  00 

Sept.  29  Equitable  Trust  Com- 
pany, badges  12  94 

$832  22 


Bank  balance  of  October  8,  1924  $479  55 

Oct.  10,  Wilmington  Savings  Fund,  Socy. 
defense  fund  136  00 


Balance  on  hand  October  10,  1924  . . . $343  55 


There  is  now  a defense  fund  of  $1,013.18  in  the  Wil- 
mington Savings  Fund. 

Respectfully  submitted, 

Samubx  C.  Rumford,  Treasurer. 

Wilmington,  Del.,  Oct.  10,  1924. 

Approved : 

H.  W.  Briggs. 

W.  T.  Jones. 

Dr.  Briggs  reported  that  the  Councilor  from 
New  Castle  County  Society  has  been  active  in 
obtaining  new  members  for  the  County  Society. 
He  also  reported  that  he  had  been  able  to  ad- 
just a difference  between  a member  of  the  so- 
ciety and  The  Atlantic  Medical  Journal. 

The  Public  Policy  and  Legislation  Committee 
reported  as  follows : 

The  efforts  of  the  Society  have  repeatedly 
been  called  forth  to  regulate  or  prosecute  the 
irregular  sects  and  cpiacks  who  try  to  practice 
medicine  under  the  gui.se  of  doctors.  Of  these 
the  most  glaring  and  persistent  offenders  are  the 
chiropractors.  Under  the  blatant  advertising  of 
the  Palmer  College  of  Chiropractic  claims  are 
made  by  these  irregular  practitioners  to  treat 
and  cure  almost  any  condition  by  which  a sick 
human  may  be  afflicted  simply,  as  they  claim,  by 
relieving  the  pinched  spinal  nerves.  There 
arises  in  our  minds  the  question  as  to  whether 
it  is  the  best  policy  of  our  profession  to  press 
suits  against  this  class  of  offenders,  whether  the 
prosecution  should  come  from  sources  other  than 
the  medical  fraternity,  or  whether  we  had  best 
ignore  their  presence  in  our  midst,  or  give  these 
people  enough  rope  to  hang  themselves  with. 
Personally  I am  inclined  to  the  latter  course  be- 
cause of  the  smaller  effort  involved  than  in  try- 
ing to  pro.secute  them.  However,  with  their  tre- 
mendous aggressiveness  and  rapidly  multiplying 
numbers  and  their  protective  league  to  which 
each  of  them  contributes  financially  and  other- 
wise, I believe  that  before  another  year  rolls 
around  a law  should  be  jiassed  especially  de- 
signed to  recognize  their  school  and  to  place  re- 
quirements as  to  educational  and  scientific  ability 
in  the  hands  of  a state  board  granting  licen.ses 
to  chiropractors.  Do  not  think  from  this  that  I 
favor  the  chiropractors.  My  contention  is  that 
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if  safeguards  be  required  of  them — such  as  ex- 
aminations sufficient  to  show  them  to  be  compe- 
tently qualified  in  anatomy,  physiology,  diagno- 
sis, pathology  and  sanitation  to  guard  the  public 
health — just  as  they  are  now  required  of  regular 
practitioners,  and  if  they  live  up  to  the  same 
public  health  laws  as  are  demanded  of  us,  I see 
no  reason  why  the  people  of  the  state  should  not 
be  allowed  to  choose  their  physical  advisers  from 
any  of  our  so-called  competing  professions.  At 
least  we  should  show  ourselves  to  be  generous 
and  broad-minded  enough  to  prove  to  the  people 
that  they  have  the  liberty  of  choosing  the  sort  of 
treatment  they  desire  (so  long  as  all  those  al- 
lowed to  practice  are  proven  to  be  competent)  ■ 
and  of  continuing  this  treatment  sO'  long  as  they 
obey  the  strict  laws  of  quarantine,  etc.  It  is 
contended  that  we  have  sufficient  laws  already  to 
prosecute  chiropractors.  This  is  true,  but  it  is 
not  possible  to  convict  them  before  juries  of 
twelve  citizens  on  the  laws  we  now  have,  unless 
there  is  shown  gross  malpractice  or  incompe- 
tency. There  are  three  or  four  chiropractors  in 
and  about  Milford,  but  I can’t  feel  that  they  do 
any  harm  to  my  practice,  in  spite  of  the  wonders 
they  claim  to  perform.  If  some  of  the  people 
want  to  believe  in  this  sort  of  thing  give  it  to 
them  to  their  fullest  capacity  to  absorb.  They 
should  be  able  soon  to  get  a dog’s  mess  of  it. 
I am  given  to  understand  from  the  Attorney- 
General’s  office  that  with  the  conditions  under 
which  the  chiropractors  do  their  work  in  Dela- 
ware it  is  not  easy  to  get  a verdict  against  these 
people,  but  that  a new  law  should  be  passed  di- 
rected towards  them  alone.  He  says  he  is  per- 
fectly willing  to  prosecute  all  cases  where  the 
evidence  justifies  a reasonable  hoj>e  of  convic- 
tion, and  though  I have  not  heard  from  the  nom- 
inees of  the  two  major  parties,  I am  given  to 
understand  that  we  will  need  to  rely  on  nothing 
less  for  them  to  prosecute  also. 

Respectfully  submitted, 

W’m.  Marshall,  Chairman. 

Discussions  by  Drs.  Bastian  and  Forrest  fol- 
lowed. 

Rules  were  suspended  by  vote  so  that  com- 
munications from  candidates  for  attorney-gen- 
eral could  be  read.  These  letters  were  as  fol- 
lows : 

October  3,  1924. 

Dr.  W.  O.  LaMotte, 

Indu.strial  Trust  Building, 

City. 

Dear  Sir  : 

I hasten  to  make  reply  to  the  inquiry  contained  in 
your  letter  to  me  of  the  second  instant.  If  elected 
Attorney-General  of  this  state  at  the  November  elec- 
tion I will  to  the  best  of  my  ability  enforce  the  laws, 
all  and  sundry,  as  I find  them  upon  the  statute  books, 


and  you  can  rest  assured  that  I will  prosecute  any  per- 
son found  to  be  practicing  medicine  in  this  state  with- 
out a license.  Very  truly  yours, 

Wilbur  L.  Adams. 

October  4,  1924. 

Dr.  W.  O.  LaMotte,  Sec’y, 

Alcdical  Society  of  Delaware, 

Wilmington,  Delaware. 

Dear  Sir  : 

I am  in  receipt  of  your  letter  of  October  2,  asking 
whether,  if  elected  to  the  office  of  Attorney-General,  I 
shall  prosecute  any  person  known  to  be  practicing  med- 
icine here  without  a medical  license. 

In  reply,  I can  only  say  that  if  elected,  I expect  to 
enforce  the  criminal  laws  of  the  state,  including  the 
laws  relating  to  the  practice  of  medicine,  to  the  best 
of  my  ability.  Very  truly  yours, 

Clarence  A.  Southerland. 

October  7,  1924. 

Dr.  W.  O.  LaMotte, 

Industrial  Trust  Building, 

City. 

Dear  Sir: 

A few  days  ago  I wrote  you  stating  that  if  elected 
Attorney-General  I would  rigidly  enforce  all  the  stat- 
utes of  the  state,  including  the  one  which  prohibits  the 
practicing  of  medicine  without  a license.  Permit  me  to 
state  further  that  as  Attorney-General  I would  also 
give  the  Medical  Association  of  this  state  all  the  aid 
and  assistance  at  my  command  in  investigating  cases 
brought  to  my  attention  to  ascertain  whether  the  law 
was  being  violated.  My  own  personal  feeling  in  the 
matter  is  that  all  fakers,  quacks  and  shysters  should 
be  gotten  rid  of,  and  the  sooner  the  better. 

Very  truly  yours, 

Wilbur  L.  Adams. 

It  was  moved  that  the  Committee  on  Public 
Policy  and  Legislation  be  instructed : 

( 1 ) That  it  is  the  desire  of  this  Society  to  se- 
cure from  the  office  of  the  Attorney-General  the 
reason  for  the  nonprosecution  of  the  Wilson 
case. 

(2)  To  propose  such  legislation  as  may  be 
necessary  to  remedy  any  lack  of  law,  in  similar 
cases,  and  to  present  the  same  to  the  Legislature 
of  1925  for  their  consideration. 

Seconded  and  carried. 

It  was  moved  and  carried  that  the  report  of 
the  Public  Policy  and  Legislation  Committee  be 
spread  upon  the  minutes,  and  that  the  sentiment 
in  the  motion  above  be  approved. 

It  was  suggested  that  the  president  appoint  a 
member  of  the  Public  Policy  and  Legislation 
Committee  to  fill  the  unexpired  term  of  Dr. 
Ball.  Dr.  D.  Washburn  was  appointed. 

Following  is  the  report  of  the  Publication 
Committee : 

October  ii,  1924. 
Medical  Society  of  Delaware. 

Gentlemen : 

Your  Publication  Committee  reports  progress. 
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Since  our  last  meeting,  twelve  numbers  of  The 
Atlantic  Medical  Journal  have  appeared, 
which  we  feel  have  been  a credit  to  both  the 
states  concerned  in  this  Journal. 

The  Delaware  section  has  contained  the 
complete  transactions  of  this  Society,  together 
with  editorial  and  other  matter  of  interest  to  our 
members.  We  have  also  contributed  a number 
of  book  reviews. 

Our  financial  relations  with  the  Pennsylvania 
Society  are  satisfactory,  though  a full  account- 
ing, as  per  the  agreement,  of  the  cost  of  the 
Journal  is  yet  to  be  made.  In  any  event,  it  is 
not  likely  that  the  subscription  price  to  the  mem- 
bers of  the  two  societies  can  be  made  less  than 
the  two  dollars  now  charged.  In  the  Atlantic 
for  September,  1924,  will  be  found  the  financial 
statements  of  the  Pennsylvania  Society,  but 
while  the  receipts  on  account  of  the  Journal 
are  segregated,  the  disbursements  are  not.  We 
Lelieve  it  in  order  to  request  the  Pennsylvania 
Society  so  to  rearrange  their  budget  and  account- 
ing that  all  items  concerning  the  Journal  may 
be  segregated,  and  the  Journal  finances  kept  in 
a separate  fund.  This  is  in  order  because  this 
particular  account  concerns  a state  society  other 
than  their  own,  and  it  is  planned  and  hoped  to 
include  still  other  territory  in  the  future. 

Our  editorial  relations  with  the  Pennsylva- 
nians are  most  cordial,  and  we  recommend  that 
the  agreement  made  with  them  in  April,  1923, 
be  permitted  to  stand,  at  least  for  the  ensuing 
year.  Respectfully  submitted, 

W.  Edwin  Bird,  Chairman. 

This  recommendation  was  adopted. 

It  was  moved  that  the  president  appoint  a 
committee  of  three  to  draft  a set  of  resolutions 
to  be  presented  to  the  City  Council  of  Wilming- 
ton, recommending  that  the  name  of  Eighth 
Street  Park  be  changed  to  Tilton  Park.  Carried. 
The  president  appointed  the  following:  Drs. 
Willard  Springer,  Henry  Spruance,  John 
Palmer. 

The  report  of  Committee  on  Necrology  was 
as  follows: 

To  the  Secretary  of  the  State  Medical  Society: 

The  chairman  of  your  committee  is  submitting 
these  names  with  deep  regret  and  sorrow,  for 
these  men  were  sincere  and  dear  friends  of  this 
Society,  and  of  every  member  as  well. 

John  Ball,  Elsmere,  Delaware:  University  of  Dela- 
ware ; University  of  Pennsylvania ; formerly  President 
of  Trustees  of  Ferris  Industrial  School;  member  of 
Medical  Society  of  Delaware  and  New  Castle  County 
Medical  Society ; member  of  the  staff  of  the  Delaware 
Hospital.  Aged  56.  Died  February  15th,  of  lobar  pneu- 
imonia. 

Charles  H.  Blake,  Newark,  Delaware:  University  of 


Maryland;  formerly  President  of  the  Newark  Board 
of  Health.  Aged  48  years.  Died  July  29,  1924,  of 
apoplexy. 

IVm.  H.  H.  Stocks,  Wilmington,  Delaware:  New 
York  College  of  Pharmacy ; Medico-Chirurgical  Hos- 
pital, University  of  Pennsylvania ; member  of  the  staff 
of  the  Delaware  Hospital.  Aged,  40.  Died  December 
22d,  of  acute  suppurative  peritonitis. 

Theif  absence  is  a great  loss,  never  to  be  for- 
gotten. Respectfully  submitted, 

W.  H.  Kraemer,  Chairman. 

Dr.  Briggs  reported  on  the  Federation  of 
State  Medical  Boards,  and  referred  to  his  paper 
before  their  meeting  in  Chicago.  He  stated  that 
in  the  matter  of  diploma  mills  our  state  is  among 
the  greatest  offenders.  He  moved  that  the  fol- 
lowing resolution  be  adopted : 

Whereas,  Delaware  has  been  subject  to  criticism  and 
is  in  bad  repute,  owing  to  the  laxity  of  its  charter  laws, 
and 

Whereas,  In  Delaware  it  is  possible  for  any  body 
of  men  or  any  organization  to  secure  a charter  for  edu- 
cational purposes,  regardless  of  any  financial  backing 
or  other  facilities  necessary  to  conduct  such  an  enter- 
prise properly ; therefore,  be  it 

Resolved,  By  the  Medical  Society  of  Delaware,  as- 
sembled in  regular  session  at  Milford,  Delaware,  Octo- 
ber 14,  1924,  that  we  go  on  record  as  favoring  a change 
in  the  charter  law,  whereby  any  persons  or  organization 
seeking  a charter  in  Delaware  for  educational  purposes 
shall  deposit  with  the  state  securities  to  the  amount  of 
at  least  $50,000  as  a guarantee  of  good  faith.  Be  it 
further 

Resolved,  That  the  Legislative  Committee  be  in- 
structed to  use  every  effort  to  have  such  legislation 
enacted  at  the  coming  session  of  our  General  Assembly. 

Seconded  and  carried. 

Dr.  Briggs  advocated  a single  medical  exam- 
ining board. 

Dr.  Bird  moved  that  the  Legislative  Commit- 
tee make  a report  to  our  next  House  of  Dele- 
gates as  to  the  advisability  of  a revision  of  the 
Medical  Practice  Act.  Carried. 

The  following  report  on  medical  examination 
of  chauffeurs  was  submitted : 

Last  year  at  the  meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  Delaware, 
a committee  was  appointed  to  suggest  an  exami- 
nation for  paid  automobile  drivers.  The  follow- 
ing requirements  were  suggested : vision,  20/40 
in  one  eye,  20/100  in  the  other.  If  a person  has 
a blind  or  amblyopic  eye,  he  should  have  20/30 
vision  in  the  sound  eye.  The  applicant  should 
have  35  mm.  of  depth  perception,  and  normal 
color  vision.  These  requirements  were  ac- 
cepted by  the  Secretary  of  State  of  Delaware, 
with  the  exception  of  color-blindness. 

Several  thousand  have  had  this  examination. 
Unfortunately  no  record  has  been  kept  of  the 
number  who  failed  to  pass  the  examination. 
This  examination  has  had  the  approval  of  the 
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committee  appointed  by  the  A.  M.  A.  to  draw 
up  requirements  for  drivers  of  motor  vehicles, 
the  secretary  of  the  Medical  Society  of  Penn- 
sylvania, the  Chief  of  the  Medical  Section  of  the 
Air  Service,  and  numerous  ophthalmologists. 
Attempts  have  been  made  to  secure  these  re- 
quirements in  Los  Angeles  and  the  District  of 
Columbia. 

These  requirements  should  not  be  restricted 
to  paid  automobile  drivers,  but  should  be  re- 
quired by  all  who  drive  motor  vehicles.  In  addi- 
tion, the  hearing  should  be  examined,  because 
that  is  almost  as  important  as  the  vision.  The 
A.  M.  A.  committee  require  the  applicant  to  hear 
a whisper  at  five  feet. 

Respectfully  submitted, 

W.  F.  Bonner. 

The  report  of  the  Committee  on  Constitution 
is  as  follows : 

October  ii,  1924. 
Medical  Society  of  Delaware. 

Gentlemen: 

Your  Committee  on  the  Revision  of  the  Con- 
stitution report  that  they  have  completed  their 
labors.  The  Committee  submitted  the  revised 
document  to  this  body  last  year,  and  after  due 
reading  it  was  adopted  at  Middletown,  October 
8,  1923.  It  was  then  ordered  printed,  and  the 
secretary  of  the  Society  has  mailed  a copy  of  the 
document  to  each  member. 

The  Committee  hope  that  each  member  has 
properly  preserved  his  copy,  and  has  made  him- 
self at  least  reasonably  familiar  with  its  contents. 

Respectfully  submitted, 

W.  E.  Bird,  Chairman. 

It  was  moved  the  Committee  on  Public  Policy 
and  Legislation  be  requested  to  give  medical  in- 
formation to  the  press.  Carried. 

It  was  moved  that  the  House  of  Delegates  go 
on  record  as  favoring  laws  restricting  the  use  of 
firearms.  Carried. 

It  was  moved  that  all  bills  contracted  on  ac- 
count of  this  session  be  approved.  Carried. 

The  program  as  prepared  by  the  Scientific 
Committee  was  adopted  as  the  order  of  business 
for  the  scientific  meetings. 

Wilmington  was  selected  as  the  meeting  place 
for  next  year,  on  the  second  Tuesday  and  the 
following  Wednesday  of  October. 

The  meeting  then  adjourned  at  5 : 50  p.  m. 

EDITORIAL 


THE  STATE  MEDICAL  SOCIETY 
MEETING 

The  annual  meeting  of  the  State  Medical  So- 
ciety at  Milford  was  distinguished  not  only  by  a 


better  attendance,  but  by  a more  lively  partici- 
pation in  the  affairs  of  the  Society  than  for 
merly. 

At  the  suggestion  of  the  retiring  president. 
Dr.  Elliott,  the  nomination  for  president  was 
advanced  to  the  middle  of  the  session,  with  all 
the  members  present,  instead  of,  as  heretofore, 
at  the  end  of  the  meeting,  when  only  a small 
group  remained,  and  the  election  of  this  impor- 
tant officer  was  in  the  hands  of  a few  doctors. 
As  a result  of  this  change,  a lively  contest  en- 
sued between  three  nominees,  resulting  in  the 
final  election  of  Dr.  Joseph  P.  Wales,  of  Wil- 
mington. 

The  genial  doctor  needs  no  introduction,  and 
the  honor  bestowed  upon  him  is  well  merited. 
We  will  not  praise  him  for  fear  of  spoiling  him, 
but  the  bare  statement  that  during  his  profes- 
sional career  covering  a period  of  over  25  years, 
he  has  not  made  a single  enemy  in  the  profes- 
sion, though  active  and  outspoken,  is  sufficient 
to  indicate  the  kind  of  man  Dr.  Wales  is. 

As  we  listened  to  the  vigorous  address  of  the 
retiring  President  we  could  not  help  but  ques- 
tion the  wisdom  of  the  annual  rotation  of  presi- 
dents of  the  Society.  No  sooner  has  the  occu- 
pant of  the  chair  familiarized  himself  with  the 
problems  of  the  Society  and  outlined  certain 
policies  for  its  welfare,  than  he  steps  out,  to 
turn  over  the  affairs  to  another  man  who  may 
or  may  not  be  equally  competent,  and  who  at 
any  rate  is  usually  of  a different  temperament, 
and  may  hold  views  at  variance  with  those  of 
his  predecessor. 

Under  such  conditions,  it  is  well  nigh  impos- 
sible to  carry  out  a progressive  policy,  and  in 
consequence  the  State  Medical  Society  is  with- 
out vigor;  it  is  frozen.  Also,  the  office  of  the 
president  becomes  purely  honorary  with  no  in- 
centive on  the  part  of  the  incumbent  to  do  more 
than  grace  the  chair  at  the  annual  meeting  and 
deliver  an  address. 

The  custom  of  frequent  rotation  of  chief  ex- 
ecutives was  conceived  in  a spirit  of  democracy, 
to  prevent  oligarchy  and  usurpation  of  power,  as 
well  as  to  give  everyone  a chance.  Time  and 
experience  have  demonstrated,  however,  that 
this  principle,  admirable  as  it  is,  is  based  on  the 
fallacious  doctrine  of  the  equality  of  men,  equal- 
ity in  the  sense  that  one  man  is  as  good  as  an- 
other. Men  are  not  equal : they  differ  in  men- 
tality, temperament,  and  a number  of  essential 
characteristics,  which  render  one  eminently  fit 
for  a given  position  and  the  other  glaringly  unfit 
for  the  same  office. 

Successful  commercial  organizations  owe  their 
success  largely  to  the  practice  of  retaining  effi- 
cient men  in  office  as  long  as  they  make  good. 
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In  public  organizations,  on  the  other  hand,  the 
personal  vanities  of  ambitious  individuals  call 
for  satisfaction,  with  the  result  that  efficiency  is 
sacrificed  on  the  altar  of  good  fellowship.  “He 
is  a jolly  good  fellow,”  is  only  too  often  the 
only  qualification  of  the  man  elevated  to  an  im- 
portant office.  The  fact  that  the  secretary  and 
the  treasurer  of  our  Society  are  by  common  con- 
sent reelected  each  year  indicates  the  common 
sense  view  of  the  matter,  namely,  that  it  is  a 
mistake  to  make  a change  of  officers  after  they 
have  become  familiar  with  the  business  and  have 
rendered  efficient  service.  Why  should  not  the 
same  principle  apply  to  our  President? 

Of  course,  it  is  difficult  to  get  away  from  tra- 
dition, but  if  the  welfare  of  the  Society  demands 
breaking  away  from  established  custom,  the 
sooner  it  is  done  the  better.  Without  going  to 
extremes  in  this  matter,  we  might  at  least  permit 
the  president  to  stand  for  reelection  for  another 
term,  which  would  make  the  tenure  of  office  two 
years. 

A word  as  to  the  program : It  was  satisfactory 
in  the  main,  though  there  were  too  many  spe- 
cialists and  not  enough  of  our  own  members 
taking  part.  The  blame  is  not  on  the  Secretary. 
We  know  how  difficult  he  finds  it  to  persuade 
our  members  to  prepare  papers  for  the  meeting. 
It  is  not  modesty  on  their  part : just  inertia  and 
laziness.  No  wonder  the  visiting  physicians, 
seeing  our  meager  program,  conclude  that  we 
are  a lot  of  hayseeds  and  know-nothings.  Yet, 
when  an  occasional  paper  is  presented  by  one  of 
us,  it  is  usually  full  of  meat  and  superior  to  the 
long-winded  recitations  of  platitudes  we  fre- 
quently get  from  outside  talent. 

Let  us  not  keep  our  light  under  a bushel. 

A.  R. 
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THE  INDIVIDUAL  PRACTITIONER* 

CHARLES  FALKOWSKY,  Jr.,  M.D. 

SCRANTON,  PA. 

From  the  day  of  Hippocrates  to  the  day  of 
Osier  our  conception  of  medical  practice  had 
always  been  one  of  outstanding  individuality 
and  personality.  We  never  visualize  any 
period  in  medicine  without  associating  it  with 
some  particular  - discovery  or  accomplishment 
by  some  particular  man.  Different  decades  each 
had  their  different  leaders — Pasteur,  Koch, 
Ehrlich,  Loeffler,  Osier  and  so  on.  Adopting 
our  conception,  the  layman  until  recently  has 
always  followed  this  trend  and  has  looked  to 
the  individual  practitioner  whom  he  might  re- 
tain, as  his  adviser  and  confidant  for  all  neces- 
sary diagnostic,  prognostic  and  therapeutic  aid 
which  he  might  require.  But  now,  as  in  every 
other  line  of  endeavor,  our  patients,  I fear,  are 
becoming  rather  communistic  than  individual- 
istic. For  this  there  must  be  a reason  and  this 
reason  after  a little  analysis  we  will  find  within 
ourselves. 

Bound  by  years  of  tradition,  custom  and  prec- 
edent, medical  practice  has  remained  too  fixed 
in  its  methods  and  habits.  It  does  not  seem  to 
have  adapted  itself  to  present  day  business  or 
scientific  conditions — conditions,  dictated,  insti- 
tuted and  required  by  modern  progress.  From 
the  very  effects  of  its  unexpected  growth  it 
seems  to  be  breaking  down  rather  than  develop- 
ing. Every  practitioner  attempts  to  dispense 
his  little  experience  in  his  little  office  just  as  his 
predecessors  did  fifty  or  one  hundred  years  ago. 
The  patient  thinking  for  himself  passes  by. 

Changes  in  medical  practice  are  inevitable. 
The  individual  stock  in  trade  is  necessarily 
limited.  Many  technical  procedures  are  hardly 
familiar  to  the  general  practitioner,  and  often 
impracticable.  Increasingly  often  he  is  com- 
pelled to  refer  his  patient,  usually  by  demand 
on  the  part  of  the  patient,  to  some  specialist, 

*The  Chairman’s  Address,  delivered  before  the  Section  on 
Medicine  of  the  Medical  Society  of  the  State  of  Pennsylvania, 
Reading  Session,  October  7,  1924. 


technician  or  otherwise.  As  a result  of  this  in- 
different service  a proper  correlation  of  the 
necessary  procedures  is  often  lost  to  the  patient. 

The  rapid  progress  in  the  study  of  the  living 
organism  in  later  years  has  given  us  more 
searching  methods,  permitting  of  earlier  and 
more  rapid  diagnosis  and  more  rational  and  ef- 
ficacious therapy.  Of  these  numerous  technical 
procedures  many  are  essential,  some  secondary 
and  many  superfluous.  Urinalysis,  certain  bio- 
logic, certain  bacteriologic,  certain  chemical 
tests,  radiography  and  blood  pressure  are  now 
considered  indispensable.  WJiere  is  there  an 
individual  practitioner  who  can  carry  out  these 
procedures?  Not  that  he  could  not,  but  the  ele- 
ment of  time,  if  nothing  else,  prevents  him. 

The  result  of  this  lack  of  necessary  require- 
ments is  that  people  every  day  consult  “Clinics” 
or  “Groups”  where  they  find  these  indispensable 
services  easily  obtainable.  They  appreciate 
their  usefulness ; and  we  as  individuals  cannot 
supply  them.  Through  the  press  and  through 
ourselves,  as  a result  of  popular  medical  in- 
struction, the  laity  are  going  to  demand,  more 
and  more,  the  utilization  of  these  various 
methods.  They  are  no  longer  going  to  be  satis- 
fied with  insufficient  examinations  and  poorer 
treatment. 

The  result  of  this  can  be  nothing  else  than 
the  constant  formation  of  “Group”  or  “Collec- 
tive” organizations  of  practitioners,  expierienced 
in  various  methods  of  examination  and  treat- 
ment. Here  the  patient  will  find  every  facility 
as  regards  comfort,  convenience  and  expense, 
to  satisfy  his  desire  and  his  demand,  which  is 
his  right,  for  proper  diagnosis  and  treatment. 

We  are  now  going  beyond,  or  shall  I say  an- 
ticipating all  this,  by  examinations  which  are  to 
tell  the  patient  what  he  shall  do  to  prevent  the 
development  of  certain  morbid  processes.  This, 
too,  will  require  of  us  the  constant  selection  of 
specialists  and  technicians  to  determine  just 
what  recommendations  are  to  be  made.  No 
matter  how  we  approach  the  subject  the  indi- 
vidual practitioner  becomes  more  and  more 
submerged. 

That  there  will  arise  diflficulties  and  dangers 
in  this  transformation,  that  the  actual  practice 
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and  spirit  under  the  new  conditions  will  not 
always  or  often  be  irreproachable,  is  apparent. 
The  change,  in  a latent  form,  is  with  us  and  be- 
fore long  is  bound  to  become  an  active  infection. 

Years  ago  medicine  was  empiric,  causes 
were  not  understood  and  means  of  making  a 
diagnosis  were  inadequate.  Then  pathologists 
began  to  explain  the  changes  of  inflammation 
and  the  alterations  resulting  from  morbid  pro- 
cesses. Clinicians  were  broadening  their  knowl- 
edge of  physical  signs.  The  stethoscope  had 
just  been  introduced. 

Then  came  the  discovery  of  bacteria  and  anti- 
sepsis. Surgery  came  to  the  front  with  mas- 
sive strides.  Medicine  practically  stood  still. 
Therapeutics,  particularly  drug  therapy  was  at 
a low  ebb.  Rest,  diet,  hydrotherapy,  etc.,  were 
our  stock  in  trade. 

During  the  past  two  decades  the  discovery  of 
specific  sera,  specific  chemicals,  vaccines  and 
endocrines  have  made  for  the  individual  a 
therapeutic  gold  mine.  The  introduction  of 
numerous  biologic,  metabolic,  chemical  and 
other  procedures  has  produced  a diagnostic 
jungle.  The  practitioner,  in  his  superficial 
way,  tries  to  keep  up  with  it  all,  and  as  a result 
both  his  patient  and  himself  are  soon  flounder- 
ing and  the  result  is  often  chaos. 

Sane  and  rational  therapy,  preceded  by  sane 
and  rational  diagnostic  methods  on  the  part  of 
the  individual  practitioner  will  do  more  than 
any  other  factor  to  overcome  what  I may  call, 
for  lack  of  a better  term,  the  industrialization 
of  medicine.  The  practitioner  who  will  take 
the  time  to  elicit  a proper  history  (history-tak- 
ing though  ancient  is  still  honorable,  useful  and 
absolutely  essential),  to  proceed  with  a physical 
examination  with  a fair  degree  of  skill  and  the 
usual  simple^  methods,  and  after  analyzing  his 
clinical . data;  to  suggest  to  his  patients  a few 
essential  laboratory,  technical  or  radiologic 
tests  which  may  be  required  to  corroborate 
what  he  has  found  will  continue  to  hold  the  re- 
spect of  his  clientele  and  need  have  no  fear  of 
“Clinical  Groups’’  or  “Fordized  Hospitals.” 
The  individual  practitioner  will  always  be  with 
us. 
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This  is  the  state  of  man:  to-day  puts  forth 
The  tender  leaves  of  hope,  to-morrow  blossoms. 
And  bears  his  blushing  honors  thick  upon  him : 
The  third  day,  comes  a frost,  a killing  frost; 

And — when  he  thinks,  good  easy  man,  full  surely 
His  greatness  is  a ripening — nips  his  root. 

And  then  he  falls.  — Shakespeare. 


ORIGINAL  ARTICLES 


THE  PRESENT  SITUATION  IN  THE 
TRE.ATMENT  OF  SYPHILIS* 
WILLIAM  ALLEN  PUSEY,  M.D. 

CHICAGO,  n.1,. 

SUMMARY 

As  our  experience  with  arsphenamin  has 
grown  it  has  been  made  increasingly  evident  to 
us  that  we  have  not  in  it,  as  at  first  we  hoped, 
a remedy  that  is  a reliable  cure  for  syphilis, 
hut  that  it  is  a remedy  which  has  serious  draw- 
backs to  its  use.  The  chief  disadvantage,  and 
the  one  that  gives  us  most  concern,  lies  in  the 
fact  that  if  arsphenamin.  is  used  early  in  the 
course  of  syphilis — before  the  disease  has  had  a 
chance  to  evolve  itself  completely  and  thus 
stimulate  the  body  to  the  maximum  amount  of 
resistance  to  syphilis  that  it  can  produce,  but 
short  of  curing  the  disease,  a dangerous  situa- 
tion is  produced.  The  patient  is  not  cured  of 
bis  syphilis  but  has  foci  of  infection  left  and 
his  resistance  has  not  been  developed  to  with- 
stand this  infection.  His  resistance  may  even 
be  reduced  and  there  are  many  possibilities  of 
the  disease  running  a more  serious  course  than 
if  arsphenamin  had  not  been  used. 

We  v/ere  first  led  to  these  conclusions  of  the 
failure  of  development  of  resistance  in  these 
cases  by  the  great  frequency  and  importance  of 
early  syphilitic  relapses  in  these  cases.  This 
clinical  conclusion  has  been  remarkably  con- 
firmed by  the  experimental  results  in  a system- 
atic and  long  series  of  investigations  by  Brown 
and  Pearce.  The  conclusion,  then,  which  clini- 
cal experience  and  experimental  evidence 
forces  on  us,  is  that  the  use  of  arsphenamin  in 
the  early  course  of  syphilis  is  dangerous  if  it 
cannot  be  used  to  the  point  of  eradicating  the 
disease.  Otherwise  it  had  better  be  omitted  in 
the  early  course  of  syphilis  until  the  disease  has 
had  a chance  to  develop  in  the  individual  all  of 
the  immunity  that  he  is  capable  of — that  is  cer- 
tainly for  the  first  three  months  after  infection. 

There  is  strongest  ground  for  the  belief  that 
mercury  not  only  aids  in  controlling  the  course 
of  the  disease  but  that  it  stimulates  immunity. 
It  should  therefore  be  used  as  heretofore  in  the 
early  course  of  syphilis. 

' DISCUSSION 

Dr.  Jay  Frank  Schamberg  (Pbiladdpbia,  Pa.)  : I 
think  this  Section  is  to  be  greatly  congratulated,  as  is 
Dr.  Pusey,  for  bringing  before  you  this  very  thought- 
ful and  timely  topic.  I am  in  substantial  accord  with 

•Read  before  the  Section  on  Medicine  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  7,  1924. 
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the  essayist  on  the  major  propositions  presented  by 
liiin.  T!iere  can  be  no  doubt  that  processes  of  im- 
nuinity  play  a much  larger  role  in  the  course  of  syphi- 
litic infection  than  we  have  supposed  in  the  past.  We 
have  in  our  laboratories  fully  confirmed  the  findings  of 
Brown  and  Pearce.  If  a rabbit  that  has  been  infected 
intratesticularly  with  a spirochetal  emulsion  is  castrated 
about  two  weeks  later,  we  find  that  there  is  a much 
gi  eater  tendency  to  generalization  of  the  infection. 
The  explana  ion  of  this  phenomenon  is  that  the  removal 
of  the  testicle  restricts  or  prevents  the  formation  of 
antibotlies  at  the  site  of  infection.  This  has  a practical 
import  in  that  it  completely  contraindicates  a method 
of  treatment  formerly  advocated,  namely,  the  surgical 
ablation  of  the  chancre. 

There  can  be  no  doubt,  as  Dr.  Pusey  has  stated,  that 
the  incidence  of  nerve  syphilis  has  increased  since  the 
introducticn  of  the  arsenobenzenes,  but  I am  not  con- 
vinced that  all  of  the  apparent  increase  is  real.  Before 
thi-  days  of  serologic  studies  upon  the  spinal  fluid  and 
blood,  we  had  no  way  of  knowing  the  actual  results 
obtained  in  syphilis,  and  therefore  the  effects  of  treat- 
ment in  the  pre-Wassermann  and  prearsphenamin  era 
are  somew'hat  clouded  by  reason  of  the  absence  of  com- 
petent criteria.  Included  in  the  category  of  nerve 
syphilis  to-day  are  a large  number  of  asymptomatic 
cases,  in  wdiich  the  only  evidence  is  serologic. 

The  reaction  of  the  nervous  system  to  the  use  of  the 
arsenobenzenes  is  a varied  one,  depending  upon  many 
conditions.  In  the  secondary  stage,  the  injection  of  a 
large  dose  of  one  of  the  organic  arsenicals  may  be 
followed  by  what  is  termed  a Herxheimer  reaction. 
On  the  skin  an  intense,  but  temporary,  macular  erup- 
tion often  develops.  A hepatic  reaction  may  result  in 
a hepatitis  with  jaundice.  If  a latent  meningitis  or  a 
gumma  be  present,  a cerebral  reaction  characterized 
by  meningitic  symptoms  or  coma  may  follow.  Where 
vital  centers  like  the  medulla  or  upper  cord  are  in- 
volved, salvarsan  is  contraindicated.  These  manifesta- 
tions are  probably  due  to  the  destruction  of  a large 
number  of  spirochetes  and  the  liberation  of  their  endo- 
toxins. On  the  other  hand,  neurorecidives  or  neuro- 
recurrences  characterized  by  meningitis  with  optic, 
auditory  or  facial  neuritis,  may  follow  the  use  of  a 
short  course  of  arsenical  injections  in  early  syphilis, 
followed  by  suspension  of  treatment.  This  was  not  in- 
fiequently  observed  in  the  early  days  of  “606”  treat- 
ment. The  symptoms  commonly  developed  about  six 
weeks  after  the  termination  of  the  treatments.  These 
accidents  gave  rise  to  the  suspicion  that  “606”  was 
neurotropic,  and  led  to  severe  strictures  upon  Ehrlich’s 
new  remedy.  The  controversy  is  now  settled  beyond 
dispute.  It  is  definitely  known  that  the  cause  of  these 
complications  was  not  the  use  of  the  drug,,  but  its  in- 
sufficient employment.  Resumption  of  vigorous  treat- 
ment with  the  arsenicals  or  mercury  has  sufficed  to 
cure  mjst  of  these  cases.  The  cause  of  the  Herxheimer 
reaction  is  initial  overdosage.  The  cause  of  neuro- 
recurrences is  aggregate  underdosage. 

There  remains  to  be  discussed  the  so-called  pro- 
vocative influence  of  the  arsphenamins  upon  meningitis. 
The  central  nervous  system  is  invaded  in  the  majority 
of  cases  of  early  syphilis.  There  is  quite  a little  evi- 
dence that  under  certain  circumstances  the  use  of  the 
organic  arsenicals  may  provoke  a latent  meningitis  into 
activity.  It  is  conceivable  that  this  may  be  due  to  the 
massive  destruction  of  spirochetes  in  tissues  and  organs 
accessible  to  the  blood  stream,  whereas  the  segregated 
central  nervous  system  may  still  harbor  numerous 
spirochetes.  It  is  assumed  that  antibody  production  is 


lessened  or  abrogated  in  the  extra-nervous  tissues  and 
thus  the  defensive  powers  of  the  nervous  system  de- 
creased. In  connection  with  the  provocative  effect  of 
arsphenamin  on  meningitis,  it  should  be  remembered 
that  this  is  brought  about  in  a few  weeks  or  months, 
vdiereas  with  the  more  slowly  acting  mercury,  menin- 
gitis commonly  occurs  after  a few  years.  European 
statistics  would  seem  to  indicate  that  about  40  per 
cent  of  cases  treated  with  mercury  alone  exhibit  evi- 
dences of  meningitis  later  on.  It  is  difficult  to  assign 
to  a new  remedy  its  proper  place  in  the  therapeutic 
firmament.  It  is  going  to  take  a longer  time  than 
was  thought  to  evaluate  the  arsenobenzenes.  I agree 
with  Dr.  Pusey  that  the  best  method  of  treatment  of 
syphilis  in  the  early  stages  is  still  open  to  question. 
A definite  judgment  could  be  formed  if  a hundred 
cases  were  treated  initially  with  mercury  and  another 
hundred  treated  with  the  arsenicals,  and  these  cases 
intensively  studied  over  a period  of  five  years. 

The  abortive  treatment  in  the  proper  sense  of  the 
term  is  applicable  only  to  primary  syphilis  with  a nega- 
tive Wassermann.  Cases  seen  in  any  stage  after  this 
should  be  subjected  to  three  years  of  treatment.  In  a 
general  way,  I should  recommend  three  courses  of  one 
of  the  arsenobenzenes,  with  alternate  courses  of  mer- 
cury or  what  is  probably  superior,  bismuth.  In 
Finger’s  Clinic  in  Vienna,  bismuth  is  now  used  instead 
of  mercury.  Bismuth,  in  the  light  of  our  present 
knowledge,  appears  to  be  more  therapeutic  and  less 
toxic  than  mercury.  We  have  now  three  oj  four  rem- 
edies in  syphilis,  and  it  is  fortunate  that  we  have,  for 
the  more  arrows  that  we  have  to  our  bow,  the  better 
position  we  are  in  to  destroy  the  elusive  spirochete. 

In  recent  years  an  attempt  has  been  made  to  supple- 
ment the  spirocheticidal  drugs  with  the  use  of  foreign 
pro'.eins,  to  strengthen  the  defensive  mechanism  of  the 
body.  You  may  be  quite  surprised  to  learn  that  it  is 
possible  to  heal  up  gummatous  lesions  of  the  skin  by 
the  injection  of  milk  proteins.  In  Vienna,  paresis  is 
being  treated  by  the  induction  of  artificial  malaria 
through  the  injection  inio  the  patient  of  malarial 
blood.  The  results  thus  far  reported  are  extremely 
encouraging.  Perhaps  this  type  of  treatment  will  be 
found  to  be  of  value  in  conjunction  with  the  usual 
methods.  I do  not  believe  it  is  possible  at  the  present 
time  to  set  forth  a standardized  formula  for  the  treat- 
ment of  syphilis.  The  treatment  must  be  an  individual 
one.  In  the  light  of  my  own  experience,  I have  no 
fear  of  the  use  of  the  arsphenamins  in  early  syphilis. 
The  treatment,  how6ver>^  hifist  be  sufficiently  energetic 
and  should  be  combinecE with  the  use  of  other  spiro- 
cheticidal remedies,  especially  bismuth. 

Dr.  Pusey  (in  closing)  : I have  nothing  to  say  ex- 
cept to  thank  Dr.  Schamberg  for  his  very  interesting 
discussion  of  my  paper.  I must  say  in  defense  of  Dr. 
Schamberg  that  his  discussion  was  given  without  hav- 
ing seen  the  paper,  and  I appreciate-  and  regard  it  very 
highly. 

I should  say  we  differ  chiefly  in  this  respect,  that  I 
am  inclined  to  view  mercury  more  highly  than  he  does 
and  to  value  bismuth  very  much  less  highly. 

I have  peddled  this  paper  about  for  ten'  or  twelve 
years  and  it  is  interesting  to  see  that  the  difficulties 
of  presenting  it  are  growing  less  and  less.  When  I first 
presented  these  views  it  was  with  a great  deal  of  dam- 
age to  my  reputation  as  a scientific  thinker.  As  time 
has  gone  on  this  has  become  considerably  tempered, 
and  1 offer  it  to  other  men  who  are  inclined  to  be  a 
little  radical  in  their  views  as  an  encouragement  to  do 
some  pioneering  wlien  tliey  have  honest  opinions. 
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POSTOPERATIVE  PULMONARY 
COMPLICATIONS* 

WALTER  ESTELL  LEE.  M.D. 

PHILADELPHIA,  PA. 

Our  object  in  bringing  this  timeworn  subject 
before  the  general  session  of  the  State  Medical 
Society  is  threefold;  first  to  stimulate  the  in- 
terest of  the  internists  and  physicians  in  it; 
second  to  call  attention  to  the  fact  that  post- 
operative pulmonary  complications  and  post- 
operative pneumonia  are  not  synonymous 
terms ; and  third  to  suggest  that  the  phenomena 
of  pulmonary  collapse  of  varying  degrees  to- 
gether with  pulmonary  embolism  and  infarc- 
tion are  the  real  etiologic  factors  in  postopera- 
tive pulmonary  conditions,  and  that  all  other 
factors,  such  as  the  anesthetic  agent,  infection 
(either  pre-  or  postoperative),  preexisting  lung 
disease,  old  age  and  debility,  and  the  chilling  of 
the  body,  are  only  contributory. 

The  literature  of  the  last  few  years  shows  a 
decided  increase  in  the  interest  of  surgeons  in 
these  cases,  and  the  immediate  results  would 
seem  to  indicate  a very  rapid  rise  in  their  in- 
cidence. This  increase,  however,  is  more  ap- 
parent than  real.  Undoubtedly  the  increased 
morbidity  reported  is  largely,  if  not  entirely, 
due  to  the  more  careful  physical  examinations 
and  better  records,  so  that  our  present  figures 
more  nearly  represent  the  real  situation  than 
any  of  the  older  statistics.  The  incidence  of 
these  complications  has  been  more  or  less  defi- 
nitely established  by  the  works  of  Cutler, 
Whipple,  McKesson,  Norris  and  Elwyn,  and 
the  statement  that  one  in  every  30  to  50  patients 
operated  upon  develops  a pulmonary  complica- 
tion and  that  one  in  every  150  to  175  developing 
such  a complication  dies,  is  a very  conservative 
one.  The  morbidity  rate  obtained  by  grouping 
statistics  published  from  a number  of  sources 
is  between  2 and  4 per  cent  and  the  mortality 
between  0.6  and  i per  cent.  With  such  figures 
the  older  estimates  of  anesthetic  risks  (ether,  i 
in  15,000;  chloroform,  i in  3,000;  ethyl 
chlorid,  i in  12,000;  nitrous  oxid,  i in  300,000) 
appear  useless  in  estimating  operative  risks. 

It  always  has  been  very  unsatisfactory  to  us 
to  speak  of  postoperative  pulmonary  complica- 
tions or  postoperative  pneumonia  in  the  terms 
of  anesthetic  risks.  Our  interest  in  postopera- 
tive pulmonary  complications  began  when  we 
were  in  charge  of  a department  of  anesthesia. 
This  was  at  a time  when  all  such  complications 
were  considered  the  direct  result  of  the  anes- 
thetic and  incidentally  of  the  lack  of  skill  of 

•Read  before  the  General  Meeting  of  the  Medical  Society  of 
the  State  of  Pennsylvania,  Reading  Session,  October  8,  1924. 


the  anesthetist.  The  resentment  of  youth  may 
have  been  the  real  incentive  which  stimulated 
an  investigation  of  this  problem  at  that  time. 
Although  the  work  was  never  published  it 
served  to  convince  us  and  a few  of  the  sur- 
geons on  the  staff  that  there  are  many  etiological 
factors  other  than  anesthesia  involved  in  these 
embarrassing  complications. 

That  we  can  no  longer  regard  all  postopera- 
tive pulmonary  complications  as  postanesthetic 
sequellae,  or  assume  that  the  only  risk  of  such 
complications  arises  from  the  anesthetic  agent 
seems  to  us  to  have  been  proved  beyond  the 
possibility  of  discussion.  Long  before  the  days 
of  the  use  of  general  anesthetics  we  find  Nor- 
man Cheevers  writing,  in  Guy’s  Hospital  Re- 
ports, that  “pneumonia  is  the  most  frequent 
cause  of  death  after  surgical  procedures.”  The 
literature  of  recent  years,  and  especially  since 
the  more  general  use  of  local  anesthesia  for 
routine  operative  procedures,  contains  many 
references  to  the  effect  that  the  incidence  of 
postoperative  pulmonary  complications  is  as 
great,  and  many  claim  greater,  with  local  as 
with  general  anesthesia.  Instead  of  the  anes- 
thetic being  considered  the  most  important 
factor  (and  by  many  the  only  factor)  in  these 
complications,  we  feel  that  its  greatest  effect  can 
be  contributory  only,  and  that  it  should  be  con- 
sidered with  such  other  contributory  factors  as 
infection  (either  pre-  or  postoperative),  pre- 
existing lung  disease,  old  age,  debility  and  chill- 
ing of  the  body,  all  of  which  have  been  so  care- 
fully studied  and  explained  by  Whipple. 

In  contrast  to  these  variable  factors,  it  is  now 
generally  accepted  that  the  site  of  the  operation 
and  the  character  of  the  procedure  are  the  con- 
stant factors.  The  relation  of  the  operative 
field  to  the  diaphragm  bears  a direct  relation  to 
postoperative  pulmonary  complications,  and 
this  relationship,  statistics  show,  is  the  most 
constant  of  all  etiological  factors.  Cutler  and 
Hunt  give  perhaps  the  highest  figures.  In  a 
group  of  63  cases  of  postoperative  pulmonary 
complications  43,  or  68%,  followed  laparoto- 
mies. Mandl  reports  a general  morbidity  of  8% 
following  operations  upon  other  parts  of  the 
body,  and  14.5%  after  abdominal  operations. 
Norris  reports  a general  morbidity  of  1.1%  and 
4%  after  laparotomy.  Pasteur’s  figures  show  a 
morbidity  of  1.8%  after  operations  on  the 
bladder,  while  there  was  13.4%  after  opera- 
tions on  the  stomach  and  11.0%  following 
operations  on  the  liver  and  gall-bladder. 
Elwyn  gives  0.70%  on  the  other  parts  of  the 
body  and  13.8%  upon  the  stomach. 

This  critical  interest  in  the  subject  has  also 
revealed  the  error  and  the  danger  in  the  use  of 


January,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


199 


the  all-inclusive  term  “pneumonia”  in  the  diag- 
nosis of  these  complications.  Thus  Cutler  and 
Hunt,  in  a series  of  63  cases  of  postoperative 
pulmonary  complications  following  1,604  opera- 
tions, were  willing  to  diagnose  only  8 of  them 
as  true  pneumonia ; the  others  being  pulmonary 
infarction,  pulmonary  embolism,  pleurisy, 
empyema,  bronchitis  and  exacerbations  of 
tuberculosis.  Elwyn,  in  89  cases,  found  7 cases 
of  typical  pneumonia. 

The  clinical  picture  of  these  so-called  cases 
of  postoperative  pneumonia  is  so  unlike  the  true 
lobar  and  lobular  pneumonias  which  are  found 
by  the  internist  and  general  medical  man  that 
it  is  curious  that  we  have  so  complacently  ac- 
cepted this  diagnosis.  With  the  exceptions  of  a 
few  instances  they  practically  all  occur  within 
the  first  two  days  after  operation.  The  average 
duration  of  the  process  is  usually  four  and 
rarely  seven  days.  There  is  usually  no  initial 
chill  and  the  beginning  is  attended  by  abrupt 
cough  with  purulent  and  often  bloody  expec- 
toration. Rarely  is  there  pain  in  the  chest.  The 
temperature  rise  is  not  notable,  rarely  as  high 
as  103  degrees  Fahrenheit  and  often  not  above 
TOO  degrees  Fahrenheit.  Physically  on  the  first 
day  there  is  usually  diminished  breathing  in 
the  areas  involved,  which  may  or  may  not  show 
signs  of  patches  of  consolidation  on  the  follow- 
ing days.  Resolution  is  usually  very  prompt  in 
the  patients  who  recover.  In  only  a few  in- 
stances is  delayed  resolution  encountered  and 
in  these  cases  abscess  or  pleurisy  and  empyema 
usually  supervene.  The  most  marked  differ- 
ence in  the  whole  process  is  that  the  patient  is 
not  as  ill  as  in  the  usual  forms  of  pneumonia. 

After  thus  discrediting  the  generally  accepted 
understanding  of  postoperative  pulmonary  com- 
plications, we  feel  that  we  have  at  least  justi- 
fied our  appeal  for  a renewed  interest  in  the 
subject. 

To  Whipple  we  are  all  indebted  for  the  first 
critical  survey  in  recent  years.  His  study, 
however,  was  purely  analytical.  To  Cutler  we 
owe  the  greatest  obligation  for  his  suggestion 
of  another  etiological  factor,  namely,  the 
transfer  of  small  emboli,  which  may  or  may 
not  be  sterile,  from  the  operative  field  to  the 
lungs  through  either  the  lymphatic  or  the  blood 
channels. 

In  septic  emboli  the  clinical  picture  may 
simulate  pneumonia,  or  lung  abscess  may  re- 
sult. When  the  clot  is  sterile  the  resulting 
changes  are  characteristic  of  minor  pulmonary 
infarcts.  From  the  second  to  the  fourth  day 
there  is  usually  sudden  pain  on  respiration,  fol- 
lowed by  expectoration  in  about  one-half  of  the 
cases.  The  sputum  is  often  blood  stained. 


Preceding  the  onset  of  these  symptoms  there  is 
usually  a rise  in  pulse,  temperature  and  respira- 
tion, and  with  pain  these  may  increase.  Imme- 
diate auscultation  of  the  chest  reveals  one  or 
more  small  areas  with  fine  rales  over  which 
there  is  some  impairment  of  breath  sounds  and, 
if  the  focus  is  sufficiently  large,  some  change  in 
fremitus.  When  pain  is  present  a friction  rub 
may  be  the  most  distinct  sign.  It  must  be  re- 
membered that  a friction  rub  results  only  when 
the  area  of  the  lesion  reaches  the  periphery  of 
a lobe.  It  must  be  understood  also,  if  we  are 
to  recognize  all  these  lesions,  that  some  of  the 
smaller  thrombi  do  not  cause  sufficient  path- 
ology to  give  these  physical  signs.  Cutler  and 
Hunt  advise  roentgen  ray  studies  as  of  the 
greatest  value.  Invariably  they  demonstrate 
small  flurries  of  consolidation  which  from  time 
to  time  will  take  the  form  of  a cone-shaped 
shadow  with  its  base  out.  Roentgen  ray 
studies,  moreover,  should  be  made  immediately 
since  these  lesions  chiefly  represent  a change  in 
blood  distribution  and  soon  clear  up.  Definite 
resolution  is  complete,  as  a rule,  within  6 or  7 
days.  Of  course,  this  process  will  vary  accord- 
ing to  whether  the  emboli  are  aseptic  or  septic 
and  also  upon  the  size,  of  the  embolism  and  the 
vessel  in  which  it  lodges.  Then  you  will  some- 
times have  definite  massive  areas  of  infarction 
which  are  distinctly  demonstrable  in  the  x-ray. 

In  conclusion.  Cutler  and  Hunt  with  many 
others  now  believe  that  embolism  from  the 
operative  field  is  the  primary  factor  and  that 
all  others  are  only  secondary  or  contributory 
factors — embolism  in  the  sense  of  the  transfer 
of  small  particles,  which  may  or  may  not  be 
sterile,  from  the  operative  field  to  the  lungs,  by 
either  the  lymphatic  or  the  blood  channels.  It 
is  our  belief  that,  as  the  character  of  our  phys- 
ical examination  improves,  pulmonary  embolism 
and  infarction  will  be  found  in  a much  larger 
proportion  of  postoperative  pulmonary  compli- 
cations than  has  been  reported  up  to  the  present 
time  (Cutler  50.7%).  The  importance  of  this 
phenomenon  has  been  admirably  presented  by 
Cutler  and  need  take  no  more  of  our  time. 

There  is,  however,  another  postoperative  pul- 
monary complication,  whose  incidence  is  prob- 
ably constant  and  may  be  as  great  as  embolism 
and  infarction,  to  which  we  wish  to  devote  the 
rest  of  our  time,  namely,  pulmonary  collapse. 

POSTOPERATIVE  COLLAPSE  OF  THE  LUNGS 

Attention  to  this  phenomena  was  first  called 
by  Pasteur  in  a paper  entitled  “The  Respira- 
tory Paralysis  After  Diphtheria  as  a Cause  of 
Pulmonary  Complications.”  In  1910  he  stated 
that  there  was  a close  connection  between  the 
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mechanism  producing  massive  collapse^  of  the 
lower  lobes  of  the  lung  in  postdiphtheritic 
paralysis  and  that  underlying  the  collapsive 
attacks  following  operative  procedures.  In 
1914  he  recorded  a group  of  201  postoperative 
lung  complications  in  which  he  recognized  12 
cases  of  massive  collapse,  or  a proportion  of 
6%.  It  is  of  definite  significance  that  these 
were  all  cases  following  abdominal  operations. 
Since  this  report,  28  cases  have  been  recorded 
in  literature  to  which  we  add  5,  making  a total 
of  45.  We  feel  that  a general  recognition  by 
surgeons  of  this  possibility  and  a systematic 
search  will  greatly  increase  this  incidence  of 
6%  suggested  by  Pasteur.  The  fact  that  we 
have  encountered  5 definite  cases  and  a possible 
6,  in  the  last  year,  would  suggest  this.  In  sev- 
eral of  the  clinics  of  this  country  routine  x-ray 
examinations  of  the  lungs  after  surgical  opera- 
tions are  being  made  at  the  present  time. 

Undoubtedly  varying  degrees  of  pulmonary 
collapse  occur,  and  Briscoe  states  his  belief  that 
the  large  majority  of  postoperative  pulmonary 
symptoms  are  entirely  due  to  varying  degrees 
of  pulmonary  collapse.  Elwyn  after  his  care- 
ful study,  agrees  with  this.  Pasteur  takes  ex- 
ception to  this  definition  of  the  condition  and 
would  have  us  confine  the  term  “collapse”  to 
the  condition  of  massive  collapse  in  which  the 
lung  is  completely  deprived  of  its  air.  When 
not  completely  airless  he  suggests  the  term 
“partial  deflation.”  This  seems  to  us  to  be  un- 
necessarily confusing.  Further  it  would  ex- 
clude its  constant  presence  as  a modifying,  and 
often  a determining  factor  in  such  other  con- 
ditions as  pulmonary  embolism  and  infarction. 
To  us  its  importance  as  a postoperative  factor 
lies  not  in  the  occasional  massive  collapse  en- 
countered, but  that  it  always  occurs  in  varying 
degrees  after  operative  procedures,  trauma  and 
other  conditions  of  which  we  will  speak  later. 
However,  only  massive  collapse  of  one  or  more 
lobes  has  been  recognized  clinically  up  to  the 
present  time.  A brief  recital  of  our  own  cases 
will  probably  present  the  phenomena  in  the 
clearest  way  and  make  possible  a detailed  dis- 
cussion. 

The  usual  phenomena:  A few  hours  to  as 
long  as  seven  days  after  a surgical  operation, 
usually  abdominal,  the  patient  suddenly  pre- 
sents the  symptoms  of  a catastrophe.  It  is  im- 
])Ossible  at  first  to  localize  the  condition.'  The 
thorax  after  a short  time  engages  one’s  atten- 
tion. Acute  dilatation  of  the  heart,  coronary 
embolus,  pulmonary  embolism  or  pulmonary 
infarction  are  the  usual  preliminary  diagnoses. 
A more  careful  examination  may  suggest 
pneumothorax.  There  may  or  may  not  be  an 


increase  in  respiratory  rate,  sometimes  reach- 
ing 30  or  40.  A pulse  rate  and  a respiratory 
rate  directly  related  to  the  febrile  reaction,  of 
course,  are  to  be  expected,  but  otherwise  they 
are  remarkably  undisturbed.  The  physical 
signs  in  the  chest  are  perhaps  the  most  char- 
acteristic findings.  Upon  inspection  there  are 
diminished  or  even  absent  respiratory  move- 
ments of  the  chest  wall  over  the  affected  area. 
The  intercostal  spaces  apparently  are  hollow 
and  very  much  narrower  than  upon  the  normal 
side.  The  cardiac  impulse  is  seen  displaced  to- 
ward the  affected  side  (just  the  opposite  that 
one  finds  in  pneumothorax  or  effusion).  The 
apex  of  the  heart  has  a tendency  to  tilt  out- 
wards and  upwards,  so  that  the  apex  of  the  im- 
pulse of  the  heart  may  often  be  felt  in  the  axilla 
(this  is  particularly  true  when  it  occurs  on  the 
left  side).  In  one  of  our  cases,  right-sided,  it 
reached  the  right  anterior  axillary  line  and  was 
first  diagnosed  by  the  house  officer  as  a case  of 
dextrocardia  (a  very  frequent  preliminary  diag- 
nosis). The  dome  of  the  diaphragm  on  the 
affected  side  is  abnormally  high  and  immobile. 
The  high  diaphragm  is  seen  readily  in  the  left- 
sided cases  detected  by  percussion.  On  the 
right  side,  however,  percussion  is  not  so  reli- 
able, but  x-ray  examinations  yield  unequivocal 
evidence  both  as  to  its  position  and  immobility. 

These  symptoms  are  common  to  all  cases,  in 
other  words,  physical  symptoms  which  indicate 
a falling  into  the  pleural  spaces  of  the  sur- 
rounding structures,  namely,  those  of  the 
mediastinum  and  diaphragm.  Further  study  of 
the  physical  signs  divides  the  cases  into  two 
distinct  groups.  In  both,  dullness  on  percussion 
is  present  over  the  affected  side  and  may  extend 
as  high  as  the  clavicle ; this  is  usually  posterior 
but  may  be  anterior.  It  corresponds  to  the 
area  of  the  collapsed  lung,  is  hyperresonant 
and  may  be  tympanitic.  In  one  group  the  vocal 
fremitus  is  diminished  or  absent,  while  in  the 
other  it  is  increased.  In  the  group  where  the 
vocal  fremitus  is  diminished  or  absent,  the 
breath  sounds  are  also  diminished  or  absent, 
but  when  increased  the  breath  sounds  are 
loudly  tubular  or  amphoric  in  character  and 
bronchophony  and  pectoriloquy  are  also  ex- 
tremely well  marked.  This  difference  in  the 
])hysical  signs  is  probably  dependent,  upon  the 
patency  of  the  bronchi.  When  there  is  a large 
proportion  of  air  in  them  there  is  an  increase 
of  breath  sounds,  loud,  tubular,  amphoric  in 
character,  and  bronchophony  and  pectoriloquy 
are  present.  One  will  readily  see  that  the  phys- 
ical signs  in  the  lungs  are  those  commonly  at- 
tributed to  pneumonic  consolidation,  but  if 
anything,  the  signs  are  even  more  marked. 
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especially  the  tubular  and  amphoric  character 
of  the  breath  sounds. 

Probably  the  reason  of  massive  collapse  of 
the  lungs  is  so  frequently  overlooked  that  its 
mere  presence  is  at  once  regarded  as  conclusive 
evidence  of  the  existence  of  pneumonic  con- 
solidation. Due  regard  to  the  other  signs,  par- 
ticularly cardiac  displacement,  should  make  the 
diagnosis  clear.  In  the  type  of  cases,  however, 
where  there  is  dullness  on  percussion  and 
diminished  or  absent  breath  sounds  the  diag- 
nosis is  more  difficult,  unless  adequate  stress  is 
laid  upon  the  displaced  position  of  the  cardiac 
impulse.  r>roadly  speaking,  this  type  of  case 
in  which  the  bronchi  are  not  patent  is  usually 
found  in  the  early  stage  of  the  condition,  while 
the  patent  bronchi  are  found  in  the  later  state 
of  lung  expansion.  In  one  of  our  cases  the 
breath  sounds  of  the  transmitted  voice  when 
heard  through  the  stethoscope  were  almost  deaf- 
ening. 

Cardiac  displacement  is  the  most  character- 
istic physical  sign  and  the  condition  cannot  be 
diagnosed  with  certainty  unless  this  sign  is 
present.  This  marked  displacement  of  the 
heart  is  rarely  if  ever  accompanied  by  a cardiac 
murmur.  Though  the  displacement  is  mainly 
lateral,  in  cases  where  the  whole  lobe  is  in- 
volved, the  displacement  is  upward  so  that  the 
maximum  impulse  may  be  felt  in  the  third  space 
or  behind  the  rib.  The  x-ray  corroborates  all 
these  physical  signs  and  will  be  of  the  greatest 
aid  when  the  lesion  is  on  the  right  side.  The 
lung  .shadows  on  the  affected  side  will  be  more 
opaque  and  suggest  a purulent  pleural  effusion 
in  its  degree  of  density.  The  extent  and  den- 
sity of  this  shadow  will,  of  course,  vary  with 
the  amount  of  lung  involved  and  the  degree  of 
seriousness.  As  the  air  returns  this  opacity 
gradually  disappears,  the  opposite  to  a pleural 
effusion.  Instead  of  an  increased  pleural  pres- 
sure as  in  pleural  effusion,  pushing  away  the 
heart  and  diaphragm,  there  is  a negative  one 
and  the  heart  and  diaphragm  encroach  upon  or 
are  pushed  into  the  empty  pleural  space.  The 
x-ray  interpretation  in  one  of  our  cases  was 
subdiaphragmatic  abscess.  Rose-Bradford  says 
it  probably  is  so  frequently  overlooked  because 
it  is  a complication  of  other  diseases  and  in- 
juries, its  physical  signs  usually  being  attrib- 
uted to  other  causes. 

There  is  a surprising  dearth  of  references  to 
this  condition  in  the  literature  of  general  medi- 
cine. Norris  and  Landis  speak  of  massive 
collapse  of  the  lung  as  a complication  of  pneu- 
monia. Rose-Bradford  refers  to  it  as  a pos- 
sibility in  pneumonia  and  reports  an  autopsy 
in  one  case  where  there  was  a collapse  of  the 


lower  lobe  and  pneumonia  in  the  upper  lobe. 
Tidy  reports  an  undoubted  case  of  a massive 
collapse  of  the  entire  right  lung  in  a healthy 
man  20  years  of  age  who  was  suddenly  taken, 
without  any  previous  illnesses  or  premonitions, 
with  pain  in  the  right  chest.  Forty-eight  hours 
later,  upon  entering  the  hospital,  he  had  the 
typical  symptoms  of  a massive  collapse,  which 
disappeared  at  the  end  of  six  weeks.  The  only 
etiological  factor*  which  Tidy  could  find  was 
the  immobilization  of  the  lower  right  chest  and 
the  right  diaphragm.  This  inhibition  of  respir- 
atory muscles  Tidy  felt  was  due  to  the  pain 
probably  caused  by  a pleurisy  and  the  inhibi- 
tion or  arrest  of  respiratory  muscles  followed 
by  collapse  of  the  lung. 

Reynolds  speaks  of  airlessness  in  the  lungs 
of  newborn  children  and  calls  the  condition  a 
apneumotosia.  He  was  convinced  at  this  early 
date,  1871,  that  the  distribution  of  affected 
lobules  have  a direct  relation  to  the  bronchial 
tubes,  lobules  supplied  by  one  particular 
bronchial  tube  often  presenting  characteristic 
lesions,  while  lobules  supplied  by  closely  ad- 
jacent bronchial  tubes  may  be  perfectly  healthy. 
In  his  mind  this  precluded  the  possibility  of  an 
infection  spreading  by  simple  continuity.  Liter- 
ature contains  the  greatest  number  of  references 
to  pulmonary  collapse  occurring  after  diph- 
theria, as  described  by  Pasteur.  The  military 
surgeons  supply  the  next  largest  group  of  cases 
in  those  of  traumatic  origin,  following  unilateral 
wounds  of  the  abdominal  wall  and  occasional 
wounds  of  the  buttocks,  pelvis  and  thigh.  There 
has  been  an  increasing  interest  of  late  in  its  re- 
lation to  operative  procedure. 

Varieties:  The  clinical  forms  of  massive  col- 
lapse are  quite  similar,  irrespective  of  the 
variety.  It  will  be  possible  to  consider  the  sub- 
ject with  reference  to  the  variety  merely  from 
an  etiological  standpoint.  Thus  the  clinical 
forms  irrespective  of  their  etiology  may  be  ( i ) 
lobular,  (2)  lobar,  or  J3)  total  in  distribution. 
In  the  lobular  or  partial  type  the  upper  middle 
third  of  one  or  both  lobes  is  the  part  most  fre- 
quently affected.  In  the  lobar  type  one  or  both 
lobes  are  usually  affected.  In  the  total  variety 
the  whole  lobe  is  in  collapse. 

The  similarity  of  the  phenomena  of  collapse 
of  the  lung  in  postdiphtheritic  paralysis  to  that 
lound  so  frequently  in  the  misnamed  postanes- 
thetic pneumonia,  called  attention  to  by  Pasteur' 
in  1914,  has  aroused  considerable  interest,  and 
the  English  literature  contains  excellent  clinical 
and  experimental  observations. 

Rose-Bradford  gave  the  first  exhaustive  dis- 
cussion of  the  i)henomena  which  he  had  en- 
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countered  so  frequently  as  a result  of  gunshot 
wounds  of  the  chest.  That  it  was  not  fully 
recognized  by  him  until  after  \'ery  extensive 
experience  with  chest  cases  probably  means  that 
it  is  really  much  more  frequent  than  he  found. 
He  reports  his  belief  that  it  occurs  in  fully  IQ% 
of  all  nonpenetrating  injuries  of  the  thoracic 
wall.  He  did  not  have  the  opportunity  of  see- 
ing patients  who  had  wounds  of  other  portions 
of  the  body,  his  work  being ‘confined  to  those 
of  the  chest,  but  as  we  have  elsewhere  stated  he 
had  knowledge  of  its  occurrence  following  ab- 
dominal wounds,  wounds  of  the  pelvis,  buttocks, 
and  lower  extremities,  but  in  no  cases  with 
wounds  of  the  head  or  upper  extremities. 

In  the  varieties  encountered  in  thoracic  wounds 
he  divides  them  into  hemolateral,  contralateral 
and  bilateral,  all  of  which  may  be  lobular,  lobar 
or  total.  The  contralateral  variety  of  massive 
collapse  involving  the  whole  of  one  lung  is  a 
very  remarkable  condition,  more  especially  as 
in  many  cases  the  wound  on  the  opposite  side  is 
not  only  nonpenetrating  but  most  trivial  in 
character,  causing  no  fracture  or  extensive  in- 
jury to  the  chest  wall.  Personal  communica- 
tion from  a number  of  American,  English  and 
French  medical  officers  in  the  last  war  has  given 
evidence  that  this  phenomenon  was  frequently 
recognized  but  unexplained.  In  war,  of  course, 
the  determination  of  its  earliest  establishment 
after  the  receipt  of  the  wound  was  quite  impos- 
sible, but  Rose-Bradford  reports  that  he  had  a 
recent  case  which  was  completely  established 
with  total  massive  collapse  of  one  lobe  14  hours 
after  receipt  of  the  injury. 

Although  this  all  has  a definite  surgical  bear- 
ing, the  part  which  is  germane  to  the  present 
discussion  is  its  association  with  operative  pro- 
cedures. For  a condition  which  we  have  seen 
may  develop  as  a congenital  deformity  as  in  the 
apneumotosis  or  atelectasis  of  the  newborn ; 
which  may  develop  spontaneously,  apparently 
being  caused  by  an  acute  pleurisy ; which  fol- 
lows infection  of  the  lungs  and  of  the  bronchi 
themselves,  as  pneumonitis  and  purulent  bron- 
chitis ; which  follows  nonpenetrating  traumatic 
injuries  of  the  chest  and  of  the  adjacent  ab- 
dominal wall,  buttocks,  pelvis  and  lower  ex- 
tremities and  that  has  an  approximate  incidence 
of  at  least  6%  in  abdominal  operations ; for 
such  a condition  it  would  seem  difficult  to  find 
a common  etiological  factor.  This  is  appfirently 
true,  for  in  the  discussion  of  its  etiology  there 
is  at  this  time  no  consensus  of  opinion.  Various 
theories  have,  of  course,  been  offered.  That  it 
can  be  caused  entirely  by  paralysis  of  the 
diaphragm  or  respiratory  thoracic  muscles  is 
proved  by  Pasteur  in  his  study  of  postdiphtheritic 


phrenic  paralysis.  Pasteur  in  his  article  quotes 
experiments  of  Martin  and  Hare  with  lungs 
found  collapsed  in  cases  of  death  occurring  in 
animals  as  the  result  of  section  of  both  phrenic 
nerves. 

Briscoe,  experimenting  with  normal  rabbits, 
divided  the  phrenic  nerve  on  one  side  of  the 
neck  and  was  able  to  obtain  varying  degrees  of 
and  locations  of  pulmonary  collapse  following 
this  procedure.  Curiously  the  deflation  was  not 
limited  to  the.  same  side  as  the  paralyzed  half 
of  the  diaphragm.  The  opposite  lung  was  af- 
fected in  almost  the  same  area  and  frequently 
to  a greater  degree.  He  was  also  unable  to 
obtain  any  evidence  of  reflex  paralysis  or  ar- 
rest of  one-half  of  the  diaphragm  as  the  result 
of  intra-abdominal  irritation.  Of  course,  he 
said,  these  experiments  were  all  tried  on  normal 
animals  and  not  ill  ones  as  in  the  case  of  Pas- 
teur. He  reports  three  observations  on  cases  of 
spinal  paralysis  due  to  injury  and  paresis  in 
which  there  was  a complete  paralysis  of  the 
cord  higher  up.  In  these  cases  he  found  com- 
plete deflation  of  the  pulmonary  lobes. 

Schroeder  and  Green  state,  as  the  result  of 
clinical  and  experimental  work  with  animals 
and  birds,  that  the  diaphragm  is  not  an  essential 
muscle  of  respiration ; that  the  nerve  supply  is 
practically  dependent  upon  the  phrenic  nerve; 
that  after  section  of  the  phrenic  nerve  the  inter- 
costal nerve  supply  is  not  sufficient  to  carry  on 
the  action  of  the  diaphragm ; that  section  of 
one  phrenic  nerve  produces  collapse  of  the  lower 
lobe  of  the  lung  on  the  affected  side.  This,  of 
course,  was  not  in  agreement  with  the  work  of 
Briscoe.  The  destruction  of  one  phrenic  nerve 
in  main  is  not  necessarily  fatal. 

Pearson  Irvin  reports  a case  of  diphtheritic 
paralysis  of  the  thoracic  muscles  with  an  over- 
action of  the  diaphragm.  In  this  case  there  was 
a definite  collapse  of  the  upper  lobe  of  the  lung. 
He  is  perhaps  the  first  to  suggest  that  this  col- 
lapse of  the  lung  is  not  only  due  to  lack  of 
movement  of  the  thoracic  cage  but  to  some  ex- 
tent to  paralysis  of  the  bronchial  tree. 

Lictheim  produced  a definite  collapse  in  the 
lung  tributary  to  bronchi  in  which  he  had  placed 
laminar  plugs.  These  experiments  were  per- 
formed with  rabbits.  This  theory  of  bronchial 
destruction  is  one  which  has  appealed  to  many 
men. 

Dingley  and  Elliot  suggest  that  in  man,  con- 
sequent to  immobilization  of  the  thoracic  wall 
and  diaphragm,  irrespective  of  its  cause,  secre- 
tion collects  in  the  bronchioles  and  even  in  the 
large  bronchi,  sufficient  to  prevent  the  egress  of 
air,  and  leads  to  a gradual  absorption  of  the 
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alveolar  air  by  the  pulmonary  circulation  and 
ultimate  collapse  and  airlessness  of  the  lung 
tissue.  We  have  been  able  to  confirm  this  by 
autopsy  in  one  of  our  cases — a case  of  strangu- 
lated femoral  hernia  which  was  operated  upon 
under  local  anesthesia.  The  collapse  occurred 
on  the  third  day  following  the  operation.  This 
was  demonstrated  by  x-ray.  On  the  fifth  day 
he  had  definite  signs  of  pneumonic  consolidation 
(lobar)  in  the  upper  right  lung,  and  died  on 
the  tenth  day.  Autopsy  showed  a definite  col- 
lapse of  the  lower  right  lobe  with  a purulent 
pneumonia  in  the  two  upper  lobes.  In  tracing 
the  bronchus  of  the  two  upper  lobes,  a definite 
plug  of  purulent  mucus  was  encountered  which 
blocked  the  tissue  tributary  to  it. 

Grailey  and  Hewitt  suggest  the  curious  ex- 
planation that  the  tapering,  funnel-like  char- 
acter of  the  bronchial  tree  would  necessarily 
have  an  action  on  the  obstructing  plug  similar 
to  that  of  a ball  valve,  the  effect  of  inspiration 
being  to  propel  the  plug  towards  the  alveolar 
tract  and  jam  it  when  it  arrives  at  a bronchial 
tube  whose  caliber  is  less  than  that  which  it 
originally  occupied.  During  expiration  it  would 
be  dislodged,  allowing  the  air  to  escape  from 
the  alveoli. 

Rose-Bradford  is  inclined  to  feel  that  ob- 
struction does  not  play  an  important  role.  He 
emphasizes  the  fact  that  it  is  well  known  that 
insufficient  expansion  of  the  chest,  however 
produced,  is  capable  of  causing  collapse  in 
various  degrees  of  the  underlying  lung.  In 
some  instances  a constrained  posture  or  a pro- 
longed recumbency  is  sufficient  to  cause  quite 
extensive  collapse,  involving,  for  instance,  one 
lobe  of  the  lung. 

Briscoe  agrees  in  part  with  this  statement, 
and  after  his  experimental  work  with  animals 
and  more  or  less  analytical  study  of  posture 
and  respiratory  movements  of  various  indi- 
viduals, says  that  massive  collapse  of  the  lower 
lobe  of  the  lung  is  a natural  sequence  of  pro- 
longed quiet  breathing  in  the  supine  position  in 
such  people  as  do  not  use  the  abdominal  muscles 
to  fix  the  chest.  He  suggests  that  it  is  circular 
in  its  actual  beginning,  that  as  a result  of  in- 
hibition of  the  respiratory  muscles  an  edema 
develops,  following  which  collapse  takes  place. 

Rose-Bradford  also  finds  that  in  some  unex- 
plainable way  this  condition  is  brought  about  by 
reflex  action,  particularly  when  it  follows  in- 
jury on  the  opposite  side  of  the  chest,  upper 
abdomen  and  lower  extremities,  though  as  he 
states,  Briscoe  was  absolutely  unable  to  demon- 
strate this  experimentally. 

Cymble  naively  suggests  that  a man  with  uni- 


lateral chest  would  usually  lie  upon  the  un- 
wounded side  and  the  consequent  immobiliza- 
tion of  respiratory  movements  would  be  the 
real  cause  in  the  production  of  contralateral 
collapse. 

To  recapitulate,  the  explanation  may  prob- 
ably be  referred  to  more  than  one  factor : first 
to  bronchial  obstruction  due  to  mucus  plugs  or 
foreign  bodies,  or  possibly  to  some  paralysis  or 
bronchial  spasm  due  to  reflex  irritation  from 
other  parts  of  the  body;  second,  to  arrest  of 
respiratory  movement,  either  of  the  chest  wall 
or  the  diaphragm  itself,  such  arrest  being  caused 
sometimes  by  direct  nervous  influence,  but  in 
a large  proportion  of  cases  by  posture.  In  dis- 
cussing the  progress  of  the  condition,  resolu- 
tion usually  requires  from  lo  to  21  days.  The 
patients,  especially  those  on  record,  never  die 
from  this  condition  unless  it  be  bilateral  col- 
lapse. It  is  the  complication  which  produces 
the  mortality. 

If  inflammation  supervenes,  rales  may  appear 
and  a friction  sound  be  heard  over  the  accom- 
panying pleuritis.  Expectoration  rarely  appears 
until  pneumonitis  is  established  and  it  is  seldom 
bloody  until  this  stage  is  reached.  Effusion  has 
been  known  to  occur.  Its  presence  is  inferred 
largely  by  an  increase  in  the  severity  of  the 
symptoms  rather  than  by  any  other  sign.  Puru- 
lent bronchitis  undoubtedly  occurs  as  a compli- 
cation, as  is  evidenced  in  our  case.  Pleurisy  is 
not  uncommon  as  a late  complication.  It  is 
usually  the  dry  variety  giving  rise  to  a friction 
rub,  but  effusion  may  occur  later.  Pneumonia, 
according  to  Rose-Bradford,  is  usually  limited 
to  the  collapsed  lobe.  Differential  diagnosis 
must  be  made  from  acute  dilatation  of  the  heart, 
pulmonary  embolus,  pulmonary  infarct,  pleu- 
ritis with  or  without  effusion,  and  pneumo- 
thorax. 

If  one  bears  in  mind  that  the  affected  side 
is  retracted  and  immobile;  that  the  diaphrag- 
matic and  cardiac  encroachment  on  the  affected 
side  is  extreme ; that  the  general  symptoms  are 
invariably  less  severe  than  with  pneumonia, 
embolism  and  infarction ; and  that  marked 
hyperresonance  and  increase  of  breath  sounds 
with  loud  transmitted  voice  sounds  are  pres- 
ent, the  diagnosis  should  be  made.  To  this 
should  be  added  the  high  level  of  the  diaphragm 
and  the  question  of  the  displaced  cardiac  im- 
pulse. Pneumothorax  is  a frequently  mistaken 
diagnosis.  Cardiac  dilatation  has  been  an  ex- 
planation of  the  misplaced  cardiac  area.  The 
fact  that  even  in  cases  of  marked  cardiac  dis- 
placement the  pulmonary  physical  signs  may  be 
comparatively  slight,  often  gives  rise  to  a mis- 
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taken  diagnosis,  such  as  dextrocardia;  but 
after  a lapse  of  a few  hours  or  days  there  is 
usually  a development  of  the  pulmonaiy  signs 
— which  is  more  conclusive  than  the  return  of 
the  heart  to  its  normal  position. 

The  upward  displacement  of  the  diaphragm 
is  a sign  of  the  greatest  importance  and  is  de- 
tected on  the  left  side  by  physical  examination 
and  on  the  right  side  by  x-ray.  It  should  also 
be  remembered  that  when  the  entire  lung  and 
upper  lobe  or  lobes  are  collapsed,  the  displace- 
ment of  cardiac  impulse  is  oblique.  In  the  first 
place  the  signs  are  retraction  and  immobility  of 
the  affected  side,  together  with  weakness  or 
absence  of  breath  sounds  and  displacement  of 
the  heart  which  is  often  extreme.  In  the  second 
period  weakness  of  the  breath  sounds  has  been 
replaced  by  loud  tubular  or  amphoric  breathing 
together  with  increased  vocal  fremitus,  loud 
bronchophony,  pectoriloquy  and  transmitted 
spoken  voice.  In  the  third  period,  the  stage 
when  the  lung  is  expanding,  abundant  rales 
may  be  present  over  the  area  where  the  tubular 
breathing  is  marked.  In  both  the  second  and 
third  stages  the  heart  is  still  displaced,  but  as 
we  have  previously  mentioned,  the  lung  signs 
may  sometimes  persist  over  a small  area  at  a 
time  when  the  heart  has  returned  to  its  normal 
position. 

Prognosis  and  Mortality:  It  is  impossible  to 
estimate  the  mortality  at  the  present  time  be- 
cause of  the  general  lack  of  recognition  of  the 
condition.  We  believe  we  have  had  two  fatal 
cases  during  the  last  six  months,  and  have  ob- 
tained an  autopsy  in  one.  Our  purpose  in  pre- 
senting this  subject  before  such  a body  is  to 
obtain  the  real  incidence  of  postoperative  mas- 
sive pulmonary  collapse.  We  are  convinced 
that  it  is  far  greater  than  Pasteur’s  6%  which 
he  reported  in  1914.  We  also  offer  the  sugges- 
tion that  collapse  of  the  lung  to  a varying 
degree  always  follows  any  operative  procedure, 
traumatic  or  inflammatory  injury  to  the  chest 
'and  trunk  which  may  cause  inhibition  of  nor- 
mal respiratory  movement  by  pain  or  posture. 
W e also  believe  that  it  is  a constant  factor  in 
all  postoperative  pulmonary  complications. 

Conclusions:  We  suggest  that  the  phenomena 
of  pulmonary  collapse  of  varying  degrees  to- 
gether with  pulmonary  embolism  and  infarc- 
tion are  the  real  etiological  factors  in  postopera- 
tive complications ; that  all  other  factors,  such 
as  anesthesia,  infection,  preexisting  lung  dis- 
ease, old  age,  debility,  and  the  chilling  of  the 
body,  are  only  contributory. 


RECONSTRUCTION  OF  THE  HIP 
JOINT* 

A.  BRUCE  GILL,  M.I). 

PHILADELPHIA,  PA. 

Surgery  of  the  hip  joint  has  been  considered 
somewhat  difficult  because  the  joint  is  deeply 
placed  and  access  to  it  for  extensive  operation 
is  not  easy.  But  with  a good  means  of  approach 
surgical  procedures  .are  not  more  difficult  here 
than  in  other  joints,  and  indeed  stability  or 
motion  or  both  are  probably  more  easily  ob- 
tained in  the  hip  than  in  the  knee,  which  is  a 
superficial  joint. 

The  two  elements  in  the  proper  function  of 
a diarthrodial  joint  are  stability  and  a normal 
range  of  motion.  The  relative  importance  of 
these  may  vary  in  different  joints  of  the  same 
extremity  and  in  the  joints  of  the  upper  and 
lower  extremities.  Reconstructive  operations 
on  a joint  may  be  done  to  restore  or  improve 
one  or  both  of  these  functions.  Certain  opera- 
tions may  sacrifice  or  destroy  one  function  for 
the  sake  of  the  other.  Thus,  an  arthrodesis 
destroys  motion  in  an  unstable  or  uncontrolled 
joint  in  order  to  secure  perfect  stability.  It  is, 
therefore,  in  its  purpose  constructive  instead  of 
destructive,  because  the  stability  is  essential  to 
the  better  function  of  the  extremity.  On  the 
other  hand,  an  excision  or  arthroplasty  of  an 
ankylosed  elbow,  for  example,  sacrifices  stabil- 
ity for  motion,  which  is  here  the  more  useful. 

But  in  dealing  with  reconstructive  operations 
on  the  hip  I confine  myself  to  those  procedures 
which  are  for  the  purpose  of  restoring  or  im- 
proving either  of  these  functions  without  a dis- 
abling sacrifice  of  the  other,  or  for  the  restora- 
tion of  both  stability  and  motion  together.  By 
them  one  may  construct  a new  head  of  the 
femur,  a new  acetabulum,  or  both.  Or  we  may 
in  the  case  of  ankylosis  refashion  head  and 
acetabulum  which  are  still  present  in  sufficient 
quantity,  and  interpose  some  substance  between 
the  two  to  prevent  reunion.  This  is  generally 
understood  as  an  arthroplasty. 

RECONSTRUCTION  OF  THE  HEAD  OF  THE  FEMUR 

As  a result  of  acute  osteomyelitis  or  of 
tuberculosis  of  the  hip  there  may  be  rriore  or 
less  complete  destruction  and  absorption  of  the 
head  and  the  neck  of  the  femur.  The  shaft 
may  become  displaced  upward  on  the  side  of 
the  pelvis  or  it  may  become  ankylosed  at  the 
site  of  the  acetabulum.  This  ankylosis  is  com- 
monly bony  in  pyogenic,  infections  and  fibrous 
in  tuberculous  cases.  \*ery  frequently  the  ex- 
tremity is  fixed  in  a position  of  adduction  and 

*Read  before  the  General  Meeting  of  the  Medical  Society  of 
the  State  of  Pennsylvania,  Reading  Session,  October  9,  1924. 
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Fig.  I.  (a)  Ununited  fracture  neck  of  femur. 


Fig.  I.  (b)  Result  following  reconstruction  operation. 


flexion  so  that  walking  is  difficult  or  impossible. 
Motion  is  lost,  and  stability  is  impaired  in  those 
cases  where  the  ankylosis  is  fibrous  and  inse- 
cure. The  hip  is  weak  and  often  painful. 

The  function  of  the  hip  may  be  restored  by 
breaking  up  the  ankylosis,  cleaning  fibrous 
tissue  and  bone  debris  out  of  the  acetabulum, 
removing  the  great  trochanter,  shaping  a new 
head  of  the  femur  from  the  remains  of  the 
neck  and  the  upper  end  of  the  shaft,  placing 
this  new  head  into  the  acetabulum,  and  fasten- 
ins:  the  trochanter  with  the  muscles  still  at- 
tached  to  it  to  the  side  of  the  shaft  below  its 
former  situation.  In  my  earliest  operations  I 
placed  a pedicled  flap  of  fat  and  fascia  in  the 
joint  according  to  the  method  of  Murphy,  but 
soon  began  to  employ  a free  transplant  and 
found  it  as  effective  as  the  pedicled  one,  and 


in  those  cases  where  a fairly  good  cartilage  is 
found  in  the  acetabulum  I interpose  no  soft 
tissue  between  it  and  the  restored  head. 

In  regard  to  operation  on  cpiiet  cases  of 
tuberculosis  of  the  hip,  opinion  and  practice 
vary.  When  the  process  has  been  a severe  one, 
there  has  been  destruction  of  the  head  and  neck 
of  the  femur  with  or  without  sinus  formation. 
The  great  trochanter,  the  remains  of  the  neck 
if  there  are  any,  and  the  shaft  become  displaced 
upward.  This  upper  portion  of  the  femur 
usually  becomes  adherent  to  the  side  of  the 
pelvis  at  the  site  of  the  original  acetabulum  or 
above  and  behind  it  and  usually  the  extremity 
is  in  a deformed  position  of  flexion  and  adduc- 
tion. Bony  union  does  not  occur  between  the 
pelvis  and  the  femur.  The  ankylosis  is  a 
fibrous  one.  The  disease  may  remain  quiescent 


Fig.  2.  (a)  Congenital  dislocation  of  the  hip. 


Fig.  2.  (b)  Reconstruction  of  acetabulum  by  bone  flap  with- 

out opening  capsule. 
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under  these  conditions  indefinitely,  possibly 
over  a period  of  many  years,  or  eventually  it 
may  become  lighted  up  again  with  the  forma- 
tion of  abscess  and  even  of  sinus.  Again,  as 
the  patient  becomes  older  and  heavier  and 
more  active  and  undertakes  to  perform  hard 
work,  there  may  be  periods  of  active  pain  and 
tenderness  about  the  hip  which  may  incapaci- 
tate the  individual  for  more  or  less  prolonged 
periods.  This  condition  is  probably  due  to  the 
insecurity  of  the  fibrous  ankylosis  and  to  the 
deformed  position  of  the  extremity.  The  weight 
is  borne  by  the  hip  in  a disadvantageous  man- 
ner and  the  fibrous  adhesions  and  other  struc- 
tures about  the  hip  become  strained.  If  the 
patient  rests  his  hip  he  usually  recovers  and  is 
able  to  resume  his  work  for  another  period. 


offers  the  greatest  security,  stability,  safety  and 
freedom  from  pain.  If  thorough  bony  anky- 
losis occurs  there  is  never  any  danger  of  re- 
crudescence of  the  disease.  The  hip  is  abso- 
lutely firm  and  stable  for  weight-bearing.  The 
elimination  of  all  motion  has  removed  all 
source  of  pain.  Such  arthrodesis  may  be  se- 
cured by  exposing  the  pelvis  and  the  upper 
portion  of  the  shaft  of  the  femur,  removing 
scar  tissue,  bone  debris  and  other  diseased  tissue 
from  the  acetabulum,  and  by  freshening  up  the 
end  of  the  femur  and  placing  it  within  the 
scooped  out  acetabulum  in  a position  of  slight 
abduction  and  slight  flexion.  The  aim  is  to  se- 
cure bony  union  between  the  pelvis  and  the 
femur.  This  procedure  is  probably  the  best  to 
be  used  when  the  condition  is  unilateral. 


Fig.  3.  (a)  Congenital  dislocation  of  hip  with  formation  of 

false  acetabulum. 

Therefore,  a hip  of  this  type  is  a constant  hand- 
icap and  danger  to  the  individual. 

The  former  and  practically  universal  method 
of  dealing  with  these  hips  was  to  attempt  to 
correct  the  deformity  by  a subtrochanteric 
osteotomy  of  the  femur  whereby  the  extremity 
was  extended  and  abducted.  But  this  operation 
cannot  fully  correct  a severe  deformity  because 
it  is  not  possible  to  make  a large  enough  angle 
in  the  femur  at  the  site  of  the  fracture  to  cor- 
rect the  deformity  without  fear  of  displacement 
and  overlapping  of  the  fragments.  Further- 
more, the  hip  remains  as  before,  insecure,  pain- 
ful and  liable  to  recrudescence  of  the  disease. 
Therefore,  certain  orthopedic  surgeons  have 
given  thought  to  some  other  operative  procedure 
whereby  the  deformity  may  be  corrected  and 
the  hip  at  the  same  time -rendered  stable. 

Arthrodesis  of  the  hip  is  the  operation  which 


Fig.  3.  (b)  Deepening  of  false  acetabulum  and  new  bone 

formation  about  tbe  margin. 

If  there  has  been  tuberculosis  of  both  hips 
with  the  above  described  result  the  surgeon  can- 
not produce  an  ankylosis  on  both  sides.  There 
must  be  motion  in  at  least  one  hip.  Thus, 
there  may  be  times  when  the  surgeon  is  forced 
to  attempt  to  secure  stability  with  motion,  and 
the  reconstruction  operation  already  described 
may  be  employed.  I do  not  consider  the  dan- 
ger of  rekindling  the  disease  in  this  operation 
very  great,  because  if  there  is  diseased  tissue 
remaining  it  is  removed  in  large  part  or  en- 
tirely, at  the  time  of  operation.  If  joints  which 
have  been  thus  operated  op  ever  do  manifest  a 
renewed  disease  it  is  not  possible  to  say  in  any 
given  case  that  there  would  not  have  been  a 
recrudescence  in  any  condition  because  it  is 
well  known  that  disease  may  be  relighted  in 
tuberculous  hips  after  long  years  of  quietude. 
If  by  improving  the  technic  our  experience 
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Fig.  4.  (a)  Congenital  dislocation  of  the  hip. 


Fig.  4.  (b)  Reconstruction  of  new  acetabulum  at  site  of 

original  acetabulum. 


should  be  able  to  show  that  one  may  with 
reasonable  safety  secure  both  stability  and 
motion,  then  eventually  this  operation  may  be- 
come the  one  of  choice  instead  of  necessity. 

• The  second  type  of  case  in  which  reconstruc- 
tion of  the  head  of  the  femur  may  be  done,  is 
in  old  cases  of  ununited  fracture  of  the  neck. 
In  a certain  fairly  large  proportion  of  cases  of 
fracture  of  the  neck  of  the  femur,  union  does 
not  occur,  owing  to  the  peculiar  anatomy  and 
physiology  of  the  structures  involved,  or  ow- 
ing, possibly,  to  improper  treatment.  Various 
operations  have  been  employed  to  secure  union 
but  the  success  of  these  operations  must  depend 
absolutely  on  one  condition,  the  viability  of 
both  fragments.  If  there  is  not  a sufficient 


blood  supply  for  the  head  and  the  neck,  it  dies, 
and  union  between  dead  and  living  bone  can 
never  be  expected.  This  absence  of  sufficient 
blood  supply  is  frequently  shown  by  the  rapid 
and  extensive  atrophy  of  the  neck  of  the  femur 
which  occurs  after  fracture,  so  that  in  a com- 
paratively few  months,  the  entire  neck  disap- 
pears and  there  remains  only  the  shaft  and  the 
head. 

The  operations  which  have  been  employed  to 
secure  union  are:  (i)  To  freshen  up  the  frag- 
ments and  place  them  in  apposition.  (2)  To 
freshen  the  fragments  and  secure  their  im- 
mobility by  means  of  a bone  peg  driven  through 
the  trochanter  into  the  head.  (3)  The  Brackett 
operation,  whereby  the  periosteum  is  removed 


Fig.  s.  (a)  Double  congenital  dislocation. 


Fig.  5.  (b)  Open  reduction  on  right  side  and  reconstruction 

of  acetabulum  on  left  side  slightly  above  original  acetabulum. 
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from  the  great  trochanter  and  the  thigh  is  ab- 
ducted so  that  the  trochanter  comes  in  contact 
with  the  fractured  surface  of  the  head  which 
has  been  freshened  up  in  an  attempt  to  secure 
union  between  the  head  and  the  trochanter.  All 
these  operations  will  fail  in  a certain  percentage 
of  cases.  If,  at  the  time  of  the  operation,  it  ap- 
pears that  the  proximal  fragment  lacks  proper 
blood  su])ply,  in  that  it  does  not  bleed  on  being 
cut  or  dug  up,  and  shows  evidence  of  degenera- 
tion in  its  soft  and  fatty  appearance,  it  is  use- 
less to  go  further  with  the  operation  in  the  at- 
tempt to  secure  union. 

In  1920  Dr.  Royal  Whitman  published  his  re- 
construction operation  for  these  cases.  By  this 
procedure  the  head  of  the  femur  is  removed 
entirely  from  the  acetabulum,  the  trochanter  is 
cut  off,  the  upper  end  of  the  shaft  and  the  base 
of  the  neck  are  shaped  to  resemble  a head  of 
the  femur,  which  is  then  placed  within  the 
acetabulum.  The  trochanter  finally  is  fastened 
to  the  side  of  the  shaft  below  its  former  posi- 
tion. ( Fig.  I ) . This  is  practically  the  same 
operation  which  I have  already  described  for 
pathological  dislocation  of  the  hip  when  the 
head  and  neck  have  been  destroyed  by  disease. 
By  this  reconstruction  operation  stability  is  re- 
stored and  a certain  amount  of  mobility.  On 
the  whole  it  is  proving  to  be  a satisfactory 
operation. 

rKconstruction  of  thp:  acetabulum 

(i)  Congenital  Defect:  Congenital  disloca- 
tion of  the  hip  may  be  present  at  birth  or  it  may 
occur  after  birth,  particularly  when  the  child  be- 
gins to  walk.  It  is  due  in  large  part  to  a defi- 
ciency in  the  acetabulum.  Some  of  these  children 
with  shallow  and  insufficient  sockets  grow  to 
adult  life  without  dislocation,  but  suffer  pain 
and  instability  in  the  hip.  By  methods  of  blood- 
less reduction  and  careful  after  treatment  the 
surgeon  is  enabled  to  cure  a certain  fair  per- 
centage of  cases  of  congenital  dislocation  of 
the  hip,  but  many  of  them  grow  up  with  dislo- 
cations which  have  either  never  been  reduced 
or  have  recurred  after  reduction.  These 
patients  also  on  growing  older  begin  to  com- 
])lain  of  pain.  Their  symptoms  are  all  the 
more  apparent  and  severe  if  the  dislocation  is 
bilateral.  Sometimes  nature  forms  a false 
acetabulum  above  and  behind  the  original  one 
which  affords  the  head  of  the  femur  some  se- 
curity in  weight-bearing,  but  usually  this  false 
acetabulum  is  too  shallow  and  too  insecure  to 
be  effective  and  the  patient  presents  symptoms 
sooner  or  later. 

In  these  cases  it  becomes  necessary,  there- 
fore, for  the  surgeon  to  reconstruct  an  acetabu- 


lum. The  details  of  the  operation  will  vary  ac- 
cording to  the  conditions  present.  At  times  it 
may  be  sufficient  to  deepen  the  false  acetabulum 
already  present  (Fig.  3)  without  trying  to  put 
the  head  into  a position  at  or  near  the  original 
acetabulum.  Again  it  may  be  possible,  par- 
ticularly in  younger  individuals  to  remove  the 
fibrous  tissue  from  the  original  acetabulum  and 
replace  the  head  within  it.  The  acetabulum 
may  then  be  strengthened  by  turning  downward 
and  forward  the  upper  and  posterior  border  of 
the  acetabulum  and  by  wedging  it  in  this  posi- 
tion with  pieces  of  bone  taken  from  the  side  of 
the  pelvis  or  the  crest  of  the  ilium.  In  older 
cases  it  is  impossible  to  restore  the  head  to  the 
site  of  the  original  acetabulum  because  of  the 
contracture  of  soft  parts  which  has  occurred 
throughout  a period  of  years.  One  may  then 
on  exposing  the  head  of  the  femur  and  the 
pelvis  find  the  point,  which  is  usually  just  at 
the  position  of  the  upper  and  posterior  part  of 
the  original  acetabulum,  at  which  the  head  of 
the  femur  can  be  placed  without  particular 
tension  on  the  soft  parts.  A small  excavation 
is  then  made,  in  the  side  of  the  pelvis  at  this 
site,  the  head  of  the  femur  is  placed  in  it  with 
the  extremity  slightly  abducted  and  a bone  flap  ' 
is  turned  down  from  the  side  of  the  pelvis  above 
and  behind  and  held  in  this  position  by  wedge- 
like pieces  of  bone.  (Fig.  5.)  In  those  cases 
in  which  there  has  been  no  actual  dislocation 
the  upper  portion  of  the  acetabulum  may  be  en- 
larged and  strengthened  by  such  a bone  flap 
without  even  opening  the  capsule  of  the  joint. 
(Fig.  2.) 

The  author’s  earliest  operations  for  these 
conditions  were  done  on  patients  between  six- 
teen and  twenty-four  years  of  age,  but  he  now 
performs  them  on  children  of  any  age  in  whom 
reduction  cannot  be  secured  or  maintained  by 
bloodless  methods. 

(2)  Destniction  of  the  Acetabulum  by  Dis- 
ease: When  the  acetabulum  has  been  destroyed 
by  disease  so  that  pathological  dislocation  has 
occurred,  the  hip  may  be  reconstructed  by  the 
.«ame  operations  as  those  just  described  for  con- 
genital dislocation. 

(3)  Traumatic  Dislocations:  In  cases  of  un- 
reduced traumatic  dislocations  of  the  hip  the 
acetabulum  begins  to  be  obliterated  with  amaz- 
ing rapidity.  Such  a condition  presents  much 
the  same  problems  as  confront  the  surgeon  in 
cases  of  old  congenital  dislocation  of  the  hip 
and  it  seems  reasonaltle  to  believe  that  in  a gen- 
eral way  the  same  j)rcx:edures  may  be  employed 
to  secure  stability,  mobility  and  freedom  from 
pain  in  these  cases  of  old  unreduced  traumatic 
dislocation. 


January,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


209 


ri<;construction  Ol'  thk  head  oe  the  femur 

AND  OF  THE  ACETAHUEUM 
When  l)ony  union  lias  taken  place  as  a result 
of  infection  and  the  head  is  fastened  to  the  pel- 
vis at  the  site  of  the  original  acetabulum  a new 
head  may  be  reconstructed  from  the  bone  which 
is  present.  By  the  very  act  of  fashioning  a head 
from  the  solid  block  of  bone  a corresponding 
depression  is  left  in  the  pelvis  which  constitutes 
the  acetabulum.  Both  are  shaped  up  and 
smoothed  and  rounded  to  resemble  normal 
structures  and  some  tissue  is  placed  between 
the  two  as  the  head  is  placed  within  the  acetabu- 
lum, to  prevent  the  recurrence  of  bony  union. 
This  operation  con.stitutes,  of  course,  an 
arthroplasty  of  the  hip.  It  might  be  wise  to 
discontinue  the  use  of  the  word  “arthroplasty” 
which  means  “to  make  or  fashion  a joint.”  It 


Both  stability  and  mobility  are  desired.  The 
surgeon  can  be  sure  of  securing  the  former  in 
almost  every  case,  but  not  the  latter.  He  may 
secure  very  good  mobility  or  none  at  all  as  the 
result  of  the  operation.  His  percentage  of 
good  results  will  increase  with  his  experience. 
If  the  condition  is  unilateral  the  loss  or  limita- 
tion of  motion  is  not  very  serious  and  does  not 
constitute  a great  handicap,  provided  the  hip 
be  stable  on  weight-hearing  and  free  of  pain. 
If  two  hips  require  operation,  the  second  should 
never  be  done  until  satisfactory  motion  has 
been  secured  in  the  first. 

This  subject,  as  may  be  seen,  is  a fairly  large 
one  and  it  has  been  presented  only  in  outline 
in  this  paper,  without  attempt  to  discuss  details, 
particularly  of  surgical  technic.  Some  judg- 
ment is  recpiired  in  selecting  the  type  of  opera- 


Fig.  6.  (a)  Double  congenital  dislocation. 

is  usually  employed  in  the  restricted  sense  al- 
ready mentioned,  whereas  all  these  methods  of 
reconstructing  the  hip  joint  which  I have  men- 
tioned are  true  forms  of  arthroplasty  or  recon- 
struction of  a joint. 

If  there  is  not  sufficient  bone  remaining  from 
the  original  femoral  head  it  may  be  constructed 
from  the  end  of  the  shaft  by  removing  the 
trochanter  as  already  described.  This  can  then 
be  placed  within  an  excavation  on  the  side  of 
the  pelvis  which  serves  as  the  acetabulum,  with 
the  interposition  of  whatever  tissue  the  surgeon 
prefers,  whether  pedicled  or  free  fascial  flap 
or  some  such  substance  as  Baer’s  chromicized 
pig’s  bladder. 

CONCLUSIONS 

Reconstruction  of  the  hip  joint  may  be  done 
with  advantage  in  many  types  of  cases  as  de- 
scribed above. 


Fig.  6.  (b)  Reconstruction  of  left  acetabulum. 

tion  for  each  particular  case.  This  work  is 
more  or  less  in  its  infancy  and  doubtless  ex- 
perience will  bring  about  more  or  less  change 
in  our  methods. 

DISCUSSION 

Dr.  J.  Torrance  Rugh  (Philadelphia,  Pa.)  : The 
discussion  of  Dr.  Gill’s  paper  can  emphasize  only  the 
most  important  points  of  it,  and  those  that  I will  touch 
arc,  first,  that  painful  function  is  the  condition  which 
most  insistently  brings  the  patient  for  relief  and  justi- 
fies the  more  or  less  radical  measures  necessary  to 
secure  this  result;  and  next,  the  obvious  fact  that  the 
stage  or  period  of  quiescence  is  the  period  of  choice 
for  the  surgical  corrective  measures. 

Traumatism,  whether  functional,  accidental  or  inten- 
tional carries  with  it  greater  risks  if  there  is  any  activ- 
ity of  the  causative  disease  than  if  it  is  free  from  any 
such  influences.  This  is  especially  true  of  the  tuber- 
cular form  of  involvement,  though  every  surgeon 
knows  the  liability  to  severe  and  grave  complications 
in  the  presence  of  any  type  of  infection  and  if  the 
status  of  the  patient  and  of  the  disease  will  permit 
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waiting,  there  will  be  less  risk  of  serious  complications 
or  failure. 

Next  should  be  emphasized  the  demand  for  inter- 
ference to  preserve  the  essential  function  in  these 
cases,  which  is  that  of  weight-bearing.  Motion  is  de- 
sirable but  stability  for  weight-carrying  is  essential 
and  must  be  the  first  result  sought  for.  In  order  to 
accomplish  this,  proper  posture  of  the  part  must  be 
secured  and  maintained  until  recovery  is  complete. 
The  importance  of  this  lies  not  only  in  the  firmness 
obtained  but,  in  what  is  equally  as  important,  the 
restoration  of  balance  to  the  pelvis  and  spine.  We 
are  prone  to  forget  the  importance  of  this  factor  in 
the  functional  economy  of  the  body,  and  yet  one  sees 
the  most  marked  secondary  changes  in  joint  and  bone 
structures  in  cases  of  disturbed  balance  following 
faulty  relations  at  the  hip  joint  such  as  curvature  of 
the  spine,  pain  in  the  lower  back,  inequality  of  the 
shoulders,  exostoses  about  the  vertebrae  and  many 
other  disabling  and  deforming  conditions. 

One  can  thus  see  the  importance  to  the  general  prac- 
titioner of  Dr.  Gill’s  paper,  and  while  these  cases  be- 
long wholly  to  the  specially  trained  surgeon  a resume 
of  what  can  be  done  for  them  is  a worth  while  pres- 
entation and  the  lessons  brought  out  are  thoroughly 
practical. 


TREATMENT  OF  HEADACHE* 
ARTHUR  C.  MORGAN,  M.D. 

PHUADELPHIA,  PA. 

Headache  rarely  if  ever  occurs  as  a single 
sympton,  but  in  association  with  a symptom  com- 
plex its  cause  can  usually  be  fairly  well  deter- 
mined by  appreciation  of  the  entire  picture  as 
a whole,  not  confining  one’s  thought  to  the 
matter  of  the  single  symptom  of  head  pain. 

Headache  is  a symptom  at  the  onset  in  prac- 
tically all  of  the  acute  infectious  diseases.  Affec- 
tions of  the  nasal  accessory  sinuses  with  resulting 
focal  infection,  especially  since  the  1918  influenza 
epidemic,  and  later,  epidemic  encephalitis,  have 
been  found  to  be  the  cause  of  many  cases  since 
that  time.  Emphasis  must  be  placed  upon  affec- 
tions of  the  eyes,  refractive  or  inflammatory,  and 
this  tract  in  itself  offers  interesting  results  in 
bringing  relief  to  many  patients  as  a reward 
for  careful  study.  The  gastro-intestinal  tract 
is  also  a large  contributing  factor  to  headache, 
chiefly  through  dietetic  errors. 

Variations  in  blood  pressure,  whether  arterial 
hypotension  or  hypertension,  obstruction  or  dam- 
age to  the  cerebral  circulation  by  causes  from 
within  the  vessel,  such  as  endarteritis  with 
thrombosis,  or  by  pressure  from  without,  such 
as  tumor  or  abscess,  and  vasomotor  instability 
are  likewise  very  prominent  factors  in  some 
cases. 

Degree  and  Duration:  The  severity  varies 
from  a sense  of  mild  discomfort  to  extreme 
degrees  of  prostration  and  one  is  much  impressed 

* Read  before  the  Section  on  Medicine  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  7,  1924. 


by  the  manner  in  which  the  patient  describes 
previous  attacks  of  pain.  The  hysterical  or 
neurotic  individual  is  usually  voluable  or  garru- 
lous in  his  or  her  description.  One  who  has  the 
memory  of  a severe  attack  becomes  almost 
dramatic  in  telling  of  his  previous  experiences 
and  dread  of  the  future.  It  may  be  transitory, 
may  last  a few  hours  or  again  may  be  prolonged 
for  days  or  for  weeks,  depending  upon  the  cause. 

Headache  may  be  mild  in  character  and  with- 
out special  significance,  such  as  its  occurrence 
at  the  menstrual  epoch,  or  at  the  onset  of  the 
acute  infectious  diseases.  On  the  other  hand, 
it  may  be  premonitory  of  a cerebral  hemorrhage, 
indicative  of  brain  tumor,  meningitis,  or  a 
manifestation  of  cerebral  changes  in  tertiary 
syphilis.  The  background  afforded  by  the  other 
clinical  symptoms  in  association  with  the  history 
of  the  case  will  determine  its  degree  of  import- 
ance. 

The  high  tensioned  individual,  active  in  brain 
work,  who  suffers  frequently  from  headache, 
may  take  a drug  tablet  or  an  effervescent  head- 
ache powder  to  keep  him  going  at  work  rather 
than  restort  to  simpler  but  more  efficacious 
means  for  relief  from  this  distressing  symptom. 
Having  juggled  or  doped  himself  for  the  time 
being  and  staved  it  off  temporarily  without 
reaching  the  cause,  he  slowly  but  insidiously 
reaches  a point  in  two  or  three  decades  where 
cardiac  disturbances  may  result.  We  are  ser- 
iously of  the  opinion  that  not  a small  contribut- 
ing factor  in  the  greatly  increased  incidence  of 
cardiac  affections  of  middle  life  rests  in  the 
cumulative  effect  of  the  toxemia  from  gastro- 
intestinal affections,  such  as  cholecystitis  and 
appendicits  or  focal  sepsis  elsewhere  that  have 
been  neglected  in  early  years,  the  patient  lulling 
himself  into  fancied  security  by  resorting  to 
temporary  relief  through  drugs. 

The  habit  of  heavy  drugging  by  victims  of 
headache  is  not  always  due  to  penury  or  financial 
embarrassment.  Sometimes  the  patient  is  mis- 
guided through  the  specious  newspaper  advice 
which  is  given  by  syndicates  which  use  certain 
physicians  as  their  pliant  tools.  At  times  the 
patient  neglects  to  seek  medical  counsel  because 
of  exaggerated  ego,  but  criticism  can  likewise  be 
directed  against  physicians  who  are  careless  in 
their  study  of  the  patient  or  who  prescribe  pro- 
prietary headache  medicine  or  advise  the  patient 
to  secure  or  purchase  tablets  over  the  counter. 

In  approaching  the  subject  of  treatment  wo 
must  bear  in  mind  that  headache  is  a manifesta- 
tion of  unequal  cerebral  blood  pressure,  whether 
the  pathology  is  located  in  the  cranium  or  acting 
refi’exly  from  the  gastro-intestinal  tract  or  else- 
where. 
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The  physician  is  justified  in  prescribing  symp- 
tomatically for  the  relief  of  headache  when  he 
is  first  called  to  a new  patient,  but  he  does  wrong 
to  himself  and  the  patient  to  continue  to  treat 
this  recurring  symptom  if  no  effort  is  made  to 
determine  its  etiology. 

I After  a cycle  of  headache  has  ended,  search 
I for  the  cause  must  be  instituted  along  methodical 
lines  of  procedure.  A careful  history,  paying 
attention  to  the  patient’s  description  of  the  time, 
location  and  severity  of  headache  will  aid  us 
very  much  in  determining  the  underlying  con- 
ditions. Thorough  examination  of  the  eyes, 
ears,  sinuses,  nose,  tonsils  and  teeth  must  be 
1 carefuly  done.  A patient  may  report  that  his 
sight  is  “very  good”  and  this  sometimes  may  be 
I the  leading  factor  in  his  case. 

Hyperacuity  of  vision  is  not  infrequent  in 
subjects  of  high  nervous  tension,  and  cutting 
! down  their  vision  may  work  for  great  improve- 
ment. Elimination  through  the  various  emunc- 
tories,  especially  the  bowels,  will  at  least  relieve 
most  headaches,  much  of  this  good  effect  really 
being  manifested  by  an  alteration  in  the  blood 
pressure.  Attention  to  the  gastro-intestinal 
tract,  therefore,  is  always  in  order.  As  nausea 
is  a frequent  part  of  the  symptom-complex,  food 
should  be  withheld  and  the  patient  encouraged  to 
drink  freely  of  either  hot  or  cold  water  accord- 
ing to  toleration,  sometimes  having  him  take  a 
quart  of  plain  water,  or  adding  sodium  bicarbon- 
ate, drinking  one  or  two  glassfuls  and  then 
favoring  emesis,  in  this  manner  washing  the 
stomach  of  all  undigested  food  particles  and 
lowering  the  usual  acompanying  gastric  hyper- 
acidity. 

A recent  article  on  migraine  records  that  an 
x-ray  study  of  several  patients  during  an  attack 
of  migraine  showed  arrest  of  peristalsis  for 
several  hours,  this  valuable  point  constituting  a 
strong  indication  to  withhold  administration  of 
all  food  or  medication  by  the  mouth.  Admin- 
istration of  a powder  containing  calomel,  2 grs., 
sodium  bicarbonate,  lo  grs.,  dry  on  the  tongue, 
will  sometimes  start  peristalsis,  stimulate  liver 
action,  and,  later,  administration  of  a saline,  such 
as  a seidlitz  powder  or  sodium  phosphate,  com- 
bined with  a simple  soapsuds  enema,  will  re- 
establish the  function  of  the  gastro-intestinal 
tract.  A hot  mustard  foot  bath,  or  application 
of  a hot  water  bag,  hot  towel  or  mustard  plaster 
over  the  epigastric  and  hepatic  areas  will  like- 
wise be  of  service  in  many  cases.  For  attacks 
of  migraine  the  patient  should  be  advised  not 
to  attempt  to  persist  in  his  daily  activity,  but 
to  go  to  rest  in  a darkened  room,  away  from  all 
noises  and  mental  and  physical  irritants.  Elim- 
ination should  be  started,  applying  heat  to  the 


extremities  and  keeping  the  head  and  upper 
part  of  the  body  cool.  In  the  majority  of  in- 
stances this  will  either  abort  or  lessen  the  sever- 
ity of  an  attack.  For  local  application  the  use 
of  heat  or  cold,  according  to  the  patient's  desire, 
a strong  solution  of  menthol  in  alcohol,  gentle 
massage,  a tight  bandage  around  the  head  or 
electric  vibrator  along  the  spine  or  mustard 
plaster  to  the  temporal  or  occipital  areas  have 
their  advocates  in  certain  cases. 

Arterial  Hypertension:  If  of  sudden  origin, 
such  as  from  emotion,  anger,  exercise,  coughing, 
etc.,  irrigation  of,  or  emptying  the  lower  bowel 
will  favor  prompt  reduction.  In  addition,  nitro- 
glycerin, tinct.  aconite  or  veratrum  viride  with, 
in  some  instances,  blood-letting,  will  soon  afford 
relief.  For  chronic  headache  from  simple  hyper- 
tension or  associated  with  nephritis  the  nitrites 
and,  at  times,  thyroid  gland  preparations  will  be 
of  service. 

Hypotension:  In  essential  hypotension,  as  in 
some  neurotic  individuals,  or  in  anemia,  the  use 
of  digitalis  at  bedtime,  and  belladonna,  hyoscy- 
amus  and  camphor  more  frequently,  will  fre- 
quently afford  very  pleasing  results.  In  this 
type  the  headache  is  present  on  arising  and  clears 
along  towards  evening.  In  the  anemias,  regard- 
less of  the  cause,  arsenic  has  long  been  employed, 
having  first  been  recommended  by  Richard 
Bright  several  decades  ago.  Hematinics,  com- 
bined with  attempts  to  remove  the  cause  of  the 
anemia,  are  always  in  order.  Sometimes,  be- 
cause of  poor  responses  to  oral  administration 
of  these  drugs,  hypodermic  injections  of  sodium 
cacodylate  or  arsenic  in  some  form  will  more 
readily  stimulate  reactive  forces  and  hasten  im- 
provement in  the  blood  condition.  For  excessive 
nervousness  or  wakefulness  in  some  cases  seda- 
tives may  be  prescribed,  the  bromids  acting 
happily  in  many  instances. 

Diet:  For  periodic  headaches  that  seem  to  be 
of  gastro-intestinal  origin  it  is  well  to  have  the 
patient  keep  a diary,  listing  all  articles  of  food 
taken,  noting  overindulgence  in  starches,  es- 
pecially candy,  highly  spiced  foods,  as  spiced 
cakes  or  pastries  in  particular.  In  many  in- 
stances an  excess  of  meat  intake,  especially  beef, 
pork  and  veal  are  casual  factors.  Arrangement 
to  take  the  heavy  meals  after  the  mental  activit}? 
of  the  day  will  sometimes  aid  in  decreasing  fre- 
quency of  that  type  of  headache.  Many  of 
these  patients  partake  sparingly  of  drinking 
water.  This  should  be  encouraged  for  general 
effect  on  the  economy.  Careful  attention  to  the 
bowels  with  resort  to  intestinal  Irrigation  or  mild 
laxative  action  as  indications  arise  should  be 
constantly  practiced. 

For  many  years  Gowers,  of  England,  recom- 


212 


THE  ATLANTIC  MEDICAL  JOURNAL 


January,  1925 


mended  a combination  of  bromid,  gelsemium, 
strychnin  and  nitroglycerin  in  migraine,  and  this 
combination  still  has  its  followers,  having  some 
physiologic  basis  for  its  employment. 

Luminal  in  small  doses,  which  may  be  com- 
bined with  salol,  administered  at  appropriate 
intervals  has  also  been  found  to  be  of  benefit. 

During  recent  years  the  use  of  the  coal-tar 
synthetic  drugs  as  analgesics  has  become  very 
widespread.  One  action  of  this  group  of  drugs 
is  to  reduce  blood  pressure.  No  attempt  has 
been  made  to  classify  the  very  long-  list  of  drugs 
that  have  been  recommended  for  the  treatment 
of  headache;  the  author  would  rather  impress 
upon  this  Section  the  importance  of  the  study 
of  the  cause,  after  which  the  fulfillment  of  the 
therapeutic  indication  will  be  readily  made. 

2018  Chestnut  Street. 

DISCUSSION 

Dr.  Jesse  L.  Lenker,  (Harrisburg,  Pa.)  : To  discuss 
a paper  of  Dr.  Morgan’s  should  be  considered  a 
pleasure  by  anyone,  at  least,  I consider  it  such.  His 
paper  dealt  mostly  with  the  treatment  of  the  acute 
types  of  headache.  I simply  wish  to  emphasize  what 
he  has  already  said  and  refer  to  the  prophylactic  treat- 
ment of  certain  types  of  headache  not  mentioned  by 
the  Doctor,  namely,  those  associated  with  the  disturb- 
ances of  the  ductless  glands.  The  headaches  associated 
with  glandular  disturbances  are  really  more  prevalent 
than  one  ofttimes  suspects. 

The  bitemporal  headache  associated  with  disturbance 
of  the  pituitary  body  is  found  in  young  individuals, 
usually  male,  who  have  passed  through  a period  of 
rapid  growth  which  is  the  result  of  an  overactivity  of 
the  pituitary  body.  For  some  unknown  rea,son,  there 
is  a sudden  cessation  of  the  activity  of  this  gland,  and 
the  patient  presents  the  symptoms  of  nocturia,  nausea, 
vomiting,  sexual  weakness  and  anemia.  The  endurance 
of  these  patients  is  limited — they  fatigue  quickly  and 
the  headache  presents  itself  always  at  the  close  of  day. 
These  patients  always  respond  to  the  administration 
of  about  five-grain  pituitary  substance  administered 
three  times  a,  day. 

The  headache  associated  with  menstrual  disturbance, 
which  is  relieved  only  by  pregnancy,  the  reestablishment 
of  the  menstrual  function  or  the  presence  of  menopause, 
is  another  type  of  glandular  headache.  This  type  is 
usually  found  in  the  neurotic  apprehensive  female.  She 
is  usually  obese  and  has  been  thrown  out  of  her  natural 
surroundings,  compelled  to  make  a livelihood  by  follow- 
ing office  work  or  such  other  responsibilities  that  have 
a tendency  to  wreck  the  nervous  system  and  interfere 
with  the  internal  secretion  of  certain  ductless  glands. 

These  headaches  are  usually  occipital  in  character, 
extending  up  over  the  top  of  the  head.  Much  can  be 
done  for  these  patients  by  the  use  of  five  grains  of 
corpus  luteum,  two  grains  of  pituitary  substance  and 
small  doses  of  thyroid  administered  three  times  a 
day,  with  such  other  uterine  tonics  and  nerve  sedatives 
as  are  indicated. 

In  handling  the  hypertension  headache  cases  which 
Dr.  Morgan  refers  to,  more  can  be  done  in  a prophy- 
latic  way  than  one  is  ofttimes  lead  to  believe.  A care- 
ful history  taking  will  show  that  these  individuals  come 
from  a long  line  of  ancestors  among  whom  cerebral 


and  cardiac  accidents  have  been  common.  I believe  it 
well  to  take  these  individuals  in  hand  early  and  avoid 
these  accidents  as  well  as  the  other  symptoms.  They 
present  early  in  life  symptoms  that  axe  typical  of  this 
particular  type  of  case,  such  as  cold  extremities,  dyspnea 
and  symptoms  of  other  cardiac  disturbances.  Much 
can  be  done  by  watching  them  carefully  and  altering 
the  diet  early,  keeping  them  on  a low-protein  and  low- 
salt  diet  and  taking  care  of  the  gastro-intestinal  tract. 
We  know  that  the  putrefactive  organisms  which  are 
so  prevalent  in  the  lower  bowel  thrive  very  poorly 
on  a low-protein  diet.  The  low-protein  diet,  which  is 
usually  a vegetable  diet,  assists  in  keeping  the  bowels 
regular  and  active,  and  in  changing  the  intestinal  flora. 
At  this  time,  much  can  be  accomplished  by  the  use 
of  buttermilk  and  bacillus  acidophilus  in  displacing 
these  organisms. 

The  so-called  “vacuum”  headache,  which  is  the  re- 
sult of  sinus  disturbance,  is  one  that  is  often  over- 
looked and  hard  to  diagnose.  The  x-ray  will  show 
absolutely  nothing.  This  headache  is  the  result  of 
occlusion  of  one  of  the  nasal  passages  by  hypertrophied 
turbinates  or  thickened  nasal  mucous  membrane,  but 
not  accompanied  by  infection.  The  occlusion  prevents 
the  entrance  of  air  into  the  sinus  and  as  time  goes  on, 
what  is  there  is  absorbed,  leaving  the  patient  with  in- 
tense headache  over  the  side  involved.  The  treatment 
is  easy  and  the  cure  quick — simply  by  making  patulous 
the  obstructed  side. 

The  rheumatic  headache  which  is  occipital  in  char- 
acter, found  in  rheumatic  individuals  with  the  presence 
of  rheumatic  nodes  on  the  aponeurosis  of  the  occipito- 
frontalis muscle,  is  not  infrequent  and  is  easily  diag- 
nosed. These  cases  respond  readily  to  antirheumatic 
treatment. 

Too  much  cannot  be  said  in  condemnation  of  the 
promiscuous  use  of  the  various  headache  cures  that  are 
put  before  the  public  today.  The  sooner  we  emphasize 
to  our  patients  the  danger  in  the  use  of  these  articles, 
the  better  and  more  quickly  results  will  be  accomplished. 


THE  DISADVANTAGES  AND  THE  NEED 
OE  FAT  IN  THE  DIET  OF  INFANTS* 

J.  P.  CROZER  GRIFFITH,  M.D. 
phieadeephia,  pa. 

The  action  upon  the  infant  of  the  different 
elements  of  the  milk  has  been  a subject  of  pro- 
longed discussion ; still  is,  and  probably  will  be 
in  the  future.  Wishing  to  play  the  part  neither 
of  historian  nor  prophet,  let  me  consider  briefly, 
in  the  effort,  so  to  speak,  to  crystallize  it,  what 
our  present-day  knowledge  seems  to  have  taught 
us  as  regards  the  fat  of  the  infant’s  food  viewed 
entirely  from  a clinical  point  of  view. 

We  have  all  long  agreed  that  the  fat  of  the 
milk-mixture  was  the  element  most  readily  pro- 
ducing disturbances  of  digestion  in  bottle-fed 
infants.  Even  in  normal,  healthy  infants  it  was 
liable  to  cause  trouble  unless  carefully  managed, 
and  in  those  already  ill  with  gastro-intestinal 
di.sturhances  it  often  increased  the  trouble. 

*Read  before  the  Section  on  Pediatrics  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  8, 
1924. 
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While  in  theory  the  infant  should  be  able  to  take 
4 per  cent  of  fat,  as  found  in  human  milk,  in 
practice  this  was  not  the  case.  All  the  reasons 
for  this  we  probably  do  not  know ; but  it  has 
been  believed  that  at  least  one  trouble  is  the  high 
])ercentage  of  volatile  fatty  acids,  butyric,  ca- 
proic,  caprylic  and  capric,  present  in  cow’s  milk. 
Human  milk  has  as  high  a percentage  of  butter 
fat  as  has  cow’s  milk,  but  the  composition  is  dif- 
ferent. In  the  former  we  find  but  2.5  j>er  cent 
of  the  fat  consisting  of  these  volatile  acids;  in 
cow’s  milk  27  per  cent. 

The  sour-smelling  odor  which  pervades  the 
rooms  of  many  babies  often  depends  on  frequent 
regurgitation  of  sour  milk  or  of  clear  liquid  with 
a sour,  rancid  odor ; and  this  is,  as  a rule, 
caused  by  the  intolerance  of  the  volatile  fatty 
acids  ingested.  It  is  true  that  the  various  sugars 
may  ferment  and  produce  different  volatile  acids  ; 
but  this  is  in  practice  comparatively  infrequent. 
This  is  shown  by  the  fact  that  a mixture  con- 
taining as  much  as  12  or  14  per  cent  of  carbo- 
hydrate, or  even  more,  can  often  be  given  with- 
out producing  any  sour  regurgitation.  It  is  the 
fat  which  is  usually  properly  blamed  for  this. 
There  is  a well-known  proprietary  food  prepa- 
ration formerly  very  popular,  which  I used  to 
find  almost  routinely  given  to  very  young  in- 
fants by  certain  obstetricians  who  frequently 
later  handed  over  their  infant  patients  to  me. 
It  seemed  surprising  that  many  of  these  suf- 
fered from  sour,  curdy  vomiting,  until  a little 
calculation  showed  that  they  were  receiving 
about  4 per  cent  of  bovine  butter  fat.  We  may, 
in  fine,  assume  that  the  babies  who  suffer  from 
persistent  sour,  curdy  vomiting  are  experiencing 
fat  indigestion.  Of  course  this  is  an  assump- 
tion, and  we  cannot  be  sure  until  we  have  elimi- 
nated other  possible  causes.  The  vomiting  may 
be  due  to  an  excess  of  carbohydrates,  but  this, 
as  I have  said,  is  in  my  experience  far  less  fre- 
quent, and  I always  suspect  the  fat  first. 

Perhaps  even  more  frequent  than  vomiting  is 
disturbance  of  the  stools  from  fat  indigestion. 
This  may  show  itself  in  three  ways.  We  may 
find  too  frequent  movements,  soft  or  even  thin 
enough  to  constitute  diarrhea,  yellowish,  shining, 
greasy  in  appearance,  from  an  excess  of  free 
neutral  fat  and  fatty  acids.  Second,  a very 
common  condition  is  the  occurrence  of  soft,  or 
often  watery,  movements,  yellowish  or  greenish 
in  color,  with  a moderate  amount  of  mucus  and 
with  small  or  large,  soft,  white  curds.  These 
are  not  casein  curds,  as  formerly  supposed,  but 
are  found  to  consist  of  fat.  The  third  variety 
is  the  soap  stool  which  contains  a large  excess 
of  fatty  acid,  combined  with  calcium  or  mag- 
nesium to  form  soap.  The  stools  may  consist 


of  dry,  hard,  almost  chalk-white  crumbling 
masses,  or  may  be  grayish,  smooth,  and  of  the 
consistency  of  a thick  ointment,  or  even  thinner. 
Very  often  more  or  less  protein  is  combined  with 
the  fat,  and  there  is  then  an  alkaline  reaction 
and  a cheesy  or  otherwise  offensive  odor.  Now 
it  does  not  follow  that  the  presence  of  an  excess 
of  fat  in  the  stools  means  any  serious  condition 
for  the  child.  I have  seen  the  bright  yellow, 
fatty  stools  last  for  weeks  and  the  child  mean- 
while thrive.  Similarly  the  mere  presence  of 
small,  white  masses  in  a stool  otherwise  normal 
is  no  necessary  indication  for  a change  of  diet ; 
and  lastly  the  production  of  soap  stools  is  some- 
thing which  we  are  often  anxious  to  see  in  the 
course  of  subacute  diarrheal  cases.  Yet  none  of 
these  stools  are  normal,  and  the  condition  bears 
watching.  They  may  be  a precursor  of  trouble, 
and  the  indication  often  is  to  lessen  the  amount 
of  fat  or  to  rearrange  the  relative  proportions 
of  the  different  food  elements.  In  the  case  of 
soap  stools,  for  instance,  as  when  an  infant  is 
being  fed  on  a protein  milk,  the  time  is  likely  to 
come  when  gain  in  weight  ceases,  without  other 
signs  of  trouble  than  this.  Sufficient  fat  is  no 
longer  being  absorbed,  and  with  it  is  lost  more 
or  less  protein,  and  particularly  calcium,  since 
one  of  the  difficulties  with  fat  is  that  in  the  form 
of  soap  it  removes  from  the  body  calcium  and 
magnesium  which  may  be  needed. 

There  are  other  difficulties  arising  from  the 
ingestion  of  fat  which  may  be  merely  mentioned 
here.  The  exudative  diathesis  is  particularly 
liable  to  develop  in  children  who  have  been 
overfed,  especially  with  butter  fat.  In  the 
chronic  intestinal  indigestion  of  infants,  and  of 
older  children  too,  fat  is  found  to  be  one  of  the 
most  difficult  elements  to  digest.  The  influence 
of  fat,  unguarded  by  the  proper  amount  of  car- 
bohydrate, in  producing  acidosis  in  older  sub- 
jects is  well  recognized,  and  without  doubt  this 
is  true  of  infants  also. 

We  may  pass  now  to  an  even  more  important 
topic  than  the  dangers  due  to  fat,  i.  e.,  the  need 
of  fat  in  the  diet.  The  advance  of  our  knowl- 
edge is  making  it  constantly  more  apparent  that 
increased  emphasis  should  be  placed  on  the  im- 
portance of  an  adequate  amount  of  fat  in  the 
food.  The  disadvantages  of  fat,  of  which  I 
have  been  speaking,  apply  especially  to  ill  chil- 
dren. In  our  recognition  of  this  we  have  been 
too  prone,  even  in  the  case  of  healthy  infants, 
to  substitute,  at  least  to  a large  extent,  other  ele- 
ments for  the  fat  in  the  diet.  It  is  a satisfaction 
that  with  this  increasing  knowledge,  an  increas- 
ing number  of  scientific  pediatrists  have  been 
laying  stress  on  the  harmfulness  of  this.  A 
glance  through  foreign  medical  literature  of  the 
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last  ten  years  or  so  will  convince  the  most  skep- 
tical of  this  fact. 

Closely  combined  with  this  is  the  question  of 
the  advisability  of  giving  a high  percentage  of 
protein  to  young  normal,  healthy  infants.  We 
had  excellent  authority  for  this,  but  views  are 
changing.  We  have  been  taught  that  casein 
could  be  given  with  impunity  in  almost  any 
amount,  and  that  it  was,  in  fact,  needed,  on  ac- 
count of  the  smaller  quantity  of  the  necessary 
amino-acids  in  it.  But  we  know  too  little  of  the 
amount  of  these  acids  required  in  the  human 
economy  to  allow  us  to  come  to  any  certain  con- 
clusion regarding  the  matter.  On  the  other  hand, 
numbers  of  writers  of  international  repute  have 
pointed  out  the  fact  that  there  is  no  more  ques- 
tion of  the  protein  of  the  food  being  able  to 
cause  evidences  of  illness  than  there  is  of  the 
other  elements  doing  this. 

The  same  statement  is  true  of  the  carbohy- 
drate. It  has  been  used  very  largely  to  substi- 
tute for  fat  in  the  food.  We  have  all  done  this, 
and  rightly,  too,  in  the  cases  where  indigestion 
of  certain  kinds  required  it ; but  the  practice  of 
doing  this  for  infants  without  indigestion  is,  I 
think,  a mistake.  It  is  not  a matter  of  indiffer- 
ence whether  the  calories  come  from  the  fat  or 
from  the  carbohydrate.  The  infant  fed  on  high 
carbohydrate  often  grows  fat,  it  is  true,  but  this 
is  not  the  healthy  fat  which  the  fat  of  the  diet 
produces,  and  there  is  the  tendency  to  flabbiness 
and  pallor.  It  is  witnessed,  for  instance,  in 
some  of  the  plump,  condensed  milk  babies,  in 
which  the  food  is  low  in  both  fat  and  protein 
and  high  in  carbohydrate.  I dwell  upon  this 
because  of  the  so  common  custom  of  the  giving 
of  whole  milk  mixtures.  These  are  all  right 
where  the  state  of  the  child  demands  it ; but  as 
usually  prepared  they  are  not  the  best  food  for 
the  child  who  is  not  ill.  They  are  substituting 
protein  and  carbohydrate  for  fat,  which  was 
never  Nature’s  intention. 

It  may  be  pointed  out  here  that  the  substitu- 
tion of  fat  to  a certain  extent  by  protein  is  a 
wasteful  physiological  procedure.  Of  every  lOO 
calories  supplied  by  protein,  it  takes  about  20  to 
have  this  metabolized ; while  in  the  case  of  fat 
it  requires  only  about  half  as  much.  Conse- 
quently using  protein  to  supply  calories  throws 
entirely  unnecessary  work  on  the  economy  even 
if  it  does  no  harm,  with  an  undue  loss  of  energy 
in  the  procedure.  Protein  should  be  used  to 
build  tissue,  not  to  make  calories. 

As  Czerny  and  Kleinschmidt  pointed  out  a 
few  years  ago,  and  indeed,  as  many  others  have 
done  earlier,  there  is  clearly  some  reason  why 
Nature  prepared  for  the  human  infant  a food 
containing  4 per  cent  of  fat,  7 per  cent  of  sugar 


and  from  i to  1.5  per  cent  of  protein.  It  seems 
reasonable  to  believe  that  if  the  human  infant 
needed  a high  percentage  of  protein  it  would 
have  been  furnished  it;  and  even  on  the  ground 
that  an  increase  of  the  protein  percentage  is 
needed  in  artificial  food  on  account  of  the  rela- 
tively smaller  amount  of  whey  protein,  there  is 
clearly  no  need  for  any  considerable  increase. 
Certainly  the  clinical  experience  of  a generation 
of  physicians  has  shown  this. 

To  return  now  to  the  matter  of  the  fat  in  the 
food : what  are  its  actions  and  the  necessity  for 
its  presence?  First  of  all,  it  produces  calories 
twice  as  well  as  does  either  the  protein  or  the 
carbohydrate.  Next,  a sufficient  amount  of  it  is 
required  in  the  food  to  insure  a proper  metabo- 
lism of  the  calcium  ingested.  Possibly  the  fail- 
ure to  retain  calcium  on  account  of  the  lower 
fat  percentage  has  some  bearing  upon  the  ready 
development  of  rickets  in  infants  fed  upon  con- 
densed milk.  Further,  a proper  amount  of  fat 
in  the  food  aids  in  preventing  constipation. 
Still  more  important,  fat  is  the  only  bearer  of 
the  important  fat-soluble  vitamin.  It  would 
seem,  therefore,  beyond  question,  very  important 
that  the  infant  should  receive  a fairly  large 
amount  of  fat,  unless  there  is  an  intolerance  for 
it.  It  would  seem  reasonable,  too,  that  we  should 
try  as  far  as  possible  to  imitate  Nature  in  the 
matter  of  the  relative  amounts  of  the  different 
elements,  and  to  give  the  baby,  if  it  can  manage 
it,  a fairly  high  percentage  as  in  human  milk,  at 
the  same  time  that  the  percentage  of  protein  is 
kept  lower  than  the  fat.  This  is  what  should 
be  aimed  at ; but  even  in  infants  healthy  to  start 
with  it  must  be  attempted  cautiously  owing  to 
the  difference  in  the  human  and  the  bovine  but- 
ter fats.  Consequently  we  should  always  start 
an  infant  with  a low  fat  percentage,  lower  than 
nutrition  demands,  and  then  work  up.  My  own 
habit  has  been  to  begin  with  not  more  than  i per 
cent  of  fat  and  then  to  increase  by  easy  stages, 
being  guided  by  the  digestion  and  by  the  needs 
as  shown  by  the  increase  of  weight,  until  I reach 
3 per  cent  of  bovine  butter  fat,  but  seldom  be- 
yond this.  Even  this  amount  is  often  difficult 
to  attain  in  entirely  healthy  infants,  and  the 
question  arises  whether  some  modification  in  the 
preparation  cannot  be  devised  which  will  render 
success  easier  of  attainment. 

In  closing  I wish  to  refer  to  two  formulae 
which  seem  more  or  less  to  fill  the  requirements. 
Here  we  come  to  a matter  largelj^  of  theory  in 
the  way  of  explanation,  but  of  actual  results  in 
the  way  of  practice.  The  first  preparation  is  the 
lactic  acid  milk  recommended  by  Marriott,  and 
the  same  is  probably  true  of  the  hydrochloric 
acid  milk  of  Faber,  and  lemon  juice  milk  of 
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Hess.  Marriott  and  Davidson  claimed  that  cow’s 
milk  with  its  higher  buffer  value  could  neutralize 
a considerably  larger  amount  of  the  hydrochloric 
acid  in  the  gastric  juice  than  was  done  by  human 
milk,  but  that  if  lactic  acid  were  added  this  buffer 
excess  would  be  eliminated  and  digestion  would 
take  place  as  in  the  case  of  human  milk.  Whether 
or  not  the  theory  is  true,  time  may  prove.  It 
would  upset  some  of  our  ideas  that  the  stomach 
plays  a very  small  part  in  the  digestion  of  food 
in  infancy,  and  that  the  work  is  done  chiefly  in 
the  intestine.  But  whatever  may  happen  to  the 
theory,  the  fact  remains  that  even  quite  young 
infants  can  in  very  many  instances  be  fed  suc- 
cessfully on  a whole  lactic  acid  mixture,  without 
developing  any  evidence  of  indigestion.  In  the 
preparation  of  this  formula,  lactic  acid,  U.  S.  P., 
and  corn  syrup  are  employed,  and  the  resulting 
food  contains  approximately  4 per  cent  of  fat, 
10  p>er  cent  of  carbohydrate  and  4 per  cent  of 
protein.  We  have  numerous  charts  in  the  hos- 
pital with  most  attractive  weight  curves  of  in- 
fants fed  in  this  way.  There  is  an  objection  to 
which  I have  already  referred.  We  are  giving 
these  children  a high  per  cent  of  protein,  and 
causing  them  to  metabolize  this  which  they  do 
not  need  and  which  will  not  produce  any  perma- 
nent increase  in  the  retention  of  nitrogen.  The 
question  is  whether  this  is  entirely  right  or  nec- 
essary. If  the  infants  will  do  as  well  on  a mix- 
ture containing  a lower  percentage  of  protein, 
they  will  appear  to  be  that  much  better  off. 

This  brings  up  the  second  method  of  feeding 
a high  percentage  of  fat  of  which  I wish  to 
speak,  namely,  the  use  of  the  Czemy-Klein- 
schmidt  butter-flour  mixture.  The  theory  in  this 
case  is  entirely  different  from  that  of  Marriott 
and  Davidson.  Czerny  and  Kleinschmidt  believe 
that  the  difficulty  in  the  digestion  of  bovine  but- 
ter fat  rests  in  the  high  volatile  fatty  acid  con- 
tent, and  that  if  these  acids  are  removed  the  fat 
will  be  utilized  just  as  human  butter  fat  is.  They 
also  believe  that  a protein  percentage  nearer  to 
that  of  human  milk  is  advisable.  Then  by  a 
process  in  which  the  volatile  fatty  acids  are 
driven  off  by  heat  and  a browning  of  the  butter 
and  added  flour,  they  evolve  a mixture  which 
contains  about  4.6  per  cent  of  fat,  8 per  cent 
of  carbohydrate  and  about  1.5  per  cent  of  pro- 
tein. It  may  be  said  of  this,  as  of  the  lactic  acid 
formula,  that  we  do  not  know  whether  the  the- 
ory is  correct.  It  has  been  claimed  that  the 
driving  off  of  the  volatile  fatty  acids  was  not 
necessary.  However  this  may  be,  the  results 
have  justified  the  use  of  the  food.  For  healthy 
infants,  and  also  even  for  prematurely  born 
ones,  the  results  are  frequently  surprising.  It 
should  be  said  here  that  the  food  is  not  intended 


for  use  with  severe  gastro-intestinal  disturbances. 
As  with  the  lactic  acid  milk,  our  hospital  has  a 
number  of  charts  showing  beautifully  ascending 
weight  curves.  The  fact  that  the  average  gain  is 
as  good  with  one  of  these  two  foods  as  with  the 
other,  seems  to  prove  that  it  is  the  high  fat  per- 
cenage  which  is  the  important  feature,  and  that 
the  high  protein  percentage  is,  to  say  the  least, 
not  needed. 

Anyone  who  has  had  long  experience  with  in- 
fants in  hospitals  knows  how  difficult  it  is  to  get 
a satisfactory  gain  in  weight  combined  with  that 
picture  of  good  color  and  the  nice  turgor  of  the 
tissues  such  as  the  healthy,  breast-fed  baby 
shows.  Yet  with  these  two  high  fat  foods  you 
will  frequently  get  it.  Czerny  and  Kleinschmidt 
particularly  emphasize  the  healthy  turgor  in  the 
babies  fed  in  this  way  by  them,  and  it  has  been 
remarked  by  others.  It  has  certainly  been  my 
own  experience  also. 

A word  of  caution  in  closing : Nothing  which 
has  been  said  here  is  intended  to  recommend  high 
fat  percentages  for  infants  with  fat  indigestion. 
Neither  lactic  acid  milk  nor  butter-flour  mixture 
is,  in  my  experience,  suited  for  cases  where  there 
is  intolerance  of  fat.  Without  doubt  the  infants 
bear  the  fat  better  when  given  in  this  way,  but 
I have  encountered  plenty  of  cases  where  neither 
food  agreed.  The  contention  of  this  contribu- 
tion is  only  that  our  effort  in  the  care  of  infants 
with  digestive  disorders  should  be  to  get  them 
into  a condition  where  they  can  take  fat,  and 
after  that  to  give  them  fat  in  fairly  high  percent- 
age, either  in  an  ordinary  milk  mixture  with  a 
moderate  percentage  of  protein  or  in  a specially 
prepared  high  fat  food  such  as  the  two  of 
which  I have  been  speaking. 

1810  Spruce  Street. 

DISCUSSION  . 

Dr.  Alfred  Hand,  Jr.  (Philadelphia,  Pa.)  ; It  is  al- 
ways difficult  to  treat  of  one  element  of  the  diet  to  the 
exclusion  of  the  others,  but  Dr.  Griffith  has  given  us  a 
very  concise  and  thorough  review  of  the  question  of 
fat  in  the  artificial  feeding  of  infants  and  I am  some- 
what surprised  and  greatly  pleased  to  find  that  he 
agrees  so  closely  with  my  own  ideas.  Since  I was 
graduated  from  medical  school  there  have  been  three 
distinct  periods  or  fashions  in  the  bottle  feeding  of  in- 
fants. In  the  first  the  casein  of  cow’s  milk  was  con- 
sidered the  difficult  element  for  the  human  infant’s 
stomach,  while  the  fat  and  sugar  were  given  in  the  per- 
centages found  in  human  milk,  4 and  7,  respectively. 
After  a time  when  it  was  seen  that  1.5%  protein  was 
too  low  for  artificially  fed  infants  if  they  were  to 
thrive  properly  and  that  they  could  digest  larger 
amounts,  the  fat  was  blamed  for  the  digestive  ills,  and 
miixtures  nearly  free  from  fat  but  high  in  protein  were 
advocated,  with  the  resulting  disadvantages  which  Dr. 
Griffith  has  mentioned.  During  both  of  these  periods 
the  carbohydrates  were  given  in  fairly  generous 
amounts,  milk-sugar  mainly  in  the  first,  cane-sugar  or 
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milk-sugar  in  the  second,  but  little  thought  was  given 
to  them  compared  with  the  great  consideration  that 
they  are  receiving  in  this  third  or  “high  carbohydrate” 
period.  I am  very  glad  to  applaud  Dr.  Griffith’s  state- 
ment that  “it  is  not  a matter  of  indifference  whether 
the  calories  come  from  the  fat  or  from  the  carbohy- 
drates.” 

In  alt  of  these  periods  I have  had  in  private  practice 
practically  one  system  of  home-modification,  the  aims 
of  which  (but  guided  by  the  reaction  of  the  patient) 
have  been  to  raise  the  fat  percentage  rapidly  from  2% 
at  the  start  to  3.6%,  and  then  to  keep  it  there  if  pos- 
sible until  whole  milk  is  taken.  The  protein  is  started, 
according  to  the  age,  at  about  1.5%  (but  sometimes  less 
than  1%  for  newlxirn  infants)  and  raised  as  soon  as 
possible  to  1.8%  (a  dilution  of  cow’s  milk  one-half), 
then  letting  the  demands  of  the  infant  guide  the  in- 
crease of  this  but  usually  giving  whole  milk  near  the 
end  of  the  first  year. 

So  it  will  be  seen  that  in  the  first  period  I was  using 
mixtures  a little  lower  in  fat,  much  higher  in  protein 
and  somewhat  lower  in  sugar  than  those  generally  ad- 
vocated ; in  the  second  period,  my  mixtures  were  much 
higher  in  fat,  and  in  the  third  much  lower  in  sugar. 
In  the  first  period  I felt  that  the  reason  why  the  in- 
fants I was  watching  did  not  often  have  evidences  of 
protein  indigestion  was  because  of  the  use  of  barley 
water  as  the  main  diluent,  with  6%  limewater  added  to 
each  bottle.  During  the  second  period  it  was  a source 
of  wonder  to  me  that  I did  not  see  the  fat  indigestion 
about  which  I was  hearing  so  much,  except  in  some 
few  instances  when  analysis  of  the  milk  would  show 
either  that  it  was  excessively  rich  or  that  the  written 
directions  for  the  home-modification  had  not  been  fol- 
lowed. After  some  time  I came  to  the  belief  that  the 
absence  of  fat  indigestion  in  the  infants  receiving  3.7% 
fat  in  their  mixtures  might  be  due  to  the  very  low 
sugar  per  cent  they  were  receiving,  my  calculation  for 
this  ingredient  having  been  based  on  too  high  a value 
of  lactose  in  cow’s  milk,  so  that  they  had  been  getting 
only  3.5%  or  4%  sugar  instead  of  6%.  This  belief  has 
been  confirmed  by  researches  mentioned  by  Brenneman 
in  Abt’s  Pediatrics,  who  states  that  either  fat  or  car- 
bohydrate may  be  given  in  larger  amount  if  the  other 
is  kept  low. 

Dr.  Griffith  has  referred  to  the  butter-flour  mixture 
and  to  lactic  acid  milk.  I have  tried  both  of  these  in 
hospital  work,  having  discontinued  using  the  butter- 
flour  mixture  because  the  gain  in  weight  did  not  keep 
on  after  a time  and  because  of  the  total  lack  of  the 
antiscorbutic  principle,  having  seen  one  severe  case  of 
scurvy  develop  on  it  in  a short  time.  The  lactic  acid 
milk  I am  using  extensively  at  present  and  the  most 
that  I can  say  for  it  is  that  it  is  a very  easy  way  of 
feeding  those  infants  who  do  not  vomit  it.  Most  of 
them  gain  in  weight  on  it  very  well  for  several  months, 
but  some  of  them  have  then  stood  still.  The  stools  are 
quite  characteristic — choppy  with  soft  lumps,  moist  and 
often  of  bad  odor,  showing  undoubted  putrefaction,  so 
that  it  is  doubtful  if  in  the  long  run  these  children 
will  thrive  as  well  as  those  on  the  milk  and  cream  mix- 
tures diluted  with  barley  water  and  limewater. 

Finally,  let  me  emphasize  particularly  Dr.  Griffith’s 
statement,  “It  would  seem,  therefore,  beyond  question 
very  important  that  the  infant  should  receive  a fairly 
large  amount  of  fat,  unless  there  is  an  intolerance  for 
it,  etc.” 

Dr.  Griffith  (in  closing)  : I have  very  little  to  say, 
Mr.  Chairman.  Of  course,  the  possibility  of  a child 
developing  scurvy  on  any  food  had  never  deterred  me 


from  giving  that  food.  If  there  seems  any  good  reason 
why  the  child  should  have  the  food,  let  us  give  it  in 
any  case,  since  the  development  of  scurvy  is  so  easily 
anticipated  and  prevented. 

I only  want  to  make  two  protests : One  is  against  the 
custom  of  machine  feeding  of  the  baby.  We  get  a 
certain  formula  or  certain  method  and  we  try  to  put 
all  the  babies  on  that  as  if  they  were  little  machines. 
There  is  nothing  that  requires  more  careful  thought 
and  discriminating  judgment  than  the  choice  of  the  food 
for  the  individual  baby.  And  the  other  protest  I have 
to  make  is  against  the  habit  of  following  each  other 
like  so  many  sheep  over  the  fence.  Somebody  devises 
a new  procedure  and  we  all  rush  after  him.  I do  it, 
too,  like  everybody  else.  I speak  of  this  for  the  rea- 
son that  you  come  across  published  articles  stating  the 
advantages  of  giving  lactic  acid  milk  almost  as  a routine 
measure,  and  the  butter-flour  food  in  Germany  has 
occupied  much  the  same  position,  or  even  more  so,  and 
has  been  tremendously  popular  there  and  extremely 
useful. 

But  the  important  thing  is  this,  that  neither  of  those 
foods  which  I have  been  recommending  so  highly,  and 
certainly  not  the  butter-flour,  was  ever  devised  for 
every  sick  baby.  If  we  try  to  feed  our  sick  babies  with 
butter-flour  or  lactic  acid,  or  anything  else,  like  little 
machines,  without  due  consideration  of  the  indications 
and  contraindications,  why  we  are  going  to  come  to 
grief.  That  is  the  only  thing  I should  like  to  empha- 
size in  my  discussion. 


SOME  FACTORS  INFLUENCING  THE 
EXPECTANCY  IN  MITRAL  STENOSIS* 

JAMFS  E.  TALLEY,  M.D.,  and  WALTER  H. 

LINDSEY,  M.D. 

PHILADELPHIA,  PA. 

The  Frequency  of  Mitral  Stenosis 

Due  to  the  kindness  of  Dr.  Allen  J.  Smith  a 
thousand  general  autopsy  protocols  have  been 
reviewed  by  Dr.  Lindsey.  Among  these  the 
postmortem  diagnosis  of  mitral  stenosis  oc- 
curred 27  times.  With  respect  to  age  they  oc- 
curred thus : 20  to  30  years,  3 cases ; 30  to  40 
years,  3 cases;  40  to  50  years,  2 cases;  50  to 
60  years,  6 cases ; 60  to  70  years,  8 cases ; and 
70  to  80  years,  5 cases.  The  case  histories  re- 
corded acute  rheumatic  fever  but  three  times, 
scarlet  fever  twice,  lues  twice,  and  influenza, 
tuberculosis,  acute  endocarditis  and  pneumonia 
once  each.  In  sixteen  cases  there  was  no  satis- 
factory etiology  recorded  and  apparently  some 
died  so  soon  after  admission  that  no  satisfactory 
history  was  obtained.  Thus  the  etiology  and 
the  decades  of  occurrence  point  to  the  fact  that 
this  series  deals  largely  with  the  sclerotic  group. 

The  subjects  were  from  hospitals  where  the 
largest  number  of  patients  are  past  middle  life. 
There  were  fourteen  men  and  thirteen  women  in 
contrast  to  the  great  preponderance  of  women 

* Read  before  the  Section  on  Medicine  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania,  Reading  Session,  October 
7,  1924. 
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in  the  rheumatic  fever  group.  In  410  cases 
collected  from  various  sources  262  occurred  in 
women  and  148  in  men,  which  is  nearer  the  usual 
ratio.  In  the  Royal  Infirmary  of  Edinburgh 
324  men  and  523  women  with  pure  mitral  sten- 
osis were  admitted  from  1893  to  1908. 

Norris  gives  the  normal  mitral  orifice  in  men 
as  1 1.3  cm.  in  circumference,  in  women  9.28  cm. 
In  our  series  the  circumference  of  the  mitral 
orifices  were  thus : 4 cm.  one  case,  cm.  one 
case,  6 to  6.5  cm.  three  cases,  7 cm.  four  cases, 
8 cm.  nine  cases,  9 cm.  four  cases,  and  12  cm. 
one  case.  All  these  hearts,  then,  showed  a 
definite  narrowing  except  the  last  five,  and  in 
these  there  was  relative  insufficiency  as  well  as 
mitral  stenosis.  As  a matter  of  fact  in  two-thirds 
of  the  cases  of  mitral  stenosis  there  is  probably 
some  mitral  insufficiency,  and  perhaps  in  the 
same  proportion  of  cases  of  mitral  incompetence 
there  is  some  degree  of  mitral  narrowing. 

Broadbent  says  that  in  mitral  stenosis  hearts 
weighing  3CK)  to  360  grams  are  common,  and 
that  the  average  is  from  400  to  450  grams.  In 
our  series  there  were  9 weighing  from  200  to 
300  grams,  5 from  300  to  400  grams,  3 from  400 
to  500  grams,  4 from  500  to  600  grams,  2 from 
600  to  700  grams,  and  3 from  700  to  800  grams. 

In  the  case  histories  of  our  series  6 cases  were 
clinically  diagnosed,  2 were  considered  question- 
able, and  the  remaining  19  were  apparently  un- 
suspected. There  are  certain  reasons  for  the 
missed  diagnoses.  In  8 cases  the  ages  were 
between  20  and  50  years  and  this  was  the  number 
diagnosed  or  suspected.  In  19  cases  (the  num- 
ber missed)  death  occurred  between  50  and  80 
years.  In  the  ordinary  type  of  mitral  stenosis 
few  reach  the  age  of  40  years.  Too  often 
the  visiting  chief  does  not  record  his  diagnosis 
personally.  The  result  is  that  the  intern  has  to 
make  the  diagnosis  hurriedly  when  the  patient 
is  discharged  and  chronic  myocarditis  answered 
for  more  than  half  the  cases.  These  missed 
diagnoses  are  not  unique.  Cabot  reports  48 
cases  of  mitral  stenosis  found  at  autopsy,  25  of 
which  were  missed  clinically. 

Samways  in  4,791  autopsies  at  Guy’s  Hospital 
found  196'  cases  of  mitral  stenosis.  Nineteen 
of  these  had  no  history  of  rheumatic  fever. 
They  occurred  late  in  life  and  were  of  the  scler- 
otic form.  Pitt  in  542  autopsies,  in  which 
chronic  interstitial  nephritis  existed,  found  33 
cases  of  sclerotic  mitral  stenosis.  Mitral  sten- 
osis was  three  times  as  common  among  these  as 
among  other  patients,  and  two-thirds  of  the  cases 
occurred  in  women.  In  an  Edinburgh  report,  in 
1,914  cases  of  chronic  valvular  disease,  there 
were  304  cases  of  mitral  stenosis  alone,  231  of 
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mitral  stenosis  and  mitral  incompetence  and  26 
cases  of  mitral  stenosis  and  aortic  lesions. 

In  140  cases  of  chorea  examined  two  years 
after  the  attack,  72  cases  had  organic  heart  dis- 
ease and  25  of  these  were  mitral  stenosis.  These 
figures  give  us  some  idea  of  the  relative  fre- 
quency of  mitral  stenosis. 

The  Expectancy  in  Mitral  Stenosis 

Broadbent  gives  33  years  for  men  and  37  to 
38  for  women.  Sansom  found  an  average  of 
32.7  years  in  61  cases.  Samways  found  33.6 
years  for  men  and  43.6  for  women.  Coombs  in 
35  cases  of  pure  mitral  stenosis  examined  at 
autopsy  found  the  average  age  at  death  39.2 
years.  In  cases  showing  recent  recurrent  endo- 
carditis the  average  age  at  death  was  30  years, 
and  where  the  affected  valve  had  become  the 
seat  of  ulcerated  endocarditis,  31  years.  The 
average  age  at  the  onset  of  symptoms  in  his 
cases  was  26  years,  and  the  average  duration  of 
life  thereafter  was  13  years.  The  foundations 
of  the  valvular  lesions,  where  traceable,  occurred 
before  the  age  of  16  years.  Sansom  records  17 
fatal  cases  before  the  age  of  12  years,  but  14  of 
these  cases  showed  pericarditis  as  well  as  en- 
docarditis and  probably  represented  the  rheu- 
matic pancarditis  of  childhood.  Mitral  disease, 
developing  in  early  life,  is  more  serious  than  that 
developing  in  adult  life.  There  is  the  strong 
tendency  to  increasing  stenosis,  and  further  the 
mitral  opening  does  not  increase  with  the  growth 
of  the  heart.  The  heart  doubles  in  size  the  first 
two  years  of  life,  again  between  3 and  7 years, 
is  stationary  between  7 and  15  years,  then 
doubles  again  between  15  and  21  years,  where 
its  growth  ends.  In  mitral  stenosis  beginning  in 
early  life  the  progressive  narrowing  may  reach 
a degree  where  a goose  quill  will  just  pass 
through,  a condition  with  which  life  would  seem 
incompatible.  Mitral  stenosis  associated  with 
arteriosclerotic  endocardial  change  is  bad  be- 
cause these  hearts  are  frequently  the  seat  of 
total  irregularity,  which  means  marked  myocar- 
dial degeneration. 

According  to  Rogers  and  Hunter,  their  com- 
pany insures  no  known  case  of  mitral  stenosis. 
Their  figures  show  that  in  groups  with  organic 
heart  disease  and  a rheumatic  history,  there  were 
30  times  more  deaths  than  in  control  groups. 

Willius  found  the  expectancy  in  mitral  ste- 
nosis affected  by  recurrent  infections  such  as 
acute  rheumatic  fever,  follicular  tonsillitis,  the 
degree  of  the  patient’s  cooperation  in  protecting 
his  cardiac  reserve,  and  the  rate  with  which  the 
narrowing  progresses.  His  whole  series  num- 
bered 470  cases.  In  347  traced,  128  died  of 
heart  disease  within  an  average  of  a little  over 
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15  months.  Of  this  series,  116  cases,  practically 
25%,  had  auricular  fibrillation  with  the  ste- 
nosis. In  90  cases  traced,  51  had  died  of  heart 
disease  in  an  average  of  a little  less  than  2 
years.  Auricular  fibrillation  may  be  present 
though  the  narrowing  is  not  extreme.  It  points 
to  a marked  involvement  of  the  cardiac  muscle. 
In  186  patients  with  mitral  stenosis  with  a pre- 
systolic  or  diastolic  apical  murmur,  54  cases 
(29%)  died  of  heart  disease  in  a little  less  than 
1 1^2  years.  In  197  cases  of  mitral  stenosis  with 
combined  diastolic  and  systolic  apical  murmurs, 
66  (45-5'%)  died  in  a little  more  than  one  year, 
thus  showing  a much  higher  mortality  than  the 
preceding  group. 

Significant  T wave  negativity  in  the  electro- 
cardiogram occurs  frequently  enough  in  valvular 
diseases  to  be  of  prognostic  import.  In  the 
order  of  seriousness,  T wave  negativity  occurs 
thus : in  combined  leads  one  and  two,  in  lead 
one,  in  leads  one,  two  and  three,  and  in  leads 
two  and  three.  Willius  had  50  cases,  43  of  which 
were  traced,  and  of  these  27  (62.5%)  died  of 
heart  disease  in  an  average  of  one  year.  Thus 
in  mitral  stenosis,  as  in  the  other  forms  of  car- 
diac disease,  significant  T wave  negativity  is 
attended  with  a high  cardiac  mortality. 

Failure  to  diagnose  mitral  stenosis  may 
shorten  the  patient’s  expectancy.  Such  a heart 
may  be  unduly  injured  by  occupation,  by  preg- 
nancy, or  even  by  play.  Now  the  diagnosis  of 
mitral  stenosis  rests  upon  an  antecedent  history 
of  acute  rheumatic  fever,  a loud  snapping  first 
sound  at  the  mitral  area,  a diastolic  murmur 
often  with  a presystolic  phase,  a clear  diastolic 
thrill,  the  mitral  shape  of  the  x-ray  shadow  and 
lateral  enlargement  to  percussion,  and  sometimes 
the  peculiar  facies,  the  history  of  embolism,  and 
sometimes  the  presence  of  auricular  hypertrophy 
and  right  preponderance  in  the  electrocardio- 
gram. Mitral  stenosis  undetected  often  rests 
upon  the  failure  to  use  exercise  and  left  re- 
cumbency to  bring  out  the  murmur ; also  upon 
the  failure  to  remember  that  this  murmur  may 
be  audible  only  in  a very  small  area  at  the  apex 
or  just  to  the  inner  side  of  it.  Sansom  in  his  text- 
book, published  in  1892,  points  out  that  the  mur- 
mur of  mitral  stenosis  and  even  of  mitral  re- 
gurgitation may  be  increased  by  exercise,  but 
this  procedure  appears  to  have  been  little 
stressed  unil  it  was  revived  in  the  cardiovascular 
examinations  of  recruits  during  the  world  war. 

The  Influence  of  Pregnancy  and  labor  on 
Mitral  Stenosis 

There  has  been  a definite  change  in  the  med- 
ical attitude  toward  pregnant  women  with 
cardiac  failure  in  the  last  25  years.  The  con- 


ditions have  been  better  studied,  the  patients 
have  had  better  treatment,  and  results  have  been 
better.  Feis,  writing  in  1898,  quotes  the  mor- 
tality among  patients  with  cardiac  failure  during 
pregnancy  and  labor.  They  varied  from  the 
37%  of  Wlessner  to  the  60%  of  Macdonald, 
Schlayer  found  that  but  46.5%  of  women  went 
to  term,  that  over  21%  had  premature  births, 
and  29%  of  the  children  were  stillborn.  Fur- 
thermore, the  mortality  of  premature  infants 
was  so  high  that  Schlayer  felt  that  the  welfare 
of  the  child  need  not  weigh  heavily  in  the  treat- 
ment of  the  mother.  Webster  thought  the 
premature  births  were  due  to  the  fetus  receiving 
insufficient  oxygen  and  hemorrhages  into  the 
placenta.  So  that  Porak  advised  in  cases  of 
habitual  abortion  always  to  be  sure  to  auscultate 
the  heart  as  a sure  means  of  finding  the  cause. 
On  the  other  hand  Roemheld,  in  235  cases  of 
premature  births,  was  unable  to  find  that  the 
heart  was  at  fault  in  a single  case.  However, 
all  seem  to  agree  that  cases  of  cardiac  failure 
were  apt  to  be  worse  from  pregnancy  to  preg- 
nancy. Berry  Hart  capped  the  climax  of  these 
gloomy  forebodings  by  recording  seven  deaths  in 
eight  cases  of  mitral  stenosis.  Lusk  must  have 
had  some  similar  experiences,  since  he  advised 
the  radical  procedure  of  terminating  pregnancy 
in  mitral  stenosis  within  the  first  five  months,  as 
within  his  experience  the  women  did  not  live 
over  six  months.  Leyden’s  advice  was  more 
in  line  with  modern  teaching:  that  if  in  the 
course  of  pregnancy  loss  of  compensation  arises, 
does  not  improve,  persists  in  spite  of  the  treat- 
ment and  reaches  a dangerous  grade,  then  in- 
terruption of  pregnancy  is  indicated.  Fellner, 
in  1901,  probably  explains  the  somber  outlook 
of  the  years  before.  He  found  in  Schauta’s 
clinic  six  out  of  seven  cases  of  compensated 
heart  disease  were  undetected  in  the  clinic. 
This  suggests  that  the  writers  reporting  the 
high  percentages  of  mortality  in  cardiac  failure 
were  dealing  with  aggravated  cases.  In  ten 
years  in  the  Vienna  clinic  there  occurred  31 
cases  of  mitral  stenosis  and  mitral  stenosis 
with  mitral  insufficiency  with  one  maternal  death 
and  fifteen  fetal  deaths.  In  a total  of  81  cases 
of  valvular  heart  disease  there  were  three 
maternal  deaths  and  26  fetal  deaths.  Blacker, 
in  1907,  collected  453  cases  of  cardiac  failure  in 
pregnancy  in  literature,  in  which  there  were  53 
deaths  (12%).  He  quotes  Hicks  and  French, 
who  found  in  a large  series  of  mitral  stenosis 
that  in  only  28%  of  the  women  was  there  a 
direct  relation  between  pregnancy  and  cardiac 
failure.  It  took  several  pregnancies  to  bring  on 
symptoms..  There  were  no  deaths  during  labor ; 
premature  delivery  was  necessary  in  extreme 
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cases  only,  and  only  5.5%  aborted.  However, 
14%  of  those  in  whom  symptoms  developed 
during  pregnancy  died  within  three  months  of 
the  delivery. 

I Campbell,  in  15,948  admissions,  found  I59 
cases  associated  with  heart  disease;  that  is,  i%>. 
The  diagnoses  were  carefully  made.  In  67 
labors  in  56  women  with  mitral  stenosis,  31  were 
j para  one,  the  average  age  26  years;  18  para 
I two,  two  women  had  borne  8 children,  four  9 
i and  two  10.  Four  died  in  the  hospital,  and  five 
» within  a year,  of  heart  failure.  Ten  of  the  69 
i infants  died  during  labor  or  shortly  after  labor. 
^ The  danger  increased  considerably  with  each 
I labor.  It  is  interesting  to  contrast  these  find- 

i ings  with  ten  patients  with  aortic  regurgitation, 

I only  two  of  whom  showed  any  cardiac  embar- 
! rassment  during  pregnancy,  and  all  came 
through.  Those  returning  for  cardiac  exami- 
nation later  were  really  in  better  condition  than 
the  mitral  patients  who  had  been  through  the 
same  ordeal.  He  had  ten  patients  with  mitral 
stenosis  and  auricular  fibrillation  of  whom  two 
died.  Of  20  mitral  regurgitation  cases  appar- 
ently all  came  through  safely.  Seven  cases 
with  mitral  stenosis  and  aortic  regurgitation 
were  all  damaged  by  the  pregnancy,  but  appar- 
ently none  succumbed.  Harrar  considered  this 
combination  the  most  serious  of  all.  In  Camp- 
bell’s series  there  were  two  patients  who  had 
reached  their  tenth  pregnancy,  and  one  of  those 
with  fibrillation  was  in  her  twelfth  preguancy; 
and  somewhere  there  is  a record  of  a woman 
with  mitral  stenosis  having  passed  through  nine- 
teen preguancies.  This  brings  to  mind  Lutem- 
bacher’s  article  on  mitral  stenosis  with  patent 
interauricular  septum.  This  condition  seems  to 
have  a beneficent  effect  in  relieving  the  pulmon- 
ary stasis.  A patient  of  Firket’s  with  this  con- 
dition experienced  only  mild  dyspnea,  lived  to 
74  years  and  passed  through  twelve  pregnancies 
at  term.  Lutembacher’s  case,  in  spite  of  a very 
narrow  mitral  orifice,  lived  to  61  years,  passed 
through  seven  pregnancies,  and  only  in  her  late 
years  did  she  suffer  from  cardiac  insufficiency. 
It  is  not  always  thus,  as  Monreyre’s  case  died 
at  29  years,  and  that  of  Defour  and  Huber  at 
26  years. 

Herrick  has  recently  reported  40  cases  of 
heart  disease  in  pregnancy.  There  were  four 
cases  of  pure  mitral  stenosis  with  one  fetal 
death,  fifteen  cases  of  mitral  stenosis  and  in- 
sufficiency with  four  fetal  deaths  and  one  ma- 
ternal death,  and  seven  cases  of  aortic  and  mitral 
lesions,  which  are  usually  considered  severe, 
with  but  one  fetal  and  no  maternal  death.  Of 
four  cases  of  auricular  fibrillation  there  were 
three  fetal  and  no  mate’^nal  deaths. 


The  heart  is  displaced  upward  in  pregnancy 
by  the  diaphragm,  causing  some  shortness  of 
breath,  as  shown  by  Stengel  and  Stanton.  Pres- 
sure upon  the  pelvic  veins  may  cause  edema  of 
the  feet  and  legs ; also,  as  Mackenzie  has  shown, 
there  may  be  a relative  tricuspid  insufficiency 
shown  by  both  a systolic  murmur  and  a posi- 
tive venous  pulse.  All  of  these  symptoms  may 
be  present  and  yet  the  woman  may  pass  through 
pregnancy  satisfactorily.  The  dividing  line  be- 
tween these  more  or  less  normal  phenomena  and 
actual  cardiac  breakdown  is  a relative  one. 
Shortness  of  breath  and  cyanosis  on  slight  exer- 
tion, a rapid  small  pulse,  crackling  rales  at  the 
bases,  persistent  cough,  constant  edema  of  the 
feet  and  legs,  and  finally  enlargement  of  the 
liver  are  all  signs  of  genuine  breakdown.  Con- 
stant dyspnea  and  cyanosis  alone,  especially 
where  a valvular  lesion  exists,  are  not  to  be 
neglected  and  the  earlier  in  pregnancy  they  occur 
the  more  serious  their  import. 

There  is  no  question  that  pregnancy  and  labor 
in  mitral  stenosis  must  always  cause  appre- 
hension. Reawakening  of  the  endocarditis  is 
not  uncommon  and  hemorrhage  in  the  substance 
of  the  valves  is  recorded.  In  all  cases  of  mitral 
stenosis,  as  in  aortic  disease,  the  muscle  is  more 
often  involved.  The  greatest  danger  of  all  is 
the  occurrence  of  pulmonary  edema,  late  in 
pregnancy,  immediately  after  delivery  or  some 
time  after  delivery.  One  cause  is  failure  of  the 
left  ventricle.  Also  Pouliot  says  that  the  low- 
ered position  of  .the  diaphragm  immediately 
after  labor  has  an  effect  upon  the  lungs  not 
unlike  that  following  the  removal  of  a large 
pleural  effusion,  under  which  conditions  one 
occasionally  sees  an  acute  edema  of  the  lungs. 
That  this  sudden  decline  in  intrathoracic  pressure 
is  more  of  a menace  in  mitral  stenosis  than  in 
other  conditions  is  understandable  when  we  con- 
sider the  greatly  increased  tension  in  the  pul- 
monary circulation  in  this  valve  lesion. 

Embolism  is  another  danger  in  mitral  ste- 
nosis. Bradshaw  found  that  6 out  of  77  cases 
ended  thus.  The  embolus  may  be  a fragment 
of  a clot  from  the  left  auricle,  or  it  may  be  a 
vegetation  swept  off  from  the  valve.  Judging 
from  the  literature,  pulmonary  embolism  is  much 
the  commoner.  Many  of  the  cases  are  diag« 
nosed  pleurisy  or  pneumonia.  Recently  in  a 
marked  case  of  mitral  stenosis,  the  patient  had 
two  decided  attacks  of  kidney  embolism  with 
bloody  urine  before  the  final  pulmonary  embol- 
ism which  led  to  her  death  some  three  years 
after  delivery.  Cerebral  embolism  occurs  occas- 
sionally  and  the  embolus  may  be  infected  or 
not.  The  noninfected  embolus  leads  to  hemi- 
plegia, which  is  often  persistent.  The  mycotic 
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embolus  adds  the  picture  of  infection  to  the 
palsy. 

Thus  we  have  evidence  of  the  brightened  out- 
look for  the  cardiac  in  pregnancy,  parturition 
and  puerperium.  We  have  seen  that  many  cases 
with  mitral  stenosis  passed  through  multiple 
pregnancy,  but  there  is  no  question  that  these 
cases  make  us  anxious.  As  we  have  seen,  it  is 
the  valve  lesion  most  liable  to  lead  to  trouble  in 
the  mother  and  to  give  the  largest  fetal  mortal- 
ity. At  best  the  mother  is  apt  to  suffer  a loss 
of  cardiac  reserve.  An  exact  diagnosis  of  the 
patient’s  cardiac  condition  and  constant  super- 
vision throughout  the  pregnancy  is  essential. 
At  the  first  signs  of  decompensation  such  pa- 
tients should  be  put  to  bed,  whatever  the  stage 
of  pregnancy.  They  should  be  subjected  to  the 
same  regime  as  other  patients  with  cardiac 
failure  without  pregnancy.  It  may  be  necessary 
to  put  them  to  bed  several  times  during  a single 
pregnancy,  especially  if  the  response  is  good. 
In  the  majority  of  cases  it  is  satisfactory.  In- 
duction of  labor  should  never  be  considered 
until  a thorough  trial  of  rest  and  medical  meas- 
ures has  been  made.  It  was  neglect  of  this 
precaution  that  probably  led  to  some  of  the  high 
mortalities  of  25  years  ago.  If  the  patient  has 
had  a cardiac  breakdown  before  pregnancy,  or 
in  a previous  pregnancy,  or  if  she  does  not 
respond  to  medical  treatment  and  the  cardiac 
examination  indicates  a serious  lesion,  then  the 
question  of  premature  induction  of  labor  arises. 
This  is  largely  an  obstetrical  question.  Since 
occasionally  even  seemingly  desperate  cases  pull 
through,  especially  if  the  child  is  viable,  then 
the  moral  issue  arises,  so  that  the  woman  her- 
self and  her  family  must  participate  in  the  re- 
sponsibility of  the  medical  procedure.  There  is 
no  hard  and  fast  rule.  The  anesthetic  of  choice 
is  ether,  as  indicated  by  various  authors. 

If  pulmonary  edema  arises,  nothing  relieves 
the  embarrassed  heart  so  well  as  venesection.  In 
an  individual  of  average  weight  the  removal  of 
500  c.c.  of  blood  by  a needle  in  a vein  will  re- 
lieve the  venous  pressure. 

CONCLUSIONS 

Mitral  stenosis  may  exist  and  the  patient  ex- 
perience but  little  difficulty.  However,  the  con- 
dition is  incurable  and  usually  progressive,  both 
with  respect  to  the  narrowing  and  the  myocardial 
involvement. 

Early  cases  may  be  overlooked.  Every  pa- 
tient with  a history  of  rheumatic  fever,  repeated 
attacks  of  tonsillitis,  or  pyogenic  infection,  es- 
pecially if  there  is  an  apical  systolic  murmur 
suggesting  mitral  incompetence,  should  be  care- 
fully examined  for  a diastolic  phase  to  the  mur- 


mur. Exercise  and  recumbency  are  important 
adjuncts  in  the  examination  of  such  patients. 

Pure  mitral  stenosis  makes  us  apprehensive 
for  the  mother  and  leads  to  a large  fetal  mor- 
tality. However,  a woman  with  mitral  stenosis  | 
and  symptom-free  may  pass  through  one  or  more  | 
pregnancies  safely.  The  cardiac  reserve  of  such  * 
a patient,  however,  is  apt  to  be  lowered  by  each  j 
pregnancy,  decidedly  more  than  in  other  valve 
lesions. 

Mitral  stenosis  combined  with  other  valve 
lesions  makes  the  outlook  worse.  Patients  with 
mitral  insufficiency  and  even  with  aortic  insu- 
fficiency usually  stand  pregnancy  better  than 
those  with  mitral  stenosis,  and  the  cardiac  re- 
serve of  the  former  two  is  less  affected  after- 
ward. 

A woman  with  mitral  stenosis,  and  indeed  j 
with  any  heart  lesion,  who  has  had  a cardiac  | 
breakdown  early  in  life  is  not  a good  candidate  j 
for  marriage  and  pregnancy.  The  earlier  in  1 
pregnancy  the  cardiac  symptoms  occur  the  worse 
the  outlook. 

The  recent  improvement  in  the  expectancy 
for  the  cardiac  patient  is  due  to  early,  precise 
diagnosis,  continuous  supervision,  enforced  rest, 
and  medical  treatment  at  the  first  signs  of  car- 
diac insufficiency.  Simple  undue  breathlessness 
and  cyanosis  on  slight  exertion  are  sufficient- 
signs  for  ordering  periods  of  rest  which  may  ' 
have  to  be  repeated  several  times  during  a single  * 
pregnancy.  ^ 

If  in  spite  of  rest  and  active  treatment  for 
cardiac  failure  as  in  nonpregnant  cases,  the  con- 
dition does  not  improve,  tends  to  become  worse,  I 
and  reaches  a dangerous  degree,  then  and  then 
only  does  the  question  of  enforced  premature  , 
delivery  arise.  The  method  is  an  obstetric  ques- 
tion, one  factor  of  which  is  to  shorten  the  second 
stage  as  much  as  possible.  Most  writers  prefer 
ether  as  an  anesthetic.  , 
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DISCUSSION 

Dr.  a.  H.  Colwhxi,,  (Pittsburgh,  Pa.)  : One  of  the 
factors  which  influence  the  prognosis  in  mitral  stenosis, 
it  occurs  to  me,  is  the  degree  of  damage  done  by  the 
endocarditis  which  produced  the  stenosis.  It  is  not  one 
organism  which  causes  mitral  insufficiency  and  another 
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mitral  stenosis,  but  the  same  infectious  process,  ex- 
cept in  a much  more  profound  way,  producing  the 
distortion  of  the  valves  and  adhesions  which  result  in 
the  clinical  group  of  signs  and  symptoms  that  we  know 
as  mitral  stenosis.  If,  then,  an  endocarditis  is  so  severe 
as  to  produce  so  much  distortion  of  the  mitral  valve, 
it  almost  inevitably  has  associated  a considerable  degree 
of  impairment  of  the  , heart  muscle.  Mitral  stenosis 
presupposes  a severe  type  of  endocarditis. 

Still  further,  this  condition  is  apt  to  be  associated 
with  recurrent  endocarditis,  or  with  a chronic,  progres- 
sive endocarditis.  Dr.  Talley  referred  to  the  statement 
in  literature  that  the  association  of  aortic  insufficiency 
and  mitral  stenosis  is  very  commonly  found  with  re- 
current endocarditis.  In  a study  of  a small  group  of 
seventy  young  men  of  an  average  age  of  twenty-eight, 
there  was  a history  of  rheumatic  fever  in  thirty-five 
cases.  Of  these  thirty-five  men,  four  died  of  acute 
recurrent  endocarditis — four  out  of  thirty-five  with  a 
history  of  rheumatic  fever,  with  mitral  stenosis  and 
aortic  insufficiency,  and  one  of  these  four  with  cerebral 
embolism. 

Briefly,  I believe  the  factors  influencing  prognosis 
in  mitral  stenosis  are,  first,  that  the  stenosis  is  only  an 
evidence  of  extensive  involvement  and,  second,  there 
tends  to  be  a recurrence  of  the  endocarditis,  super- 
imposing additional  insult  to  the  heart  upon  the  one 
already  there. 

Dr.  Joseph  Sauer  (Philadelphia,  Pa.)  : I think  Dr. 
Talley  has  conferred  a favor  upon  the  medical  profes- 
sion, because  there  is  no  cardiac  lesion  with  which  I 
am  familiar  in  which  the  prognosis  is  as  difficult  as  it  is 
in  mitral  stenosis.  It  is  hardly  worth  while  to  go  into 
the  factors  that  show  this,  for  Dr.  Talley  has  reviewed 
them  so  well ; therefore  I will  only  mention  one  or 
two  cases. 

I have  seen  two  cases  in  which  we  found  at  autopsy 
that  the  opening  was  an  irregular  circle  not  more  than 
three  millimeters  in  diameter.  The  remarkable  feature 
was  that  the  patients  lived  so  long,  for  it  seemed 
hardly  possible  that  through  so  narrow  an  opening 
enough  blood  could  be  forced  to  maintain  circulation. 

I do  not  think  the  physical  signs  bear  any  relation 
to  the  severity  of  the  lesion.  They  cannot,  for  the 
signs  vary  so  greatly  and  it  is  unreasonable  to  suppose 
that  the  narrow  mitral  orifice  surrounded  by  sclerotic 
tissue  can  dilate  or  contract  from  time  to  time. 

I remember  one  case  in  a trained  nurse  with  mitral 
stenosis  and  cardiac  decompensation.  She  had  orthop- 
nea, general  anasarca,  and  the  difficulty  in  sending  the 
blood  through  the  mitral  valve  was  so  great  that  she 
developed  a pronounced  Graham-Steel  murmur.  Yet 
under  rest  for  a somewhat  prolonged  period  she  was 
gradually  restored,  and  for  nine  years  she  has  been 
nursing  and  has  had  no  further  decompensation.  At 
the  time  I first  saw  her,  I was  willing  to  make  a very 
grave  and  even  fatal  prognosis — in  which,  of  course,  I 
was  at  fault. 

Embolism  is  one  of  the  factors  which  is  so  important. 

I had  at  the  Philadelphia  General  Hospital  a man  with 
an  extreme  degree  of  mitral  stenosis,  confirmed  by 
autopsy.  This  man  had  orthopnea  but  was  in  bed  and 
was  getting  along  fairly  well  until  he  had  an  embolism 
in  the  popliteal  artery.  Gangrene  gradually  developed 
and  under  local  anesthesia  amputation  was  finally  per- 
formed and  the  man  seemed  better.  A month  later, 
however,  he  had  an  embolism  to  the  left  side  of  his 
brain,  with  complete  hemiplegia  on  the  right.  This  was 
too  much  and  he  succumbed  in  about  a month. 

The  only  thing  justifiable  to  say  is  that  unless  there 


is  septic  embolism,  a fatal  prognosis  is  rarely  justified. 
Patients  may  live  for  years  with  a mitral  stenotic 
murmur.  I have  known  women  who  have  borne  chil- 
dren and  have  lived  to  see  them  grow  up  and  marry. 

Dr.  Taeley,  (in  closing)  : It  is  remarkable  how 
much  constriction  can  occur  and  yet  allow  the  pa- 
tient to  go  on  with  a considerable  degree  of  com- 
fort. Mitral  openings  just  allowing  the  quill  of  a 
goose  feather  to  pass  are  found  postmortem.  As 
Dr.  Sailer  said,  embolism  is  important,  especially 
pulmonary  embolism.  With  a colleague  I recently  saw 
a young  woman  who  had  two  attacks  of  renal  embolism 
followed  months  later  by  a fatal  attack  of  pulmonary 
embolism  simulating  pneumonia.  These  attacks  and 
her  death  occurred  in  the  third  year  following  the  birth 
of  her  only  child. 

One  thing  I wish  to  emphasize  to  those  who  are 
not  especially  interested  in  cardiac  work,  and  that  is 
the  matter  of  exercise  and  recumbency  in  examining 
the  patient  in  order  to  bring  out  the  diastolic  murmur. 
One  of  the  questions  we  must  keep  in  mind  is:  Is  this 
a question  of  mitral  insufficiency  alone,  or  is  it  accom- 
panied by  mitral  stenosis?  The  prognosis,  especially 
in  pregnancy,  is  much  more  serious  if  mitral  stenosis 
exists. 


SELECTIONS 

WHAT  THE  DOCTOR  OWES  THE 
HOSPITAL* 

IRVIN  D.  METZGER,  M.D.f 

PITTSBURGH,  PA. 

Ten  years  ago,  January  i,  1914,  the  Common- 
wealth of  Pennsylvania  began  the  experiment  of 
requiring  a fifth  year  of  medical  education  to  be 
secured  in  some  of  its  best  hospitals  by  recent 
graduates  in  medicine  before  entering  the  exami- 
nation for  licensure.  The  difficulties  through 
which  the  hospitals  have  passed  in  evolving  an 
adequate  course  of  training  are  too  well  known 
by  you  superintendents  and  managers  to  war- 
rant any  rehearsal  here.  Then  the  meager  equip- 
ment, the  inadequate  medical  organization  and 
professional  correlation  made  almost  hopeless 
the  feasibility  of  attempting  to  secure  a worth- 
while course  of  practical  apprenticeship  for  a 
scholastically  trained  doctor. 

Making  Hospitals  Out  of  Infirmaries:  The 
demands  made  upon  the  hospitals  by  way  of 
equipment  seemed  in  many  cases  almost  prohibi- 
tive and  in  many  cases  quite  exasperating,  esp>e- 
cially  since  the  failure  to  comply  meant  the  with- 
holding of  the  state  appropriation  upon  which 
the  life  of  most  institutions  appeared  to  depend. 
This  Board  exactingly  contended  that  no  insti- 
tution had  a right  to  open  its  doors  and  invite 
thereto  any  patient  for  diagnosis  and  treatment 
when  it  was  not  equipped  to  investigate  and  treat 
properly  all  types  of  ills  which  the  institution 

•Read  before  the  Pennsylvania  Hospital  Association  in  Pitts- 
burgh, April  I.  1924. 

fPresident,  Board  of  Medical  Education  and  Licensure  of 
Pennsylvania. 
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pretended  to  care  for.  The  Board  said,  there- 
fore, “use  your  money  first  to  establish  all  these 
essential  accessories,  and  if  you  have  any  left, 
invite  charity  cases.”  The  half-equipp>ed  hos- 
pital, as  the  half -trained  practitioner  of  the  heal- 
ing art,  is  apt  to  be  a greater  menace  than  aid  in 
the  welfare  of  the  community.  After  seeing  the 
activities  of  many  hospitals  in  those  earlier  days, 

I could  well  understand  the  morbid  suspicion 
which  existed  towards  hospitals  in  certain  com- 
munities. 

The  Neiv  Outlook:  Those  days,  thank  for- 
tune, are  well  gone  in  Pennsylvania.  Along 
with  them  have  gone  many  of  the  former  vision- 
less superintendents.  Surviving,  however,  are 
the  fittest.  I want  to  pay  my  tribute  to  them 
to-night,  and  thank  them  for  the  heroic  service 
they  rendered  in  developing  their  own  institu- 
tions and  in  aiding  the  Board  in  its  efforts  to 
elevate  the  standards  of  all.  Every  hospital  that 
poses  as  a teaching  institution  in  Pennsylvania 
must  have  all  modern  equipment  required  for  the 
care  of  patients  and  all  essential  accessories  to 
the  application  of  scientific  medicine.  In  addi- 
tion, there  must  be  in  attendance  a staff  of  spe- 
cialists to  supervise  the  activities  of  the  various 
departments  and  to  direct  the  professional  work 
of  the  interns  and  other  aids  in  the  care  of  pa- 
tients. It  is  to  these  attending  staff  physicians 
that  I have  been  asked  by  the  Committee  to  pay 
some  attention.  I have  been  wondering  whether 
the  designation  of  this  subject  has  not  been  pre- 
meditated, to  see  if,  perchance,  some  of  the  ad- 
ministrative obligations  may  not  be  shifted  to 
the  shoulders  of  this  evasive  group  of  the  hos- 
pital’s personnel. 

Reorganising  the  Staff:  As  a representative 
of  the  state  I am  free  to  say  to  you  that  our  chief 
concern  now  in  hospital  supervision  rests  in  the 
professional  activities  of  the  staff — to  know 
whether  the  doctors  are  faithful  in  the  perform- 
ance of  their  duty  to  the  patients,  and  whether 
they  are  capable  of  directing,  and  are  willing  to 
direct  the  training  of  interns  under  their  care. 
Indefinite,  haphazard,  indifferent  attention  to 
patients  in  the  presence  of  an  adolescent  physi- 
cian begets  in  him  a similar  type  of  practitioner, 
and  must  not  continue  to  exist  in  any  hospital. 
Reorganization  of  hospital  staffs  during  the  last 
ten  years  in  this  state  has  become  rather  a com- 
mon occurrence,  so  that  but  few  obstructionists 
to  success  are  now  to  be  found.  Unhappily,  the 
lance  frequently  struck  the  old  war-horse  whose 
presbyopia  prevented  him  from  seeing  the  course 
ahead  and  whose  routinism  beclouded  his  per- 
ception of  the  possibilities  of  scientific  medicine. 
A few  obstructionists  still  remain  and  must 
sjjeedily  be  removed  if  their  institutions  hopve  to 


maintain  their  station  in  the  standardized  ranks. 

The  Hospital  an  Edueational  Institution:  Dur- 
ing the  last  decade  a new  view  of  the  province 
and  purpose  of  the  hospital  is  being  perceived. 
Instead  of  being  merely  an  infirmary,  a clinical 
retreat  to  which  patients  are  shunted  to  be  cared 
for  more  advantageously,  it  has  now  become  an 
educational  center  in  which  teacher  and  pupil 
mutually  develop  in  their  research  efforts  to  aid 
the  patient.  It  is  a clinical  school  in  the  investi- 
gation of  disease  and  a health  school  in  the  pre- 
vention of  the  same.  The  correlated  efforts  of 
experts  in  their  different  lines  quicken  the  zeal 
of  each  and  result  in  the  acme  of  efficiency  in 
helping  the  patient.  The  hospital  directly  be- 
comes a theoretical  and  practical  school  for 
nurses,  an  apprenticeship  school  for  interns,  and 
a postgraduate  school  for  physicians.  Indirectly, 
it  should  be  a center  for  civic  welfare,  for  com- 
munity health  instruction,  and  for  the  extension 
of  physical  aid  both  clinically  and  socially. 

Staff  Loyalty:  The  physician  at  once  becomes 
the  recognized  leader  of  these  activities.  As  a 
staff  member,  he  is  obligated  to  contribute  his 
best  to  enhance  these  possibilities.  If  he  is  un- 
able or  unwilling  to  render  daily  a worthy  con- 
tribution in  service,  he  becomes  a liability,  a 
parasite  to  the  institution,  and  should  be  elimi- 
nated to  make  room  for  a more  promising  suc- 
cessor. Indifference  or  disloyalty  must  never 
be  tolerated.  The  doctor  should  be  willing  even 
to  sacrifice  his  own  reputation  to  save  that  of  the 
institution.  Under  no  circumstances  dare  he 
hide  behind  her  maternal  skirts  to  shield  himself 
from  responsibilities  which  he  should  frankly 
face.  The  staff  attendant  has  a joint  obligation 
with  the  hospital,  but  he  cannot  evade  the  fact 
that  he  personally  may  be  held  accountable  le- 
gally as  well  as  socially  for  the  welfare  of  his 
patients.  The  hospital  has  a right  to  demand  of 
him  the  same  loyalty  which  it  extends  to  him. 
Any  breach  in  mutual  interest  or  any  estrange- 
ment of  filial  spirit  immediately  affects  the  p>a- 
tient  and  must  not  be  tolerated. 

Maintaining  an  Active  Staff:  A successful 
hospital  staff  is  impersonal,  yet  is  the  resultant 
of  the  combined  forces  accruing  from  the  best 
efforts  of  many  personalities.  No  one  physician 
can  supply  all  its  professional  needs,  cannot  even 
comprehend  the  same.  None  of  us  is  indispen- 
sable, and  the  hospital  is  wise  which  coaches  its 
understudies  so  they  may  readily  replace  the 
chiefs.  Each  one’s  imagination  is  apt  to  envelop 
him  in  such  a halo  of  glory  as  to  bedazzle  his 
perspective  and  enslave  his  judgment.  Others 
see  us  better  than  we  see  ourselves.  Long  tenure 
of  service  with  an  exalted  idea  of  its  value  is 
apt  to  make  the  doctor  a poor  judge  of  his  value 


January,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


223 


to  the  institution.  Neither  can  the  hospital  af- 
ford to  retain  him  in  an  active  position  to  reward 
liim  for  past  services.  You  are  not  running  an 
old  physician’s  hobby,  but  a vital  training  school. 
In  this  every  effort,  whether  in  research  work, 
in  nursing,  or  in  other  professional  care,  is  made 
to  aid  the  patient.  Each  hospital  needs  an 
emeritus  staff,  the  eligibility  to  which  should  not 
be  established  by  age,  but  by  the  lack  of  further 
ability  to  render  efficient,  active  service.  What 
a blessing  to  have  some  friend  (not  too  many) 
who  is  wise  enough  and  courageous  enough  to 
tell  us  when  to  quit  or,  at  least,  when  to  step 
aside  for  more  alert  successors ! A comprehen- 
sion of  the  need  of  efficient  leaders  in  each  de- 
partment in  hospitals,  as  in  medical  colleges,  is 
shown  by  the  fact  that  outstanding  specialists  are 
being  called  from  distant  fields  to  supplant  the 
mediocre  resident  ones.  Favoritism  must  vanish 
and  demonstrable  merit  be  recognized,  if  the 
hospital  is  to  prosper. 

Organized,  Yet  Sympathetic:  A critical  hos- 
pital organization  is  imperative  in  order  to  give 
the  most  exacting  service  to  the  patient  at  the 
least  possible  expense.  Over-organization,  how- 
ever, may  so  conventionalize  the  hospital  as  to 
kill  its  spirit.  All  attendants  must  work  under 
explicit  direction  and  yet  remain  unhampered  in 
asserting  their  individuality  and  their  common 
sense.  Reason,  judgment,  sentiment,  sympathy, 
adaptability  to  the  peculiar  needs  of  the  patient, 
a thoughtful  deference  and  a willingness  to  sac- 
rifice one’s  comfort  and  convenience  to  the  one 
in  greater  need — these  are  qualities  which  cannot 
be  supplied  by  organization  and  must  not  be  hin- 
dered by  the  same.  The  esprit  de  corps  of  the 
hospital,  from  the  superintendent  down  to  the 
lowliest  servant,  including  staff,  interns  and 
nurses,  should  be  such  as  to  present  an  atmos- 
phere of  sympathy  and  of  service  which  is  per- 
ceptible to  the  most  casual  visitor  at  any  time. 

When  Order  is  Disorder:  A friend  of  mine 
recently  visited  a certain  graded  school  in  the 
city.  She  said  everything  was  sternly  orderly. 
Pupils  were  sitting  painfully  quiet  and  erect. 
Everything  was  operating  with  military  preci- 
sion. She  decided  it  was  a perfectly  organized 
school  and  seemed  all  right,  and  yet  she  was  con- 
scious of  its  being  all  wrong.  Under  no  circum- 
stances should  her  child  attend  that  school.  A 
hospital  may  be  perfectly  housed,  perfectly 
equipp>ed  and  perfectly  manned,  perfect  in  out- 
ward appearance,  and  yet  be  a hypocrite  at  heart. 
My  exceptional  experience  in  hospital  inspection 
has  been  similar  to  that  of  my  school  friend. 
Upon  leaving  a certain  institution  I felt  like  ex- 
claiming, “Heaven  save  me  and  mine  from  its 
attentions.”  Affluent  in  resources  it  may  be,  but 


poor  in  spirit;  letter  perfect  but  soul  defective; 
a charnel  house  which  crushes  the  spirit  in  the 
already  bruised  body,  instead  of  a palace  of  cheer 
which  comforts  the  anxious  mind  and  soothes 
the  aching  body.  God  forbid  that  our  beloved 
commonwealth  should  succor  any  such  soulless 
institution  within  its  borders ! 

The  Outside  Doctor:  Much  of  the  beneficent 
influence  of  a hospital  in  the  community  may  be 
undermined  by  the  passive,  if  not  active,  resist- 
ance of  members  of  the  profession  not  directly 
associated  therewith.  The  professional  welfare 
of  all  modern  physicians  is  mightily  augmented 
by  hospital  opportunities.  A physician’s  ability 
must  be  measured  not  alone  by  his  own  intrinsic 
professional  value,  but  also  by  the  reserve  power 
in  aids  which  he  can  command.  As  he  stands  on 
picket  duty,  detecting  emergencies,  his  patrons 
want  assurance  that  either  he  can  properly  care 
for  them  himself  or  that  he  can  direct  them 
wisely  in  securing  special  service  from  others. 
The  most  reliable  specialist  is  invariably  asso- 
ciated with  some  hospital ; its  opportunities 
have  developed  him  and  keep  him  keen ; his  staff 
position  is  an  invaluable  asset  and  his  less  for- 
tunate confrere  of  the  community  envies  him. 
The  hospital  and  its  staff,  however,  should  be 
considered  and  appropriated  by  the  outside  doc- 
tor as  an  asset,  a means  through  which  he  may 
increase  his  own  influence  in  his  community.  In- 
stead of  condemning  the  institution  by  unsavory 
and  cynical  innuendos,  he  should  encourage  its 
efforts  and,  in  turn,  have  constantly  forthcoming 
its  strong  hand  of  assistance.  All  our  recent 
graduates  have  been  trained  in  hospitals  and 
stand  committed  to  its  potential  value.  Ere  long, 
I predi«t,  each  will  insist  on  having  its  aid  in 
practice  even  though  it  be  an  unpretentious  one 
in  a rural  community. 

The  Intern:  The  resident,  unlicensed  physi- 
cian, known  explicitly  as  the  intern,  also  has  a 
definite  duty  in  relation  to  the  hospital  of  his 
choice.  He  is  supposed  to  bring  to  the  the  in- 
stitution a well-trained,  professional  mind,  a 
clear  conscience  supported  by  a clean  character, 
and  a strong,  inviting  physique.  He  should  be 
a gentleman  in  apj>earance  and  in  personality. 
His  experience  in  the  hospital  should  always 
maintain  the  glorified  impression  which  his  ad- 
vent should  establish.  His  purpose  is  to  receive 
an  apprenticeship  training  in  each  department  of 
medicine,  hence  he  must  be  willing  to  serve  as 
an  apprentice.  Much  of  his  future  course  de- 
pends upon  this  practical  year  of  training.  His 
activities  must  be  outlined  and  supervised  from 
day  to  day  and  every  hour  of  the  day.  The 
obsolete  custom  of  j>ermitting  him  to  find  his 
work,  or  of  promiscuously  transferring  him 
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from  one  department  to  another  as  the  whims 
of  the  staff,  of  the  supervising  nurse,  or  of  the 
superintendent  may  dictate,  can  result  in  nothing 
else  than  indifferent  indolence  or  in  refractory 
revolt.  No  red-blooded,  worth-while  physician 
will  longer  tolerate  slipshod,  indifferent  intern 
service.  On  the  other  hand,  after  definite  duties 
have  been  assigned,  some  specific  supervisor 
should  see  that  they  are  adequately  performed. 
Practically  all  the  dissatisfaction  arising  between 
hospitals  and  interns  has  as  its  basis  some  lack 
of  direction  or  some  lack  of  supervision  of  his 
work. 

A sense  of  loyalty  to  the  institution  and  its 
personnel,  and  a sense  of  responsibility  to  its 
patients  must  be  engendered  in  his  mind.  To  do 
this,  he  must  be  held  responsible  for  the  welfare 
of  each  patient  in  his  service  in  the  ab.sence  of 
his  chief.  All  orders  should  be  given  to  him  and 
all  information  should  be  secured  from  him  by 
his  chief.  He  should  be  required  to  secure  all 
possible  information  relative  to  the  case  and  in 
turn  have  this  recognized  and  appreciated  by  his 
chief.  Initiative  in  study  and  research  should  be 
encouraged.  An  intense  zeal  to  know  all  that  is 
known  and  to  explore  the  great  unknown  in  all 
fields  of  medicine  is  the  best  evidence  of  a 
worth-while  course  in  intern  training.  This 
spirit  is  acquired  by  daily  association  with  enthu- 
siastic leaders  who  themselves  are  seeking  more 
light,  for,  while  helping  others  we  are  helping 
ourselves. 

Finally,  the  great  hospitals  of  our  country  are 
hives  of  industry,  so  well  organized  as  to  func- 
tion without  friction,  so  helpful  and  so  inten- 
sively sympathetic  as  to  attract  all  the  needy  in 
the  community.  In  their  operation  they,  become 
mutually  helpful  to  attendants  and  patients. 
I'heir  effluence  makes  for  less  disease  and  for 
more  efficient  care  in  disease.  As  great  educa- 
tional centers,  they  are  becoming  Good  Samari- 
tans to  all  classes,  to  bless  and  be  blessed.  Their 
possibilities  have  scarcely  been  touched,  but  their 
becoming  recognition  is  obvious  to  the  most 
casual  observer.  If  its  managers  and  its  attend- 
ants remain  true  to  their  trust,  the  hospital  will 
ever  remain  as  an  indispensable  factor  in  Chris- 
tian civilization. 

A NOTE  UPON  THE  INCIDENCE  OF 
POSITIVE  WASSERMANN  REAC- 
TIONS IN  PROSTITUTES* 
ROBERT  A.  KILDUFFE,  A.M.,  M.D.f 

LOS  ANGELES,  CALIE. 

Although  prostitution,  venereal  disease,  and 
the  inseparable  relation  between  them  are  prob- 

*From the  laboratories  of  the  Pittsburgh  Hoyjital. 

tFormerly  Director,  Laboratories  Pittsburgh  Hosiptal;  Direc- 
tor, Laboratories  McKeesport  Hospital;  Serologist,  Providence 
Hospital. 


lems  as  old  as  the  world’s  history,  it  is  only 
within  comparatively  recent  times  that  the  ef- 
forts of  preventive  medicine  have  made  any 
headway  in  the  struggle  for  their  control  and 
prevention.  The  factors  responsible  for  this 
slow  advance  are  many,  often  in  themselves  pre- 
senting problems  of  great  complexity. 

The  statistics  of  the  draft  during  the  World 
War  made  evident  as  never  before  the  necessity 
for  vigorous  and  concerted  action  and  furnished 
an  opportunity  to  initiate  a more  or  less  national 
endeavor  directed  toward  the  control  of  venereal 
diseases.  As  yet,  naturally,  the  ideal  plan  and 
efficient  cooperation  have  not  been  attained  but 
the  results  of  even  the  attempt  have  been  very 
encouraging. 

Of  no  small  importance  is  the  fact  that  popu- 
lar support  of  efforts  directed  toward  the  pre- 
vention of  disease  is  always  in  direct  proportion 
to  the  extent,  if  not  the  exactitude,  of  p>opular 
knowledge  and  to  the  corollary  of  popular  edu- 
cation— the  degree  of  dread  evoked  by  a true 
conception  of  the  evils  and  sequelae  of  the  dis- 
ease in  question. 

It  is  an  easy  matter  to  secure  popular  support 
in  a campaign  against  plague,  yellow  fever,  or 
smallpox,  for  example,  because  of  the  wide- 
spread information  concerning  these  diseases 
and  the  obvious  character  of  their  lesions  and 
effects.  The  same  populace,  however,  which  will 
go  to  ridiculous  extremes  to  safeguard  the  trans- 
port of  a case  of  leprosy — one  of  the  least  com- 
municable of  contagious  diseases — will  display 
an  equally  ridiculous  but  far  more  dangerous 
tolerant  apathy  toward  venereal  diseases  such  as 
syphilis. 

This  has  been  due  in  large  measure  to  the  lack 
of  popular  education  in  regard  to  the  incidence 
and  far-reaching  effects  of  this  ubiquitous  infec- 
tion. Happily,  however,  it  is  no  longer  an  un- 
pardonable offense  to  mention  aloud  in  the  public 
presence  such  diseases  as  syphilis  or  to  call  atten- 
tion to  the  relation  between  syphilis  and  prosti- 
tution, and  so,  largely  because  of  popular  educa- 
tion, real  though  slow  progress  in  the  prevention 
of  venereal  disease  is  being  made. 

It  is  obvious,  however,  that  the  eradication  and 
control  of  prostitution  and  venereal  disease  is  a 
problem  of  great  perplexity.  Quarantine  of 
prostitutes  is  in  itself  of  little  avail  as  a means 
of  changing  their  mode  of  life;  to  look  up>on 
syphilis  entirely  as  a “vice  disease”  is  an  attitude 
full  of  pitfalls;  and  attempts  to  make  it  a report- 
able  infection  have  met  with  little  success,  for 
reasons  which  are  evident. 

Nor  can  the  question  be  answered  solely  by 
the  education  of  the  public.  The  man  in  the 
street  will  be  influenced  at  least  as  often  by  the 
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fear  of  infection  as  by  a knowledge  of  the  ex- 
istence of  the  disease  in  general ; his  personal 
actions  are  largely  influenced  by  his  feelings  as 
to  the  likelihood  of  his  becoming  infected,  and 
there  is  always  the  man  who  will  “take  a chance” 
as  long  as  there  is  a chance  to  take. 

For  his  information,  therefore,  it  is  of  interest 
to  focus  attention  upon  certain  salient  items: 

1.  That  syphilis  in  its  infective  stages  may 
present  no  outward  or  obvious  lesions  to  the 
casual  eye  and  that  many  prostitutes,  therefore, 
are  capable  of  transmitting  the  disease  while  pre- 
senting no  visible  lesions. 

2.  That  all  prostitutes  sooner  or  later  are  in- 
fected with  venereal  disease  and  that  a suffi- 
ciently high  number  are  infected  with  syphilis, 
so  that  the  chance  of  escape  for  their  consorts 
is  relatively  rare. 

If  the  man  in  the  street  can  be  shown  that  this 
latter  statement  is  true,  sooner  or  later  the  fact 
that  prostitutes  and  venereal  disease  are  practi- 
cally inseparable  companions  must  bear  fruit. 

It  is  of  some  interest,  therefore,  to  make  note 
of  the  incidence  of  positive  Wassermann  reac- 
tions occurring  in  a series  of  examinations  made 
upon  prostitutes.  These  were  all  individuals  de- 
I tained  by  a “moral  court”  and  concerning  whose 

' social  status  there  was  no  doubt.  A total  of  512 

I such  specimens  was  examined  with  the  results 
I noted  below. 

; As  was  to  be  expected,  in  only  the  rare  in- 
I stance  was  a voluntary  admission  of  infection 
; obtained.  In  many,  a previous  serological  rec- 
I ord,  or  a record  of  treatment,  or  occasionally  a 
! spinal  fluid  examination,  sufficed  to  establish  the 
' fact  of  syphilitic  infection  exclusive  of  the  re- 
sults of  the  Wassermann  test. 

I Because  of  factors  inherent  in  the  production 
I of  syphilitic  reagin  and  also  in  complement 
1 fixation  methods  for  its  detection,  it  was  not  ex- 
pected that  all  cases  of  syphilis,  without  excep- 
tion, would  be  picked  up  by  a single  examina- 
tion. A certain  number  of  the  negatives  ob- 
tained in  a single  examination,  therefore,  cannot 
be  assumed  to  represent  the  absence  of  syphilis. 
Nevertheless  it  is  significant  to  note  that  of  the 
512  serums  examined,  217  or  42%  presented  a 
positive  reaction  in  varying  degree.  It  is  to  be 
noted  that  the  examination  was  directed  toward 
the  detection  of  syphilis  only.  The  number  of 
cases  having  gonorrhoeal  infection  is  not  in- 
cluded. 

Public  education  as  to  the  incidence,  virulence, 
and  sequelae  of  syphilis  is  gaining  impetus.  If 
equal  recognition  can  be  had  for  the  fact  that 
{ approximately  every  other  prostitute  is  a pos- 
; sible  source  of  syphilitic  infection,  the  knowl- 


edge should  act  as  a powerful  adjuvant  to  the 
preventive  measures  now  urged. 

1010  Hollingsworth  Bldg. 


THE  PROBLEM  OF  DEAFNESS  IN  CHIL- 
DREN, WITH  A VIEW  TO  ITS  PRE- 
VENTION AND  TREATMENT* 

HENRY  DINTENFASS,  M.D.f 

PHILADELPHIA,  PA. 

Next  to  the  sense  of  sight,  the  most  important 
of  all  the  special  senses  is  that  of  hearing.  The 
sense  of  hearing  is  of  the  greatest  value  in  the 
educational  and  mental  progress  of  the  child. 
Through  the  ears,  language  is  learned  and  the 
consciousness  receives  ideas  and  impressions. 

When  we  consider  that  forty  per  cent  of  all 
adult  males  and  females  suffer  from  deafness, 
to  a greater  or  lesser  degree,  and  that  the  im- 
pairment begins  in  the  first  decade  of  life  in 
more  than  half  of  the  total  number  of  cases,  we 
realize  that  the  importance  of  this  study  in  chil- 
dren cannot  be  overestimated. 

So  that  we  can  intelligently  understand  the 
situation,  let  us  review  briefly  the  anatomy  and 
the  physiology  of  the  organ  of  hearing. 

We  know  that  the  ear  consists  of  three  parts, 
the  external,  the  middle,  and  the  internal  ear. 
The  external  consists  of  the  auricle,  the  external 
auditory  canal  and  the  tympanic  membrane, 
which  serves  as  a partition  between  the  middle 
and  external  ear.  The  middle  ear  or  tympanum 
is  a recess  in  the  temporal  bone  extending  into 
a cavity  filled  with  cells,  known  as  the  mastoid 
The  tympanum  is  also  connected  with  the 
pharynx  by  the  eustachian  tube.  They  are  both 
lined  with  mucous  membrane  essentially  the 
same  as  that  covering  the  pharynx  and  nasal 
cavities.  In  children  the  eustachian  tube  is 
shorter  and  wider  than  in  adults.  This  explains 
why  affections  of  the  nose  and  throat  in  the 
young  attack  the  middle  ear  so  readily.  In  the 
large  percentage  of  children,  too,  there  is  a mass 
of  lymphoid  tissue  at  the  vault  of  the  pharynx 
which  in  structure  resembles  the  tonsil.  It  is 
often  spoken  of  as  the  pharyngeal  tonsil.  The 
term  adenoid  vegetations  was  given  to  it  by 
Meyer,  who  described  it  in  1868.  They  are 
nearly  always  associated  with  enlarged  tonsils 
and  are  responsible  for  four-fifths  of  all  cases 
of  impaired  hearing  in  children.  The  typical 
“adenoid”  child  is  well  known  to  you.  He  is  a 
mouth-breather,  with  a decidedly  nasal  voice  and 
a j>alate  which  is  high  and  arched.  He  is  usu- 
ally anemic  and  poorly  developed.  The  out- 

*Read  before  the  Medical  League,  February  2$,  1924. 

tAssistant  Professor  of  Otology,  Graduate  School  of  the  Uni- 
versity of  Pennsylvania. 
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standing  feature,  however,  is  his  impairment  of 
hearing,  caused  by  the  obstructing  of  the 
pharyngeal  end  of  the  eustachian  tube  by  the 
adenoid  mass,  which  results  in  a lack  of  venti- 
lation of  the  tube  and  middle  ear.  No  happier 
results  in  medicine  occur  than  from  the  removal 
of  “adenoids”  when  the  occasion  calls  for  it. 
The  internal  ear,  known  as  the  labyrinth,  has 
two  separate  and  distinct  functions,  the  acoustic 
and  the  static — the  former  for  the  reception  of 
sound  waves,  the  latter  to  maintain  equilibrium. 

Physiologically,  the  ear  is  divided  into  the  con- 
ductive apparatus  and  the  receptive  mechanism. 
By  means  of  the  conductive  apparatus,  the  sound 
waves  are  received  by  the  auricle  and  conducted 
through  the  external  auditory  canal  to  the  tym- 
panic membrane ; thence,  by  a chain  of  ossicles 
to  the  oval  window  into  the  vestibulum.  The 
function  of  the  receptive  mechanism  is  to  take 
up  the  sound  waves  from  the  vestibulum,  trans- 
fer them  through  the  perilymph,  membraneous 
cochlea,  then  endolymph,  into  the  hair  cells  of 
Corti’s  organ.  From  this  point  they  are  trans- 
mitted by  the  acoustic  or  so-called  cochlea  nerve 
to  the  receptive  auditory  centers  of  the  cerebrum, 
where  the  sensation  of  sound  is  made. 

As  you  know,  there  are  certain  tests  employed 
in  the  examination  of  hearing.  (I  will  not  go 
into  them  here  on  account  of  the  shortness  of 
the  time  alloted  me.)  These  tests  have  a double 
object : first,  to  seek  the  amount  of  hearing,  and 
second,  to  inform  us  whether  it  is  the  conductive 
apparatus  or  the  receptive  apparatus  which  is 
chiefly  or  solely  at  fault.  Deafness  due  to  inter- 
ference with  the  conductive  apparatus,  “obstruc- 
tive deafness,”  presents  certain  characteristics 
which  enable  us  to  distinguish  it  from  deafness 
due  to  interference  with  the  perceptive  apparatus 
— “perceptive  deafness”  or  “nerve  deafness.” 

The  first  twenty-four  hours  after  birth,  in- 
fants are  deaf.  This  deafness  .sometimes  per- 
sists for  several  days  and  is  due  to  absence  of 
air  from  the  middle  ear  and  to  the  swelling  of  the 
mucous  membrane  which  lines  the  tympanum. 
With  the  movements  of  respiration,  air  gradually 
finds  its  way  into  the  middle  ear  and  the  swelling 
subsides.  After  this  the  hearing  gradually  im- 
proves, and  during  the  early  months  of  life  it  is 
very  acute.  The  child  starts  at  the  slamming  of 
a door  and  even  moderately  loud  noises  will 
waken  it  from  sleep.  By  the  end  of  the  second 
itionth  it  will  sometimes  turn  its  head  in  the 
direction  from  which  the  sound  came.  This 
shows  that  the  conductive  apparatus  and  the  per- 
ceptive apparatus  of  the  hearing  organ  are  intact. 
As  the  infant  grows  older  and  emerges  into 
childhood  inflammations  and  changes  occur  in 
either  one  or  both  of  these  and  deafness  results. 


The  most  common  causes  of  the  obstructive 
type  of  deafness  in  children  are ; wax  or  other 
foreign  bodies  in  the  external  canal,  catarrh  of 
the  eustachian  tube,  serous  catarrh  of  the  middle 
ear,  and  purulent  catarrh  of  the  middle  ear, 
acute  and  chronic.  In  children  at  school  it  is  the 
obstructive  type  of  deafness,  rather  than  the  j>er- 
ceptive  variety,  which  plays  the  biggest  part. 

Leegard  of  Norway,  in  examining  a series  of 
5,000  school  children,  found  ten  p>er  cent  of  the 
pupils  had  impairment  of  hearing,  more  than 
one-half  of  which  were  attending  school  without 
the  teaching  staflf  being  aware  of  the  defect. 
Eight  per  cent  were  caused  by  cerumen  or  wax 
in  the  ear,  twenty-five  per  cent  by  eustachian 
catarrh,  two  per  cent  by  acute  catarrh  of  the 
middle  ear,  and  two  per  cent  by  chronic  suppu- 
rative otitis  media. 

The  deafness  produced  by  wax  and  other  for- 
eign bodies  in  the  external  canal  is  caused,  of 
course,  by  the  interruption  of  the  sound  waves 
to  the  drum  head.  In  eustachian  catarrh,  deaf- 
ness and  other  symptoms  are  due  to  a blocking 
of  the  eustachian  tube  by  secretion  and  swelling 
(in  most  cases,  adenoid  growths)  in  consequence 
of  which  the  middle  ear  is  shut  off  from  the 
pliarynx  so  that  the  air  in  the  tympanic  cavity  is 
not  renewed  from  time  to  time  in  normal  fash- 
ion. The  air  enclosed  in  this  space  is  quickly 
absorbed  and  the  positive  atmospheric  pressure 
on  the  outer  side  of  the  drum  membrane,  cou- 
pled with  a negative  pressure  within  the  cavity, 
results  in  the  indrawing  or  retraction  of  the 
drumhead  and  crowding  in  of  the  ossicles.  This 
naturally  produces  impairment  of  hearing. 

In  acute  simple  catarrh  of  the  middle  ear  and 
acute  and  chronic  purulent  catarrh  of  the  middle 
ear,  the  deafness  is  due  to  actual  fluid  in  the 
tympanum,  whether  it  be  serous  as  in  the  simple 
catarrh,  or  of  a purulent  nature  as  in  the  puru- 
lent inflammations  of  the  tympanic  cavity.  Of 
course,  in  purulent  otitis  media,  particularly  the 
chronic  tyj>e,  deafness  is  further  increased  by 
the  presence  of  large  perforations  and  necrosis 
of  one  or  more  of  the  ossicles.  As  in  eustachian 
catarrh,  the  pathological  conditions  in  these  dis- 
eases are  evoked  by  lack  of  drainage  of  the  mid- 
dle ear  through  the  presence  of  adenoid  masses 
in  the  epipharynx.  However,  there  is  also  the 
additional  influence  of  microorganisms,  virulent 
or  otherwise,  which  find  their  way  into  the 
tympanum  from  the  nasal  cavities.  This  is  ren- 
dered easy,  due  to  the  peculiar  anatomy  of  the 
eustachian  tube  in  children,  as  I have  mentioned 
previously. 

The  causes  of  the  nerve  or  perceptive  type  of 
deafness  are  lesions  or  inflammations  in  any  link 
of  the  chain  from  the  opening  of  the  oval  win- 
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(low  in  the  vestibule  to  the  nerve  cells  in  the 
cerebrum.  Such  diseases  as  cerebrospinal  menin- 
gitis, mumps,  congenital  syphilis,  constitutional 
dyscrasias  and  the  exanthemata,  like  scarlet 
fever  are  principally  responsible.  In  cerebro- 
spinal meningitis,  which  is  probably  the  worst 
offender,  the  infection  travels  from  the  lepto- 
meningeal  spaces  by  the  sheath  of  the  auditory 
nerve  to  the  labrynth,  where  a destructive 
labrynthitis  is  set  up  and  the  hearing  is  perma- 
nently destroyed.  In  mumps,  syphilis,  the 
dyscrasias  and  the  exanthemata,  it  is  supposed 
that  the  toxic  action  of  these  diseases  wipe  out 
the  hair  cells  in  the  cochlea.  Drugs  like  quinin 
and  the  salycilates  cause  perceptive  deafness  by 
congestion  of  the  auditory  nerve,  while  fracture 
of  the  skull  produces  the  same  result  by  trau- 
matism to  the  nerve. 

There  are  two  diseases  of  the  organ  of  hearing 
that  are  distinct  entities.  They  cannot  be 
classified  as  distinctly  belonging  to  the  obstruc- 
tive or  perceptive  type  of  deafness,  but  rather 
show  characteristics  of  both.  I refer  to  otoscle- 
rosis and  deaf-mutism. 

In  otosclerosis  there  is  bony  ankylosis  of  the 
foot  plate  of  the  stapes  in  the  oval  window,  asso- 
ciated with  an  osteoporosis  of  the  bone  of  the 
labrynth.  While  the  etiology  is  obscure,  some 
believe  it  to  be  a form  of  rickets.  It  is  usually 
a disease  of  adult  life,  yet  many  cases  have  oc- 
curred as  early  as  eight  years  of  age.  Heredity 
has  a distinct  influence.  In  the  hearing  tests, 
this  disease  conforms  to  the  obstructive  type  of 
deafness,  although  the  labrynth  is  supposed  to 
take  part  in  the  impairment  of  hearing.  The 
deafness  here  is  progressive  and  treatment  is  of 
no  avail. 

In  deaf-mutism  we  have  a symptom  complex 
which  is  not  only  a cause  of  complete  deafness 
but  is  the  chief  factor  in  the  loss  of  speech. 
There  are  two  typ>es : the  congenital  and  the  ac- 
quired. If  the  power  of  hearing  is  congenitally 
absent  or  if  it  is  lost  early  in  life  the  child  will 
be  a deaf  mute.  In  the  latter  case  mutism  fol- 
lows if  deafness  sets  in  before  the  age  from  four 
to  seven  years,  according  to  the  intelligence  of 
the  child  and  the  care  exercised  by  its  parents 
and  teachers.  In  the  congenital  type  there  may 
be  an  absence  of  some  portion  of  the  hearing- 
mechanism,  while  in  the  acquired  the  results  fol- 
low the  trail  of  infectious  diseases  such  as  scarlet 
fever  and  intracranial  inflammations,  like  cere- 
brospinal meningitis  or  any  of  the  other  causes 
of  nerve  or  perceptive  deafness  mentioned  above. 

I wish  to  call  attention  at  this  point  to  the 
terrible  influence  that  the  disease,  scarlet  fever, 
has  upon  the  hearing  organ.  It  causes  more 
cases  of  deafness  and  deaf-mutism  than  any 


other  disease  of  childhood.  According  to  May, 
ten  per  cent  of  all  cases  of  impaired  hearing  in 
children  are  due  to  this  cause.  Besold  found  in 
a series  of  185  cases  of  purulent  otitis  media  of 
scarlatinoid  origin  that  15  cases  had  total  loss  of 
hearing  on  one  side  while  6 cases  showed  total 
loss  on  both  sides.  In  77  cases  the  hearing  was 
diminished  by  more  than  one-half  the  normal. 

The  diagnosis  of  deafness,  strange  as  it  may 
seem,  is  not  always  apparent.  The  reason  why 
so  many  school  children  are  unable  to  appear  to 
full  advantage  in  elementary  schools  is  because 
of  defects  in  hearing.  Very  often  we  notice 
school  children  who  are  labeled  mentally  defi- 
cient but  who  are  really  normal  mentally,  except 
that  they  cannot  hear.  All  pupils  who  on  ac- 
count of  their  poor  abilities  are  marked  for 
transfer  to  the  mentally  defective  departments 
should  be  submitted  to  a hearing  test  before 
transfer  takes  place.  In  the  very  young,  where 
deaf-mutism  is  suspected,  loud  clapping  of  the 
hands  should  be  practiced,  just  posterior  to  the 
occiput  of  the  child,  by  an  assistant  unseen  by 
the  patient,  when  the  facial  expression  will  usu- 
ally clearly  indicate  whether  it  has  heard  or  not. 
In  every  case  of  impairment  of  hearing  the  fam- 
ily and  the  previous  medical  history  should  be 
carefully  gone  into,  while  the  blood  examination 
for  constitutional  affections  and  the  Wasser- 
mann  test  for  syphilis  should  always  be  at  our 
disposal. 

We  now  come  to  the  important  part  of  the 
subject  and  that  is  the  question  of  prevention 
and  treatment.  It  can  easily  be  seen  that  the 
efforts  for  prevention  of  deafness  are  much 
more  important  and  serve  to  better  purpose  than 
tlje  actual  treatment  of  the  impairment  after  it 
has  develoj^d.  In  this  direction,  the  following 
matters  should  be  carefully '“attended  to: 

( 1 ) At  the  first  evidences  of  trouble,  adenoids 
and  tonsils  should  be  removed. 

(2)  The  avoidance  of  vigorous  blowing  of 
the  nose  should  be  impressed  upon  all  in  acute 
nasopharyngeal  infections. 

(3)  There  should  be  immediate  and  proper 
treatment  of  the  acute  suppurative  processes  of 
the  middle  ear,  particularly  when  they  follow  the 
exanthemata.  For  this  reason,  frequent  inspec- 
tions of  the  drumhead  should  be  practiced  and 
paracentesis  performed,  as  soon  as  bulging  makes 
its  appearance.  The  triangular-shaped  paracen- 
tesis knife  devised  by  the  writer  is  very  useful 
for  this  purpose.  Delayed  paracentesis  of  the 
drum  membrane  paves  the  way  for  the  existence 
of  the  adhesive  processes  in  the  ossicular  chain 
so  commonly  found  in  the  chonic  types  of  deaf- 
ness. 
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(4)  The  number  of  deaf  children  will  be  ma- 
terially lessened  if  that  dreadful  scourge,  syphi- 
lis, would  be  properly  taken  care  of,  and  if  the 
efficient  preventive  treatment  of  diseases  like 
cerebrospinal  meningitis  and  scarlet  fever  would 
be  established. 

(5)  There  should  be,  of  course,  no  intermar- 
riage in  families  in  which  there  is  even  a taint  or 
suspicion  of  hereditary  deaf-mutism  or  otoscle- 
rosis since  these  faults  are  very  apt  to  be  exag- 
gerated. 

As  to  the  actual  treatment,  or  the  treatment 
of  the  deafness  per  se,  after  it  has  been  estab- 
lished, the  following  is  recommended : 

(a)  Inflation  by  the  politzer  bag  should  be 
tried  if  obstructive  deafness  is  not  speedily  cured 
by  the  removal  of  the  adenoids.  In  this  connec- 
tion I might  say  that  I am  heartily  opposed  to 
the  method  of  some  otologists  who  insist  on  in- 
flation by  the  Politzer  bag  in  acute  eustachian 
and  tympanic  conditions. 

(b)  If  the  process  belongs  to  the  chronic  ad- 
hesive variety,  catheterization  of  the  eustachian 
tubes  should  be  practiced  very  cautiously.  This 
can  be  done  only  in  children  over  twelve  years 
of  age. 

(c)  The  {X)sterior  pharynx,  especially  in  the 
neighborhood  of  the  tubal  openings,  should  re- 
ceive adequate  treatment.  Silver  solutions  in 
milk  strength  or  other  similar  medication  should 
be  applied  periodically  to  reduce  congestion  and 
inflammation  and  help  in  the  patency  of  the 
eustachian  tubes. 

(d)  If  the  deafness  has  ensued  upon  an  old 
purulent  otitis  media  where  the  discharge  has 
stopped  and  where  a large  dry  perforation  ex- 
ists, beneficial  results  may  occasionally  be  ob- 
tained by  using  the  method  of  “the  artificial 
drum.”  This  consists  in  simply  placing  a tiny 
ball  of  cotton  (the  size  of  a pea),  in  close 'aj>- 
proximation  to  the  perforation.  The  good  effect 
obtained  is  not  only  of  temporary  value  but  has  a 
lasting  advantage  in  encouraging  the  perforation 
to  heal.  Of  course,  the  patient  must  be  watched 
and  at  the  first  sign  of  pain  or  discharge,  the 
cotton  must  be  withdrawn. 

(e)  If  syphilis  is  responsible  for  the  deafness, 
then  mercury,  either  by  mouth  or  inunction,  and 
the  iodids  in  ascending  doses  should  be  admin- 
istered. Salvarsan,  intravenously,  has  occasion- 
ally brought  about  excellent  results,  despite  the 
fact  that  many  authorities  advise  strongly  against 
it  in  the  majority  of  cases  because  of  the  pecu- 
liar action  of  arsenic  on  the  auditory  nerve. 

(f)  Of  course,  if  all  the  above  methods  have 
been  tried  and  prove  of  little  or  no  value,  then 
our  attention,  to  help  these  unfortunate  children, 
must  turn  in  another  direction.  This  brings  us 


to  the  topic  of  special  schools  and  classes  for  the 
deaf.  If  a child  does  not  hear  whispered  speech 
at  a distance  of  six  feet,  with  at  least  one  ear, 
he  cannot  properly  remain  in  the  ordinary  ele- 
mentary classes  and  should  be  sent  to  special 
“hard  of  hearing”  schools,  or  have  individual 
instruction  by  competent  teachers.  Here  the 
education  is  carried  on  by  a combination  of  two 
methods : the  first,  an  attempt  to  bring  about  a 
further  development  of  the  auditory  sense.  This 
becomes  possible  as  a result  of  the  first  vestige 
of  hearing.  The  method  employed  is  by  inde- 
pendent exercises  with  musical  sounds  or  with 
speaking  tubes.  Urbantschitsch  of  Vienna  was 
the  first  to  advocate  this.  The  second  is  the 
teaching  of  lip  reading.  Lip  reading  is  now 
placed  on  a scientific  basis  and  success  may  be 
obtained  by  the  most  continuous  and  painstaking 
personal  effort.  At  these  schools  the  children 
not  only  receive  instruction  in  articulate  speech 
and  the  acquirement  of  knowledge  through  books 
but  are  taught  the  art  of  manual  training  which 
fits  them  for  self-support  and  positions  of  trust 
and  responsibility. 

Let  me  cite  several  illustrative  cases  (in  the 
description  of  these  cases  I am  purposely  omit- 
ting any  reference  to  the  functional  tests,  since 
you,  as  general  practitioners,  would  not  be  ex- 
pected to  be  familiar  with  them)  : 

Case  I.  Case  of  artificial  drumhead:  R.  T.,  age  ii, 
female.  History  of  scarlet  fever  five  years  ago,  fol- 
lowed by  total  destruction  of  ossicles  and  membrane 
on  the  right  side,  with  left  side  showing  a moderately 
large  single  perforation  just  below  and  behind  the 
handle  of  the  malleus.  Discharge  absent  on  both  sides. 
Right  side,  whispered  speech  two  feet;  watch,  contact. 
Left  side,  whispered  speech  six  feet;  watch,  also  con- 
tact. By  the  use  of  a small  pledget  of  cotton,  coated 
with  vaseline,  applied  to  the  perforation  of  the  left 
side,  whispered  speech  on  that  side  was  brought  up  to 
twelve  feet,  while  watch  was  heard  at  two  Inches. 
After  several  months  in  which  the  cotton  was  changed 
twice  weekly,  the  perforation  was  found  to  be  reduced 
to  one-quarter  of  its  original  size. 

Case  II.  Congenital  syphilis:  A.  R.,  male,  age  8. 
Saddle  nose.  Was  brought  to  me  for  chronic  double 
purulent  otitis  media.  Hearing  progressively  getting 
worse  since  several  months  previously.  Could  hear 
conversation  only  when  shouted  close  to  ear.  General 
appearance  suggested  lues,  so  Wassermann  was  taken 
and  proved  positive.  Inunctions  of  mercury  with  sal- 
varsan injections  brought  about  a gradual  but  steady 
improvement  in  the  hearing.  Discharge  stopped,  pa- 
tient is  now  going  to  school  attending  ordinary  classes. 
This  case  evidently  belongs  to  the  type  described  by 
Frazier  of  Glasgow — a late  form  of  congenital  syphilis, 
with  mixed  infection.  It  is  interesting  to  note  here  that 
the  administration  of  salvarsan  simultaneously  with 
mercury  did  not  cause  the  Jarisch-Herxheimer  reac- 
tion. This  reaction,  according  to  Dan  McKenzie  of 
London  and  Beck  of  Vienna,  is  very  prone  to  occur 
when  salvarsan  is  given  before  or  at  the  same  time 
with  the  mercury  medication.  It  consists  in  the  pro- 
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duction  of  a congestion  of  the  auditory  nerve,  with  the 
resultant  deafness. 

Case  III.  Deafness  from  salycilates:  Alma  H.,  age 
II,  after  an  attack  of  pain  in  the  joints,  was  sent  to 
me  to  discover  cause  of  deafness  which  had  developed 
since  onset  of  illness  and  which  naturally  was  sup- 
posed to  be  due  to  that  illness.  Examination  showed 
drumheads  quite  normal,  although  unquestionably  the 
impairment  was  considerable,  both  for  conversational 
and  whispered  speech.  On  going  over  her  history,  I 
found  she  was  taking  a proprietary  medicine  which  her 
father  was  using  for  his  rheumatism  and  which  con- 
tained large  amounts  of  strontium  salycilate.  The 
withdrawal  of  the  medicine  resulted  in  a rapid  cure 
of  the  deafness. 

Case  IV.  Deafness  caused  by  fractured  skull:  The 
patient,  A.  N.,  my  own  nephew,  7 months  ago  met  with 
an  automobile  accident.  After  a period  of  unconscious- 
ness which  lasted  several  hours  he  awoke  with  a left- 
sided facial  paralysis,  discharge  of  cerebrospinal  fluid 
from  the  left  ear  and  absolutely  total  deafness  on  that 
side.  The  deafness  was  associated  with  tinnitus  and  was 
no  doubt  due  to  a traumatism  of  the  auditory  nerve. 
Under  potassium  iodid  medication,  the  facial  paralysis 
has  somewhat  improved  and  the  tinnitus  has  almost 
completely  disappeared.  The  deafness,  however,  re- 
mains complete.  Whether  there  will  be  a betterment 
in  the  hearing  remains  to  be  seen,  but  the  prospect  ap- 
pears rather  remote  at  the  present  time. 

Case  V.  Deaf-mutism  with  development  of  auditory 
sense:  Miss  D.  S.  This  patient  is  now  i8.  When  I saw 
her  13  years  ago  she  was  an  actual  deaf  mute.  Her 
deafness  was  absolute.  She  would  not  respond  either 
to  hand  clapping,  tuning  fork  or  any  other  sound.  Of 
course,  there  was  no  semblance  of  speech.  She  was 
sent  to  a school  where  the  influence  exerted  by  the 
methodical  hearing  exercises  stimulated  her  hearing 
sense  to  further  development  and  laid  the  foundations 
for  appreciation  and  comprehension  of  auditory  im- 
pressions. To-day,  she  not  only  hears  moderately  well 
(conversational  voice  right  ear,  3 feet;  left  ear,  i foot) 
but  she  can  talk.  To  be  sure  we  can  detect  that  flat 
type  of  voice  which  is  peculiar  to  mutism.  However, 
she  is  a splendid  example  of  what,  in  a rare  and  occa- 
sional case,  development  of  auditqry  sense  can  do. 

In  closing,  I wish  to  say  that  the  last  word  has 
not  been  said  on  this  subject.  The  field  is  big 
and  the  possibilities  are  many.  If  our  greatest 
efforts  and  expenditures  of  time  can  bring  about 
an  improvement  of  hearing,  even  in  the  slightest 
degree,  to  these  unfortunate  patients,  then  our 
endeavors  shall  not  have  been  in  vain. 

1714  Pine  Street. 
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ADENOCARCINOMA  OF  THE  FUNDUS 
OF  THE  UTERUS 

S.  A.  CHAUFANT,  M.D. 

The  very  unusual  experience  of  seeing  nine 
cases  of  adenocarcinoma  of  the  fundus  of  the 
uterus  within  a period  of  nine  months — October, 
1923,  to  July,  1924 — made  such  a profound  im- 
pression that  it  seems  worthy  of  some  study. 
Our  usual  experience  before  this  time  had  been 
one  or  two  cases  per  year. 

As  compared  to  carcinoma  of  the  cervix, 
cancer  of  the  fundus  is  much  less  frequent. 
Bland^  in  his  recent  textbook  quotes  Wilson 
who  found  eight  cervices  to  one  fundus,  Kob- 
lanck  nine  to  one,  and  Backer  and  Blumenfield 
thirty-three  to  one.  Mahle®  from  the  Mayo 
Clinic  reports  the  relative  frequency  during  nine 
years  as  seven  of  the  cervix  to  three  of  the 
fundus.  These  figures  present  such  a wide  vari- 
ation that  it  is  difficult  to  arrive  at  the  true  pro- 
portion, but  for  many  years  four  to  one  has 
been  the  generally  accepted  proportion 

Influence  of  Age,  Marriage  and  Childbirth: 
Age — In  this  short  series  of  ours  the  age  in- 
cidence seems  to  follow  the  usual  rule.  The 
youngest  was  forty-four,  the  oldest  sixty-nine, 
with  the  average  age  fifty-six  and  one-half 
years.  Only  the  one  patient  was  under  fifty.  In 
Meigs’  cases  the  youngest  was  thirty-five,  the 
oldest  sixty-eight  and  the  average  was  fifty.  It 
would  seem  that  carcinoma  of  the  fundus  is  a 
disease  that  occurs  during  the  period  of  decline 
of  functional  activity  and  that  it  occurs  on  an 
average  of  about  ten  years  later  than  cancer  of 
the  cervix. 

Marriage  and  Childbirth. — Eight  of  our  nine 
cases  were  married  and  seven  of  the  eight  had 
had  children,  ranging  in  number  from  two  to 
twelve  with  an  average  of  4.2.  There  has  long 
been  an  impression  that  carcinoma  of  the  fundus 
was  much  more  common  in  the  nulliparous  but 
this  does  not  seem  to  be  the  case.  Meigs’  ex- 
perience confirms  our  own. 

Influence  of  Uterine  Fiberoids:  Two  of  our 
patients  had  uterine  fibroids,  and  in  one  the 
fibroids  were  thought  to  be  the  only  cause  of 
her  bleeding.  It  was  only  when  the  uterus  was 
curetted  that  the  carcinoma  was  discovered.  The 
other  fibroid  case  was  sixty-three  years  of  age 
and  had  been  free  from  bleeding  for  eleven  years, 
so  that  it  was  very  evident  that  the  fibroid 
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tumors  were  not  the  cause  of  her  recent  bleed- 
ing. Mahle  found  35%  of  his  cases  associated 
with  fibroids,  but  when  one  contrasts  with  this 
the  very  large  number  of  fibroids  that  were 
not  associated  with  carcinoma,  it  is  evident  that 
relationship  between  these  two  conditions  is 
negligible.  But  in  any  fibroid  case  it  would  not 
seem  to  be  safe  to  use  either  radium  or  x-rays 
without  a diagnostic  curettage. 

Symptoms:  If  the  disease  begins  before  the 
menopause,  the  usual  symptoms  are  metror- 
rhagia and  menorrhagia.  Here  as  in  cancer 
of  the  cervix  the  so-called  spotting  between 
periods  is  of  much  more  significance  than  ex- 
cessive menstrual  flow.  After  the  menopause, 
discharge,  especially  if  bloody,  is  the  only  early 
symptom.  This  is  at  first  slight  in  amount 
and  only  after  the  disease  is  well  advanced 
does  it  become  profuse,  amounting  to  a hem- 
orrhage at  times.  In  the  early  stages  bleed- 
ing commonly  follows  some  exertion,  as  lifting 
or  straining,  frequently  straining  at  stool.  Eight 
of  our  nine  cases  were  past  the  menopause  from 
two  to  eighteen  years.  In  these  cases  a bloody 
discharge  was  the  only  symptom.  Pain  does 
not  occur  in  the  early  stage  of  the  disease.  As 
the  condition  progresses  a sense  of  discomfort 
or  pressure  in  the  pelvis  may  be  noticed.  In 
the  late  cases,  as  in  carcinoma  in  any  other  place, 
the  pain  is  very  severe  and  is  due  to  pressure  on 
the  pelvic  nerves  after  metastasis  has  occurred. 

LO'te  Physical  Signs:  The  uterus  is  at  first  not 
enlarged  and  after  the  menopause  may  be  a nor- 
mal senile  uterus.  As  the  growth  progresses  the 
uterus  will  be  enlarged,  due  to  the  distention  of 
the  cavity  by  the  tumor.  In  some  cases  there 
are  areas  of  increased  density  that  suggest  mul- 
tiple small  fibroids.  These  hard  areas  are  due 
to  penetration  of  the  musculature  by  the 
malignant  growth.  Bleeding  after  a rather  vig- 
orous bimanual  examination  is  very  suggestive. 
Clark  suggests  passing  a sound  into  the  uterus 
after  cleansing  the  vagina  and  filling  the  vaginal 
vault  with  a bichlorid  solution.  If  bleeding  fol- 
lows this  operation  it  is  easily  detected  iri  the 
lake  of  bichlorid  solution  and  is  very  strongly 
indicative  of  carcinoma. 

Diagnosis:  Before  the  menopause  the  most 
common  condition  to  be  differentiated  from  car- 
cinoma is  the  so-called  arteriosclerosis  of  the 
uterine  vessels.  In  these  cases  the  bleeding  is 
apparently  of  endocrine  origin  rather  than  due 
to  the  change  in  either  the  blood  vessels  or 
uterine  muscle.  Other  conditions  to  be  con- 
sidered are  uterine  polyps,  especially  polypoid 
endometritis.  Submucous  fibroids,  chorio- 
epithelioma  and  bleeding  from  some  constitu- 


January,  1925 

tional  condition  such  as  passive  congestion  from 
heart  or  kidney  disease. 

After  the  menopause  fibroids  should  not  bleed, 
except  possibly  the  rare  one  that  is  gradually 
forced  out  of  the  uterine  muscle  into  the  caviry 
of  the  uterus.  We  saw  such  a case  some  time 
ago.  This  patient  twenty  years  before  had  both 
ovaries  removed  to  control  the  bleeding  from  a 
uterine  fibroid.  It  had  gradually  been  extruded 
until  it  had  dilated  the  cervix  and  was  partially 
in  the  vagina.  Senile  endometritis,  cervicitis 
and  vaginitis  are  the  conditions  other  than 
carcinoma  that  require  differentiation.  We  have 
not  excluded  carcinoma  of  the  cervix  as  this  is 
usually  so  easily  recognized  if  an  examination 
is  made.  Atresia  of  the  cervix  will  at  times  give 
an  intermittent  purulent  discharge  that  is  at  times 
bloody  and  resembles  very  closely  the  discharge 
from  carcinoma  of  the  fundus. 

In  practically  all  cases  a diagnostic  curettage 
is  necessary  to  make  a positive  diagnosis.  The 
gross  appearance  of  the  curettings  is  commonly 
very  characteristic.  In  the  first  place,  if  the 
disease  has  made  any  progress  at  all,  the  amount 
of  material  that  can  be  removed  is  greater  than 
in  almost  any  other  condition,  and  in  the  second 
place  it  is  very  friable  and  is  in  small  chunks, 
not  in  long  shreds  as  in  a thickened  endometrium, 
the  final  diagnosis  must  be  made  by  the  patholo- 
gist. 

Prognosis:  It  has  long  been  known  that  the 
outlook  following  operation  for  carcinoma  of  the 
body  of  the  uterus  is  very  good.  Our  own  cases 
are  too  recent  to  permit  any  conclusions.  Eight 
were  operated  upon,  with  one  death  from  per- 
itonitis four  days  after  operation.  The  others 
are  at  present  free  from  any  evidence  of  trouble. 

Statistics  from  various  clinics  give  about 
seventy-five  per  cent  of  five  year  cures.  Meigs 
reports  62.5  per  cent  living  and  well  after  five 
years.  This  is  much  better  than  the  results  of 
operation  for  cancer  of  the  cervix. 

Mahle  studied  his  cases  with  special  reference 
to  the  degree  of  malignancy.  He  found  that 
where  the  differentiation  of  the  cells  was  great- 
est, that  is,  where  the  cancer  tissue  most  closely 
resembled  the  normal  endometrium,  the  prog- 
nosis was  almost  uniformly  good,  but  where 
there  was  no  secondary  differentiation  there 
were  no  cures.  He  divided  his  cases  into  four 
groups  according  to  the  degree  of  malignancy 
and  found  a very  high  percentage  (two-thirds) 
of  the  cases  in  grades  one  and  two,  those  of  the 
lesser  degree  of  malignancy,  and  only  one-third 
in  grades  three  and  four.  As  a contrast  the 
greater  number  of  cases  of  carcinoma  of  the 
cervix  are  in  grades  three  and  four.  Mahle  con- 
cludes that  the  Ijetter  result  in  the  fundus  cases 
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is  due  rather  to  the  lesser  degree  of  malignancy 
than  to  the  commonly  accepted  factors  of 
lessened  lymphatic  supply  and  ability  to  operate 
far  away  from  the  affected  area. 

But  we  do  know  that  age  is  a very  definite 
factor  in  the  prognosis  of  cancer  in  general.  The 
older  the  patient  the  better  is  the  outlook.  Ad- 
enocarcinoma of  the  fundus  of  the  uterus  is  es- 
sentially a disease  of  advanced  years  and  for 
that  reason  should  give  a good  result. 

Treatment:  Operation  gives  such  good  results 
that  it  is  the  treatment  of  choice.  A complete 
abdominal  hysterectomy  with  removal  of  both 
ovaries  and  tubes  is  the  usual  procedure.  A 
vaginal  hysterectomy  may  be  preferable  at  times. 
Our  technique  has  been  after  a diagnostic  cur- 
ettage to  close  the  cervix  with  sutures,  rester- 
ilize the  vagina  with  iodin  and  then  circumcise 
the  cervix  with  the  cautery,  carrying  the  dissec- 
tion up  to  the  level  of  the  uterine  artery.  The 
abdomen  is  then  opened  and  the  hysterectomy 
completed  from  above. 

One  of  our  cases  was  too  far  advanced  to 
permit  of  any  treatment.  Of  the  other  eight, 
six  were  operated  upon  by  the  combined  method 
as  described,  and  in  two  a vaginal  hysterectomy 
was  done. 

Radium  was  used  in  one  case  before  opera- 
tion, as  she  was  not  thought  an  operable  case 
on  account  of  high  blood  pressure,  arterioscler- 
osis and  attacks  of  failing  compensation.  Her 
condition  improved  so  much  that  after  a five 
months  interval  and  two  radium  treatments  a 
vaginal  hysterectomy  was  undertaken.  The 
operation  was  complicated  by  very  profuse  and 
intractable  hemorrhage,  which  we  thought  was 
caused  by  the  previous  radium  treatments.  This 
patient  weighed  about  200  lbs. 

The  other  vaginal  hysterectomy  was  done  on 
account  of  the  patient’s  weight,  two  hundred  and 
sixty  pounds.  It  was  comparatively  easy  as  the 
vaginal  outlet  was  greatly  relaxed. 

In  neither  of  these  cases  were  the  ovaries  and 
tubes  removed.  This  ordinarly  should  be  done, 
as  a metastasis  is  occasionally  found  in  the 
ovary.  It  was  not  found  in  any  in  this  series. 

In  order  to  verify  the  diagnosis  a diagnostic 
curettage  should  always  be  done.  The  curett- 
ings  are  sent  to  the  laboratory  for  immediate 
examination  and  the  radical  operation  is  per- 
formed at  once.  We  feel  that  it  is  not  wise  to 
wait  for  several  days  before  doing  the  hyster- 
ectomy as  the  traumatism  of  the  curettage  may 
cause  dissemination  of  the  cancer  cells. 

Report  of  nine  cases  followed. 


CONCLUSIONS 

1.  Irregular  bleeding  near  and  especially  after 
the  menopause  is  always  abnormal  and  requires 
a thorough  investigation.  Carcinoma  must  al- 
ways be  considered  as  a possible  cause. 

2.  A positive  diagnosis  of  carcinoma  of  the 
fundus  can  be  made  in  only  a small  percentage 
of  the  cases  without  a curettage. 

3.  If  curettage  shows  malignancy,  a complete 
hysterectomy  with  removal  of  both  tubes  and 
ovaries  should  be  done  at  once. 

4.  Radium  or  x-ray  treatments  are  indicated 
only  in  advanced  cases  or  when  the  patient’s 
general  condition  would  make  the  operation  too 
hazardous. 

5.  Operation  after  radium  treatment  is  diffi- 
cult and  bleeding  is  apt  to  be  profuse  and  difficult 
to  control. 
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TOXEMIA  OF  PREGNANCY  WITH  UNSUSUAE 
COMPLICATION 
JAMES  L.  GILMORE,  M.D. 

B.  F.,  the  patient,  a woman  aged  27.  Admitted  to 
hospital  November  13,  1924. 

Patient’s  Medical  History:  Scarlet  fever,  whooping 
cough,  mumps,  chickenpox,  in  childhood.  “Occasional 
sore  throat,’’  chronic  catarrh  of  the  head  with  some 
cough  and  huskiness  of  voice. 

Family  History:  Father  died  of  Bright’s  disease.  Two 
brothers,  one  living  and  well.  Mother  living  and  well. 

Social  History:  Vaudeville  star,  irregular,  rather  gay 
life. 

Menstrual  History:  No  pathology;  last  normal 

period,  March  10,  1924.  In  May,  1920,  prior  to  mar- 
riage, patient  stated  she  contracted  syphilis,  developed^ 
secondaries,  was  treated  with  salversan,  having  received 
seven  injections,  the  last  one  in  1920. 

Obsterical  History:  Three  criminal  abortions,  occur- 
ing  each  time  during  the  third  month. 

Present  Pregnancy:  Without  incident  except  for 
severe  headache  for  the  past  week  with  appearance  of, 
and  increasing  edema  of  forehead,  eyelids,  hands  and 
ankles. 

Physical  Exanuination:  Pathology — moderate  edema 
of  face,  eyelids,  hands  and  feet.  Systolic  and  presystolic 
murmur  heard  over  apex.  Uterus  size  of  thirty-two 
weeks’  pregnancy.  Fetal  heart  heard  in  lower  left 
quadrant.  Granular  vaginitis  with  thick  mucopurulent 
discharge.  Gonorrhea  (?)  Blood  pressure  160/92. 

Urinalysis:  Heavy  with  albumin  and  bile.  Many 

hyaline  and  granular  casts.  Specific  gravity  1015. 
Reaction  acid.  « 

Blood  Chemistry:  Wassermann  three-plus.  N.  P.  N., 
31.7;  N.  N.,  15.6;  S.,  0.07. 

Treatment : November  14-18,  1924:  Three  hundred 
c.  c.  of  30%  sugar  intravenously  daily.  Catharsis.  Hot 
pack  every  six  hours.  Water  and  milk  diet. 
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Blood  Pressure:  174/104  to  190/104. 

Urine:  Average  2,800  c.  c.  daily.  Improved  in 

quality;  casts  persisted,  bile  disappeared,  albumin, 
decreased,  specific  gravity  about  the  same. 

Symptoms:  Headache,  blurring  of  vision  and  vertigo. 

November  i8th:  Delivery  by  cesarean  section  under 
gas  anesthesia.  Baby’s  birth  weight,  four  and  one-half 
pounds. 

November  25th:  Steady  drop  in  blood  pressuii*. 

Urine:  specific  gravity  loio:  faint  trace  of  albumin;' 
no  casts.  General  condition  good. 

Reason  for  presentation:  Should  delivery  have  been 
accomplished?  If  so,  by  what  method?  If  not,  what 
treatment  should  she  have  had? 

Robekt  M.  Entwisee,  M.D.,  Secretary. 


The  acute  abdomen  in  the  absence  of  an  abdominal 
scar  should  first,  last  and  always  suggest  the  appendix. 
The  presence  of  an  abdominal  scar  in  a patient  sud- 
denly seized  with  acute  abdominal  pain  should  at  once 
arouse  suspicion  of  intestinal  obstruction. 

— John  B.  Deaver. 


VALUE  OF  ALCOHOL  IN  OLD  AGE. 

Osborne  (Med.  Journ.  and  Rec.,  Dec.  3,  1924)  be- 
lieves a small  amount  of  alcohol  acts  as  a gentle  nar- 
cotic to  the  brain,  dilates  the  peripheral  blood  vessels, 
gives  a feeling  of  surface  warmth  and  warmth  to  the 
extremities,  and  depletes  the  internal  congestion  areas, 
often  starts  a failing  appetite,  quiets  an  irritable  heart, 
and  gives  a general  feeling  of  comfort  to  these  indi- 
viduals. Alcohol  has  a positive  food  value,  and  if 
sugar  is  added  (unless  sugar  is  contraindicated)  a food 
is  furnished  that  readily  oxidizes  and  is  of  benefit  to 
old  people.  Alcohol  as  a heart  stimulant  in  shock  is 
of  no  value,  but  it  is  of  great  value  as  above  described. 
Only  an  ignorant  layman  prohibitionist  and  hypocritical 
physician  will  deny  the  value  of  a little  alcohol  in  the 
discomforts  and  weakness  of  old  age. 


Dr.  O.  Pine  queries : One  of  the  most  popular  of 
the  alibis  of  the  political  quack  of  to-day  for  misgov- 
ernment  is  the  charge  that  many  fail  to  vote.  But 
would  not  skillful  political  physicians  know  how  to 
cure  the  voting  anorexia? 


CALL  FOR  VOLUNTEER  CASE  REPORTS 

At  the  75th  Annual  Session 
OF  THE 

MEDICAL  SOCIETY  OF  THE  STATE  OF  PENNSYLVANIA 
Harrisburg,  Pa.,  October  5-8,  1925 

On  Thursday,  October  8,  1925,  in  each  section  from  11 : 00  to  11  : 55  a.  m.,  ten 
men  may  each  report  an  interesting  case ; time  limit  5 minutes — not  one  second  longe.r. 
Each  report  must  be  presented  in  five  minutes,  but  the  reporter  may  submit  a more 
detailed  report,  not  to  exceed  1,200  words,  for  publication  in  the  Atlantic  Medical 
Journal. 

On  Wednesday,  October  7,  1924,  from  11:00  to  11:55  a.  m.,  in  the  General 
Session,  ten  men  may  each  report  an  interesting  case — time  5 minutes — and  may 
publish  a more  detailed  report  in  the  Journal,  if  they  so  desire,  each  report  not  to 
exceed  1,200  words. 

Rules 

1.  The  title  of  the  case  report,  with  a short  abstract,  must  be  mailed  to  the  Sec- 
retary of  the  Section  in  which  it  is  to  be  reported,  on  or  before  February  1,  1925. 

2.  Titles  without  abstracts  will  not  be  considered. 

3.  The  Section  officers  will  select  from  the  total  number  submitted,  the  ten  cases 
to  be  reported. 

4.  Acceptance  of  a place  on  the  program  implies  a moral  obligation  to  be 
present. 

5.  Send  titles  and  abstracts  to  Secretary  of  Section  in  which  case  is  to  be  re- 
ported, as  follows : 

General  Session:  T.  G.  Simonton,  M.D.,  5321  Fifth  Avenue,  Pittsburgh,  Pa. 

Section  on  Medicine:  O.  H.  Perry  Pepper,  M.D.,  Medical  Arts  Bldg.,  Philadelphia,  Pa. 

Section  on  Surgery:  Evan  W.  Meredith,  M.D.,  Jenkins  Arcade,  Pittsburgh,  Pa. 

Section  on  Eye,  Ear,  Nose  and  Throat:  Nei.son  S.  Weinberger,  M.D.,  Sayre,  Pa. 

Section  on  Pediatrics:  Horace  H.  Jenks,  M.D.,  918  Clinton  St.,  Philadelphia,  Pa. 

COMMITTEE  ON  SCIENTIFIC  WORK, 

T.  G.  Simonton,  M.D.,  Chairman. 
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EDITORIALS 


INSULTING  THE  PROFESSION  AND 
THE  PEOPLE 

The  “dear  public”  is  and  has  long  been  the 
support  of  the  mail  order  houses.  The  most 
brazen  effrontery  to  the  intelligence  of  the 
people  and  the  medical  profession  is  the  recent 
attempt,  by  a group  of  spectacle  fakers  in  Chi- 
cago who  have  flooded  the  eastern  part  of  Penn- 
sylvania with  circulars,  to  offer  for  sale  glasses 
for  $3.98  which  are  the  “equal  of  spectacles 
being  sold  at  from  $12.00  to  $15.00  a pair,”  so 
they  say. 

It  seems  incredible  to  think  that  intelligent 
residents  of  Pennsylvania  would  expect  by 
merely  signing  a postal  card  and  mailing  it  to 
Chicago  to  receive  a pair  of  spectacles  to  fit 
their  eyes,  even  without  the  positive  guarantee 
of  a perfect  fit  or  no  charge  which  goes  with 
every  pair.  The  something  for  nothing  so  allur- 
ing to  the  prospective  sucker  is  the  present,  “if 


you  order  this  month,  of  a velveteen-lined, 
spring  back,  gold  lettered  pocketbook  case.” 

It  is  most  unfortunate  that  postal  authorities 
cannot  prohibit  the  use  of  the  mails  to  such  a 
swindle,  before  unsuspecting  and  credulous  indi- 
viduals give  up  their  real  money.  Physicians  as 
well  as  the  lay  public  are  on  the  mailing  list  of 
this  group  of  fakers.  It  is  hoped  that  the  pro- 
fession will  try  to  prevent  the  success  of  this 
nefarious  scheme.  G.  H.  C. 


THE  VALUE  OF  PHYSICIANS’  HEALTH 
EXAMINATIONS 

In  the  Officers’  Department  of  this  number  of 
the  Journal  will  be  found  the  report  of  the 
Committee  on  Public  Relations  on  the  physi- 
cians’ health  examinations  made  at  the  Reading 
session.  This  report  presents  some  interesting 
data,  which  may  well  receive  the  consideration 
of  physicians  generally. 

It  is  unfortunate  that  a detailed  report  on  the 
defects  found  is  not  available,  but  the  partial 
statistics  presented  are  convincing  evidence  of 
the  value  of  these  examinations  to  many  who 
availed  themselves  of  the  opportunity.  We  note 
that  the  following  defects  were  reported : over- 
weight once,  focal  infection  six  times,  arterio- 
sclerosis twice,  hypertension  once,  heart  defects 
twice,  thyroid  enlargement  once,  dental  defects 
twice,  overwork  six  times,  irregular  and  hurried 
meals  twice,  lack  of  exercise  six  times.  The 
consensus  of  opinion  was  that  physicians  do  not 
take  the  proper  care  of  their  health,  that  defects 
of  teeth,  gums,  flat  feet  and  hypertension  were 
the  most  frequent  findings,  and  that  physicians 
are  as  much  in  need  of  the  periodic  physical  ex- 
amination as  are  their  patients. 

The  Committee  is  to  be  congratulated  on  plan- 
ning this  practical  demonstration  of  a rapidly 
developing  field  of  work.  It  has  been  said  that 
it  is  more  difficult  to  convert  the  doctor  to  the 
idea  of  personal  preventive  medicine  than  it  is 
to  convert  the  layman.  Certainly,  if  the  doctor 
is  so  careless  about  his  own  personal  hygiene  as 
these  examinations  seem  to  indicate,  it  would  not 
be  a far  cry  to  deduce  that  he  would  be  equally 
careless  in  his  professional  duties.  “Physician, 
heal  thyself,”  is  not  an  unreasonable  demand,  for 
the  man  who  has  passed  through  an  illness  is 
usually  more  alert  to  detect  the  same  defects  in 
others. 

The  Committee  is  now  urging  the  county  med- 
ical societies  to  form  committees  that  will  ar- 
range for  annual  health  inventories  of  members 
and  their  families.  This  is  a step  in  the  right 
direction,  and  we  would  urge  every  county  so- 
ciety to  cooperate  in  the  movement. 
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THE  PERSONAL  INVENTORY 

The  up-to-date  merchant  makes  an  annual  in- 
ventory, usually  soon  after  the  first  of  the  year. 
It  is  only  the  careless  and  slovenly  business  man 
who  fails  to  make  this  yearly  check-up  of  his 
affairs,  and  he  usually  pays  the  penalty  sooner 
or  later  in  failure. 

It  is  a pity,  then,  that  New  Year’s  resolutions 
have  become  little  more  than  a butt  for  the  joke- 
smith,  for  the  old-fashioned  custom  of  review- 
ing one’s  successes  and  failures  at  the  beginning 
of  the  year,  repenting  of  the  latter  and  turning 
over  a new  leaf,  ought  to  be  of  real  value  to  the 
professional  man  or  woman  who  is  seeking  to 
make  life  something  more  than  a scramble  for 
survival. 

Periodic  physical  examinations  are  advised  as 
a preventive  of  many  of  the  ills  of  life.  Why 
not,  then,  periodic  mental,  personal  and  profes- 
sional examinations?  Would  they  not  save  many 
a dismal  failure?  Are  they  not  at  least  worth 
giving  an  honest  trial  ? 

Let  us  each  take  an  hour  off,  the  last  day  of  the 
year,  and  try  to  make  an  honest  estimate  of  our 
own  character,  professional  ability  and  needed 
reforms ; and  let  us  each,  on  the  first  day  of  the 
new  year,  proceed  to  institute  the  treatment  pre- 
scribed. A suggested  examination  blank  might 
read  in  part  as  follows : 

CHARACTER 

Am  I honest,  not  only  financially,  but  intellectually; 
square  with  myself  as  well  as  with  others? 

Am  1 as  generous  as  I should  be — in  thought,  word, 
act  and  judgments? 

Am  I orderly — in  my  habits  of  thinking,  in  my  dress 
and  in  my  office ; orderly  in  laying  out  my  work  ? 

Am  I prompt  in  business  affairs,  in  responding  to 
calls,  in  keeping  appointments — have  I a prompt  habit 
of  mind? 

Have  I permitted  myself  to  slump,  to  follow  the 
course  of  least  resistance;  or  am  I still  struggling  to 
improve  ? 

Am  I persistent  or  do  I give  up  easily,  yielding  read- 
ily to  adverse  circumstances? 

Am  I patient  in  developing  my  plans,  willing  to  await 
their  natural  unfolding  without  constantly  rebelling 
against  routine;  patient  also  with  the  weaknesses  of 
others  ? 

Am  I firm  yet  gentle;  determined  yet  not  obstinate? 

On  the  whole,  have  I a strong  or  a weak  character? 

PROEESSIONAI,  attainments 

Am  I really  interested  in  my  profession?  What  am 
I doing  to  increase  my  interest  in  it  ? 

Am  I keeping  up  with  the  times,  reading  the  latest 
books  and  magazines,  attending  worth-while  lectures 
and  clinics,  taking  my  part  in  the  activities  of  organized 
medicine,  once  in  a while  taking  a short  postgraduate 
course?  Or  am  I practicing  as  if  I believe  that  the 
medicine  that  was  good  enough  for  my  father  is  good 
enough  for  me? 

Am  I equipped  to  practice  medicine  as  it  is  practiced 
jn  these  days?  Have  I kept  my  office  up-to-date,  or 


January,  1925 

are  my  instruments  and  furnishings  the  ones  I had  when 
I went  into  practice? 

Do  I take  the  trouble  to  study  my  cases  thoroughly? 
Am  1 really  interested  in  them  and  do  I make  my  pa- 
tients feel  this  interest,  or  do  I give  them  a perfunctory 
examination  and  a routine  prescription  and  pass  them 
on  ? 

In  my  business  affairs  do  I preserve  a proper  balance 
between  good  business  methods  and  necessary  leniency? 

Have  I been  a success  as  a physician?  If  so,  how 
can  I increase  my  service  to  mankind?  If  not,  where 
is  my  weakness  and  how  can  I remedy  it? 


MENTAL  MEDICINE  AND  SCIENTIFIC 
PROGRAMS 

Those  who  have  been  interested  in  the  ad- 
vancement of  mental  medicine,  have  been  very 
much  disappointed  when  attending  the  annual 
sessions  of  our  State  Medical  Society  to  find  so 
little  space  given  to  papers  dealing  with  this 
subject  in  oUr  most  ably  prepared  scientific  pro- 
grams. Mental  medicine  as  it  is  known  and 
taught  today  has  a great  deal  to  offer  to  the 
physician  or  specialist  in  any  field,  and  is  deserv- 
ing of  more  consideration. 

This  is  not  a new  situation.  Several  years 
ago,  similar  observations  were  made  and  the 
question  arose  as  to  the  advisability  of  the  cre- 
ation of  a Section  on  Nervous  and  Mental  Dis- 
eases as  a corrective  procedure.  After  due 
consideration  and  deliberation,  the  thought  was 
advanced  that  whereas  the  general  practitioner 
was  particularly  concerned  in  the  recognition 
and  treatment  of  mental  diseases  and  defects, 
more  would  be  gained  through  the  presentation 
of  a paper  dealing  with  the  subject  before  th«i 
General  Session  with  one  other  before  the  Sec- 
tion on  Medicine.  Regardless  of  this  decision, 
the  entire  situation  has  resolved  itself  into  a 
rather  hit-and-miss  method,  and  the  question 
as  to  its  correction  has  again  arisen. 

It  would  seem  that  the  conclusion  rendered 
a few  years  ago,  if  put  into  practice,  would  no 
doubt  fulfill  all  requirements,  and  the  appoint- 
ment of  a neuropsychiatrist  on  the  program 
committee  with  a special  function  to  provide 
one  speaker  for  the  General  Session  and  one 
for  the  Section  on  Medicine,  would  bring  to  the 
Society  real  messages  on  neuropsychiatric  prob- 
lems annually.  J.  A.  J. 


TONSILLECTOMY  AND  HIGH  BLOOD 
PRESSURE 

There  are  excellent  reasons  why  the  tonsils 
should  be,  in  many  cases,  removed,  e.  g.,  when 
they  are  the  seat  of  chronic  inflammation  and 
their  lacunae  are  gaping  and  filled  with  offensive 
cheesy  material.  Such  glands  often  harbor 
streptococci  (including  the  streptococcus  hcmo- 
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lyticus),  staphylococci,  tubercle  bacilli,  pneu- 
mococci and  other  organisms.  In  children,  these 
enlarged  tonsils  are  linked  to  adenoids,  which 
should  be  removed  simultaneously  with  the 
tonsils.  Indeed,  it  is  a well-known  fact  that 
tonsils  of  any  size  may  be  the  seat  of  actual 
disease  and  require  removal. 

Now  it  frequently  happens  that  infected  ton- 
sils go  unrecognized  until  advanced  adult  life 
and  are  then  often  associated  with  other  morbid 
conditions  such  as  high  blood  pressure,  well 
marked  arterial  degeneration  and  myocarditis. 
Unless  there  are  clear  evidences  of  infection  in 
other  parts  of  the  body,  tonsillectomy  should 
not  be  undertaken  in  these  subjects.  The  oper- 
ation of  complete  tonsillectomy  is  also  inadvis- 
able as  a means  per  se  of  controlling  high  blood 
pressure.  In  a case  in  which  this  operation  was 
performed  with  a view  to  meeting  this  indica- 
tion, lung  abscess  resulting  in  a protracted  and 
serious  condition  followed.  Fortunately,  spon- 
taneous rupture  afforded  relief,  but  the  patient 
is  still  in  a critical  condition.  It  is  well  known 
that  many  cases  of  pulmonary  abscess  occur 
following  tonsillectomy,  the  majority  of  which, 
unfortunately,  are  not  reported.  The  frequency 
and  seriousness  of  this  sequel  are  dependent 
largely  upon  the  extent  of  cardiovascular  changes 
present  at  the  time  of  the  operation. 

With  patients  in  middle  or  advanced  life  in 
whom  there  is  a moderate  degree  of  degener- 
ation of  the  myocardium  and  arteries  present, 
special  precautions  are  to  be  taken  to  prevent 
aspiration  of  blood  and  germ-laden  material  into 
the  tracheobronchial  tree.  In  advanced  cardio- 
renal and  vascular  disease,  this  operative 
procedure,  or  at  all  events  complete  tonsillec- 
tomy, is,  as  stated  above,  rarely  justifiable.  Such 
subjects  present,  as  a rule,  an  associated  inter- 
stitial nephritis.  They  are  predisposed  to 
serious  complications  and  sequelae,  such  as 
hemorrhage,  lung  abscess,  pneumonia  and  ane- 
mia. In  one  case  which  fell  under  the  writer’s 
observation,  the  patient  never  rallied  following 
a free  bleeding  four  days  after  tonsillectomy. 
This  was  a man  of  advanced  life  suffering  from 
interstitial  nephritis. 

The  consensus  of  opinion  among  internists 
is  against  the  present  day  custom  among  oto- 
laryngologists of  performing  tonsillectomies  in 
persons  in  and  past  middle  life  without  taking 
adequate  precautions,  and  without  weighing  care- 
fully the  nature  and  gravity  of  the  combined 
morbid  conditions.  Some  of  the  latter,  at  all 
events,  should  be  regarded  as  being  contraindi- 
cations to  a complete  tonsillectomy.  The  claim 
that  tonsillectomy  protects  the  human  organism 
against  subsequent  infection  does  not  apply  with 


the  same  force  in  the  middle  and  advanced 
periods  of  life  as  it  does  during  early  life.  In- 
deed, our  knowledge  of  the  incidence  of  infec- 
tions after  this  operative  procedure  is  still  quite 
imperfect  even  for  children  of  public  school  age. 
On  the  question  of  immediate  relief  afforded 
by  tonsillectomy,  the  available  evidence  is  some  - 
what more  convincing.  This  article  will  serve 
its  purpose  if  it  prove  provocative  of  discussion 
of  a vitally  important  question  in  which  the 
public  weal  and  professional  prestige  are  directly 
involved.  J.  M.  A. 


INTERESTING  IF  TRUE 

There  should  be  no  question  about  the  value 
of  periodic  health  examinations  and  that  when 
properly  conducted  they  add  materially  to  the 
general  betterment  of  lives.  Careful  exami- 
nations must  be  encouraged,  not  only  because  it 
is  the  right  thing  to  do,  but  because  the  patient 
is  entitled  to  a thorough  investigation.  Careless, 
haphazard  reports,  whether  given  directly  or 
sent  by  mail,  are  often  causes  for  alarm.  They 
send  the  unfortunate  applicant  flying  elsewhere 
for  solace  and  as  likely  as  not  to  a cultist  or 
faddist. 

Long  ago  many  insurance  companies  began 
sending  requests  to  their  policyholders  to  have 
periodical  check-ups  on  their  health  and  that 
was  probably  the  beginning  of  the  present  idea. 
However,  when  the  examination  is  only  part  of 
an  examination,  or  when  loosely  done,  the  very 
purpose  intended  is  defeated. 

The  following  well  illustrates  such  a case : 
A policyholder  of  an  insurance  company  sent 
his  urine  as  requested,  and  in  reply  received  a 
report  that  there  were  casts  in  his  urine  as  well 
as  a large  amount  of  sugar.  Here  a careful 
examination  revealed  the  fact  that  there  were 
no  casts  and  the  copper  reduction  test  which 
was  apparently  positive  was  found  not  to  be  due 
to  sugar.  His  blood  sugar  was  93  mgs.  and 
his  blood  pressure  was  120  over  82.  In  every 
way  he  was  in  good  health  for  a man  of  about 
fifty  years. 

Of  course,  all  this  sent  him  badly  frightened 
to  his  doctor  for  help  and  a cynic  might  say 
“the  end  justifies  the  means.”  We  wonder  if 
it  does.  If  one  is  to  be  kept  from  doing  wrong 
through  the  fear  of  God  and  everlasting  torment 
rather  than  through  love  and  the  thought  of 
doing  good,  then  the  argument  of  rounding  up 
these  patients  by  scaring  them  stiff  is  valid. 

So  it  brings  us  to  the  conclusion  that  if  such 
examinations  are  to  be  of  any  value,  they  must 
be  true  and  dependable,  whether  in  the  physi- 
cian’s office  or  by  mail.  Then  it  seems  logical 
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that  the  idea  of  keeping  well  through  getting 
good  advice  and  the  prevention  of  disease  in- 
vasion by  having  one’s  mode  of  life  outlined  at 
periods  should  appeal  to  the  thinking  man. 

A.  J.  S. 


THE  CLINICAL  EXAMINATION  OF  THE 
SYPHILITIC  PATIENT 

Since  the  Wassermann  test  is  frequently  em- 
ployed as  a “short  cut”  to  diagnosis,  the  clinical 
examination  of  the  syphilitic  patient  is  likely 
to  be  neglected.  The  Wassermann  test  is  an 
extremely  valuable  aid  in  the  diagnosis  of 
syphilis,  in  many  instances  indispensable ; never- 
theless its  practical  employment  has  in  a large 
measure  lessened  one’s  clinical  acumen  in  the 
recognition  of  the  disease.  The  older  clinicians, 
depending  solely  upon  objective  symptoms,  were 
perhaps  more  alert  in  the  clinical  diagnosis  of 
syphilis.  Since  syphilis  is  most  protean  in  its 
manifestations,  failure  to  recognize  many  exist- 
ing lesions  is  likely  to  occur  unless  the  syphilitic 
patient  is  thoroughly  examined.  This  is  partic- 
ularly true  of  early  cardiac  and  neurosyphilis. 

There  are  many  objective  symptoms  of  great 
value  in  the  clinical  diagnosis  of  syphilis.  Some 
of  these  are  frank  symptoms  of  active  syphilis, 
which  if  sufficiently  characteristic  are  diagnostic, 
others  are  stigmata  or  “scars”  of  an  infection 
that  is  perhaps  latent.  In  the  latter  cases,  the 
Wassermann  test  and  spinal  fluid  examination 
may  be  essential  to  know  the  status  of  the  in- 
fection. This  editorial  is  concerned  with  some 
of  these  signs  in  acquired  syphilis. 

These  clinical  signs  are  of  particular  value  to 
the  industrial  physician  in  the  examination  of  a 
large  number  of  men,  since  the  Wassermann  test 
is  not  always  a practical  routine  procedure.  It 
is  desirable  that  the  industrial  physician  be  alert 
in  the  recognition  of  neurosyphilis,  notably  early 
paresis,  particularly  in  those  employed  in  re- 
sponsible or  hazardous  positions,  in  view  of  the 
menace  of  paresis  in  such  men,  and  the  possi- 
bility of  posttraumatic  paresis. 

The  vast  majority  of  patients  with  leukoplakia 
involving  the  tongue  or  buccal  mucosa  are  syphi- 
litic and  are  excessive  smokers.  Although 
leukoplakia  is  not  a syphilitic  lesion,  yet  it  ap- 
pears most  frequently  on  a syphilitic  soil. 

There  are  two  notable  conditions  of  the 
tongue  which  are  very  significant  of  syphilis.  In 
one  the  tongue  is  rigid  and  stiff,  with  many  fis- 
sures which  produce  a lobulated  surface — the 
so-called  cobblestone  tongue.  This  is  an  inter- 
stitial gummatous  glossitis  and  resembles  what 
is  called  the  scrotal  tongue  which  is  not  syphi- 
litic. 


The  other  condition  is  smooth  atrophy  of  the 
base  of  the  tongue,  to  which  Symmers^  has  called 
attention,  which  is  characterized  by  the  presence 
of  a number  of  isolated  scars  on  the  surface  of 
the  base  of  the  tongue,  producing  smooth  in- 
durated depressions  in  the  surface.  Symmers 
regards  the  condition  as  occurring  only  in 
syphilis,  and  consequently  as  being  of  great 
value  in  the  diagnosis  of  late  syphilis.  In  ap- 
proaching the  diagnosis,  one  must  lay  great 
stress  on  the  quality  of  induration.  In  perni- 
cious anemia,  for  example,  there  is  a variety  of 
smooth  atrophy  of  the  base  of  the  tongue,  but 
it  differs  from  the  syphilitic  tongue  in  that  it 
lacks  induration,  the  base  of  the  tongue  being 
of  customary  softness.  In  the  syphilitic  variety, 
one  must,  therefore,  use  the  sense  of  touch  as 
well  as  sight,  in  order  to  arrive  at  a correct  con- 
clusion. 

An  examination  of  the  nose  and  throat  may 
lead  to  the  detection  of  syphilis.  Of  consider- 
able significance  are  perforations  of  the  bony 
septum,  rather  than  the  cartilage ; the  saddle 
nose  in  which  there  is  no  history  of  trauma;  a 
thickened  nasal  septum,  noninflammatory  in 
type,  virtually  a gummatous  infiltration;  un- 
covered bone  in  the  nasal  septum  as  elicited  by 
probing;  the  characteristic  appearance  of  a 
syphilitic  rhinitis ; evidence  of  a former  destruc- 
tive lesion  involving  the  soft  palate,  in  the  ab- 
sence of  a history  of  an  operation ; perforations 
of  the  hard  palate  and  stellate  scars  on  the 
postpharyngeal  wall. 

Examination  of  the  special  sense  organs  may 
serve  as  a means  of  diagnosing  syphilis.  For 
example,  decreased  bone  conduction  with  a de- 
creased perception  of  high  tones  is  in  the  vast 
majority  of  instances,  indicative  of  a syphilitic 
involvement  of  the  eighth  nerve.  On  the  other 
hand,  the  ophthalmoscope  may  serve  the  same 
purpose;  particular  reference  is  made  to  cho- 
roiditis, which  is  in  most  cases  syphilitic  in 
origin.  Some  observers  state  that  a filled  in 
disc  is  a uniform  ophthalmoscopic  finding  in 
syphilitic  patients. 

A general  adenopathy  in  patients  recently  in- 
fected with  syphilis  is  a uniform  finding.  The 
adenopathy  usually  does  not  persist  and  is  there- 
fore less  likely  to  be  present  in  the  later  stage. 
In  this  stage  the  lymph  nodes  are  hard  and  shot- 
like, rather  than  enlarged. 

As  seen  cutaneously,  the  scars  of  late  second- 
ary and  tertiary  syphilids  are  soft,  thin  and  pli- 
able and  have  been  likened  to  cigarette  paper. 
Their  diagnostic  import  is  increased  if  the  out- 
line is  serpiginous,  or  renal-shape  which  repre- 
sents the  characteristic  outline  of  late  syphilitic 
ulceration,  the  remains  of  which  they  represent. 
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Leukoderma  involving  the  neck,  is  almost 
diagnostic  of  a syphilitic  infection.  It  appears 
as  small  discrete  whitish  lesions,  surrounded  by 
a diffuse  hyperpigmentation  producing  the  “cafe 
au  lait”  appearance  of  the  French.  It  appears 
on  the  neck,  chiefly  in  women,  usually  within 
one  year  of  infection  and  may  persist  a long 
time.  In  all  but  the  marked  cases  the  condition 
escapes  attention  unless  the  neck  is  especially 
examined.  Its  incidence  is  variably  quoted.  It 
is  present  in  probably  the  majority  of  recently 
infected  women.  Shillitoe’  observed  it  in 
seventy-five  per  cent  of  fifty  consecutive  cases - 
of  syphilis  in  all  stages  in  women. 

Warthin®  has  shown  that  the  triad  of  inter- 
stitial myocarditis,  aortitis  and  orchitis  fibrosa 
is  a pathological  complex  indicating  the  occur- 
rence of  syphilitic  infection  in  the  male. 

Clinically,  a diastolic,  rather  than  a systolic 
murmur  at  the  base  of  the  heart,  appearing  be- 
tween the  ages  of  thirty-five  and  forty-five,  is 
in  most  instances  syphilitic  in  origin. 

As  observed  clinically,  the  commonest  syphi- 
Jitic  lesion  of  the  body  of  the  testes  is  sclerotic 
in  type.  The  most  important  clinical  feature  is 
enlargement;  it  is  rounded,  smooth,  heavy  and 
insensitive.  If  the  external  genitals  of  all  syphi- 
litic patients  coming  under  observation  are  care- 
fully examined  there  will  be  found  in  a consider- 
able proportion  of  cases  some  enlargement  and 
induration  of  the  testes  proper.  Oftentimes  the 
condition  is  possibly  not  specific  in  origin,  but 
in  a considerable  proportion  of  cases  the  enlarge- 
ment and  induration,  while  entirely  symptom- 
less, is  caused  by  syphilitic  infiltrations,  as  is 
proved  by  the  restoration  to  normal  size  under 
treatment. 

An  examination  of  the  pupils  is  a requisite  in 
the  clinical  examination  of  the  syphilitic  patient. 
The  most  important  and  perhaps  the  first  ob- 
jective sign  of  neurosyphilis  is  pupillary  abnor- 
mality*, that  is,  irregularity  of  outline,  which  is 
almost  always  associated  with  sluggish  reaction 
to  light,  stiff  pupils  or  the  Argyll  Robertson 
pupil.  These  abnormalities  are  equivocal  and 
not  an  infallible  symptom  of  neurosyphilis,  since 
the  latter  may  exist  with  normal  pupils  and  non- 
syphilitic conditions.  Brain  tumor,  chronic  al- 
coholism and  arteriosclerosis  may  give  rise  to 
them.  The  Argyll  Robertson  pupil  has  the 
greatest  diagnostic  import ; if  present,  one  has 
prima  facie  evidence  of  neurosyphilis.  It  is  of 
importance  in  the  clinical  examination  of  syphi- 
litic patients  to  realize  that  pupillary  abnormality 
in  the  absence  of  other  evidence  of  neurosyphilis 
is  not  necessarily  an  expression  of  an  active 
neurosyphilitic  process.  Dreyfus®  observed 
that  35  to  40%  of  tertiary  syphilitics  with  iso- 


lated pupillary  abnormalities  have  negative 
spinal  fluids.  In  these  instances,  if  the  infection 
has  been  untreated,  the  pupillary  symptom  is 
doubtless  a scar  of  a spontaneously  cured  neuro- 
syphilis. J.  V.  K. 
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INFLAMMATORY  CARCINOMA  OF  THE 
BREAST. 

This  article  constitutes  a report  of  twenty-eight  cases 
from  the  breast  clinic  of  the  Memorial  Hospital,  New 
York  City.  The  authors’  conclusions  are  as  follows: 
I.  Inflammatory  carcinoma  appears  to  be  a distinct 
clinical  phase  of  carcinoma  of  the  breast.  2.  Generally, 
this  type  has  been  unrecognized,  being  frequently  mis- 
taken for  other  diseases  of  the  breast.  3.  The  inflam- 
matory appearances  are  characteristic.  4.  This  variety 
of  mammary  cancer  shows  no  constant  pathological 
type.  5.  The  most  striking  pathological  change  is  a 
wide  invasion  of  dermal  lymphatics  by  carcinoma.  6. 
Bacteriological  and  biochemical  studies  have  failed  to 
explain  the  inflammatory  manifes'ations.  7.  The  cases 
do  badly  if  treated  surgically.  8.  At  present  radia- 
tion offers  the  only  hope  of  palliation,  diminishing  the 
patient’s  suffering,  and  giving  a definite  prolongation 
of  life. — Burton  J.  Lee  and  Norman  E.  Tannenbaum 
in  Surg.,  Gyn.  and  Obstet.,  Nov.  1924. 


FRACTURES  OF  THE  SHAFT  OF  THE  FEMUR. 

The  authors  conclude  as  follows : i.  Fractures  of 
the  shaft  of  the  femur  in  children  properly  treated 
give  excellent  results.  2.  Callus  in  children  is  usually 
exuberant,  and  non-union  even  in  the  presence  of  in- 
fection or  malposition  is  very  rare.  3.  Young  growing 
bones  have  the  ability  to  correct  even  marked  de- 
formities. 4.  Immediate  reduction  and  plaster  cast 
is  the  ideal  method  of  reduction  in  children  because 
fa)  of  the  uniformly  good  results,  (b)  the  ease  of 
handling  and  caring  for  the  patients  and  the  certainty 
that  lack  of  cooperation,  on  the  part  of  the  child,  can- 
not displace  the  fragments  as  often  happens  with  the 
traction  treatment.  5.  In  adults  the  plaster  method, 
properly  used,  gives  us  as  good,  or  better,  results  than 
any  other  method.  6.  Simple  fractures  should  be  re- 
duced immediately  after  injury.  7.  Early  mobilization 
of  joints  and  massage  of  the  soft  tissues  is  of  great 
importance  in  all  fractures,  but  satisfactory  reduction 
and  union  should  not  be  endangered  by  too  great  an 
enthusiasm  in  this  respect.  8.  Compound  fractures  of 
the  femur  will  heal  without  infection  in  50  per  cent 
of  the  cases.  9.  Non-union  is  due  chiefly  to  malposi- 
tion. 10.  Open  reductions  are  rarely  indicated  in  acute 
fractures  of  the  femur,  ii.  Autogenous  bone  grafts 
are  the  best  method  of  internal  fixation  in  connection 
with  open  reductions ; internal  fixation  is  rarely  in- 
dicated in  children,  even  in  non-unions ; it  is  indicated 
in  malunions  in  adults,  when  reduction  is  difficult  to 
maintain;  it  is  always  indicated  in  non-unions  in  adults. 
12.  Fractures  of  the  femur  give  long  periods  of  disa- 
bility, and  unless  properly  treated  are  liable  to  result 
in  permanent  impairment. — Willis  C.  Campbell  and  J. 
S.  Speed  in  Surg.,  Gyn.  and  Obstet.,  Nov.  1924. 
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ITEMS  OF  INTEREST 

In  the  telephone  directories  of  York  County, 
chiropractors  and  osteopaths  are  listed  as  physi- 
cians. In  September  of  this  year  Secretary  Noll 
of  the  York  County  Medical  Society  wrote  to 
each  medical  practitioner  in  the  county  stating 
that  a complete  list  of  physicians  of  York 
County,  members  and  nonmembers  alike  of  the 
York  County  Medical  Society,  would  soon  be 
published  in  the  newspapers  of  the  county,  but 
that  the  published  list  would  indicate  those  who 
were  or  were  not  members  of  the  York  County 
Medical  Society.  The  list  was  published  Decem- 
ber 5th  and  included  the  names  of  122  members 
of  the  York  County  Medical  Society,  ten  of 
whom  had  united  subsequent  to  receiving  Secre- 
tary Noll’s  letter  of  September  12th,  in  which 
he  described  the  above  mentioned  plan  and  in- 
vited eligible  nonmembers  to  unite  with  the 
County  Society.  To  be  publicly  designated  as  a 
member  of  the  York  County  Medical  Society  is 
evidently  looked  upon  as  a tangible  benefit  of 
membership  by  a large  proportion  of  the  legally 
licensed  doctors  of  medicine  in  York  County. 


Dr.  M.  Edith  MacBride,  of  Sharon,  recently 
contributed  $15.00  to  the  Medical  Benevolence 
Fund  of  our  Society. 


The  membership  of  the  State  Society,  Decem- 
ber 18,  1923,  was  7,332;  December  18,  1924. 
7,365- 


In  this  issue  will  be  found  an  article  dealing 
with  Fellowship  in  the  American  Medical  Asso- 


ciation. Hundreds  of  our  members  who  at 
present  subscribe  to  journals  published  by  the 
Association,  lack  only  a formal  application  to  be- 
come Fellows  and  thus  be  eligible  to  register  at 
and  take  part  in  the  discussions  during  the  an- 
nual sessions  of  the  Association. 


1925  dues  have  been  received  to  date,  Decem- 
ber i8th,  from  the  following  counties:  Adams, 
Allegheny,  Beaver,  Bucks,  Butler,  Clearfield, 
Clinton,  Columbia,  Erie,  Huntingdon,  Lehigh, 
Mifflin,  Montour,  Northampton,  Northumber- 
land, Tioga,  Venango,  Wayne  and  York. 

On  the  above  date,  the  Allegheny  County 
Medical  Society  had  collected  1925  dues  from 
445  members,  approximately  35%  of  its  mem- 
bership. 


The  annual  dues  of  the  Allegheny  County 
Medical  Society  have  been  increased  from  $10.00 
to  $15.00;  of  the  Westmoreland  County  Medi- 
cal Society,  from  $8.00  to  $15.00.  In  the  above 
societies  much  of  the  increased  financial  income 
will  be  expended  in  postgraduate  work  for  the 
physicians  of  the  two  counties  and  those  of  the 
neighboring  counties. 


Dr.  Myers  W.  Horner,  Mt.  Pleasant,  for 
thirteen  years  secretary  of  the  Westmoreland 
County  Medical  Society,  has  been  elected  Presi- 
dent of  that  society.  Dr.  Horner,  having  made 
a good  county  medical  society  secretary,  will 
have  all  the  necessary  training  and  experience 
to  give  to  his  county  society  from  his  new  ex- 
ecutive position  a fine  administration  during  the 
year  1925.  Dr.  Charles  D.  Ambrose,  Ligonier, 
elected  .to  succeed  Dr.  Horner,  while  a new- 
comer to  the  ranks  of  county  society  secretaries, 
has  for  years  taken  active  interest  in  the  West- 
moreland County  Medical  Society  and  in  the 
work  of  the  State  Society.  We  are  sure  that  Dr. 
Ambrose  will  be  a worthy  successor  to  a good 
secretary. 
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FELLOWSHIP  IN  THE  AMERICAN  MED- 
ICAL ASSOCIATION 

There  are  in  the  United  States  in  round  num- 
bers 145,000  graduates  of  medicine.  Of  this 
number  90,000  are  members  of  the  American 
Medical  Association,  and  55,000  are  Fellows  of 
the  Association.  85,000  copies  of  the  Journal 
of  the  Association  are  issued  weekly.  These 
( figures  are  published  largely  to  contrast  the 
I 90,000  members  of  the  American  Medical  Asso- 
ciation, many  of  whom  have  every  qualification 
for  Fellowship  except  that  they  have  not  made 
I formal  application,  with  the  55,000  Fellows  of 
, the  Association. 

Membership  in  a component  county  medical 
I society  automatically  conveys  membership  in  the 
i state  society  and  the  American  Medical  Associa- 
tion. The  annual  dues  collected  for  membership 
in  the  county  medical  society  include  the  annual 
dues  for  membership  in  the  state  medical  society. 
Therefore  the  benefits  from  membership  in  the 
state  medical  society  are  more  or  less  tangible, 
the  most  notable  being  the  receipt  of  the  state 
journal.  It  being  impractical  to  add  to  the  an- 
nual dues  of  the  county  medical  society  the 
amount  of  money  required  to  include  a contrib- 
uting membership  in  the  American  Medical 
Association,  expediency  has  probably  justified 
the  creation  of  a Fellowship  in  the  American 
Medical  Association  for  those  automatic  mem- 
bers of  the  Association  who  desire  to  become 
actual  contributors  to  the  maintenance  of  the 
national  organization. 

To  attain  Fellowship  in  the  American  Medi- 
cal Association  a member  of  a component  county 
medical  society  (no  other  is  eligible)  must  apply 
direct  to  the  Association  or  through  his  county 
or  state  society,  paying  at  the  same  time  the 
annual  fee  of  $5.00.  Having  paid  this  fee, 
the  most  tangible  immediate  benefit  of  Fellow- 
ship is  one  year’s  subscription  to  the  Journal 
of  the  Americal  Medical  Association  (weekly), 
or  the  American  Journal  of  Diseases  of  Chil- 
dren (monthly),  or  Archives  of  Internal  Medi- 
cine (monthly.) 

Upon  p>ayment  of  an  additional  $3.00  annu- 
ally (total  $8.00)  a Fellow  may  receive,  in- 
stead of  the  above.  Archives  of  Neurology,  and 
Psychiatry  (monthly),  or  Archives  of  Derma- 
tology and  Syphilology  (monthly),  or  Archives 
of  Surgery  (bimonthly)  ; or  upon  payment  of 
an  additional  $1.00  annually  (total  $6.00)  a 
Fellow  may  receive  the  new  Archives  of  Oto- 
laryngology. This  arrangement  oflfers  a splen- 
did opportunity  and  is  especially  designed  for 
a number  of  Fellows  grouped  together  to  re- 
ceive several  or  all  of  the  above  publications, 
lather  than  all  receive  the  same  Journal. 


In  addition  to  the  annual  subscription  to  the 
Journal  of  his  choice,  a member  of  the  American 
Medical  Association,  upon  becoming  a Fellow 
of  the  Association,  also  becomes  eligible  to 
register  and  take  part  in  the  scientific  discus- 
sions at  the  annual  sessions  of  the  Association. 

Only  members  who  are  Fellows  may  register 
or  discuss  papers. 

Only  members  who  have  been  Fellows  for 
two  years  previous  to  the  time  of  an  annual 
session  of  the  American  Medical  Association 
may  represent  their  state  society  in  the  national 
House  of  Delegates. 

An  intangible  but  none  the  less  great  benefit 
of  Fellowship  in  the  American  Medical  Asso- 
ciation, is  the  sense  of  a personal  share  in  the 
varied  services  which  the  Association  renders 
to  the  physicians  and  the  people  of  this  and 
foreign  countries.  Most  Fellows  of  the  Asso- 
ciation take  pride  in  participation  in  the  service 
rendered  by  the  Council  on  Pharmacy  and 
Chemistry,  Council  on  Medical  Education  and 
Hospitals,  Bureau  of  Legal  Medicine  and  Legis- 
lation, Bureau  of  Health  and  Public  Instruction, 
the  Propaganda  Department,  and  the  issuance, 
without  financial  profit,  of  certain  scientific  pub- 
lications, including  the  Spanish  edition  of  the 
Journal  of  the  American  Medical  Association. 

RfiSUMfi 

1.  Only  members  of  county  medical  societies 
are  eligible  to  Fellowship  in  the  American  Medi- 
cal Association. 

2.  Fellowship  is  obtainable  only  by  formal 
application  to  the  Secretary  of  the  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  or  through  the  office  of  the  secretary 
of  the  county  or  state  society. 

3.  Application  for  Fellowship  must  be  ac- 
comp>anied  by  a minimum  fee  of  $5.00  payable 
annually. 

Benefits  of  Fellowship  are 

(a)  A sense  of  actual  participation  in  the 
world-wide  endeavors  of  the  American 
Medical  Association  to  improve  public 
health  and  medical  service. 

(b)  Receipt  of  the  journal  of  choice,  as  above. 

(c)  Privilege  of  participation  in  annual  meet- 
ings. 

(d)  Eligibility  for  election  to  the  House  of 
Delegates,  and  eligibility  for  election  to 
office  in  the  American  Medical  Associa- 
tion. 

THE  DECEMBER  BOARD  MEETING 

The  Deceml^er  meeting  of  the  Board  of  Trus- 
tees was  held  at  the  permanent  quarters  of  the 
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Society,  230  State  St.,  Harrisburg,  the  first 
Tuesday  in  December.  Reports  were  received 
from  officers,  councilors  and  chairmen  of  two 
standing  committees  of  the  Board. 

The  Board  authorized  a six  month’s  sub- 
scription to  Hygeia  to  be  mailed  to  the  home 
address  of  the  members  of  the  1925  Pennsyl- 
vania Legislature. 

A committee  was  appointed  to  consider  the 
advisability  of  establishing  a circulating  medical 
library  for  the  use  of  the  members  of  the  Soci- 
ety. 

The  Secretary  was  instructed  to  write  to  Gov- 
ernor Pinchot  regarding  the  personnel  of  the 
newly  appointed  State  Osteopathic  Surgeons 
Examining  Board. 

The  Board  sanctioned  the  arrangement  of  a 
Section  on  Dermatology  program,  Tuesday, 
October  6,  1925,  at  2 P.  M.,  Harrisburg. 

The  Board  approved  an  Annual  Registration 
Bill  as  proposed  by  the  Pennsylvania  Depart- 
ment of  Public  Instruction,  in  so  far  as  the 
proposed  bill  covers  only  registration  and  in- 
vestigation, provided  the  bill  includes  all  prac- 
titioners of  the  healing  art,  all  of  whom  are  to 
be  taxed. 

Chairman  Knowles  of  the  Committee  on  Pub- 
lic Health  Legislation  reported  that  the  Dean 
of  Jefferson  Medical  College  would  unalterably 
oppose  the  introduction  in  the  Legislature  of  any 
prop>osed  one  board  bill  which  included  in  its 
provisions  representatives  of  osteopathy;  also 
that  certain  physicians  of  the  Homeopathic  State 
Medical  Society  would  insist  upon  retention  of 
the  word  “Homeopaths”  in  describing  the  com- 
position of  the  board  of  examiners  in  such  an 
act. 

President  Henry  suggested  consideration  of 
the  advisability  of  introducing  a bill  that  would 
create  an  examining  board  composed  of  the 
Superintendent  of  Public  Instruction,  the  Sec- 
retary of  Health  and  seven  others  to  be  appoint- 
ed by  the  Governor,  to  be  selected  from  those 
who  are  legally  licensed  by  the  commonwealth 
to  practice  the  healing  art. 

President  Henry  also  called  attention  to  the 
fact  that  the  function  of  the  State  Board  of 
Examiners  has  changed  but  little  in  thirty  years, 
nothwithstanding  the  fact  that  of  late  years  the 
percentage  of  failures  among  those  examined 
rarely  exceeds  two  per  cent  and  that  the  re- 
spective deans  of  the  colleges  from  which  the 
applicants  are  graduated  can,  with  virtual  cer- 
tainty, foretell  those  who  will  fail. 

The  Board  adjourned  to  meet  in  special  ses- 
sion in  Philadelphia,  Saturday,  December  20. 


SPECIAL  MEETING  OF  THE  BOARD 
OF  TRUSTEES 

The  Board  of  Trustees  met  in  special  session 
at  the  University  Club,  Philadelphia,  December 
20. 

Counselor  B.  J.  Myers  was  authorized  to 
select  a proper  test  case,  to  enter  a so-called 
“friendly  suit,”  said  case  to  be  carried  to  the 
Supreme  Court  of  the  State  for  decision,  re- 
garding the  Mackey  interpretation  of  the 
Workmen’s  Compensation  Law  as  affecting  the 
remuneration  of  hospital  staff  surgeons  in  at- 
tendance on  ward  patients  who  are  beneficiaries 
of  the  Act. 

President  Henry  and  Chairman  Knowles  re- 
ported that  the  Medical  Legislative  Conference, 
in  session  December  12,  had  decided  that  the 
so-called  One  Board  Bill  should  not  be  intro- 
duced in  the  1925  Legislature.  After  a pro- 
longed discussion  it  was  decided  that  the  legis- 
lative functions  of  our  Committee  on  Public 
Health  Legislation  should  be  confined  to  defen- 
sive action  against  any  legislation  that  might  be 
introduced  that  threatened  the  best  interests  of 
public  health. 

A motion  prevailed  instructing  the  Chairman 
of  the  Board  of  Trustees  to  include  in  his  1925 
report  the  history  of  the  proposed  One  Board 
Bill. 

After  a conference  with  Dr.  Owen  Copp,  a 
member  of  our  Committee  on  Promotion  of 
Efficient  Laws  on  Insanity  and  Professor  E.  R. 
Keady,  of  the  Law  Department  of  the  Univer- 
sity of  Pennsylvania,  the  Board  instructed  the 
above  mentioned  committee  to  confer  with 
Professor  Keady  and  Dr.  George  Woodward, 
of  Philadelphia,  a member  of  the  Pennsylvania 
Senate,  regarding  the  proposed  bill  for  examina- 
tion of  the  criminally  insane. 

The  Board  adjourned  to  meet  at  the  regular 
February  session,  February  3,  1925. 

CHANGES  IN  MEMBERSHIP  OF  COUNTY 
SOCIETIES 

The  following  changes  have  been  reported  to  De- 
cember 1 6th : 

Adams:  Transfer — Byron  C.  Jones,  Bendersville, 

from  Northampton  County  (formerly  of  Easton). 

Ai,lbche;ny  : Resignations' — John  L.  Steffy,  Culver 
City,  Cal. ; Frederick  C.  Narr,  Kansas  City,  Mo. ; 
Norman  C.  Ochsenhirt,  Rochester,  Minn.  Deaths— 
Solomon  Blumberg,  Pittsburgh,  December  i (Univ. 
of  Warsaw,  ’97),  aged  52;  Francis  M.  S.  Bowers, 
Braddock,  recently  (Univ.  of  Pgh.,  ’15),  aged  35. 

Armstrong:  Removal — J.  W.  Campbell,  from  Elder- 
ton  to  Weimer  Bldg.,  Indiana. 

Berks:  Transfer— Yienvy  Bley,  Reading,  from 

Huntingdon  County.  Resignation — Horace  E.  Schlemm, 
bilks  Home. 

Blair  : Death — Edward  H.  Gingrich,  Lebanon, 
October  6 (Univ.  of  Penna.,  ’95)1  aged  58. 

Bradford:  New  Member — Francis  M.  Pugliese, 

Sayre. 
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Clearfield:  Removal — Karl  Kornblum,  from  Clear- 
field to  1708  Wallace  St.,  Philadelphia. 

Dauphin  : Removal — Percy  E.  Deckard,  from 

Elmira,  N.  Y.,  to  Riley-Wands  Bldg.,  Olean,  N.  Y. 

Huntingdon:  Neiv  Member — R.  Woods  Croyle, 

James  Creek.  Removal— Gladys  W.  Newlin,  from 

Scranton  to  1725  17th  St.,  Washington,  D.  C. 

Jefferson:  Removal — -George  Boehm,  from  Eleanor 
to  Marienville  (Forest  Co.). 

Lackawanna:  Death — Thomas  W.  Kay,  Scranton, 
October  3 (Coll,  of  P.  & S.,  Md.,  ’79),  aged  66. 

Lehigh  : Death — Franklin  J.  Holben,  Schnecksville, 
November  30  (Bellevue  Hospital  Medical  Coll.,  ’89), 
aged  56.  Transfer — S.  Mann  Uhler,  104  N.  8th  St, 
Allentown,  from  Northampton  County  Society. 

Mercer:  Removal — Beriah  E.  Mossman,  from 

Greenville  to  5506  Wyandotte  St.,  Kansas  City,  Mo. 
Transfer — Montrose  B.  Magoffin,  Mercer,  formerly  of 
Pittsburgh,  from  Allegheny  County;  Jonathan  B.  Per- 
rine.  Grove  City,  formerly  of  Wesley,  from  Venango 
County ; David  E.  Vogan,  Mercer  Hospital,  Mercer, 
formerly  of  Kane,  from  McKean  Co. 

Montgomery:  Resignation — James  M.  Keaton,  Old 
Fort,  N.  O.,  formerly  of  Ardmore. 

Montour:  Neiv  Members — Charles  L.  Johnson, 

State  Hospital,  Danville;  Lester  P Fowle,  Geisinger 
Hospital,  Danville;  John  H.  Focht,  Elysburg  (Nor- 
thumberland Co.). 

Northampton:  New  Member — Thomas  C.  Zulick, 
Jr.,  217  High  St.,  Easton. 

Philadelphia:  Death — Louis  F.  Love,  Philadelphia, 
November  3 (Jefferson  Medical  Coll.,  ’81),  aged  63. 

Snyder:  Reinstated  Member — Russell  W.  Johnston, 
Selinsgrove. 

Somerset:  Removal — Benjamin  H.  Long,  from  Bos- 
well to  Gray. 

Tioga  : Removal — F.  H.  Kennedy,  from  Middlebury 
Center  to  8 Main  St.,  Wellsboro. 

Union  : Removal — Edgar  T.  Shields,  from  New 

Rochelle,  N.  Y.,  to  3223  North  Second  St.,  Harrisburg 
(Dauphin  Co.). 

Washington  : Removal — Walter  D.  Gemmill,  from 
Morganza  to  729  Broad  Ave.,  Belle  Vernon  (Fayette 
Co). 

Wayne:  New  Members — Harvey  R.  Bauman,  Haw- 
ley ; J.  K.  Banes,  Callicoon,  N.  Y. 

Westmoreland  : Reinstated  Member — Ida  E.  Black- 
burn, Greensburg. 

York:  New  Members — Anton  C.  Sorensen,  741  E. 
Market  St.,  William  H.  Treible,  452  W.  Market  St., 
Milton  H.  Cohen,  46  S.  Beaver  St.,  Charles  L.  Fack- 
ler,  Weiser  Bldg.,  William  H.  Homing,  1417  W. 
Market  St,  James  P.  Paul,  300  N.  Hartley  St.,  York; 
James  F.  Wood,  Mt.  Wolfe ; William  D.  Danner, 
^ring  Grove;  William  H.  Smithson,  New  Park. 
Transfer — Walter  R.  Livingston,  Glenville,  from 
Venango  County  Society. 


PAYMENT  OF  PER  CAPITA  ASSESSMENT 

The  following  payment  of  per  capita  assessment  has 
been  received  since  November  15th.  Figures  in  first 
column  indicate  county  society  numbers ; second  col- 
umn, State  Society  numbers : 


1924 


Nov. 

18 

Snyder 

9 

7361 

$5.00 

19 

Huntingdon 

40 

7362 

2.50 

22 

Westmoreland 

144 

7363 

5-00 

Dec. 

12 

Bradford 

45 

7364 

5-00 

1925 

Nov. 

20 

Wayne 

1-2 

12-13 

10.00 

24 

Montour 

1-3 

14-16 

10.00 

Dec. 

8 

Northampton 

Bucks 

Mifflin 

I 

1-36 

1-3 

17 

1 8-53 

54-56 

5-00 

180.00 

1500 

10 

York 

Clinton 

1-17 

1-6 

57-73 

74-79 

85.00 

30.00 

12 

Adams 

1-9 

80-88 

45.00 

16 

Huntingdon 

1-19 

89-107 

9500 

FREDERICK  L.  VAN  SICKLE,  M.D. 

Executive  Secretary 
230  State  St.,  Harrisburg,  Pa. 

THE  POSITION  OF  THE  MEDICAL  PRO- 
FESSION AS  A RESULT  OF  A 
REFERENDUM  VOTE 

California,  Oregon  and  some  other  states  are 
unfortunate  in  being  states  in  which  the  refer- 
endum vote  is  appealed  to  by  those  who  fail  to 
pass  legislative  measures  for  their  own  benefit 
and  of  detriment  to  many  others  in  the  state. 
It  is  probable  that  many  of  our  readers  will  re- 
call the  result  of  the  referendum  vote  in  Cali- 
fornia in  relation  to  various  medical  matters 
and  how  badly  the  profession  was  beaten  as  a 
result  of  that  form  of  appeal.  It  is  indeed  un- 
fortunate that  the  lay  public  cannot  analyze 
the  motives  behind  various  movements  con- 
nected with  health  legislation  and  the  practice 
of  the  healing  art,  and  as  a result  are  frequently 
led  astray  when  a public  vote  is  appealed  to  to 
support  this  nefarious  form  of  legal  control. 

The  physicians  of  Oregon  have  recently  been 
confronted  by  a proposal  for  state  medicine, 
with  the  following  result : 

“A  total  of  225,132  votes  was  cast  on  this  measure, 
151,862  in  opposition  and  73,270  in  favor.  The  measure 
was  known  as  an  amendment  to  the  Workmen’s  Com- 
pensation Law  and  our  principal  objection  was  the  un- 
limited powers  given  the  Commission  toward  the  em- 
ployment of  doctors  and  the  maintaining  of  hospitals. 
The  opposition  to  the  measure  was  carried  on  by  the 
Oregon  Public  Health  League.” 

The  Ohio  Journal  states  in  part  the  follow- 
ing: 

“The  entering  wedge,  preparing  the  way  for  such  a 
socialistic  scheme,  is  in  the  form  of  a rather  insig- 
nificant amendment  well  buried  among  a number  of 
other  unobjectionable  features  which  are  embodied  in 
an  initiated  bill. 

“Several  months  ago,  reports  indicate,  a conference 
was  held  between  representatives  of  employers,  em- 
ployees and  physicians  for  the  purpose  of  preparing 
amendments  to  the  ‘industrial  insurance  act’  which 
might  include  the  views  of  all  interests.  An  agree- 
ment could  not  be  reached.  Soon  afterward,  repre- 
sentatives of  the  employees  drafted  and  circulated  an 
initiated  bill. 

“Many  of  the  features  of  this  initiated  bill  are 
looked  upon  with  favor  by  the  medical  profession  of 
that  state.  The  main  clause  which  affected  the  physi- 
cians and  public  adversely,  however,  substantially  ex- 
tends the  privileges  of  the  industrial  insurance  act  to 
all  citizens  of  the  state. 

“Should  this  amendment  be  adopted,  the  title  of  the 
act  would  be  a misnomer.  It  would  cease  to  be  indus- 
trial insurance.  It  would  become  a general  health  and 
industrial  accident  measure. 

“In  a number  of  the  states,  the  scope  of  the  work- 
men’s compensation  acts  and  industrial  insurance  acts 
have  been  broadened  during  recent  years.  Out  and  out 
health  insurance  has  been  sponsored  at  different  times 
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in  most  of  the  states.  The  Oregon  movement,  though, 
is  the  first  of  its  kind,  where  a direct  effort  is  being 
made  to  tie  a health  insurance  scheme  up  to  the  indus- 
trial insurance  act. 

“The  Oregon  incident  is  but  another  indication  of 
the  numerous  endeavors,  both  direct  and  indirect,  th^t 
are  being  made  to  change  the  present  form  of  govern- 
ment into  a system  of  soviet  paternalism.  The  results 
of  the  November  election  in  Oregon  will  be  watched 
with  interest  by  thoughtful  citizens  and  physicians 
throughout  the  country.” 

We  trust  that  Pennsylvania  will  not  be  af- 
flicted with  the  referendum  vote  provided  we 
fail  to  arrive  at  reasonable  agreements  in  our 
medical  legislation. 


CHILD  LABOR  AMENDMENT 

The  amendment  which  was  recently  passed 
by  Congress  relating  to  child  labor,  in  order 
to  be  operative,  must  be  ratified  by  the  legisla- 
tures of  three-fourths  of  the  states  in  the  Union. 
In  all  probability  a bill  will  be  introduced  into 
the  1925  House  and  Senate  of  Pennsylvania 
providing  for  the  ratification  of  this  federal 
amendment. 

If  the  physicians  of  Pennsylvania  are  inter- 
ested in  the  physical  and  moral  welfare  of  the 
young  people  of  the  state,  it  is  well  for  them 
to  become  acquainted  with  the  provisions  of 
such  legislation.  It  will  also  be  necessary  for 
those  who  are  voicing  the  sentiment  of  the  pro- 
fession in  legislative  matters  to  be  advised  as 
to  the  opinions  and  wishes  of  the  doctors  of  the 
State. 

From  the  Illinois  Medical  Journal,  editorial 
department,  for  December,  1924,  we  quote  the 
following : 

“DOCTORS  AND  THE  CHILD  LABOR 
AMENDMENT” 

“The  medical  profession  are  credited  with  being  the 
greatest  single  factor  in  helping  to  mould  public 
opinion.  In  the  Child  Labor  Amendment  law  recently 
passed  by  Congress  and  now  waiting  ratification  in 
the  State  Legislatures  we  have  the  greatest  menace 
for  the  future  welfare  of  boys  and  girls  that  has  ever 
been  brought  to  the  attention  of  the  American  people. 
The  amendment  has  been  well  christened  ‘The  Child 
Loafer  Amendment.’  The  passage  of  the  bill  by  36 
states  would  immediately  result  in  the  passage  of  a 
bill  authorizing  the  Children’s  Bureau  in  Washington 
to  issue  some  regulations  which  would  make  it  illegal 
for  boys  and  girls  reared  on  the  farm  or  elsewhere  to 
be  anything  but  first-class  loafers. 

“It  is  a trite  saying  that  an  idle  mind  is  the  devil’s 
workshop.  That  a child’s  idleness  gives  him  over  to 
the  devil.  It  is  claimed  now  that  the  great  percentage 
of  crime  in  this  country  is  committed  by  persons  be- 
tween the  ages  of  17  and  22  years;  under  a system  of 
compulsory  idleness  of  youths  unders  18  years,  boys 
having  no  responsibilities,  free  to  hang  around  pool 
rooms,  unlimited  time  for  joy  riding  and  other  con- 
venient methods  for  indulgence,  legally  restrained  for 
earning  money  in  a legitimate  way  will  resort  to  illegal 


means  of  getting  it  and  out  of  their  system  of  com- 
pulsory idleness  will  come  a marked  increase  in  crime 
both  major  and  minor. 

“From  first  to  last  the  scheme  is  red,  bolshevistic  and 
socialistic  and  would  prove  the  worst  menace  that  could 
possibly  be  inflected  upon  the  youth  of  the  country. 
As  a profession  let  us  individually  and  collectively 
so  far  as  we  can,  try  and  induce  the  state  to  shoulder 
the  responsibilities  and  burdens  that  are  constitutionally 
its  own  to  the  end  that  our  growing  civilization  emerge 
from  the  people  themselves  rather  than  be  thrust  upon 
them  by  a bureaucratic  centralized  government.” 

COMMITTEE  ON  PUBLIC  RELATIONS 

EDWARD  MARTIN,  M.D., 

Chairman 


REPORT  ON  PHYSICIANS’  HEALTH 
EXAMINATIONS  MADE  AT 
THE  READING  SESSION 

The  Committee  on  Public  Relations  arranged 
for  physical  examinations,  during  the  Reading 
Session  of  the  Society,  of  all  physicians  who  ap- 
plied. These  examinations  were  conducted  by 
Drs.  Turnbull,  David  Riesman,  Edward  W. 
Bixby,  Jesse  L.  Lenker,  Alexander  H.  Colwell, 
Lawrence  Litchfield,  E.  J.  G.  Beardsley,  A.  C. 
Morgan,  Charles  Long,  Elliott  Edie,  Thomas 
Klein,  W.  S.  Bertolet,  Francis  Dever,  Joseph 
Sailer,  Harry  W.  Albertson,  G.  Morris  Piersol. 
To  each  examiner  was  assigned  four  applicants 
to  be  examined  and  an  office,  the  latter  secured 
by  Dr.  Livingood,  Secretary  of  the  Berks  County 
Society,  from  his  colleagues  in  Reading.  The 
examinations  were  conducted  on  the  morning  of 
Tuesday,  October  7th,  from  10  to  12,  the  appli- 
cants having  been  notified  as  to  place  and  exact 
time  (half  hour  intervals).  Dr.  Bertolet  ex- 
amined in  the  afternoon. 

All  the  examiners  appeared  on  time.  Of  those 
who  requested  an  examination  there  were  some 
absentees.  None  of  the  four  men  assigned  to 
Dr.  Klein  appeared. 

E)ach  doctor  reporting  for  examination  brought 
his  history  blank  properly  filled  out  and  a record 
of  the  examination  of  his  urine,  a 24-hour  speci- 
men, its  specific  gravity,  reaction,  protein,  sugar, 
formed  elements. 

The  results  of  the  examination,  though  not 
always  cheering  to  those  examined,  were  con- 
vincing as  to  their  desirability.  Dr.  Morris  Pier- 
sol  writes  as  follows : 

“Of  the  four  physicians  assig;ned  to  me,  three  ap- 
peared for  examination.  My  general  impression  of 
these  examinations  is  that  they  were  exceedingly  useful. 
They  accomplished  two  important  purposes : First,  they 
gave  the  physicians  examined  a better  idea  of  the  scope 
and  extent  of  a thorough  physical  examination.  Sec- 
ondly, they  called  their  attention  to  certain  defects  in 
their  health  which  otherwise  might  have  gone  unnoticed. 
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Of  the  three  men  examined  by  me, — a vigorous  young 
man,  was  in  excellent  health  except  for  a tendency  to 
overweight.  The  other  two  were  both  men  who  had 
practiced  medicine  for  years  and  were  well  past  middle 
f life.  Both  of  these  men  showed  definite  evidence  of 
focal  infection  about  the  mouth  and  throat.  Both  had 
unmistakable  arteriosclerosis.  In  one  instance  there 
was  a marked  hypertension,  and  in  both  there  was 
hypertrophy  of  the  heart  with  some  evidence  of  myo- 
1 cardial  degeneration.  To  me  it  was  extremely  sugges- 
j tive  that  the  younger  physician  worked  only  seven  hours 
a day,  ate  three  regular  meals  with  at  least  a half  hour 
to  each  meal,  played  bridge,  golf  and  hand  ball  regu- 
larly as  a diversion,  while  his  older  colleagues  admitted 
to  working  from  fourteen  to  sixteen  hours  a day,  ate 
irregularly,  never  took  more  than  twenty  minutes  to 
any  meal,  and  had  no  diversions  outside  of  work  and 
sleeping.” 

Dr.  Francis  Dever  reports  in  regard  to  the  examina- 
tions that  they  are  well  worth  while,  two  of  those  he 
examined  showing  tendencies  which  require  correction. 
One  exhibited  enlargement  of  his  thyroid  and  marked 
evidences  of  protein  toxemia. 

Dr.  Beardsley  says  that  “if  we  could  only  induce  all 
physicians  to  have  their  families  overhauled  once  a year 
1 think  it  would  have  a tendency  to  make  for  more  effi- 
cient medical  services  all  around.”  He  found  three  of 
the  four  physicians  examined  exhibiting  definitely  in- 
fected tonsils,  previously  unsuspected.  All  four  badly 
needed  systematic  exercise;  in  three  the  need  was  im- 
perative. Only  two  needed  advice  about  dental  work. 

Dr.  Alexander  H.  Colwell  writes : “My  general  im- 
pression of  the  results  of  these  examinations  is  that  they 
were  appreciated  by  the  men  to  whom  they  were  given, 
and  that  they  were  intensely  interesting  to  me.  I can- 
not help  but  feel  that  this  is  a splendid  step  in  the  right 
direction  and  I had  in  mind  that  it  might  be  amplified 
by  the  introduction  of  the  idea  into  the  county  medical 
societies.  It  seems  only  reasonable,  if  we  are  to  im- 
press the  value  of  this  method  upon  the  public,  that  we 
should  practice  what  we  preach.  I had  a delightful 
visit  with  each  of  the  three  whom  I examined.” 

Dr.  Edie  writes : “The  morning  I spent  in  this  work 
was  a most  interesting,  enjoyable  and  profitable  one.  I 
believe  that  the  applicants  will  have  a greater  interest 
in  these  examinations  and  that  they  will  secure  consid- 
erable personal  benefit  if  they  carry  out  the  measures 
found  advisable  in  their  cases.”  He  notes  that  the  four 
men  examined  by  him  impressed  him  “as  being  much 
nrore  prudent  individuals  and  more  attentive  to  their 
own  welfare  than  the  average  physician.”  In  all  he 
found  conditions  which  if  uncorrected  will  undoubtedly 
shorten  life  and  impair  function.  The  discussion  of 
these  conditions  could  not  have  been  without  profit  to 
both  the  examiner  and  the  examined. 

Dr.  Riesman  writes  that  two  of  the  four  doctors  he 
examined  were  abnormal.  He  expresses  his  approval 
of  the  plan  and  believes  it  to  be  a wise  step  upon  the 
part  of  the  State  Medical  Society  to  interest  the  doctors 
in  the  movement  through  examinations  of  their  own 
persons. 

Dr.  Sailer  states  that  he  spent  a very  pleasant  morn- 
ing and  the  men  he  examined  seemed  to  appreciate  the 
value  of  the  procedure.  In  all  examined  he  found  sug- 
gestions of  conditions  which  in  the  interest  of  sustained 
health  require  consideration.  He  believes  that  most  of 
the  men  seem  to  be  working  unduly  hard. 

Dr.  Lenker  notes  that  only  two  of  the  physicians  as- 
signed to  him  appeared.  No  defects  were  found  un- 
known to  the  men  examined.  He  further  records  the 


fact  that  the  Dauphin  County  Medical  Society  has  ap- 
pointed a committee,  with  himself  as  chairman,  to  take 
up  the  question  of  routine  physical  examination  of  the 
medical  profession. 

Dr.  Morgan  observes  as  the  result  of  examination 
that  “the  matter  of  foul  teeth  and  tonsils  which  have 
been  recognized  for  years  and  yet  permitted  to  exist  and 
to  continue  without  correction,  was  astounding.  This 
personal  neglect  surely  makes  for  lack  of  emphasis  on 
the  part  of  the  physician  when  he  discovers  similar  con- 
ditions in  his  patients,  as  he  does  not  appreciate  the 
imperative  need  to  have  infectious  foci  promptly  re- 
moved. Constant  application  to  professional  duty  has 
interfered  greatly  with  the  taking  of  vacations  or  rest 
periods,  the  doctor  having  a too  conscientious  feeling 
about  his  patients’  suffering  during  his  absence,  though 
at  the  same  time  he  is  free  to  insist  upon  their  taking 
vacations,  sometimes  for  very  slight  indications.” 

Dr.  Long  voiced  his  belief  in  the  value  of  the  pro- 
cedure to  the  two  of  his  four  candidates  who  appeared 
for  their  examination. 

Dr.  Francis  J.  Dever  states  that,  the  four  doctors  who 
appeared  before  him,  “notwithstanding  the  fact  that  they 
expected  to  meet  Dr.  Judson  Daland  for  their  examina- 
tion, were  courteous  enough  not  to  show  their  disap- 
pointment. The  examinations  began  promptly  at  lo 
a.  m.  and  finished  at  i p.  m.”  Dr.  Dever  expresses 
himself  in  full  accord  with  the  belief  that  these  exami- 
nations are  worth  while  and  contributes  valuable  sug- 
gestions in  regard  to  betterment  of  the  history  blank  by 
private  letter. 

Dr.  Turnbull  writes : “My  general  impression  is  that 
the  only  men  who  asked  for  examination  were  the  ones 
who  have  been  taking  good  care  of  themselves,  and 
know  themselves  to  be  in  good  physical  condition.  The 
ones  that  need  it  did  not  seem^  to  ask  for  it.”  He  notes 
that  the  four  men  he  examined  were  taking  excellent 
care  of  themselves  and  that  no  conditions  were  found 
which  required  guidance  as  to  the  avoidance  of  conse- 
quences incident  to  neglect.  He  objects  to  knock-knees 
being  put  in  the  questionnaire,  expresses  a tender  sym- 
pathy for  the  bow-legged,  and  holds  that  a question  as 
to  the  conformation  of  the  ears  may  bring  pain  to  the 
sensitive  soul. 

Dr.  Lawrence  Litchfield,  who  has  been  an  active  fac- 
tor in  the  campaign  for  periodic  health  examinations, 
has  made  some  valuable  suggestions  in  regard  to  modi- 
fication of  the  history  blank.  He  notes  that  “defects  of 
teeth,  gums,  tonsils,  flat  feet,  and  hypertension  are  most 
frequent  findings.” 

As  to  the  purpose  of  these  examinations,  they 
were  planned  to  stimulate  county  medical  so- 
cieties to  take  up  as  such,  the  study  and  practice 
of  preventive  measures,  having  for  their  end  a 
long  life  of  usefulness — which  means  happiness. 
Unless  the  county  medical  societies  take  upon 
themselves  this  work  seriously  and  practically, 
the  convincing  demonstration  given  at  Reading 
will  be  of  no  moment  except  to  the  individual 
examiners  and  those  who  were  examined.  In 
the  meantime,  while  the  county  medical  societies 
are  lethargic  in  this  and  in  other  matters  bearing 
on  public  health,  lay  and  business  organizations 
are  seizing  the  opportunity  for  both  profit  and 
honor  and  are  directing  campaigns  for  which 
they  receive  large  contributions,  using  the  indi- 
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vidual  members  of  our  profession  as  their 
agents  and  workmen.  It  is  we  who  should 
direct ; to  us  should  come  these  contributions, 
which,  providing  as  an  organization  we  prove 
ourselves  competent — and  no  group  of  men 
could  be  more  so — , public  support  most  gener- 
ously will  be  given. 

In  so  far  as  the  interest  of  the  public  is  con- 
cerned some  of  our  county  medical  societies  have 
no  reason  for  their  existence,  nor  is  there  in  their 
meetings  that  interest  which  keeps  them  more 
than  somnolently  alive.  In  every  one  of  them 
there* are  ardent,  able,  vivid  spirits  capable  of 
utilizing  the  great  power  of  the  organization  for 
the  public  good.  The  placing  of  responsibility 
by  the  society  upon  these  individuals  or  groups 
will  not  only  bring  honor  to  the  profession  at 
large,  but  that  prestige  which  insures  a control- 
ling voice  in  all  public  health  measures  and  par- 
ticularly those  which  require  legislation  for  their 
proper  enforcement. 

There  is  not  a county  medical  society  in  this 
state  the  meetings  of  which  could  not  be  made 
of  such  large  human  interest  and  of  such  impor- 
tance to  each  individual  that  a full  attendance 
would  be  secured ; and  as  its  power  becomes 
demonstrated  a full  support  of  the  p>olicy  it  advo- 
cates is  forthcoming.  It  is  in  the  hope  of  arous- 
ing at  least  the  beginnings  of  such  a policy — and 
in  every  county  medical  society  in  the  state — 
that  the  Public  Relations  Committee  has  con- 
tinued its  activities. 

Lenker  at  Harrisburg  has  shown  the  way. 
Edie  has  utilized  the  strength  of  the  profession 
in  putting  through  a splendid  campaign  against 
goiter.  All  details  of  this  campaign  are  avail- 
able to  any  county  society  that  desires  them. 
Lancaster  has  appreciated  what  organized  medi- 
cine may  do.  A few  other  societies  are  grasping 
an  opportunity  which  is  slipping  away  from 
those  who  have  not  recognized  the  signs  of  the 
coming  times.  Incidentally,  though  this  is  a mo- 
tive of  minor  consideration,  concentration  on 
preventive  medicine  by  the  organized  profession 
will  financially  benefit  every  individual  doctor. 


COMMITTEE  ON  SCIENTIFIC  WORK 
THOMAS  G.  SIMONTON 
Chairman 

^ 

DIAMOND  JUBILEE  PROGRAM 

THU  75TH  ANNUAL  SE.SSION  OR  THE  MEDICAL 
society  of  the  state  of  PENNSYLVANIA, 
HARRISBURG,  PA.,  OCT.  5-8,  I925 

The  Committee  on  Scientific  Work  have  for 
some  time  felt  that  the  programs  of  the  Medical 
Society  of  the  State  of  Pennsylvania  are  not 


up-to-date.  Since  the  foundation  of  our  Society 
papers  ten  or  fifteen  minutes  in  length  have 
been  presented.  It  has  been  proved  that  seventy 
per  cent  of  the  men  attending  our  annual  meet- 
ings are  of  the  same  group  of  members.  For 
years  we  have  been  following  the  same  routine, 
and  after  consultation  with  a number  of  the  offi- 
cers of  the  Society,  it  has  been  decided  to  try,  at 
least  this  year,  a more  up-to-date  and  intensive 
postgraduate  program.  It  is  necessary  to  attract 
the  younger  and  newer  members  of  the  county 
societies.  If  we  can  have  up-to-date  subjects, 
presented  in  a masterly  way,  they  will  be  more 
apt  to  attend.  The  future  scientific  standard, 
and  the  position  of  the  Medical  Society  of  the 
State  of  Pennsylvania  are  up  for  review  in  the 
eyes  of  the  medical  world.  Our  state  has  al- 
ways stood  for  progress ; so  must  our  medical 
society. 

With  this  object  in  view  the  Committee  on 
Scientific  Work  have  decided,  at  least  for  this 
year,  to  attempt  a program  along  the  lines  of  an 
intensive  postgraduate  course.  The  morning 
session,  and  section  meetings  will  begin  at  nine 
o’clock  and  run  to  i P.  M.,  and  the  afternoon 
meetings  from  2 to  5 P.  M.  on  Wednesday  and 
Thursday.  The  General  Session  meeting  on 
Tuesday  morning  will  not  be  changed. 

On  Tuesday  afternoon,  Wednesday  and 
Thursday,  the  time  will  be  divided  into  fifty- 
five  minute  periods.  During  one  of  these  per- 
iods the  principal — selected  by  the  Committee — 
will  have  control  of  the  period.  He  will  present 
the  subject  decided  upon  by  the  Committee; 
consume  the  entire  fifty-five  minutes  himself, 
or  he  may  subdivide  the  time  with  the  associates 
whom  he  appoints ; ask  for  discussion ; present 
slides  if  he  so  desires;  or  seek  aid  from  any  of 
the  medical  departments  he  sees  fit.  In  fact,  the 
principal  is  asked  to  present  his  subject  in  an 
interesting,  snappy,  convincing  and  comprehen- 
sive manner,  and  to  cover  the  subject. 

The  section  officers  will  not  have  control  of 
the  time  for  the  periods,  as  a bell  will  ring  in 
the  hall  every  fifty-five  minutes.  Extention  of 
time  can  not  be  asked  or  granted. 

Wednesday  morning  at  the  General  Session 
and  Thursday  morning  at  the  Section  meetings, 
ten  men  in  each  session  and  section  meeting  will 
present  an  unusual  case  report  in  five  minutes — 
not  one  second  longer,  although  the  reporter 
may  publish  a more  detailed  report  of  his  case 
in  the  Journal,  not  to  exceed  1,200  words,  if  he 
so  desires. 

This  will  be  the  Seventy-fifth  Anniversary  of 
the  State  Society — the  Diamond  Jubilee  Session, 
and  we  hope  to  make  the  program  a memorable 
one  for  those  who  attend  the  Harrisburg  meet- 
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ing.  Addresses  by  delegates  from  our  neigh- 
bors: the  New  York,  New  Jersey,  Delaware, 
Maryland,  West  Virginia  and  Ohio  State  Medi- 
cal Societies  are  planned.  Dr.  W.  D.  Haggard, 
then  President  of  the  A.  M.  A.,  of  Nashville, 
Tenn.,  will  deliver  an  address  of  good  wishes 
and  greetings  from  the  American  Medical  As- 
sociation, and  occupy  a period  in  the  Surgical 
Section  in  the  afternoon  of  Tuesday. 

In  the  General  Sessions  the  subjects  so  far 
decided  upon,  are:  The  Early  and  Late  Toxem- 
ias of  Pregnancy ; Hematuria ; Valuation  of 
the  Physical  Signs  in  the  Psychoneurosis — Di- 
agnosis and  Treatment;  and  a Dermatological 
Phase  of  Syphilis.  These  subjects  will  be  added 
to  later. 

The  Trustees  have  asked  that  the  Commit- 
tee on  Scientific  Work  arrange  three  periods 
on  Tuesday  afternoon,  to  be  known  as  the 
Section  on  Dermatology.  Dr.  William  H.  Guy 
of  Pittsburgh  has  been  elected  chairman  of  this 
section. 

The  officers  of  the  sections  will  keep  you 
informed  through  the  pages  of  the  Journal  of 
their  intentions  for  the  Harrisburg  Session  from 
time  to  time.  The  Committee  on  Scientific 
Work  will  have  the  completed  program  pub- 
lished in  all  the  Bulletins  of  the  County  Socie- 
ties previous  to  the  meeting,  so  that  each  member 
of  our  State  Society  may  know  what  to  expect, 
and  can  plan  to  go  to  Harrisburg,  October  5-8, 

1925- 

The  Seventy-fifth  Mile  Stone  should  not  be 
passed  without  a fitting  observance  of  the  occa- 
sion. Historians  will  record  the  events,  so  that 
those  who  by  reason  of  their  years  may  be 
privileged  to  attend  the  Centenary  Celebration 
in  1950  can  say:  The  Medical  Society  of  the 
State  of  Pennsylvania  Promotes  Progress. 

TO  THE  WORK,  then;  LET  US  GO 
FORWARD. 


CAUTION  IN  THE  USE  OF  BROMIDS. 

The  Therapeutic  Gazette,  Oct.  15,  1924,  under  this 
caption  publishes  a symposium,  giving  opinions  as  to 
patients  admitted  to  institutions  for  treatment  for  epi- 
lepsy or  insanity,  “suffering  quite  as  much  from  the 
abuse  of  the  bromids  as  from  the  original  malady 
which  had  caused  their  administration.”  So  far  as 
the  general  practitioner  is  concerned  it  would  appear 
that  he  must  bear  in  mind  that  full  doses  of  bromids 
may  ultimately  be  harmful,  that  it  may  be  necessary 
to  administer  these  compounds,  or  other  sedatives, 
when  adequate  nursing  and  care  cannot  be  provided 
for  the  patient,  and  that  if  good  feeding  and  hygienic 
measures  do  not  produce  a modification  of  the  symp- 
toms, particularly  if  hot  packs  are  also  without  value, 
the  best  thing  that  he  can  do  is  to  have  the  patient 
committed  to  some  institution  where  the  large  experi- 
ence of  the  physicians  in  charge  and  the  facilities  of 
such  a place  may  be  utilized  for  the  patient’s  benefit. 


PSEUDOMYXOMA  PERITONEI. 

The  author  concludes  as  follows:  i.  Pseudomyxoma 
peritonei  is  a secondary  condition  due  to  the  escape 
of  gelatinous  material  from  a primary  tumor.  This 
tumor  arises  in  the  ovaries  or  in  the  appendix  or  both 
or  rarely  in  o her  organs.  2.  The  ovarian  tumors  are 
always  pseudomucinous  cystomata  in  their  entirety 
or  at  least  partially.  3.  The  appendices  from  which 
pseudomyxoma  peritonei  starts  are  always  more  or 
less  cystic,  often  show  diverticula,  and  may  contain 
papillomatous  tumors.  4.  The  operative  treatment  is 
successful  in  proportion  to  the  completeness  of  re- 
moval of  the  original  tumors  and  the  pseudomyxoma 
peritonei.  5.  Every  case  of  pseudomyxoma  peritonei, 
especially  in  the  female,  requires  investigation  of  the 
appendix  and  its  removal.  6.  The  chemistry  of  the 
gelatinous  masses  deserves  further  study  with  proper 
attention  to  the  sources  of  the  colloid  material.  7.  The 
coexistence  of  ovarian  tumor  with  appendiceal  cyst  in 
pseudomyxoma  peritonei  is  a frequent  finding.  There 
is  at  present  no  evidence  of  anything  more  than  ac- 
cidental coexistence  of  the  two  conditions. — Emil  Ries; 
in  Surg.,  Gyn.  and  Obstet.,  November,  1924. 


TREATMENT  OF  PNEUMONIA. 

Waldbott  (Med.  Journ.  and  Rec.,  Dec.  3,  1924) 
summarizes  as  follows:  (i.  The  importance  of  the  ab- 
solute and  relative  indication  in  the  treatment  of 
pneumonia  is  emphasized,  (a)  For  emergency,  it  is 
first  necessary  to  analyze  the  cause  of  the  present  con- 
dition— either  cardiovascular  collapse  or  hypertoxemia. 
This  analysis  should  lead  us  to  the  treatment,  which 
is  absolutely  indicated — chiefly  stimulation,  oxygen, 
venesection  and,  in  a few  cases,  opiates.  (b)  The 
relative  indication  extends  to  the  measures  for  specific 
and  symtomatic  treatment,  i.  e.,  preponderatingly  serum 
administration,  elimination,  avoidance  of  dry,  dull  air, 
prophylactic  digitalis  and  occasionally  sedatives.  (2) 
Frequently  some  of  the  second  measures  interfere  with 
the  first  ones,  which  must  be  carefully  deliberated. 
(3)  Routine  treatment  in  pneumonia  is  never  justified 
and  might  even  accelerate  death.  This  is  especially 
applicable  to  the  indiscriminate  use  of  opiates  and  the 
administration  of  fluids. 


TREATMENT  OF  SHOCK  WITH  GLUCOSE 
INFUSIONS  AND  INSULIN. 

The  authors  summarize  as  follows:  (i)  In  three 

cases,  insulin  subcutaneously  and  glucose  intravenous- 
ly caused  a rapid  cessation  of  the  typical  clinical  symp- 
toms of  surgical  shock,  much  more  rapid  and  certain 
than  by  any  previous  methods  heretofore  tried.  (2) 
Independent  clinical  investigations  along  these  lines 
are  desired  in  order  to  place  this  method  on  a firm 
clinical  basis.- — David  Fisher  and  Myron  Snell,  of  Mil- 
waukee in  Jr.  A.M.A.,  Dec.  13,  1924. 


EPIDERMAL  CANALS  INFECTED  WITH 
GONOCOCCI. 

The  author  concludes  as  follows : i.  Epidermal  cana- 
liculi  of  the  raphe  of  the  penis  are  relatively  uncom- 
mon, though  commoner  than  the  literature  suggests. 
2.  Infection  of  the  tracts  is  responsible  for  their  dis- 
covery. 3.  They  are  capable  of  harboring  gonorrheal 
infection  many  months — even  years — and  show  li'tle  or 
no  tendency  toward  spontaneous  healing.  4.  Radical 
excision  is  the  method  of  choice  in  their  removal. — 
Ernest  Rupel  in  Surg.,  Gyn.  and  Obstet.,  Nov.  1924. 

The  acute  abdomen  in  the  majority  of  cases  in 
order  of  frequency  is  due  to  appendicitis,  cholecystitis, 
perforated  duodenal  or  gastric  ulcer,  acute  salpingitis, 
acute  intestinal  obstruction,  ruptured  ex^ra-uterine 
pregnancy,  acute  pancreatitis,  acute  hematogenous  in- 
fection of  the  kidney,  twisting  of  the  pedicle  of  an 
ovarian  cyst,  acute  diverticulitis,  mesenteric  thrombosis, 
etc. — John  B.  Deavbr. 


County  Medical  Societies 


REPORTERS  OF  COUNTY  SOCIETIES 


Adams — James  P.  Dalbey,  M.D.,  Gettysburg. 
Allegheny — Lester  Hollander,  M.D.,  Pittsburgh. 
Armstrong — Jay  B.  F.  Wyant,  M.D.,  Kittanning. 
Beaser — Francis  H.  McCaskey,  M.D.,  Rochester. 
Bedford — N.  A.  Timmons,  M.D.,  Bedford. 

Berks — Clara  Shetter-Keiser,  M.D.,  Reading. 

Blair — 'James  S.  Taylor,  M.D.,  Altoona. 

Bradford — Stanley  D.  Conklin,  M.D.,  Sayre. 

Bucks — Anthony  F.  Myers,  M.D.,  Blooming  Glen. 
Butler — L.  Leo  Doane,  M.D.,  Butler. 

Cambria— Joseph  J.  Meyer,  M.D.,  Johnstown. 

Carbon — Jacob  A.  Trexler,  M.D.,  Lehighton. 

Center — James  L-  Seibert,  M.D^  Bellefonte. 

Chester — J.  A.  Perkins,  M.D.,  Coatesville. 

Clarion — James  M.  Hess,  M.D.,  Tylersburg. 
CLEARFiELD—John  M.  Guigley,  M^D.,  Clearfield. 
Clinton — ^R.  B.  Watson,  M.D.,  Lock  Haven. 
Columbia — ,C.  B.  Yost,  M.D.,  Bloomsburg. 

Crawford — Cornelius  C.  Laffer,  M.D.,  Meadville. 
Cumberland — Calvin  R.  Rickenbaugh,  M.D.,  Carlisle. 
Dauphin — W.  Minster  Kunkel,  M.D.^  Harrisburg. 
Delaware — George  L.  Armitage,  M.D.,  Chester. 

Elk — Samuel  T.  McCabe,  M.D.,  Johnsonburg. 

Erie — Anna  M.  Schrade,  M.D.,  Erie. 

Fayette — John  D.  Sturgeon,  Jr.,  M.D.,  Uniontown. 
Franklin — Samuel  D.  Shull,  M.D.,  Chambersburg. 
Greene — Robert  W.  Norris,  M.D.,  Waynesburg. 
Huntingdon — John  M.  Beck,  M.D.,  Alexandria. 
Indiana — F.  J.  Kellam,  M.D.,  Ernest. 

Jefferson — W.  A.  Hill,  M.D.,  Reynoldsville. 

Juniata — Brady  F.  Long,  Mi.D.,  Mifflin. 

Lackawanna — G.  A.  Clark,  M.D.,  Scranton. 


Lancaster”J.  Sullivan,  M.D.,  Lancaster. 

Lawrence — William  A.  Womer,  M.D.,  New  Castle. 
Lebanon — W.  Horace  Means,  M.D.,  Lebanon. 

Lehigh  — Harold  E.  Hersh,  M.D.,  Allentown. 

Luzerne — H.  Irvin  Evans,  M.D.,  Ashley. 

Lycoming — Wesley  F.  Kunkle,  M.D.,  Williamsport. 
McKean — Francis  DeCaria,  M.D.,  Bradford. 

Mercer — M.  Edith  MacBride,  M.D.,  Sharon. 

Mifflin — F.  A.  Rui>p,  M.D.,  Lewistown. 

Monroe — Walter  L.  Angle,  M.D.,  Stroudsburg. 
Montgomery — John  C.  Simpson,  M.D.,  Norristown. 
Montour — John  H.  Sandel.  M.D.,  Danville. 
Northampton — ^Frank  J.  Hahn,  M.D.,  Bath. 
Northumberland — Charles  H.  Swenk,  M.D.,  Sunbury. 
Perry — A.  R.  Johnson,  M.D.,  New  Bloomfield. 
Philadelphia — Franklin  M.  Crispin,  Philadelphia. 
I^oTTER — Ross  H.  jenes,  M.D.,  Coudersport. 
Schuylkill — Arthur  B.  Fleming,  M.D.,  Tamaqua. 
Snyder— John  O.  Wagner,  M.D.,  Beaver  Springs. 
Somerset — H.  Clay  McKinlev,  M.D..  Meyersdale. 
Sullivan — ^P.  G.  Biddle,  M.D.,  Dusnore. 

Susquehanna — Robert  B.  Mackey,  M.D.,  Montrose. 
Tioga — John  H.  Doane,  M.D.,  Mansfield. 

Union — Oliver  W.  H.  Glover,  M.D.,  Laurelton. 
Venango— John  F.  Davis,  M.D.,  Oil  City. 

Warren — M.  V.  Ball,  M.D.,  Warren. 

Washington — Charles  C.  Cracraft,  M.D.,  Claysville. 
Wayne — Hugh  Stevenson,  III,  M.D.,  Waymart. 
Westmoreland — Joseph  E.  Sunder,  Mt.D.,  Delmont. 
Wyoming — Herbert  L.  McKown,  M.D.,  Tunkhannock. 
York — Pius  A.  Noll,  M.D.,  York. 
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COUNTY  SOCIETY  REPORTS 


DAUPHIN— DECEMBER 

Dr.  Joseph  Sailer,  Professor  of  Clinical  Medicine  of 
the  University  of  Pennsylvania,  addressed  the  Society 
on  “The  Physical  Examination  of  the  Heart.” 

A short  historical  review  of  the  development  of  the 
various  methods  of  examination— palpation,  percussion, 
and  ausculation — preceded  an  instructive  dissertation  on 
the  salient  features  and  diagnostic  signs  of  the  various 
cardiac  disorders.  He  stressed  particularly  the  value  in 
auscultation  of  listening  for  one  element  at  a time;  his 
routine  being  a careful  scrutiny  of  the  heart  sounds 
over  the  precordium  before  directing  his  attention  to 
murmurs,  avoiding  thereby  confusion  in  timing  the  mur- 
murs as  well  as  gaining  important  knowledge  of  the 
function  of  the  musculature.  He  sounded  a warning 
against  too  great  reliance  on  cardiac  measurements  by 
percussion  unless  verification  is  possible  by  teleoroent- 
genograms.  In  closing.  Dr.  Sailer  brought  to  the  atten- 
tion of  the  Society  the  work  being  done  by  the  “Society 
for  the  Prevention  and  Treatment  of  Heart  Disorders,” 
advocating  the  establishment  of  a branch  clinic  in  this 
city. 

His  remarks,  practical  and  of  great  interest  to  all 
general  practitioners,  found  a receptive  and  apprecia- 
tive audience.  W.  M.  Kunkel,  M.D.,  Reporter. 


LUZERNE— NOVEMBER— DECEMBER 

The  regular  meeting  of  the  Luzerne  County  Medical 
Society  was  held  at  the  Retreat  Hospital,  Retreat,  Pa., 
on  Wednesday  November  19,  1924,  at  2:30  P.  M. 

Dr.  Harry  S.  Sciwell  gave  a most  interesting  talk 
on  the  methods  of  treatment  of  cases  at  the  Retreat 
Hospital,  stressing  the  fact  that  forcible  restraint  was 
practically  unnecessary  and  also  emphasizing  the  value 
of  occupational  therapy  in  the  treatment  of  some  of  the 
cases.  The  members  of  the  Society  inspected  the  Hos- 


pital and  Dr.  Seiwell  demonstrated  the  new  buildings 
and  equipment,  and  the  methods  of  treatment  of  cases. 
A very  instructive  afternoon  was  completed  by  a 
supper,  which  was  served  by  Mrs.  Seiwell  and  her 
assistants. 

At  the  December  Meeting'  of  the  Medical  Society, 
the  nominating  committee  composed  of  Drs.  Whitney, 
Scheifly,  Doyle,  Meyers  and  Mengel  were  elected. 
Dr.  Alexander  M.  W.  Hursh  of  Kingston,  Pa.,  was 
elected  a member  of  the  Society. 

Dr.  Dattner  read  a very  interesting  paper,  the  sub- 
ject of  which  was  “The  Importance  of  Diagnosis  of 
Congenital  Syphilis.  This  was  discussed  by  Drs.  P. 
P.  Mayock  and  E.  L.  Meyers. 

H.  Irwin  Evans,  M.D. 

Reporter. 


MERCER— NOVEMBER 

The  regular  meeting  of  the  Mercer  County  Medical 
Society  was  held  at  the  Sharon  Country  Club  Thurs- 
day evening,  November  20th,  at  8;  15.  There  were 
sixty-three  present,  including  the  speaker,  members 
and  guests. 

A short  business  meeting  was  held.  Resolutions  on  the 
death  of  Dr.  Joseph  H.  Reed  and  notes  of  thanks  to  the 
society  from  lhe  families  of  the  late  Irwin  J.  Moyer, 
M.D.,  of  Pittsburgh,  and  the  late  Joseph  H.  Reed,  M.D., 
of  Sharon,  were  rea  l.  Three  new  members  were  re- 
ceived .by  transfer : Dr.  Montrose  Bovard  Magoffin,  of 
Mercer,  from  the  Allegheny  County  Medical  Society; 
Dr.  David  E.  Vogan,  of  the  Mercer  Hospital,  from 
McKean  County  Medical  Society;  and  Dr.  Jonathan 
B.  Perrine,  of  Grove  City,  from  the  Venango  County 
Medical  Society. 

Tlie  speaker  of  the  evening  was  Emil  Novak,  M.D., 
of  Baltimore,  Maryland  He  gave  a very  interesting 
and  instructive  talk  on  “The  Mechanism  and  Interpre- 
tation of  Uterine  Bleeding,”  illustrated  with  lantern 
slides. 

This  was  discussed  by  Drs.  Mitchell  and  O’Brien  of 
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Sharon,  Dr.  Siggins  of  Oil  City,  Dr.  McBride  of 
P'ranklin,  Dr.  Wilson  of  New  Castle,  Drs.  Patrick 
and  Jones  of  Youngstown,  Ohio,  and  Dr.  Novak  in 
closing. 

A buffet  luncheon  followed,  when  the  society  ad- 
journed to  meet  in  January,  1925. 

Edith  MacBride,  M.D.,  Secy. -Reporter. 

PHILADELPHIA 

November  12,  1924 

The  President,  Dr.  F.  Hurst  Maier,  in  the  chair. 

Periodic  Heaeth  Examinations 

Surgeon  General  of  the  United  States  Army,  Mer- 
ritte  W.  Ireland:  The  purpose  of  periodic  health  ex- 
aminations is  to  conserve  health  and  promote  physical 
efficiency.  Health  conservation  is  a new  conception,  a 
recent  development.  Preventive  medicine  at  first  was 
applied  bacteriology  and  parasitology,  but  in  the  last 
few  years  there  has  been  an  effort  to  lessen  the  inci- 
dence of  diseases  caused  by  disturbances  in  physiological 
processes  and  degeneration  of  tissues.  During  the  last 
decade  there  has  been  a marked  increase  in  the  expec- 
tancy of  life,  due  largely  to  protection  of  the  child 
against  infectious  diseases. 

The  main  features  in  advancing  health  conservation 
are  an  increased  knowledge  of  physiology,  understand- 
ing of  the  significance  of  minor  pathologic  changes, 
more  highly  developed  chemistry,  new  instruments, 
more  accurate  clinical  and  laboratory  diagnoses  and  an 
increased  economic  pressure.  Health  is  a bodily  state 
and  any  abnormality  which  affects  the  physical  effi- 
ciency affects  it.  No  one  is  perfect,  although  the  defect 
may  not  constitute  ill  health.  War  demonstrated  the 
ill  effects  of  neglect  of  the  body,  and  physical  abnor- 
malities were  accentuated  by  the  stress  of  war.  There 
are  many  degrees  of  health  and  a lack  of  exercise  or 
faulty  living  may  lead  to  a vasomotor  ataxia,  making 
the  individual,  though  apparently  healthy,  less  efficient, 
less  able  to  enjoy  life,  and  with  a shortened  expectancy 
of  life.  In  1924,  of  1,083  young  men  ex^Lmined  for 
West  Point,  319  had  disqualifying  defects.  Preventive 
medicine  covers  many  noninfectious  diseases,  e.  g.,  vio- 
lation of  hygienic  laws,  poor  environment,  etc.,  and 
success  depends  upon  the  skill  of  the  physician.  The 
physical  examination  is  necessary  for  health  conserva- 
tion and  prevention  of  disease. 

The  history  of  the  military  medical  examination 
parallels  medical  progress.  At  first  there  were  exami- 
nations only  of  all  applicants  and  of  officers  considered 
for  promotion,  but  in  1907-8  the  annual  examination 
was  adopted,  and  has  proved  a definite  health  measure. 
At  first  the  examination  was  not  thorough,  but  the 
war  emphasized  the  importance  of  any  physical  abnor- 
mality upon  the  early  detection  of  which  maintenance 
of  health  depends.  There  is  the  economic  side  too, 
since  maintenance  of  the  unfit  is  now  prevented. 
Boards  of  examiners  are  comprised  of  two  medical 
officers  and  a dentist.  Since  the  war  there  has  been  a 
greater  emphasis  laid  on  the  history,  the  diagnosis  of 
slight  abnormalities  and  on  the  advice  as  to  corrective 
procedures.  There  is  careful  inquiry  into  the  habits  of 
living — diet,  exercise  and  other  injudicious  habits.  The 
aim  is  to  determine  obscure  abnormalities,  therefore  the 
examination  is  necessarily  complete.  Oral,  throat  and 
nasal  infections  are  most  important  in  producing  in- 
capacitating disability.  The  exercise  test  for  staljility 
of  the  cardiovascular  system  is  used  and  a slight  in- 
crease in  blood  pressure  must  be  proved  innocent  by 
repeated  examinations.  In  examining  the  kidneys 


chemical  analysis  of  the  blood  and  a renal  function  test 
are  done  in  addition  to  the  usual  urinalysis,  if  there  is 
any  indication.  An  accurate  history  is  of  the  greatest 
importance.  Overweight,  hemorrhoids,  varicose  veins, 
flat  feet,  hammer-toes,  all  are  big  factors  in  health  and 
are  easily  remedied.  Poor  posture  is  very  important. 
The  routine  examination  should  be  supplemented  as 
indicated, — e.  g.,  Wassermann,  eye-grounds,  etc. 

It  is  essential  that  the  physician  explain  the  signi- 
ficance of  the  findings  to  the  examinee,  impressing  upon 
him  the  need  of  treatment  and  securing  his  cooperation. 
The  tendency  to  postpone  correction  of  minor  defects 
must  be  overcome.  In  the  army  a written  report  as 
well  as  a verbal,  is  furnished  the  examinee  and  this 
written  statement  is  referred  to  the  following  year.  In 
analyzing  the  reports  from  the  first  12,000  examined  in 
1923,  there  were  found  per  1,000,  160  nose  and  throat 
defects  and  more  than  100  dental,  overweight  and 
arterial  hypertension. 

The  success  of  these  periodic  physical  examinations 
depends  on  two  factors ; early  diagnosis  of  minor  de- 
fects and  immediate  correction.  They  must  be  uni- 
versally adopted.  Twenty-one  per  cent  of  the  drafted 
men  were  rejected  during  the  war  because  of  physical 
defects ; 34%  of  the  applicants  for  West  Point  in  1924 
were  rejected — and  this  latter  a picked  group,  indi- 
cating an  even  higher  percentage  in  the  community. 
Industries,  insurance  companies  and  organized  societies 
are  recognizing  the  value  of  the  examinations,  both 
sociologic  and  economic ; there  must  be  a yearly  ex- 
amination for  everyone.  The  family  physician  must 
aid  in  the  furtherance  of  this  cause. 

Medical  Director  of  the  Metropolitan  Life  Insurance 
Co.,  Dr.  Augustus  S.  Knight:  During  the  last  ten  years 
there  has  been  a tremendous  development  of  periodic 
medical  examinations.  This  new  development  has  not 
been  limited  to  the  medical  profession;  a large  part 
has  been  done  by  outside  agencies,  especially  industry. 
It  has  become  a feature  of  life  insurance  practice,  forty 
or  more  life  insurance  companies  now  extending  to 
their  policyholders  the  privilege  of  an  annual  physical 
examination,  more  or  less  complete  and  becoming  in- 
creasingly thorough.  This  year  there  will  probably  be 

75.000  examined  at  the  expense  of  the  companies.  Does 
it  warrant  the  time  and  money  that  goes  into  it? 

In  the  Metropolitan  Company  a visiting  nurse  service 
was  first  established  and  more  than  paid  for  itself  in 
lessening  death  claims.  In  1914  the  Company  arranged 
with  the  Life  Extension  Institute  to  have  certain 
policyholders  privileged  to  take  periodic  examinations 
at  the  expense  of  the  Company.  The  number  availing 
themselves  of  this  privilege  has  increased  from  6,000 
in  1914  to  about  50,000  in  1924 — the  total  number  over 

190.000  at  a cost  exceeding  $1,000,000.  The  group  as 
a whole  gave  a mortality  of  72%  of  the  expected,  the 
greatest  saving  being  between  the  ages  of  forty  and 
sixty.  Such  a result  can  be  explained  only  on  the 
ground  that  people,  informed  of  their  physical  defects, 
received  medical  advice  and  care  and  followed  out  the 
recommendations  of  the  examiner.  An  evaluation  of 
the  financial  result  of  the  experiment  showed  that  the 
plan  more  than  paid  for  itself.  The  full  measure  of 
success  from  this  effort  will  not  be  realized  until  large 
numbers  of  people  in  the  country  have  learned  the 
lesson  which  this  experience  demonstrates. 

The  medical  profession  of  the  United  States  must  be 
prepared  to  meet  the  responsibility  which  the  new  situa- 
tion presents.  An  increasing  number  of  people  will 
insist  on  this  new  type  of  service  and  will  go  to  their 
medical  advisers  for  it.  The  important  consideration 
is  that  they  will  be  justifiably  content  with  the  kind  of 
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service  they  receive.  The  physical  examination  is  not 
helpful  in  the  least  degree  if  the  doctor  who  makes  it 
and  the  individual  who  takes  it  do  nothing  more.  All 
depends  on  the  able,  interested  physician  who  obtains 
and  discusses  the  complete  personal  history  of  the 
willing  cooperative  individual  before  and  after  the 
examination  and  who  gives  all  the  appropriate  advices 
to  solve  that  individual’s  problems.  The  value  of  the 
work  of  the  agency  that  has  made  the  examinations  for 
the  Metropolitan  has  been  in  the  emphasis  from  the 
very  beginning  on  the  importance  of  minor  defects.  At 
present  an  agency  of  this  sort  with  its  concentrated  and 
coordinated  organization  can  do  this  particular  work 
as  well  as  or  better  than  individual  physicians  have 
been  doing  it  and  at  less  cost  for  the  elaborate  examina- 
tions and  advices. 

The  issues  are,  then,  whether  the  individual  physi- 
cians will  become  interested  enough  to  prepare  and 
undertake  to  do  it,  and  whether  this  and  similar  or- 
ganizations will  continue  and  progress  successfully, 
provided  they,  in  addition  to  their  present  service,  be- 
come and  are  welcomed  as  agents  of  the  medical  pro- 
fession, as  are  radiologists,  biochemists,  pathologists, 
etc.  It  is  charged  that  such  agencies  interfere  with 
the  prerogative  of  the  individual  physician.  Quite  the 
contrary,  in  developing  their  work  they  find  many  more 
opportunities  for  the  work  of  the  private  physician 
than  would  otherwise  exist.  There  has  been  a prev- 
alent impression  that  the  Life  Extension  Institute  was 
run  for  profit.  That  is  not  true.  It  is  operating  on  a 
most  moderate  budget.  The  great  bulk  of  the  exami- 
nations made  for  life  insurance  companies  are  made 
virtually  at  cost.  The  insurance  companies  have  done 
a proper  service  to  their  policyholders  and  have  dem- 
onstrated the  value  of  the  physical  examination.  They 
will  continue  to  serve  to  certain  extents,  but  the  future 
really  lies  with  the  people  themselves,  who  must  be 
educated  to  avail  themselves  of  this  kind  of  service,  and 
with  the  doctors  who  must  equip  themselves  to  render 
it  and  popularize  it. 

Discussion  was  opened  by  Dr.  Orlando  H.  Petty,  who 
said  that  long  ago  the  Military  and  Naval  Forces  had 
demonstrated  the  improvement  of  their  personnel  if 
examined,  and  the  insurance  companies  have  recognized 
the  efficiency  of  the  periodic  medical  examination. 
Physicians  have  deferred  because  of  fear  of  misinter- 
pretation of  motive — fear  that  the  patient  solicited  for 
a periodic  return  may  consider  it  a bid  for  a fee.  Ex- 
ecutive medical  directors  have  advertised  the  idea  to 
the  public,  but  since  they  retain  the  prerogative  of 
advising  tliose  examined  by  the  medical  man,  thus 
discrediting  the  physician,  they  are  to  be  deplored. 
Examinations  must  be  made  and  interpreted  by  the 
family  physician,  since  he  it  is  who  knows  the  heredity 
and  past  history  of  the  patient  best.  Dr.  Petty  then 
presented  forms  drawn  up  by  the  Committee  on  Peri- 
odic Health  Examinations  to  be  followed  in  making 
the  examination.  The  County  Medical  Society  does  not 
advocate  salaried  physicians.  Clinics  will  be  arranged 
for  special  instruction,  if  requested  through  the  County 
Medical  Executive  Secretary,  Mr.  Crispin. 

Dr.  Davidson  doubts  whether  the  public  is  prepared. 
How  can  it  be  educated? 

Dr.  Strittmatter  believes  that  no  one  complains  with- 
out some  cause.  A periodic  examination  would  result 
in  more  careful  observation.  The  colon  is  a most  neg- 
lected and  overlooked  cause  of  mischief. 

Dr.  McGlinn  cited  the  tremendous  effort  made  to 
educate  the  public  concerning  cancer  and  thinks  the 
biggest  proposition  here  is  to  sell  the  health  examina- 


tions to  the  public.  A great  problem  in  the  presenta- 
tion by  the  medical  man  is  the  layman’s  judgment  that 
the  fee  is  the  motive. 

Dr.  Egbert  suggested  direct  advertising  of  the  idea 
to  special  groups,  e.  g.,  clergy,  educators. 

Dr.  Engle  said  that  it  has  always  been  axiomatic  with 
physicians  to  warn  patients  of  dangerous  tendencies. 
The  point  is  to  get  the  “well”  people  who  never  go  to 
physicians.  Since  business  and  laymen  are  advertising 
and  paying  physicians,  why  not  advertising  by  the  pro- 
fession ? 

Dr.  Tallman,  Medical  Director  Perm  Mutual  Life 
Insurance  Co.,  believes  that  the  doctors  need  education 
more  than  the  laymen,  the  thoroughness  of  the  exami- 
nation must  be  stressed. 

Dr.  McClain  believes  that  anyone  in  the  profession 
can  make  these  examinations  quite  as  well  as  any 
agency. 

Dr.  Lowenberg  decries  the  formation  of  another  spe- 
cialty and  thinks  it  is  now  up  to  the  family  physician. 
The  men  who  examine  for  organizations  are  usually 
those  who  have  made  failures  of  general  practice  and 
so  have  taken  a salaried  job. 

Dr.  Roussel  thinks  the  general  practitioner  quite  as 
well  qualified  as  any  physician  of  an  institute.  The 
schedule  of  examination  presented  by  the  committee  is 
even  fuller  than  the  usual  notes  which  every  physician 
should  make  on  every  case. 

Col.  Huntington  said  that  the  maintenance  of  mili- 
tary manhood  is  the  best  means  of  national  defense. 
Supervision  and  repeated  examinations  are  necessary. 
The  large  per  cent  of  men  rejected  for  physical  un- 
fitness indicate  neglect  by  the  family  physician.  The 
coming  generation  must  be  protected ; educate  the 
mothers  of  children. 

Dr.  Marvin  thinks  the  public  must  be  educated  in 
the  physician’s  office. 

Dr.  Morgan  urged  that  the  old  psychology  of  the 
physician  who  approached  the  patient  with  the  view- 
point of  potential  pathology,  be  changed  to  one  viewing 
the  examinee  as  potential  physiology.  Patients  must  be 
educated  individually. 

Captain  Dennis  said  that  naval  examinations  are 
being  revised  and  after  January  i,  1925,  will  be  very 
thorough. 

Dr.  Brav  doubts  that  the  general  practitioner  can 
determine  minor  eye  defects. 

Major  Ireland  said  that  the  early  idea  of  elimina- 
tion of  the  unfit  has  given  place  to  the  new — correc- 
tion of  defects. 

Dr.  Knight  stressed  the  significance  of  the  fact  that 
of  3,499,000  who  were  privileged  to  take  the  examina- 
tions without  pay,  190,000,  or  5%,  responded. 

November  26,  1924 

The  President,  Dr.  F.  Hurst  Maier,  in  the  chair. 

KIDNEY  DISEASE  FROM  THE  STANDPOINT  OF  THE 
FAMILY  PHYSICIAN 

Dr.  Herman  0.  Mosenthal,  of  New  York,  by  invita- 
tion: Diagnosis,  Including  Simple  Renal  Function 

Tests. — The  value  of  specific  gravity  in  the  determina- 
tion of  renal  function  must  be  realized  by  the  general 
practitioner,  even  the  value  of  the  specific  gravity  in 
a single  specimen.  For  instance,  a specific  gravity  of 
1020  or  above  in  a single  specimen  indicates  that  the 
kidney  has  the  normal  power  of  concentration,  except 
when  there  is  impairment  in  the  ability  to  eliminate 
water,  as  in  passive  congestion  and  acute  or  chronic 
diffuse  nephritis  or  nephrosis  with  edema  and  albumin. 
A specific  gravity  of  1010  or  less,  in  a single  sped- 
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men,  may  be  normal,  or  may  indicate  an  inability  to 
concentrate.  In  cases  where  there  has  been  a specific 
gravity  of  1020  and  above  (albuminuric  irritation) 
there  may  occur  an  occasional  drop  to  1010  or  less 
when  the  edema  lifts  and  the  patient  becomes  polyuric. 

Multiple  tests  in  series  indicate  the  power  of  the  kid- 
ney to  vary  the  concentration,  the  flexibility,  the  re- 
serve tissue.  The  test  is  possible  for  office  and 
ambulant  patients,  and  can  be  made  while  on  the  usual 
diet  and  routine  of  living.  The  patient  is  given  a bag 
containing  eight  bottles  and  urine  is  collected  every  2 
hours  during  the  day,  and  a single  night  specimen. 
. The  patient  on  normal  food  shows  its  adequacy  to  his 
needs.  The  specific  gravity  in  this  test  varies  nine 
points  in  the  normal  person.  The  sodium  chlorid 
(normal  1-2%)  and  urea  (normal  2%)  determinations 
measure  the  patient’s  salt  and  protein  intake.  Reten- 
tion of  protein  material  is  found  by  the  blood  urea 
nitrogen,  salt  retention  indicated  by  edema. 

The  conception  of  renal  function  falls  into  two  divi- 
sions— the  ability  to  concentrate  solids  in  the  urine,  and 
the  ability  to  provide  a vehicle  for  the  excretion  of  the 
solids ; e.  g.,  in  cholera,  where  the  profuse  diarrhea 
leaves  no  water  for  the  kidney,  there  may  be  no  ex- 
cretion of  urea.  In  acute  nephritis  or  in  chronic  diffuse 
nephritis  and  nephrosis,  where  there  is  albumin  and 
edema  with  retention  of  sodium  chlorid  and  water,  the 
urea  fraction  influences  the  specific  gravity  by  increas- 
ing the  concentration,  resulting  in  a specific  gravity 
constantly  high.  Acute  nephritis  is  a disease  whose 
functional  picture  changes  from  hour  to  hour,  and  as 
the  edema  comes  and  goes,  the  specific  gravity  changes 
fiom  high  to  low  and  oliguria  yields  to  polyuria. 
Chronic  diffuse  nephritis  shows  a maintained  high  con- 
centration of  urea  and  no  increase  of  urea  in  the  blood. 
Uremia  may  occur  even  though  the  blood  urea  is  low. 
In  the  secondary  contracted  kidney  following  chronic 
diffuse  nephritis,  where  some  glomeruli  are  fibrosed 
and  some  hypertrophied,  the  picture  is  completely 
changed.  There  is  inability  to  excrete  urea,  an  in- 
crease in  blood  urea,  a decreased  concentration  of  the 
urine,  polyuria,  and  specific  gravity  fixed  at  1010  or 
less  There  is  at  the  same  time  some  loss  of  power 
to  excrete  water.  The  compensatory  polyuria  is  not 
sufficient  here,  as  it  is  in  diabetes  insipidus,  to  meet 
the  inability  to  concentrate.  The  primary  contracted 
kidney — arteriosclerosis  with  fibrosis  of  the  glomeruli 
— .begins  without  an  inflammatory  reaction  and  exhibits 
a slight  degree  of  urea  retention  in  the  blood  from  the 
beginning.  Instead  of  the  normal  15-20  mgm.,  the 
blood  urea  nitrogen  becomes  20-30  mgm.,  the  urine  is 
for  a time  normal  until  with  the  advance  of  the  process 
there  is  the  inability  to  concentrate,  increased  nitrogen 
retention  and  an  end  picture  as  above.  The  blood  pres- 
sure here  may  or  may  not  be  increased. 

Lantern  slides  followed,  showing  findings  in  various 
conditions. 

Phenolphthalein  is  not  reliable,  although  the  in- 
travenous administration  is  more  dependable  than  the 
intramuscular.  A high  specific  gravity  may  be  the  re- 
sult of  a low  fluid  intake;  a low  urea  of  too  little 
protein  intake.  Oliguria  and  decreased  urea  may  mean 
insufficient  food  and  fluid.  A high  sodium  chlorid  and 
urea  and  a high  fixed  specific  gravity  may  occur  where 
there  is  a good  fluid  intake,  but  not  enough  as  com- 
pared with  an  excessive  intake  of  food. 

Dr.  Hobart  A.  Hare:  Treatment-Phases  of  Func- 
tional Failure. — In  teaching  diagnosis  and  prognosis  of 
renal  diseases  Dr.  Hare  has  long  taught  that  phenol- 
phthalein, indigocarmin,  casts  and  albumin  hold  sec- 
ondary place  to  the  Mosenthal  method.  The  specific 
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gravity  test  is  one  easily  resorted  to  by  the  general 
practitioner  and  it  tells  what  the  kidneys  are  doing  as 
a whole  and  in  individual  parts.  Heretofore  the  kid- 
ney has  been  considered  as  one  organ,  but  the  different 
parts  have  different  functions  and  the  function  of  each 
can  be  changed.  The  uriniferous  tubules  may  excrete, 
may  become  diseased  and  yield  casts,  or  may  secrete 
water.  They,  as  well  as  the  bowel,  may  be  said  to 
suffer  diarrhea  and  constipation. 

The  dye  tests  represent  the  function  of  only  one 
part  of  the  kidney,  since  Edwards  and  Marshall  have 
shown  that  phenolphthalein  is  eliminated  only  by  the 
proximal  tubules,  and  not  by  the  distal  tubules.  A 
usual  procedure  is  to  heat  a single  specimen,  add  nitric 
acid,  find  albumin  and  say  no  meat.  Unless  there  is  a 
retention  of  nonprotein  nitrogen  the  patient  may  need 
meat. 

Likewise  a salt-free  diet  is  unjustified  (and  may  be 
harmful)  unless  a retention  of  salt  is  demonstrable. 
There  is  no  function  of  the  body  more  closely  main- 
tained than  the  normalcy  of  tissues.  Normally  there 
are  15  gm.  of  sodium  chlorid  eliminated  per  day,  and 
a cut  in  salt  brings  about  a like  reduction  in  urinary 
salt,  damaging  the  kidney  by  loss  of  the  diuretic  effect. 
A certain  amount  of  salt  should  be  withheld  in  edema 
cases,  since  nature  dilutes  the  retained  salt  to  maintain 
the  concentration  of  0.9%  and  there  results  a too  high 
salt  concentration  in  the  body.  Diuretics  should  never 
be  given  in  cases  of  chronic  contracted  kidney  with 
polyuria.  Saline  purges  may  be  deleterious.  The  com- 
mon administration  of  salts  of  potash  with  the  object 
of  keeping  the  kidney  going,  defeats  its  purpose,  since 
it  raises  the  tonicity  of  the  body  fluid  above  0.9%  and 
forces  the  kidney.  It  may  also  act  as  sedative  on  the 
cardiovascular  system. 

The  Mosenthal  test  shows  all  that  the  kidney  does ; 
it  is  very  simple  and  is  widely  applicable.  Late  re- 
searches of  Steiglitz  on  the  examination  of  the  re- 
actions with  the  administration  of  saline  diuretics 
would  show  that  Basham’s  mixture  and  digitalis  can- 
not be  given  indiscriminately.  The  cells  of  the  uri- 
niferous tubules  are  acid  when  alkali  is  secreted  and 
vice  versa,  a definite  chemical  change  taking  place. 
Diseased  cells  are  constantly  acid  and  the  production 
of  alkalinity  by  drugs  does  not  reverse  the  acid  re- 
action. Free  administration  of  alkali  tends  to  increase 
the  acidity  of  the  secreting  cells,  although  a mild  ad- 
ministration of  alkali,  keeping  the  kidney  neutral,  may 
be  helpful.  The  trend  of  kidney  work  indicates  that 
the  kidney  is  a complex  organ  whose  various  portions 
may  reverse  their  functions  or  take  on  others.  A fre- 
quent use  of  the  Mosenthal  test  is  most  advisable. 

Dr.  Henry  D.  Jump:  Kidney  Disease  as  a Factor  of 
Danger  in  Surgical  Operations. — The  object  of  the 
paper  is  to  determine  from  the  standpoint  of  the  at- 
tending physician  when  the  patient,  considered  for 
operation  other  than  emergency,  is  a safe  surgical  risk. 
Many  cases  of  nephritis  may  be  successfully  operated 
upon.  In  others,  operation  may  be  more  dangerous 
than  it  is  to  remain  in  their  present  condition.  In  de- 
termining renal  efficiency  a renal  functional  test — 
either  the  phenolphthalein  or  the  Mosenthal,  both 
readily  available— should  be  made. 

The  phenolphthalein  test  gives  a fair  indication  of 
renal  function  and  a rough  quantitative  measure  of  the 
total  kidney  function.  The  Mosenthal  test  takes  more 
time,  but  is  easily  done.  If  less  than  50%  of  the 
phthalein  is  secreted  in  two  hours,  failure  has  begun; 
if  less  than  30%,  there  is  a nitrogen  retention  demon- 
strable in  the  blood ; if  it  is  persistently  low,  the  case 
is  serious. 
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Cases  showing  acute  kidney  disturbance  or  acute 
e.xacerbation  with  decreased  urine  and  high  nitrogen 
are  poor  risks.  They  may  become  safe  if  the  acute 
condition  abates.  Blood  chemistry  is  readily  available, 
blood  urea  nitrogen  being  the  test  usually  made. 
Creatinin  may  be  done  also,  and  there  is  a very  poor 
prognosis  if  instead  of  the  normal  r to  2 mgms.  it  be- 
comes 5 mgms.  Creatinin  excretion  is  more  rapid  than 
urea,  hence  an  increase  in  the  blood  is  more  grave  and 
makes  the  surgical  risk  unfavorable.  Twelve  to  fif- 
teen mgms.  of  blood  urea  nitrogen  per  too  c.c.  of  blood 
is  normal.  Twenty  mgmis.  is  a good  surgical  risk; 
25-30  mgms.  demands  preliminary  treatment  and 
caution  in  operation ; over  30  mgms.  means  a bad  prog- 
nosis. Cases  in  whom  a blood  urea  nitrogen  has  been 
brought  down  from  50  mgms.  to  21  mgms.  have  been 
successfully  operated  upon. 

All  anesthetics  may  decrease  the  urinary  secretion, 
gas  least  of  all.  The  problem  is  how  to  reduce  urea 
retention  in  a possible  surgical  case.  Diuretics  are  use- 
less in  chronic  nephritis  unless  there  is  an  associated 
cardiac  lesion.  There  should  be  an  increased  fluid 
intake  and,  since  urea  is  largely  dependent  on  ingested 
protein,  diminished  protein  intake.  If  under  a low 
protein  diet  reduction  does  not  occur,  operation  is  in- 
advisable. Various  diets  have  been  suggested — starva- 
tion, lemon  juice,  water  and  lactose;  milk;  no  meat, 
etc.  When  urea  nitrogen  piles  up,  due  to  obstruction 
from  an  enlarged  prostate,  there  should  be  continuous 
bladder  drainage.  If  the  phenolphthalein  yield  is  less 
than  50%,  or  the  Mosenthal  test  shows  a fixed  specific 
gravity  and  the  blood  urea  nitrogen  is  more  than  25 
mgms.,  the  patient  should  be  hospitalized  and  put  to 
bed  on  a low  protein  diet.  There  should  be  a blood 
analysis  on  all  surgical  cases. 

In  discussion  Dr.  George  Morris  Piersol  said  that 
the  many  complicated  functional  tests  early  developed 
can  be  replaced  by  the  simplified  test  of  Mosenthal. 
Where  there  is  a definite  oliguria  the  Mosenthal  test 
is  not  enough,  the  metabolism  must  be  known  before 
a protein-free  or  any  other  set  diet  list  can  be  fol- 
lowed. Classification  of  kidney  disease,  now  so  chaotic 
a subject  in  the  physician’s  mind,  must  be  made,  and 
for  practical  clinical  grouping.  Dr  Piersol  suggests 
Christian’s:  i.  Acute  nephritis  (functional  disturb- 
ances) ; 2.  chronic  nephritis — a.  high  blood  pressure 

and  no  edema,  b.  with  edema  and  no  increase  in  blood 
pressure  (a.  and  b.  alternating  in  single  case)  ; 3. 
hypertension  cases,  without  the  early  definite  renal  im- 
pairment as  in  chronic  nephritis  but  showing  a renal 
sclerosis;  4.  arteriosclerotics  with  secondary  renal 
changes  and  without  the  urinary  changes  characteristic 
of  true  nephritis. 

Upon  the  differential  diagnosis  rests  the  problem  of 
prognosis  and  management  The  phenolphthalein  test 
is  not  to  be  discarded,  although  it  must  be  done  very 
carefully  and  may  be  misleading.  Too  much  depend- 
ence must  not  be  placed  on  laboratory  findings,  but  a 
careful  clinical  examination  should  be  made.  Func- 
tional tests  are  essential,  but  they  cannot  replace  a thor- 
ough clinical  examination. 

Dr.  B.  A.  Thomas  said  that  the  simplification  of 
laboratory  tests  for  the  general  practitioner  is  essential, 
especially  in  view  of  the  prohibitive  expense  of  elabo- 
rate tests.  The  tests  must  be  sufficiently  delicate  to 
detect  kidney  defects ; they  must  differentiate  medical 
from  surgical  conditions ; they  must  determine  whether 
a case,  if  medical,  is  a true  nephritis;  they  must  in- 
dicate obstruction.  He  objects  to  the  Mosenthal  test 
in  that  there  is  no  strain  imposed  on  the  kidney;  the 
patient  if  very  ill  may  be  unable  to  comply;  the  time 


and  labor  are  so  much  greater  than  in  the  dye  tests, 
which  are  just  as  reliable.  The  water  and  concentra- 
tion test  is  good. 

He  recommends  first  a complete  physical  examina- 
tion, including  urinalysis,  blood  pressure  and  ophthal- 
moscopic examination ; urinary  concentration  test,  and 
index  of  elimination  of  a dye.  For  this  last  a colori- 
meter is  not  necessary.  It  measures  the  kidney’s  ability 
to  eliminate  the  dye  in  a specified  time  after  intravenous 
injection.  Three/  twenty-minute  spximens  are  col- 
lected and  the  ratio  of  the  first  to  the  third  taken.  If 
the  first  is  not  darker  than  the  third  there  is  an  ab- 
normal condition  and  the  patient  is  a poor  surgical 
risk.  In  all  cases'  of  residual  urine  a catheter  must 
be  used  in  collecting  specimens.  Blood  urea  nitrogen 
must  be  done  in  nonobstructive  cases.  The  status  of 
each  kidney  must  be  determined. 

Mary  A.  Hippi,e,  M.D.,  Reporter 


SOMERSET— NOVEMBER 

The  Somerset  County  Medical  Society  met  in  reg- 
ular session  on  November  i8th — the  last  meeting  for 
the  year.  At  this  meeting  the  annual  reports  of  offi- 
cers and  committees  were  made,  and  the  officers  for 
1925  were  elected. 

The  secretary’s  report  showed  that  some  very  in- 
teresting and  instructive  talks,  papers  and  demonstra- 
tions were  presented,  the  benefit  of  which  was  lost  to 
the  absentees.  The  treasurer’s  report  showed  the 
balance  on  the  right  sidei — not  very  large  but  still  satis- 
factorily so. 

Two  new  officers  were  elected.  Dr  M.  U.  McIntyre 
of  Boswell,  president,  and  Dr.  Geo.  G.  Grazier  of 
Holsopple,  vice-president.  The  treasurer.  Dr.  Carl  W. 
Frantz  of  Confluence,  was  reelected,  and  the  secretary, 
H.  C.  McKinley  of  Meyersdale,  was  reelected  for  the 
thirty-sixth  consecutive  time. 

All  the  legally  practicing  physicians  in  the  county 
except  four  (and  one  of  these  has  requested  a blank 
application)  are  members  of  the  society.  There  is  one 
physician  practicing  illegally  in  the  county  and  of 
course  we  have  the  osteopath,  the  “rub  doctor,’’  and 
the  chiropractor,  else  we  would  not  bo  on  the  map. 
Perhaps  the  most  progressive  chiropractor  in  the 
county  is  located  at  Meyersdale.  He  has  just  returned 
from  a postgraduate  institution  with  a wonderful  new 
instrument,  the  Neurocalometer,  which  “locates  the 
exact  place  in  the  spine  where  transmission  has  been 
interfered  with.”  To  make  it  more  impressive  he  calls 
the  instrument  a “Neuro-cola-meter.”  That  ought  to 
do  the  work! 

We  are  going  to  try  to  find,  during  the  year,  the  an- 
swer to  the  question  asked  on  the  first  page  of  the 
American  Medical  Association  Bulletin  of  October, 
1924:  “What  is  the  matter  with  the  County  Society?” 

If  we  were  to  answer  that  question  now,  we  would 
say : “Nothing  is  the  matter  with  our  society;  there 
is  a whole  lot  the  matter  with  some  of  the  members, 
but  we  are  going  to  find  out  what  that  is  and  then 
prescribe.  H.  C.  Mckini.ey,  M.D.,  Reporter. 


WARREN— OCTOBER-NOVEMBER- 
DECEMBER 

The  October  meeting  was  held  at  Dr.  Ball’s  resi- 
dence on  the  2oth  with  twelve  members  present.  Dr. 
T.  S.  Jackson,  of  Clev'eland,  Ohio,  was  a guest  and 
made  a few  remarks. 

The  November  meeting  was  addressed  by  Dr.  R.  L 
Young,  who  gave  an  interesting  resume  of  the  man- 
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agement  of  eye  accidents  in  which  the  presence  of  a 
foreign  body  is  a complication.  The  relation  of  tie 
members  to  the  local  hospital  was  considered  and  the 
hospital  management  urged  greater  cooperation  on  the 
part  of  those  using  the  hospital  in  the  proper  classifica- 
tion of  the  ability  of  patients  to  pay.  Those  who  are 
unable  to  pay  for  hospital  care,  if  properly  entered, 
will  be  taken  care  of  through  the  State  Welfare  Board. 

Dr.  Stewart  acted  as  host  at  a dinner  at  the  Carver 
House.  Thirteen  members  attended. 

The  December  meeting  was  held  on  the  15th  at  the 
Carver  House.  Fifteen  members  attended  and  Dr.  Hyer 
presided  as  host.  Dr.  Briggs  gave  an  interesting  sum- 
mary of  the  views  about  rachitis  especially  with  ref- 
erence to  calcium  metabolism.  Cow  s milk,  even  to  a 
larger  extent  than  human  milk,  contains  sufficient  cal- 
cium, but  for  some  unknown  reason  the  rachitic  child 
cannot  assimilate  it.  Fats  are  not  so  well  borne  as 
carbohydrates,  so  that  the  treatment  is  to  cut  down  fat 
and  increase  carbohydrate  in  the  food.  The  latter 
seems  to  be  an  aid  in  calcium  retention.  The  effect 
of  sunlight,  radiant  light,  ultraviolet  and  x-rays  was 
dwelt  upon.  Deformities  in  bone  mcst  usually  right 
themselves.  Cod-liver  oil  may  do  harm  in  rickets  be- 
cause of  the  high  fat  content ; on  the  other  hand  phos- 
I phorus  will  do  no  harm,  but  may  be  of  benefit.  Cod- 
I liver  oil,  because  of  the  vitamins  it  contains,  may  have 
value.  That  rachitis  is,  not  always  a disease  of  the 
poor  and  those  in  unhygienic  surroundings  was  illus- 
trated by  the  report  of  a case  of  twins.  The  report 
was  made  by  Dr.  Beaty,  who  said  the  parents  were  in 
good  circumstances  but  kept  the  children  too  closely 
confined.  Fresh  air  with  cod-liver  oil  and  phosphorus 
seemed  to  help  quickly. 

Dr.  Mervine  reported  a case  of  shock  or  air  hunger 
in  a patient  taking  insulin  three  times  daily,  the  shock 
occurring  during  sleep  and  at  midnight.  Dr.  Beaty 
said  that  blood  sugar  was  found  to  be  lowest  at  mid- 
night. 

A case  of  an  unusual  form  of  skin  disease  resembling 
erythema-multi  forme,  was  reported  by  Dr.  Mervine.  A 
skin  specialist  pronounced  the  trouble  “Dermatitis 
multiformis  bullosa,”  and  by  x-ray  applied  very  gen- 
erally and  sodium  cacodylate  intravenously,  a cure  was 
being  affected.  The  eruption  covered  the  entire  body 
and  in  some  respects  resembled  pemphigus,  though  at 
first  only  an  erythema. 

M.  V.  Baix,  M.D.,  Reporter. 


PENNSYLVANIA  NEWS  ITEMS 

DEATHS 

Dr.  John  Phieup  Brown,  of  Waynesboro,  died  on 
December  3d  from  pneumonia,  which  followed  a stroke 
of  paralysis.  He  was  58  years  old. 

Dr.  Frank  E.  Johnston,  of  Moores,  died  recently, 
aged  59  years.  He  was  graduated  from  Jefferson  Medi- 
cal College  of  Pennsylvania  in  1888. 

Dr.  Solomon  Blumberg,  of  Pittsburgh,  who  was 
born  in  Russia  in  1872,  and  took  his  medical  degree  at 
the  University  of  Warsaw  in  1897,  died  on  December 
1st  at  his  home. 

Dr.  Franklin  J.  H9LBEN,  of  Schnecksville,  died  on 
November  30th  following  a long  illness.  Dr.  Holben 
was  a graduate  of  Bellevue  Hospital  Medical  College, 
New  York,  class  of  1889. 

Dr.  Arthur  A.  Collins,  of  Oxford,  aged  39  years, 
died  on  November  29th  of  pneumonia.  Dr.  Collins  was 
a graduate  of  the  University  of  Pennsylvania  School  of 
Medicine,  Philadelphia,  class  of  1912. 


Dr.  Charles  Shaw  Logan,  of  Stroudsburg,  who 
was  graduated  from  the  University  of  Buffalo  Depart- 
ment of  Medicine  in  1885,  died  on  November  12th  of 
nephritis  and  cerebral  hemorrhage,  aged  67  years. 

Dr.  James  G.  Fisher,  of  Plumville,  who  was  gradu- 
ated from  the  Department  of  Medicine  of  George 
Washington  University,  Washington,  D.  C.,  in  1904, 
. died  suddenly  on  November  ist  of  heart  disease,  aged 
49  years. 

Dr.  Henry  De  La  Cossitt,  of  Homestead,  aged  66 
years,  died  suddenly  on  November  25th.  Dr.  La  Cossitt 
was  graduated  from  Western  Reserve  University 
School  of  Medicine,  Cleveland,  Ohio,  in  1893. 

Dr.  Everett  M.  Baker,  of  Valencia,  aged  55  years, 
died  on  December  14th  from  injuries  received  when 
his  automobile  was  struck  by  a trolley  car.  He  was  a 
graduate  of  the  University  of  Pittsburgh  School  of 
Aledicine,  class  of  1897. 

Dr.  Wilford  O.  Higgate,  of  Philadelphia,  who  re- 
tired from  active  practice  last  May  after  42  years  of 
service,  died  suddenly  on  November  28th  in  his  Atlantic 
City  home  from  angina  pectoris.  Dr.  Higgate  was 
born  in  1858,  and  was  graduated  from  the  University 
of  Pennsylvania  School  of  Medicine,  Philadelphia,  in 
1882.  He  was  also  a graduate  of  the  Philadelphia  Col- 
lege of  Pharmacy. 

A MINOR  INJURY  Suffered  two  months  ago  in  alighting 
from  his  automobile  caused  the  death  of  Dr.  Charles 
A.  Haines,  burgess  of  Sayre,  on  the  night  of  December 
I2th.  Dr.  Haines  was  born  in  1857  and  was  graduated 
from  the  College  of  Physicians  and  Surgeons,  Balti- 
more, Md.,  in  1880.  He  was  on  the  staff  of  the  Robert 
E.  Packer  Hospital,  Sayre,  and  also  was  physician  for 
the  Lehigh  Valley  Railroad  in  that  section. 

BIRTHS 

Dr.  and  Mrs.  Howard  Leinbach,  of  Reading,  have 
announced  the  birth  of  a son. 

Born  to  Dr.  and  Mrs.  W.  C.  Burchfield,  of  New 
Castle,  a son,  David  Joseph  Burchfield,  November  19, 
1924- 

Dr.  AND  Mrs.  Robert  M.  Hursh,  of  Harrisburg, 
have  announced  the  birth  of  a son.  Hart  LeCompte 
Hursh,  December  8th. 

Dr.  and  Mrs.  J.  K.  Williams  Wood,  of  Willow 
Grove,  have  announced  the  birth  of  a daughter,  Mary 
Frances,  on  October  23d. 

Dr.  and  Mrs.  J.  C.  Fulmf3i,  of  Philadelphia,  have 
announced  the  birth  of  a son  at  the  Jefferson  Hospital, 
November  26th. 

Dr.  and  Mrs.  M.  W.  Emerick,  of  Harrisburg,  have 
announced  the  birth  of  a son,  Edwin  Vandergrift  Eme- 
rick, December  6th,  at  the  Harrisburg  Hospital. 

marriages 

Dr.  John  Wesley  Conrad,  of  Port  Carbon,  and 
Miss  Alice  Matthews  Heebner,  daughter  of  Dr.  and 
Mrs.  Thomas  Eister  Heebner,  of  Port  Carbon,  were 
married  on  Thursday,  December  nth. 

The  marriage  is  announced  of  Dr.  Julia  Faith 
Skinner,  of  Chestnut  Hill,  and  Dr.  Wilfred  B.  Fetter- 
man,  of  Mount  Airy,  on  November  26th.  Dr.  and  Mrs. 
Fetterman  will  make  a trip  abroad,  returning  in  Feb- 
ruary. 

The  marriage  of  Miss  Alice  Morris  Ellzey,  daugh- 
ter of  Dr.  and  Mrs.  J.  Murray  Ellzey,  of  Chestnut  Hill, 
and  Sidney  Stillman  Blake,  son  of  Mr.  and  Mrs.  Alex- 
ander M.  Blake,  of  Westerly,  R.  L,  took  place  on  Janu- 
ary 1st. 

Miss  Sarah  Beecher  Finck,  daughter  of  Dr.  and 
Mrs.'  Edward  Beecher  Finck,  of  Philadelphia,  and 
James  A.  Nagle,  son  of  the  late  Mr.  and  Mrs.  James 
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Richard  Nagle,  of  Pittsburgh,  were  united  in  mar- 
riage on  December  30th. 

Dr.  Lawrence  Sherwood  Carey,  a graduate  of  Jef- 
ferson Medical  College  in  1922  and  now  a member  of 
the  staff  of  the  Beebe  Hospital,  Lewes,  Del.,  was  united 
in  marriage  with  Miss  Bonwen  May  Williams,  as- 
sistant superintendent  of  the  Convalescent  Hospital, 
Broomall,  Del.,  on  December  3d. 

ITEMS 

Dr.  John  Hartman  from  Toledo,  Ohio,  has  come  to 
Buhl  Hospital,  Sharon,  to  take  a position  as  pathologist. 

Dr.  John  B.  Nutt,  of  Williamsport,  recently  did 
postgraduate  work  in  obstetrics  at  the  Lying-In-Hos- 
pital.  New  York  City. 

The  Fourth  Bedford  Lectetre  of  the  Pittsburgh 
College  of  Physicians  for  1925,  will  be  given  by  Dr. 
D.  J.  McCarthy  of  Philadelphia.  The  subject  will  be 
announced  later. 

Dr.  Arthur  C Morgan  was  elected  president  of  the 
Philadelphia  County  Medical  Society  for  1925  at  the 
semi-annual  business  meeting  of  the  Society  held  on 
the  night  of  November  20th. 

Dr.  L.  N.  Breene,  of  Farrell,  has  been  absent  since 
May  taking  postgraduate  work  in  eye,  ear,  nose  and 
throat  at  the  New  York  Eye  and  Ear  Infirmary  and  at 
the  Postgraduate  School,  New  York. 

A BANQUET  IN  HONOR  of  Dr.  P.  S.  Pelouze,  retiring 
president,  was  given  by  the  ^sculapian  Club  of  Phila- 
delphia on  the  evening  of  December  4th  with  over  one 
hundred  members  and  guests  in  attendance. 

Dr.  George  E.  deSchweinitz,  of  Philadelphia,  has 
been  elected  to  the  Board  of  Trustees  of  the  University 
of  Pennsylvania  to  fill  the  vacancy  caused  by  the  death 
of  Dr.  Robert  G.  Le  Conte  last  summer. 

Dr.  Joseph  C.  Doan,  superintendent  and  medical  in- 
spector of  the  Philadelphia  General  Hospital,  has  been 
confined  to  his  apartment  in  the  hospital  with  an  at- 
tack of  typhoid  fever.  His  condition  has  been  reported 
as  good. 

Dr.  John  H.  Musser,  Jr.,  who  has  been  assistant 
professor  of  medicine  at  the  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia,  has  been  appointed 
professor  and  head  of  the  department  of  medicine  at 
Tulane  University  School  of  Medicine,  at  New  Or- 
leans, La. 

A dinner  was  given  in  the  College  of  Physicians, 
of  Philadelphia,  under  the  Weir  Mitchell  Entertain- 
ment Fund,  on  Monday  evening,  December  15th.  There 
were  over  300  present.  The  President,  Dr.  T.  R.  Neil- 
son,  presided,  and  later  Dr.  Hobart  A.  Hare  acted  as 
toastmaster. 

The  Annual  Banquet  of  the  Medical  Alumni  As- 
sociation of  the  Medico-Chirurgical  College  was  held 
at  the  Rittenhouse  Hotel,  Philadelphia,  on  November 
20th,  with  two  hundred  and  sixty-seven  members  pres- 
ent. Dr.  Walter  F.  Enfield,  of  Bedford,  was  elected 
president  for  1925. 

At  a recent  meeting  of  the  trustees  of  the  State 
Hospital  for  the  Insane,  Norristown,  a new  office  was 
created,  assistant  superintendent.  The  candidate  selected 
to  assist  Dr.  Miller  was  Dr.  G.  Coles  Davis,  of  Phila- 
delphia, who  has  been  connected  with  the  Philadelphia 
General  Hospital  for  several  years. 

Dr.  E.  Bosworth  McCready,  of  Pittsburgh,  ad- 
dressed, by  invitation,  the  Section  on  Nervous  and  Men- 
tal Diseases  of  the  Southern  Medical  Association  at 
the  meeting  in  New  Orleans  on  November  26th,  the 
subject  being  “The  Aphasias  of  Childhood:  Congenital 
Word-Blindness  and  Word-Deafness  as  Causes  of  Men- 
tal Retardation  and  Deviation.” 

Pi.Easantville  (Post  Office  Alum  Bank),  Bed- 
ford County,  Pa.,  is  without  a doctor  at  the  present 


time,  we  are  informed.  It  has  a population  of  aliout 
200  people,  and  is  about  15  miles  from  Bedford.  The 
territory  served  would  cover  a radius  of  ten  miles. 
This  was  originally  a Quaker  settlement,  although  not 
confined  to  that  denomination  at  the  present  time.  Ad- 
dress inquiries  to  Mr.  Rufus  H.  Hammer,  Alum  Bank, 
Pa. 

The  Fortiei'h  Anniversary  of  the  Philadelphia 
Neurological  Society  was  observed  on  November  28th 
and  29th  by  a scientific  program  closing  with  a ban- 
quet. The  president.  Dr.  Charles  W.  Burr,  acted  as 
toastmaster  with  responses  by  Dr.  Bernard  Sachs,  New 
York;  Dr.  J.  W.  Courtenay,  Boston;  Dr.  Frederick 
Tilney,  New  York,  and  Dr.  Hobart  A.  Hare,  Phila- 
delphia. 

Dr.  Franklin  G.  Ebaugh,  director  of  the  neuro- 
psychiatric department  of  the  Philadelphia  General 
Hospital,  left  on  December  15th  to  become  professor 
of  psychiatry  at  the  University  of  Colorado  and  direc- 
tor of  the  Colorado  State  Psychopathic  Hospital  at 
Denver.  Dr.  Ebaugh  has  been  clinical  professor  of 
psychiatry  at  the  Woman’s  Medical  College,  Philadel- 
phia, and  instructor  in  psychiatry  at  the  Medical  School 
of  the  University  of  Pennsylvania. 

Dr.  George  H.  Meekfh,  Dean  of  the  Graduate 
School  of  Medicine  of  the  University  of  Pennsylvania, 
told  a radio  audience  recently  from  Station  WIP  how 
the  University’s  Graduate  School  of  Medicine  supple- 
ments the  education  of  the  “family  doctor,”  with  the 
latest  results  in  the  field  of  medical  research.  Dr. 
Meeker  outlined  the  method  by  which  the  University 
conducts  extension  schools  throughout  the  various  coun- 
ties of  the  state  at  which  the  local  physicians  may  ac- 
quire the  results  of  the  research  work  which  is  con- 
ducted at  Pennsylvania  and  elsewhere.  Dr.  Meeker 
likened  the  family  physician  to  the  electrical  engineer 
“whose  college  studies  preceded  these  radio  days.” 

A LARGELY  attended  MEETING  of  the  Medical  Emer- 
gency Corps  of  Philadelphia  was  held  on  December 
2d.  The  president.  Dr.  Chas.  A.  E.  Codman,  presided 
and  introduced  Mayor  Kendrick  and  Director  of  Public 
Health,  Dr.  Wilmer  Krusen,  both  of  whom  emphasized 
the  appreciation  by  the  municipal  administration,  of  the 
splendid  response  of  the  medical  profession  in  Phila- 
delphia that  has  resulted  in  1,140  physicians  joining  the 
organization.  “Preparedness  and  efficiency”  are  the 
watchwords  and  already  a definite  plan  of  action  has 
been  outlined,  with  accumulation  of  a well  stocked  sup- 
l)!y  house  which  has  been  stored  in  the  Philadelphia 
General  Hospital  for  any  emergency  of  fire,  flood,  or 
pestilence  that  may  afflict  Philadelphia  or  any  other 
section  of  the  eastern  states.  Dr.  E.  P.  Davis,  ad- 
dressed the  meeting  on  “The  Medical  Profession  of 
Philadelphia  in  Uniform  and  out  of  Uniform.” 

The  thirty -eighth  annual  banquet  of  the  Asso- 
ciation of  Ex-Resident  and  Resident  Physicians  of  the 
Philadelphia  General  Hospital,  familiarly  known  as 
“Blockley,”  was  held  in  the  nurses’  dining  room  of  the 
Hospital  on  December  2d,  with  over  one  hundred  for- 
mer residents  and  fifty  active  internes  in  attendance. 
Dr.  Samuel  McC.  Hamill  was  toastmaster.  An  address 
by  the  Director  of  Public  Health,  Dr.  Wilmer  Krusen, 
outlined  at  large,  plans  that  are  in  the  making  for  the 
extension  of  this  great  city  hospital.  Emphasis  was 
laid  upon  the  facilities  for  teaching,  which  will  be  fea- 
tured in  the  several  buildings  to  be  constructed  out  of 
the  $4,000,000  loan  that  was  favorably  voted  upon  at 
the  last  election.  Reverend  Dr.  Robert  Norwood  gave 
an  address  in  which  he  contrasted  the  close  relation  ex- 
isting between  “priests  of  the  soul  and  priests  of  the 
body.”  Dr.  D.  J.  McCarthy  was  elected  president,  and 
Dr.  George  Wilson,  secretary-treasurer  for  1925. 


GENERAL  NEWS  ITEMS 

The  Postgr.aduate  Course  which  was  given  last 
summer  in  the  Ear,  Nose  and  Throat  Postgraduate  De- 


January,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


253 


partment  of  Bordeaux  University,  France,  by  Professor 
Portman,  and  pronounced  the  greatest  course  on  the 
i continent,  will  begin  July  S,  1925,  for  a period  of  five 
I weeks.  The  course  will  be  limited  to  twelve  physicians, 
I and  those  that  are  interested  should  apply  early  to  Leon 
i Felderman,  M.D.,  4428  York  Road,  Philadelphia,  Pa. 

Warning  against  the  “Egyptianizing”  of  the  rnedi- 
; cal  profession  by  a too  great  emphasis  on  specializing 
t was  given  by  Rear  Admiral  E.  R.  Stitt,  surgeon-general 
of  the  navy,  in  an  address  in  Washington  on  the  night 
of  November  26th.  Admiral  Stitt  deplored  the  tend- 
ency of  physicians  to  set  up  as  specialists  too  soon 
after  they  begin  practice  before  laying  a groundwork 
of  experience  in  general  practice.  “The  general  prac- 
titioner,” he  said,  “should  do  much  of  the  work  now 
fenced  off  for  specialists,  and  in  that  way  we  would 
need  fewer  specialists,  and  of  these  only  those  who 
were  exceptionally  qualified.” 

Two  interesting  features  of  the  annual  Pennsyl- 
vania Tuberculosis  Conference,  under  the  auspices  of 
the  Pennsylvania  Tuberculosis  Society,  at  the  William 
Penn  Hotel  in  Pittsburgh,  January  20th  and  21st,  will 
be  a visit  to  the  Beaver  County  Tuberculosis  Sana- 
torium on  the  morning  of  January  20th,  and  a visit  to 
the  Tuberculosis  League  of  Pittsburgh  on  the  after- 
noon of  January  21st.  In  addition  to  the  speakers 
already  announced  there  will  be  an  address  on  Tuesday 
evening  by  Dr.  C.  J.  Vaux,  Director  of  the  Pittsburgh 
Department  of  Health,  on  the  subject,  “Respiratory 
Diseases  from  the  Public  Health  Point  of  View,”  and 
an  address  Wednesday  evening  on  “Heliotherapy  in 
the  Treatment  of  Pulmonary  Tuberculosis,”  by  Dr.  R. 
H.  McCutcheon,  Superintendent  of  the  Mount  Alto 
State  Sanatorium. 

UNITED  STATES  CIVIL  SERVICE 
EXAMINATION 

The  United  States  Civil  Service  Commission  an- 
nounces the  following  open  competitive  examination : 
Applications  for  medical  interne  (psychiatric)  will  be 
rated  as  received  until  June  30,  1925.  Examination  is 
to  fill  vacancies  in  Saint  Elizabeth’s  Hospital,  Wash- 
ington, D.  C.,  at  an  entrance  salary  of  $1,8^  a year. 

Applicants  must  have  been  graduated  from  a recog- 
nized medical  college  or  be  senior  students  in  such  an 
institution,  and  furnish  proof  of  graduation  within  eight 
months  from  the  date  of  making  oath  to  the  application. 
Applicants  must  not  have  been  graduated  prior  to  the 
year  1920  unless  they  have  been  continuously  engaged 
in  hospital,  laboratory,  or  research  work  along  the  lines 
of  neurology  or  psychiatry  since  graduation. 

Competitors  will  not  be  required  to  report  for  ex- 
amination at  any  place,  but  will  be  rated  on  their  gen- 
eral education,  technical  training,  and  experience.  Full 
information  and  application  blanks  may  be  obtained 
from  the  United  States  Civil  Service  Commission, 
Washington,  D.  C.,  or  the  secretary  of  the  board  of 
U.  S.  civil  service  examiners  at  the  post  office  or  cus- 
tomhouse in  any  city.  ' 

THE  AMERICAN  BOARD  OF  OTOLARYN- 
GOLOGY 

The  American  Board  of  Otolaryngology  was  organ- 
ized in  Chicago  on  November  loth.  The  following 
constitute  the  board  of  directors : Drs.  Harris  P. 

Mosher,  Boston,  president;  Frank  R.  Spencer,  Boulder, 
Colo.,  vice-president;  Hanau  W.  Loeb,  St.  Louis,  sec- 
retary and  treasurer ; Thomas  E.  Carmody,  Denver ; 
Joseph  C.  Beck,  Chicago;  Thomas  H.  Halsted,  Syra- 
cuse, N.  Y. ; Robert  C.  Lynch,  New  Orleans;  Burt  R. 
Shurly,  Detroit ; Ross  H.  Skillern,  Philadelphia ; Wil- 
liam P.  Wherry,  Omaha.  The  office  of  the  Board  is  at 
1402  South  Grand  Boulevard,  St.  Louis,  Missouri.  The 
board  comprises  representatives  of  the  five  national 
otolaryngologic  associations ; the  American  Otological 
Society,  the  American  Laryngological  Association,  the 
American  Laryngological,  Rhinological  and  Otologic^ 
Society,  the  American  Academy  of  Ophthalmology 


Otolaryngology  and  the  Section  on  Laryngology, 
Otology  and  Rhinology  of  the  American  Medical  As- 
sociation. The  object  of  the  association  is  to  elevate 
the  standard  of  otolaryngology,  to  familiarize  the  pub- 
lic with  its  aims  and  ideals,  to  protect  the  public  against 
unqualified  practitioners,  to  receive  applications  for  ex- 
amination in  otolaryngology,  to  conduct  examinations 
of  such  applicants,  to  issue  certificates  of  qualification 
in  otolaryngology  and  to  perform  such  duties  as  will 
advance  the  cause  of  otolaryngology.  The  first  exami- 
nation will  be  held  at  the  time  of  the  meeting  of  the 
American  Medical  Association. 

THE  GORGAS  MEMORIAL 

During  the  past  year,  throughout  the  United  States, 
the  work  of  organizing  the  Gorgas  Memorial  State 
Governing  Committees  has  been  progressing.  In  some 
states  the  response  has  been  most  enthusiastic,  while_  in 
others  considerable  effort  has  been  necessary  to  bring 
home  to  the  doctors  the  importance  of  this  movement 
to  them,  individually  and  collectively.  Inasmuch  as  the 
Gorgas  Memorial  is  primarily  a medical  movement  and 
as  such  must  have  the  united  support  of  the  profession 
if  it  is  to  make  the  proper  impression  on  the  general 
public,  we  take  this  occasion  to  outline  briefly  the  Gor- 
gas plan  and  to  request  the  cooperation  of  our  col- 
leagues in  bringing  to  a successful  issue,  this  national 
health  program. 

We  are  planning  to  establish  a memorial  for  our 
former  chief.  Major  General  William  Crawford  Gor- 
gas, not  of  marble  or  bronze,  but  a permanent  living 
organization  in  the  form  of  a great  health  foundation 
typical  of  his  work  in  research  and  curative  medicine, 
that  will  unite  lay  men  and  doctors  in  an  intelligent 
effort  to  obtain  better  personal  health — a health  guild 
that  will  be  supported  and  directed  by  the  representa- 
tives of  curative  medicine. 

The  Gorgas  Memorial  consists  of  two  phases : 

1.  An  Institute  in  Panama  for  research  in  tropical 
diseases. 

2.  A health  educational  program  in  the  United  States 
and  other  countries  that  wish  to  cooperate  and  partici- 
pate in  the  movement. 

Before  we  ask  the  public  for  financial  and  moral  sup- 
port, it  is  essential  that  the  doctors  of  the  country  unite 
in  support  of  this  program.  As  a means  to  this  end. 
Governing  Committees  are  now  in  process  of  organiza- 
tion, on  the  basis  of  100  members  to  every  1,000,000 
population  in  each  state.  Seventy-five  per  cent  of  the 
personnel  of  each  committee  will  consist  of  medical 
men  and  25%  of  influential  laymen  and  women.  The 
permanent  activities  of  the  organization  will  be  super- 
vised by  these  committees  in  their  respective  states,  in 
cooperation  with  the  National  Executive  Committees. 

An  organization  cannot  operate  without  funds.  We 
are  endeavoring  to  raise  an  endowment  of  $5,000,000, 
the  interest  only  of  which  will  be  utilized  to  carry  on 
the  work.  The  principal  will  be  Invested  in  trust  se- 
curities and  remain  intact.  None  of  the  money  thus 
obtained  will  be  spent  for  buildings  or  equipment.  The 
Republic  of  Panama  has  donated  the  site  and  guaran- 
teed the  initial  buildings  and  equipment  for  the  tropical 
research  laboratories,  in  recognition  of  Gorgas’  great 
work  in  Panama.  Those  invited  to  serve  as  Founder 
members  of  the  State  Governing  Committees  are  re- 
quested, as  they  accept  membership  on  the  Committee 
to  subscribe  $100  to  the  Endowment  Fund,  j>ayable 
within  two  years.  Every  individual  on  the  State  Com- 
mittee is  a contributing  member.  When  the  medical 
nucleus  of  the  organization  is  complete,  a general  ap- 
peal for  funds  will  be  made  to  the  public. 

Every  doctor  is  requested  to  take  a personal  interest 
in  the  Gorgas  program  and  to  see  that  his  community 
is  adequately  represented  on  the  State  Governing  Com- 
mittee. Each  county  society  should  appoint  officially  at 
least  one  of  its  members  to  serve  on  the  State  Com- 
mittee. This  is  one  foundation  that  is  controlled  by  the 
practitioners  of  curative  medicine  and  as  such  should  be 
supported  by  every  practicing  physician.  Let  us  pull 
together,  “the  doctor  for  the  doctor,” 
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INTER-STATE  POSTGRADUATE  CLINIC  TOUR 
OF  AMERICAN  PHYSICIANS 

TO  CANADA,  BRITISH  ISLES  AND  FRANCE  WITH  EXTENSION 
TOURS  TO  THE  LEADING  MEDICAL 
CENTERS  OF  EUROPE 

UNDER  THE  DIRECTION  OF  THE  MANAGING  DIREC- 
TOR’S OFFICE,  INTER-STATE  POST  GRADUATE 
ASSEMBLY  OF  AMERICA,  FREEPORT, 
ILLINOIS. 

MAIN  TOUR,  MAY  18  TO  JULY  6,  1925 
announcement 

The  clinics  and  demonstrations  connected  with  this 
tour  will  include  all  the  different  branches  and  spe- 
cialties of  medical  science.  It  will  be  our  utmost  en- 
deavor to  see  that  every  branch  of  medicine  receives 
the  same  consideration  on  the  program.  This  announce- 
ment is  only  an  early  synopsis  of  the  good  things  that 
are  in  store  for  the  American  physicians  and  does  not 
in  any  way  represent  the  complete  program  of  the  tour ; 
therefore,  if  you  do  not  find  the  branch  of  medicine  in 
which  you  are  interested  represented  herewith,  you 
can  rest  assured  that  it  will  receive  its  proper  impor- 
tance on  the  program. 

May  17. — Tour  starts  from  Chicago  by  special  train. 
Physicians  living  in  territory  where  it  will  be  more 
convenient  to  go  direct  to  Toronto  will  be  provided 
with  transportation  direct  to  this  city  in  time  for  the 
clinics  beginning  May  i8. 

May  18,  19 — Toronto.* — We  spend  May  i8  and  19 
as  the  guests  of  the  teaching  staff  of  the  Toronto  Uni- 
versity, Faculty  of  Medicine.  Special  clinics  will  be 
arranged  covering  the  different  branches  of  medical  sci- 
ence by  this  institution. 

May  20. — Trip  through  the  Thousand  Islands  and  the 
St.  Lawrence  Rapids. 

May  21,  22 — Montreal. — We  spend  May  21  and  22  as 
the  guests  of  the  teaching  staff  of  McGill  University, 
Faculty  of  Medicine.  The  clinics  in  Montreal  are  in 
charge  of  this  institution.  Those  who  wish  to  join  the 
tour  at  Montreal  on  the  evening  of  May  22  receive  a 
reduction  of  $110.00  from  the  price  of  the  tour. 

May  23. — Early  a.  m.  sail  for  Liverpool,  arriving  in 
that  city  May  31st. 

SHIP  PROGRAM 

An  intensive  professional  trans-Atlantic  Program  for 
the  benefit  of  the  physicians  who  are  taking  advantage 
of  the  tour  will  take  place  on  board  ship,  and  will  be 
contributed  to  by  some  of  America’s  most  distinguished 
physicians  and  surgeons. 

June  I to  7 the  time  is  spent  in  London.  June  8,  9 
and  10  the  party  is  to  be  divided,  and  alternated  among 
the  clinics  of  Liverpool,  Manchester  and  Leeds.  June 
II  and  12  the  American  physicians  will  spend  in  Dub- 
lin. June  13,  14,  15 — Belfast.  June  16  and  17 — Glas- 
gow. June  18  and  19 — Edinburgh.  June  20 — Newcastle 
and  University  of  Durham.  June  21  the  entire  party 
will  leave  for  Paris,  via  London.  June  22  to  27  the 
time  will  be  spent  in  Paris. 

EXTENSION  TOURS 

The  opportunity  will  be  given  to  the  physicians  sub- 
sequently to  the  main  tour  to  visit  practically  all  the 
main  clinic  centers  of  Europe  through  extension  tours, 
conducted  by  the  Temple  Tours  of  Boston  under  the 
direction  of  this  office. 

Chicago  Montreal 
to  ' to 
Chicago  Montreal 


PRICES  or 

New  York 

(c)  with  first  class,  high  grade  hotels 

and  cabin  ocean  passages  $990  $880 

(b)  with  first  class,  medium  grade  ho- 
tels and  cabin  ocean  passages  ....  910  800 

(a)  with  moderate  priced  hotels  and 

third  class  ocean  passages  750  640 


Medium  grade  hotels,  third  class  on  steamers,  $635.00. 


The  last  classification  is  offered  to  doctors  and  medi- 
cal students  who  are  desirous  of  having  the  chance  to 
avail  themselves  of  the  wonderful  clinic  opportunities 
of  the  tour.  As  this  Association  is  purely  an  educa- 
tional institution  and  is  working  for  the  medical  pro- 
fession as  a whole,  the  Board  of  Trustees  decided  at 
its  annual  meeting  that  this  class  should  be  included. 

This  does  not  mean  steerage,  but  on  the  other  hand 
as  good  accommodations  as  you  would  find  in  the  aver- 
age hotels  and  other  traveling  accommodations  in 
America.  This  condition  is  made  possible  by  the  fact 
that  the  steamship  companies  are  competing  for  this 
class  of  travel.  The  hotels  that  we  use  on  the  tour  are 
either  first-class  or  medium  hotels. 

Those  who  send  in  their  reservation  fee  early  will 
receive  the  benefit  of  the  prices  quoted  under  the  fol- 
lowing schedule  east-bound  without  extra  charge,  $145, 
$140,  $135,  $130  berth  rates.  This  space  is  first  class 
on  the  boat,  and  is  the  kind  we  usually  take  in  traveling, 
but  like  all  ships,  there  are  higher  priced  accommoda- 
tions to  be  had  by  paying  a few  dollars  extra. 

It  is  necessary  in  order  to  hold  space  for  the  tour  to 
send  to  the  office  of  the  Managing-Director  the  sum  of 
$65.00  per  person.  If  for  any  reasons  the  applicant  for 
space  decides  that  he  cannot  take  the  tour,  the  money 
will  be  refunded  immediately  if  this  demand  is  made 
within  six  weeks  of  sailing  time.  The  reservations  will 
be  assigned  and  preference  given  on  the  ship  and  in  the 
hotels  in  the  order  they  are  received  accompanied  with 
check  for  $65.00  per  person. 

This  tour  is  open  to  members  of  the  profession  who 
are  in  good  standing  in  their  State  or  Provincial  So- 
cieties and  their  families.  No  restriction  of  territory. 
This  invitation  is  understood  to  be  extended  to  Cana- 
dian physicians  as  well  as  those  of  the  United  States. 
The  Association  will  also  be  able  to  take  care  of  a lim- 
ited number  of  lay  friends  of  the  physicians.  This  is 
possible  on  account  of  their  not  requiring  clinic  space. 

Parties  of  physicians  and  their  friends  can  be  given 
adjoining  space  on  the  boat  and  in  hotels,  if  request 
is  made  early  to  the  management. 

Admittance  to  the  clinics  and  privileges  of  the  tour 
will  be  protected  by  the  issuing  of  an  admittance  ticket 
or  card.  This  rule  will  be  strictly  enforced  in  order  to 
protect  the  Association  upon  its  membership  require- 
ment, which  is,  that  a physician  must  be  in  good  stand- 
ing in  his  State  Society.  We  will  not  be  responsible  or 
admit  physicians  to  privileges  unless  they  are  members 
of  the  group. 

M embers  of  the  party  who  are  specialists  and  who 
wish  to  devote  their  entire  time  abroad  to  their  special 
work,  will  have  the  option  of  spending  in  London  and 
Paris  the  time  taken  up  by  the  tour  to  northern  Eng- 
land, Ireland  and  Scotland. 

Clinics  in  all  the  special  branches  are  being  arranged 
by  the  management  of  the  Inter-State  Postgraduate 
Assembly  expressly  for  these  men  to  be  held  in  London 
June  8 to  14  and  in  Paris  June  15  to  21. 

The  choice  of  this  option  by  any  physician  need  not 
prevent  his  wife  or  other  guests  on  the  trip  from  taking 
the  regular  tour  as  outlined  in  the  booklet.  If  such 
guests  prefer  to  remain  with  the  specialists  in  London 
and  Paris,  everything  possible  will  be  done  to  make 
their  longer  stay  interesting  and  profitable  to  them. 

TRAVEL  FEATURES 

For  all  the  party:  Boat  trip  through  the  Thousand 
Islands ; Melrose  Abbey  and  Abbottsford,  the  home  of 
Sir  Walter  Scott;  the  famous  Trossachs  tour  from 
Edinburgh  to  Glasgow  ; Ayr,  the  land  of  Bobby  Burns ; 
motor  trip  through  the  beautiful  lake  region  of  Eng- 
land ; train  along  the  picturesque  mountainous  coast  of 
Wales,  city  drive  in  London,  elaborate  program  of 
sightseeing  in  Paris,  including  a visit  to  the  greatest 
palaces  in  the  world  at  Versailles,  to  see,  among  other 
things,  the  Hall  of  Mirrors  where  the  Peace  Confer- 


*The  peponne!  of  those  who  will  hold  the  clinics  in  the 
various  cities  can  be  obtained  from  the  Managing  Director’s 
Office. 
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ence  was  held ; one-day  trip  to  the  battlefields  by  train 
and  motor,  including  Chateau-Thierry,  Belleau  Wood, 
The  Hindenburg  Line,  Fort  Pompelle  and  the  great 
ruined  cathedral  at  RJieims.  While  the  clinics  are  in 
progress  in  Liverpool,  Leeds,  Edinburgh,  Dublin,  Lon- 
don, and  Paris,  special  sightseeing  programs  for  the 
ladies  and  guests  of  the  doctors  will  be  arranged  as  indi- 
cated on  the  itinerary  following. 

OCEAN  PASSAGE 

The  trip  across  the  ocean  is  to  be  made  from  Mon- 
treal to  Liverpool  on  the  large  modern  one-cabin  White 
Star  steamer,  the  “Doric.”  In  case  the  accommodations 
are  not  sufficient  on  the  “Doric”  to  give  the  physicians 
the  cabin  space  desired,  two  boats  of  this  type  will  be 
used. 

In  order  to  save  both  time  and  money  and  avoid  un- 
certainty in  the  matter  of  expense,  we  have  contracted 
with  the  Temple  Tours  of  Boston  to  manage  the  busi- 
ness affairs  of  the  trip.  All  correspondence  regarding 
travel  matters  should  be  addressed  to  them,  and  all  cor- 
respondence regarding  clinical  or  professional  matters 
to  Dr.  William  B.  Peck,  Freeport,  Illinois. 


PROPAGANDA  FOR  REFORM 

Goiter  Prevention. — Persons  affected  with  thyroid 
disturbances  have  been  aroused  to  the  possibilities  of 
relief  that  modern  medicine  offers,  the  public  has  been 
awakened  to  the  problems  that  confront  many  of  our 
communities,  and  the  medical  profession  has  been 
stirred  to  a realization  of  its  duties  to  the  public  in  de- 
manding the  institution  of  safe  relief  measures.  The 
enthusiasm  for  relief  measures  must  not  be  allowed  to 
initiate  the  public  into  unwise  or  unwarranted  practices. 
The  fundamental  concern  of  the  health  official  is  the 
prevention  of  endemic,  thyroid  enlargement.  In  line 
with  this  the  Cincinnati  Board  of  Health  proposes  to 
confine  its  work  to  prevention  and  will  refer  children 
known  to  have  thyroid  enlargement  to  their  family 
physician.  Iodized  table  salt  should  not  be  regarded  as 
a “cure  all.”  It  will  probably  not  cure  a simple  goiter, 
and  the  primary  purpose  of  the  preparation  is  to  aid 
in  providing  the  iodin  that  is  essential  to  the  proper 
functioning  of  the  thyroid  gland  in  normal  persons  who 
compose  the  majority  of  the  population.  The  exceed- 
ingly small  quantity  of  iodin  made  available  in  this  way 
must  be  skillfully  supplemented  by  physicians  when 
definite  thyroid  enlargement  exists.  (Journal  A.  M.  A., 
Dec.  6,  1924,  p.  1849.) 

Chlorin  in  Respiratory  Diseases. — In  New  York 
two  clinics  were  established  by  the  Health  Commis- 
sioner to  determine  the  efficiency  of  chlorin  inhalations 
in  the  treatment  of  respiratory  diseases.  These  clinics 
began  active  work  June  i.  They  continued  in  operation 
until  August  1st,  when  they  were  closed  because  the 
results  were  considered  unsatisfactory.  It  is  reported 
that  only  6.5  per  cent  of  506  persons  with  various 
respiratory  diseases  reported  themselves  as  cured. 
Fifty-three  per  cent  of  the  patients  reported  improve- 
ment, but  the  physicians  in  charge  do  not  attach  much 
importance  to  such  reports  since  it  is  well  known  that 
patients  with  minor  respiratory  infections  tend  to  im- 
prove by  the  very  nature  of  their  disease.  It  is  evident 
that  the  physician  who  uses  the  chlorin  treatment  in  his 
practice,  must  do  so  with  the  distinct  understanding  that 
he  is  using  an  unestablished  method.  (Journal  A.  M. 
A.,  Dec.  6,  1924,  p.  1851.) 

Benzye  Compounds. — The  Council  on  Pharmacy  and 
Chemistry  reports  on  the  therapeutic  status  of  benzyl 
compounds.  It  was  shown  a few  years  ago  that  the 
papaverine  group  of  opium  akaloids  caused  relaxation 


and  inhibition  of  smooth  muscle  fibre  and  it  was  sug- 
gested that  this  action  was  dependent  on  the  benzyl 
grouping  in  the  papaverine  molecule.  This  suggested 
that  possibly  the  same  action  might  be  secured  from 
simpler  benzyl  compounds,  and  a number  of  benzyl 
esters  were  investigated.  Soon  the  use  of  benzyl  esters 
in  medicine  gained  considerable  vogue.  They  have  been 
recommended  in  hypertension,  asthma,  angina,  dys- 
menorrhea, biliary  and  renal  colic  and  similar  disorders. 
The  Council  finds  that  extensive  clinical  use  does  not 
confirm  the  enthusiastic  estimate  of  the  early  advocates. 
An  inquiry  addressed  to  a number  of  clinicians  disclosed 
an  almost  unanimous  opinion  against  the  value  of  these 
preparations  so  far  as  most  of  the  recommended  uses 
are  concerned.  None  had  seen  any  action  whatsoever 
in  hypertension,  nor  had  the  blood  pressure  been  low- 
ered. None  of  the  consultants  had  seen  any  effects 
from  the  use  of  benzyl  esters  in  asthma,  or  in  renal  or 
biliary  colic.  Benzyl  esters  had  apparently  given  relief 
in  a certain  number  of  cases  of  dysmenorrhea.  A small 
percentage  of  patients  with  angina  pectoris  appeared  to 
have  been  benefited  by  their  use;  also  a few  cases  of 
intestinal  colic,  which  might  be  explained  by  a carmina- 
tive action.  (Journal  A.  M.  A.,  Dec.  6,  1924,  p.  1864.) 

“Prince  Hough”  Deceared  a Fraud. — For  some 
time  a 70-year-old  colored  man  has  been  swindling  peo- 
ple through  the  mails  from  De  Soto,  Mississippi.  He 
has  gone  under  the  name  “Prince  Hough”  and  “Dr.  P. 
F.  Hough.”  He  represented  that  he  could  diagnose  any 
disease  by  having  has  patient  “spit  on  a piece  of  white 
cloth”  and  send  it  to  him.  He  claimed  that  he  would 
furnish  medicine  that  would  cure  syphilis,  tuberculosis 
and  other  conditions  equally  serious  diagnosed  by  him 
by  the  white  cloth  method.  The  post  office  authorities 
investigated  the  fraud  and  debarred  “Prince  Hough” 
from  the  use  of  the  mails.  (Journal  A.  M.  A.,  Dec.  6, 
1924,  p.  1864.) 

The  Danish  Gold  Treatment  oe  Tuberculosis. — 
Hardly  a year  passes  but  that  the  announcement  is  made 
of  some  new  method  of  treating  tuberculosis.  The 
most  recent  method  to  receive  sensational  publicity  duly 
accorded  any  venture  in  the  treatment  of  tuberculosis, 
is  a preparation  of  gold  advanced  in  Denmark  under 
the  name  “Sanocrysin.”  At  a meeting  of  physicians  in 
Denmark,  Professor  Moellgaard,  the  originator  of  the 
remedy,  described  its  production  and  its  effects.  Other 
physicians  gave  an  account  of  their  results  with  the 
treatment.  Several  deaths  from  the  remedy  were  re- 
ported. It  is  stated  that  Professor  Moellgaard  was  the 
most  cautious  of  all  who  spoke.  (Journal  A.  M.  A., 
Dec.  13,  1924,  p.  1928.) 

Black  Hair  Dye. — No  black  hair  dye  can  be  consid- 
ered safe  and  not  injurious.  Every  chemical  used  for 
dying  the  hair  black  is  a potential  trouble  maker.  Some 
individuals  who  are  not  sensitized,  may  even  use  para- 
phenylendiamin  for  long  periods  without  causing  any 
disturbance,  whereas  others  cannot  use  silver  nitrate  or 
pyrogallic  acid.  These  facts  should  be  given  to  the 
public  and  the  user  should  assume  the  responsibility  for 
the  dermatitis  which  may  follow.  A person’s  sensi- 
tiveness to  a given  dye  may  be  determined  by  its  appli- 
cation to  a covered  portion  of  the  body.  (Journal  A. 
M.  A.,  Dec.  13,  1924,  p.  1943.) 

Valamin  Not  Accepted  for  N.  N.  R. — The  Council 
on  Pharmacy  and  Chemistry  reports  that  Valamin  is 
stated  to  be  “Amylene  Hydrate  Iso  Valerianate”  and 
that  it  is  a German  product  marketed  in  the  United 
States  by  the  American  Kreuger  and  Toll  Corporation, 
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New  York.  Valamin  is  claimed  to  be  a dependable 
sedative  and  analeptic.  It  is  claimed  that  Valamin  is  a 
recent  discovery  which  will  restore  valerian  to  favor 
with  the  medical  profession.  Valamin  is  not  a recent 
discovery  and  the  reports  of  its  use  do  not  indicate  that 
it  has  any  special  value.  The  Council  declared  Valamin 
inadmissible  to  New  and  Nonofficial  Remedies  because 
( I ) the  therapeutic  claims  are  unwarranted  and  (2)  be- 
cause more  than  ten  years  of  trial  has  failed  to  produce 
evidence  that  it  is  a useful  addition  to  our  materia 
medica.  (Journal  A.  M.  A.,  Dec.  13,  1924,  p.  1941.) 

Valerian  Omitted  From  Useful  Drugs  and  Amyl 
Valerate  Omitted  From  N.  N.  R. — The  Council  on 
Pharmacy  and  Chemistry  reports  that  for  some  years  it 
has  been  viewing  the  claims  for  the  therapeutic  value  of 
valerian  and  valerian  preparations  and  substitutes  with 
increasing  skepticism.  During  the  period  1915  to  1921, 
the  Council  questioned  the  claims  made  for  a number 
of  proprietary  valerian  preparations  then  in  New  and 
Nonofficial  Remedies.  In  the  end  these  products  were 
omitted  because  they  were  off  the  market  Valerian 
has  been  retained  in  Useful  Drugs  because  it  is  used 
to  a considerable  extent.  This  use,  however,  appears 
to  be  based  on  tradition.  The  Council  reached  the  con- 
clusion that  there  is  no  acceptable  evidence  for  the 
therapeutic  usefulness  of  valerian  or  the  valerian  sub- 
stitutes now  on  the  market.  It,  therefore,  decided  (i) 
to  omit  valerian  from  Useful  Drugs  (2)  to  omit  the 
general  article  “Valeric  Esters”  along  with  amyl  valer- 
ate (the  only  preparation  now  in  the  book)  from  New 
and  Nonofficial  Remedies,  and  (3)  to  admit  to  New 
and  Nonofficial  Remedies  no  preparation  which  depends 
on  valerian  or  its  constituents  unless  satisfactory  new 
evidence  for  its  therapeutic  value  is  submitted.  (Jour- 
nal A.  M.  A.,  Dec.  13,  1924,  p.  1941.) 

Weldona. — Some  preliminary  tests  on  the  “Weldona” 
rheumatism  treatment  were  made  in  the  A.  M.  A. 
Chemical  Laboratory.  The  “treatment”  consisted  of 
white  and  of  lavender-coated  tablets.  The  white  tab- 
lets were  labeled  “For  Constipation  Only”  and  contained 
an  emodin-bearing  extract,  probably  cascara.  The 
lavender-colored  tablets  contained  sodium  salicylate  and 
an  unidentified  vegetable  extractive.  (Journal  A.  M. 
A.,  Dec.  13,  1924,  p.  1943.) 

Hexylresorcinol  (“Caprokol”). — The  Council  on 
Pharmacy  and  Chemistry  publishes  a report  on  the 
experimental  status  of  hexylresorcinol,  a new  uninary 
antiseptic  discovered  by  Dr.  Veader  Leonard.  Dr. 
Leonard  has  studied  the  effect  of  the  oral  administra- 
tion of  a series  of  resorcinol  derivatives  on  the  action 
of  urine  towards  bacteria.  He  found  the  normal  hexyl 
derivative  of  resorcinol  the  most  effective  and  reports 
animal  and  clinical  trials  with  the  drug.  Hexylresorci- 
nol was  found  to  be  practically  without  toxic  action  and 
when  administered  in  adequate  doses,  found  to  render 
urine  distinctly  bactericidal  even  when  it  is  alkaline  in 
reaction.  Because  of  the  strong  bactericidal  action  of 
hexylresorcinol  in  either  acid  or  alkaline  urine,  the 
rapid  and  continuous  excretion  over  a considerable  pe- 
riod of  time  following  oral  administration,  and  its  low 
toxicity,  it  gives  promise  of  proving  a useful  disin- 
fectant of  the  urinary  tract.  However,  the'  work  of 
Dr.  Leonard  must  be  confirmed  by  other  investigators 
before  it  can  be  accepted.  A preparation  of  hexyl- 
resorcinol is  to  be  marketed  by  Sharp  and  Dohme  as 
“Hexyl-Resorcinol — S.  and  D.,”  or  “Oprokol”  in  the 
form  of  pills.  The  drug  as  employed  by  Dr.  Leonard, 
however,  differs  from  the  commercial  product  in  that 
it  is  marjceted  in  pill  form,  and  it  remains  to  be  deter- 


mined that  these  pills  will  produce  the  effects  reported  I 
by  Dr.  Leonard.  The  Council  reports  that  hexyl-  ' 
resorcinol  will  be  eligible  for  New  and  Nonofficial  ; 1 

Remedies  if  its  therapeutic  usefulness  is  established  by  i I 

confirmatory  clinical  trials  ; in  that  case  Hexyl-Resorci-  ' ! 
nol — S.  and  D.  (Caprokol)  will  be  accepted  if  the  form 
in  which  it  is  marketed  is  found  satisfactory  and  the 
advertising  claims  acceptable.  (Journal  A.  M.  A.,  Dec. 

20,  1924,  p.  2018.) 

Vital-O-Gland. — A shrewd  and  indecent  piece  of 
quackery  was  declared  a fraud  on  November  26th  when 
the  Postmaster  General  debarred  the  Vital-O-Gland 
Co.  of  Denver  from  the  use  of  the  mails.  The  company 
was  originally  known  as  the  Vital-O-Remedy  Co.  The 
business  of  the  Vital-OGland  Co.  consisted  in  the  sale 
through  the  mails  of  certain  tablets  as  an  alleged  treat- 
ment for  impotence  in  man  and  a mechanical  device 
called  the  “Vital-O'-Vacuum  Developer.”  (Journal  A. 

M.  A.,  Dec.  20,  1924,  p.  2037.) 

Heilol  (Haelan),  a Fraudulent  Consumption 
Cure.— On  November  26,  1924,  the  Postmaster  General 
debarred  the  General  Remedies  Co.  from  the  mails. 

The  concern  marketed  a fraudulent  consumption  cure. 

It  was  operated  by  the  same  outfit  that  did  business  as 
the  Vital-O-Gland  Co.  and  which  was  debarred  from 
the  mails  at  the  same  time  that  the  General  Remedies 
Co.  was  declared  a fraud.  The  alleged  cure  “Heilol” 
was  advertised  in  newspapers.  Most  of  the  advertise- 
ments featured  “Dr.  E.  M.  Davis,  a prominent  Denver 
physician.”  Davis  is  not  a prominent  Denver  physi- 
cian; he  is  an  osteopath  who,  according  to  the  evi- 
dence, received  a commission  on  every  bottle  of  the 
nostrum  that  was  sold.  Heilol  was  essentially  a water 
alcohol  solution  of  vegetable  .extractives  from  sarsa- 
parilla root,  burdock  root,  stillingia  root,  poke  root, 
prickley  ask  bark,  senna  leaves,  mountain  sage,  slippery 
elm  bark,  St.  James’  bread,  cascara  bark,  peaches, 
prunes,  and  alcohol.  (Journal  A.  M.  A.,  Dec.  20,  1924, 
p.  2038.) 

Succus  Cineraria  Maritima  and  Phytoune. — 
These  are  marketed  by  the  Walker  Pharmacal  Co., 
which  like  the  Manola  Chemical  Co.,  appears  to  have 
been  practically  a subsidiary  of  the  Luyties  Homeo- 
pathic Pharmacy  Co.  In  1911  the  Council  on  Pharmacy 
and  Chemistry  reported  that  the  juice  of  a plant  re- 
ferred to  as  cineraria  maritima  was  at  one  time  sup- 
posed to  be  of  value  in  the  treatment  of  cataract  and 
certain  other  affections  of  the  eye,  but  that  there  was 
no  evidence  that  the  drug  had  any  value.  Cineraria 
maritima  would  long  since  have  been  relegated  to  the 
limbo  of  discarded  and  discredited  drugs  had  it  not  been 
for  the  exploitation  of  succus  cineraria  maritima 
(Walker)  by  the  Walker  Pharmacal  Co.  The  claims 
of  the  Walker  Pharmacal  Co.  in  regard  to  Phytoline, 
divested  of  their  mystery  and  improbability,  suggest 
that  this  is  a tincture  of  poke-berries.  While  Phytoline 
is  advertised  as  a “Powerful  Anti-fat,”  a hunter  has 
reported  the  killing  of  fat  pigeons  whose  gullets  were 
filled  with  poke  berries.  (Journal  A.  M.  A.,  Dec.  20, 

1924,  p.  2041.) 


NEW  AND  NONOFFICIAL  REMEDIES 

Iletin  (Insulin — Lilly)  U-80. — Five  c.c.  ampules 
containing  80  units  of  iletin  (insulin-Lilly)  (New  and 
Nonofficial  Remedies,  1924,  p.  152)  in  each  c.c.  EH 
Lilly  and  Co.,  Indianapolis. 

Ampoules  Adrenalin  Chloride  Solution  Rx  i, 
1 : 1000,  I c.c. — A solution  of  adrenalin  chloride  (New 
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and  Nonofficial  Remedies,  1924,  p.  117)  one  part  in 
physiological  solution  of  sodium  chloride,  10,000  parts 
without  preservative.  Parke,  Davis  and  Co.,  Detroit. 

Ampoules  Adrenalin  Chloride  Solution  Rx, 
1 : 2,600,  I c.c. — A solution  of  adrenalin  chloride  (New 
and  Nonofficial  Remedies,  1924,  p.  117)  one  part  in 
physiological  solution  of  sodium  chloride,  2,600  parts, 
without  preservative.  Parke,  Davis  and  Co.,  Detroit. 

Ampoules  Adrenalin  Chloride  Solution  i : 1000, 
I c.c. — A solution  of  adrenalin  chloride  (New  and  Non- 
official Remedies,  1924,  p.  117)  one  part  in  physiological 
solution  of  sodium  chloride  1,000  parts,  without  pre- 
servative. Parke,  Davis  and  Co.,  Detroit. 

Benzyl  Succinate — Merck. — a brand  of  benzyl  suc- 
cinate— N.  N.  R.  For  a discussion  of  the  actions  and 
uses  of  benzyl  compounds,  see  Journal  A.  M.  A.,  Dec. 
6,  1924,  p.  1864.  Merck  and  Co.,  New  York. 

Thigenol. — Solution  Sodium  Sulpho-Oleate- Roche. — 
A solution  of  the  sodium  salts  of  synthetic  sulpho-oleic 
acid  containing  2.85  per  cent  of  sulphur.  Thigenol  has 
the  actions  and  uses  of  sulpho-ichthyolate  preparations 
(New  and  Nonofficial  Remedies,  1924,  p.  350).  The 
Hoffmann-LaRoche  Chemical  Works,  New  York. 

Sterile  Ampules  Mercuric  Potassium  Iodide,  0.017 
Gm.  (J4  Grain). — A solution  of  potassium  mercuric 
iodide  obtained  by  dissolving  red  mercuric  iodide  o.oi 
gm.,  and  potassium  iodide,  o.oi  gm.  in  water,  i c.c. 
Swan-Myers  Co.,  Indianapolis  {Journal  A.  M.  A.,  Dec. 
6,  1924,  p.  1847). 

ErgotolE. — Extractum  Ergot®  Liquidum. — A liquid 
extract  of  ergot  containing  19  per  cent  of  alcohol.  It 
is  standardized  on  the  uterus  of  the  virgin  guinea  pig 
so  that  a i ; 2,500  dilution  of  ergotole  has  the  same 
activity  as  a i ; 20,000,000  solution  of  beta-iminazolyl- 
ethylamine  hydrochloride.  The  actions  and  uses  of 
ergotole  are  the  same  as  those  of  ergot.  Ergotole  is 
also  marketed  in  ampules  containing  i c.c.  Sharp  and 
Dohme,  Baltimore. 

Hypodermic  Tablets  Strophanthin  i/ioo  Grain — 
Lilly. — Each  tablet  contains  strophanthin  U.  S.  P. 
i/ioo  grain.  Eli  Lilly  and  Co.,  Indianapolis. 

Hypodermic  Tablets  Strophanthin  1/120  Grain — 
Lilly. — Each  tablet  contains  strophanthin  U.  S.  P. 
1/120  grain.  Eli  Lilly  and  Co.,  Indianapolis. 

Hypodermic  Tablets  Strophanthin  1/200  Grain — 
S.  AND  D. — Each  tablet  contains  strophanthin  U.  S.  P. 
1/200  grain  (0.325  )•  Sharp  and  Dohme,  Baltimore. 

Ampoules  Ouabain  0.0003  Gm.  (1/128  Grain) — 
Lilly. — Each  ampule  contains  ouabain  crystallized — N. 
N.  R.,  0.0005  gm.  in  2 c.c.  of  a buffered,  sterile  normal 
salt  solution.  Eli  Lilly  and  Co.,  Indianapolis. 

Compressible  Capsules  Mercury  Salicylate  “Syn- 
thetic,” I Grain  for  Intramuscular  Injection. — 
Mercuric  salicylate  0.065  gm.  (i  grain)  suspended  in 
I c.c.  of  a mixture  of  benzoinated  lard,  67  per  cent; 
peach  kernel  oil,  31  per  cent;  camphor,  i per  cent; 
phenol,  I per  cent.  Synthetic  Drug  Co.,  Toronto, 

Canada. 

Compressible  Capsules  Mercury  Salicylate  “Syn- 
thetic,” ij4  Grain  for  Intramuscular  Injection. — 
Mercuric  salicylate  o.i  gm.  (ii^  grain)  suspended  in 
I c.c.  of  a mixture  of  benzoinated  lard,  67  per  cent; 
peach  kernel  oil,  31  per  cent;  camphor,  i per  cent; 
phenol,  I per  cent.  Synthetic  Drug  Co.,  Toronto, 

Canada. 


Compressible  Capsules  Mercury  Salicylate  “Syn- 
thetic,” 2 Grains  for  Intramuscular  Injection. — 
Mercuric  salicylate  0.13  gm.  (2  grains)  suspended  in  a 
mixture  composed  of  benzoinated  lard,  67  per  cent; 
peach  kernel  oil,  31  per  cent;  camphor,  i per  cent; 
phenol,  I per  cent.  Synthetic  Drug  Co.,  Toronto, 
Canada.  {Journal  A.  M.  A.,  Dec.  13,  1924,  p.  1923-) 

Novasurol. — The  double  salt  of  sodium  mercurichlor- 
phenyloxyacetate  with  barbital.  Novasurol  contains 
33-9  per  cent  of  mercury.  Novasurol  is  used  chiefly  as 
a diuretic.  It  has  the  advantage  over  mild  mercurous 
chloride  and  other  insoluble  mercury  compounds  in  that 
it  is  soluble  and  may  be  administered  by  intramuscular 
and  intravenous  injection.  The  best  results  have  been 
obtained  in  dropsies  due  to  cardiac  disease.  Some  au- 
thors hold  that  soluble  mercury  compounds  should  be 
used  for  their  diuretic  action,  only  as  a last  resort  when 
other  drugs  have  failed.  As  an  antisyphilitic,  novasurol 
has  generally  been  injected  intravenously  mixed-  with 
one  of  the  arsphenamines.  Novasurol  is  supplied  in 
ampules  containing  1.2  c.c.  of  a 10  per  cent  solution. 
Winthrop  Chemical  Co.,  New  York. 

Euquinine — N.  Y.  Q. — A brand  of  quinine  ethylcar- 
bonate — N.  N.  R.  For  a discussion  of  the  actions, 
uses  and  dosage  of  quinine  ethylcarbonate,  see  New  and 
Nonofficial  Remedies,  1924,  p.  267.  New  York  Quinine 
and  Chemical  Works,  New  York.  {Journal  A.  M.  A., 
Dec.  20,  1924,  p.  2019.) 

Tetrabromphenolphthalein  Sodium. — The  sodium 
salt  of  a dibasic  dye,  tetrabromphenolphthalein.  Tetra- 
bromphenolphthalein sodium  is  used  for  the  roentgeno- 
logic examination  of  the  gall-bladder.  Following  in- 
travenous injection  the  substance  appears  in  the  gall- 
bladder in  sufficient  concentration  to  cast  a shadow  to 
the  roentgen  ray.  After  injection,  some  of  the  patients 
may  have  unpleasant  symptoms  such  as  dizziness, 
nausea,  various  body  pains,  and  fall  in  blood  pressure. 
The  use  of  tetrabromphenolphthalein  sodium  is  still  in 
the  experimental  stage  and  workers  are  cairtioned  as 
to  the  selection  of  types  of  cases  in  which  it  is  indi- 
cated and  its  possible  toxicity  in  large  doses.  To 
visualize  the  gall-bladder,  4.5  to  5 gm.  is  sufficient  for 
a patient  weighing  125  pounds  or  more,  and  should  be 
reduced  for  patients  weighing  less.  {Journal  A.  M.  A., 
Dec.  27,  1924,  p.  2095.) 


THE  CONSERVATIVE  TREATMENT  OF  THE 
BONE  INJURY  IN  COMPOUND  FRACTURE. 

The  author  gives  the  following  summary;  The  best 
results  from  compound  fractures  I have  seen  have  been 
from  cases  in  which,  after  the  field  has  been  thorough- 
ly prepared  with  ether  and  iodin,  the  soft  part  wounds 
have  been  loosely  sutured  and  the  skin  closed  over ; 
in  which  the  fractured  bones  have  not  been  unduly 
manipulated  or  subjected  to  surgical  operations  of  any 
kind  whatever,  and  in  which  the  fracture  was  securely 
immobilized  and  the  patient  kept  quiet  and  at  complete 
rest  until  all  the  danger  from  infection  was  over.  The 
worst  results  I have  seen — infection,  osteomyelitis, 
uon-union  and  death — have  been  in  cases  in  which,  as 
a part  of  the  immediate  treatment,  the  bones  have 
been  plated,  wired,  screwed,  resected  or  otherwise  oper- 
ated on  or  unduly  manipulated.  After  a fracture  has 
once  been  cleansed  and  put  up  in  fixation,  complete 
rest  and  quiet  is  the  best  means  of  preventing  and  com- 
bating latent  infection.  Compound  fractures  thus 
treated  are  “potentially  clean,”  and  should  not  be 
drained.— Walter  G.  Stern,  Cleveland,  in  Jr.  A.M.A., 
Dec.  13,  1924. 
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PERIODIC  PHYSICAL  EXAMINATIONS 

About  1870,  a Dr.  Dobell  of  England  suggested  that 
periodic  physical  examinations  be  provided  by  life 
insurance  companies  to  the  holders  of  policies.  In 
I,'  00,  Dr.  George  M.  Gould  read  before  the  Section 
on  Practice  of  Medicine  of  the  American  Medical 
Association  a paper  which  contains  practically  all  the 
valid  arguments  that  have  since  been  used  to  urge  such 
examinations  on  the  medical  profession  and  on  the 
public.  Since  that  date,  papers  have  appeared  at  an 
increasing  rate,  one  of  the  most  significant,  as  pointed 
out  by  Dr.  E.  B.  Edie,*  being  the  recommendation  by 
Dr.  Burnside  Foster  in  1909  to  the  Association  of 
Life  Insurance  Medical  Directors  that  such  examina- 
tions be  given  to  holders  of  policies  every  five  years. 
As  stated  editorially  a few  weeks  ago,  the  American 
Medical  Association  is  cooperating  actively  in  plans 
for  promoting  periodic  health  examinations  among  the 
public,  and  in  devising  methods  whereby  this  function 
of  the  family  physician  will  be  retained  in  his  hands, 
rather  than  delegated  to  commercial  or  pseudophilan- 
thropic  organizations  not  adequately  controlled.  In 
his  consideration  of  the  subject.  Dr.  Edie,  as  a mem- 
ber of  the  Committee  on  Public  Relations  of  the 
Pennsylvania  State  Medical  Society,  contends  that  any 
practitioner  can  plan  and  conduct  a campaign  in  his 
own  community  with  the  assurance  that  some  citizens 
will  be  found  favorable  to  the  movement  and  that  a 
gradually  increasing  portion  of  the  population  will  seek 
such  examinations.  The  individual  physcian  must  be 
ready  to  give  his  own  patients  a type  of  physical 
examination  that  will  be  above  reproach.f  It  should 
be  needless  at  this  time  to  urge  on  any  physician  the 
importance  of  this  campaign  as  a means  for  prolonging 
life,  but  it  seems  to  be  necessary  to  urge  that  the  indi- 
vidual physician  become  thoroughly  interested,  instead 
of  permitting  such  examinations  to  become  the  business 
of  those  who  are  only  too  willing  to  exploit  the  practice 
of  medicine.  “The  acid  test  of  the  physician’s  faith  in 
health  examinations,”  says  Dr.  Edie,  “indeed,  of  his 
faith  in  the  science  and  art  of  medicine,  is  that  he  has 
an  annual  examination  made  of  himself.”  As  was 
described  a few  months  ago,  one  hundred  members  of 
the  Kings  County  Medical  Society  in  Brooklyn  sub- 
mitted themselves  to  such  examinations,  and  the  results 
published  were  a practical  means  of  focusing  public 
attention  on  the  plan.  It  is  time  that  physicians  every- 
where rise  to  the  occasion  and  become  a part  of  the 
leadership  in  this  movement. — Jour.  A.  M.  A.,  Dec.  13, 
1924. 


THE  DANISH  GOLD  TREATMENT  OF 
TUBERCULOSIS 

Hardly  a year  passes  but  that  the  announcement  is 
made  of  some  new  method  of  treating  tuberculosis. 
The  hope  that  springs  eternal  in  the  breast  of  the 
consumptive  is  stimulated  again,  only  to  end  in  the 
apparently  inevitable  disappointment  that  has  ensued 
so  frequently.  The  most  recent  method  to  receive  the 
sensational  publicity  duly  accorded  any  venture  in  the 
treatment  of  tuberculosis  is  a preparation  of  gold, 
advanced  in  Denmark  under  the  name  “sanocrysin.” 
As  reported  in  the  Ugeskrift  for  Lager,  meetings  were 
held  in  Copenhagen,  October  28th  and  29th,  at  which 

*Edie,  E-  B,:  Periodic  Health  Examinations,  Internal.  Clin. 
4:  91,  1924. 

tXhe  Bureau  of  Health  and  Public  Instruction  of  the 
American  Medical  Association  has  prepared  a standard  blank 
for  conducting  such  examinations,  and  has  available  reprints 
of  an  article  concerning  testing  methods,  samples  of  which 
will  be  sent  on  request. 


investigators  of  the  new  remedy  gave  their  results  to 
the  Danish  medical  profession.  Professor  Moellgaard, 
the  originator  of  the  remedy,  described  its  production, 
and  stated  that  no  reaction  follows  the  introduction 
into  the  body  of  this  remedy  by  the  intravenous 
method,  provided  the  tissues  are  healthy;  but  if  they 
are  tuberculous,  a violent  reaction  ensues.  It  is  as- 
sumed that  the  reaction  is  the  result  of  release  of 
material  from  tubercle  bacilli  that  are  destroyed  by 
the  remedy.  The  reaction  is  opposed  by  the  injection 
of  a specially  prepared  horse  serum  which,  Moellgaard 
believes,  already  has  greatly  reduced  the  severity  of 
the  phenomena  of  the  reaction.  At  the  conference  in 
Copenhagen,  Moellgaard  described  the  complete  clin- 
ical recovery  of  two  monkeys  with  severe  tuberculous 
infection,  following  the  use  of  his  method.  Several 
well  known  Danish  clinicians  reported  brilliant  results 
in  the  cases  of  many  patients.  However,  there  were 
several  instances  in  which  death  had  followed  the 
administration  of  the  remedy,  presumably  on  account 
of  difficulty  in  determining  accurately  the  proper 
dosage.  In  discussing  this  work,  the  British  Medical 
Journal  points  out  that  the  most  cautious  of  the 
speakers  was  Professor  Moellgaard  himself,  and  that 
he  had  been  exceedingly  reserved  in  his  forecasts  of 
the  efficacy  of  “sanocrysin.”  In  any  event,  it  is  also 
reported  that  Professor  Moellgaard  has  asked  the 
Medical  Research  Council  of  Great  Britain  to  organize 
an  investigation  of  the  properties  of  the  remedy.  No 
doubt,  information  will  become  available  in  the  near 
future  which  will  indicate  more  adequately  whether  or 
not  the  drug  has  any  real  virtues  in  a condition  in 
which  heretofore  all  remedies  heralded  as  specific  have 
failed. — Jour.  A.  M.  A.,  Dec.  13,  1924. 


PARABLE  TWO 

A stranger  arrived  at  a caravansary  in  Boscinchi 
footsore  and  ill,  and  inquired  of  those  about  concerning 
the  merits  of  the  men  of  medicine  in  that  place  skillful 
in  the  ascertaining  and  treatment  of  disease. 

Said  the  first  interlocuted : “I  commend  to  you  Dr. 
Auto  Kratt ; he  drives  the  most  efficient  buzz-cart  in 
this  renowned  city  of  the  wise.” 

Said  the  second  questioned:  “Nay,  think  not  of  him! 
I commend  Dr.  Hi  Mason,  eminent  Equatorial  Grand 
of  the  local  Ultra-violet  lodge  of  the  Night  Tremblers.” 
Said  the  third:  “Take  my  advice!  Have  to  do  with 
none  such ! I commend  Dr.  Solim  Faze.  He,  of  all 
the  faithful,  salaams  the  most  constantly  at  the  mosque.” 
Said  the  fourth : “There  is  a greater ! I commend 
Dr.  Mayomade.  He  has  just  returned  from  a fort- 
night of  intensive  attendance  upon  the  utterances  of  the 
great  sultan  of  Bistouri,  and  having  made  the  pilgrim- 
age has  been  enabled  to  wear  the  fez  requisite  to  the 
enlargement  of  cranium  common  after  this  pilgrimage.” 
Said  the  fifth:  “Hasten  not!  I commend  Dr.  Edi 
Fier.  Day  and  night  he  instructs  the  people  in  health 
in  the  simplest  misunderstandable  language  and  devotes 
very  little  time  to  anything  else.” 

Said  the  sixth : — But  he  never  said  it,  as  the  footsore 
dragged  himself  off,  muttering  that  he  just  happened 
to  recall  a plain,  practical  man  of  physic,  who  confined 
himself  to  the  usual  medical  game,  located  at  Fadno, 
forty  parasangs  distant. — 0.  Pine. 


Dr.  O.  Pine  queries : What  has  become  of  the  sal- 
varsanistas  who  were  going  to  put  hydrargyrum  out 
of  the  pharmacopoeia?  Have  their  sharpshooters  lost 
their  cunning? 
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The  By-Laws  of  the  Medical  Society  of  Dela- 
ware make  it  obligatory  upon  its  president  that 
he  deliver  an  address  at  each  annual  session  be- 
fore the  profession.  There  is  no  specification, 
however,  as  to  the  nature  of  the  paper,  but  dur- 
ing my  acquaintanceship  with  the  Delaware  So- 
ciety, it  has  been  customary  I think  for  its  presi- 
dent to  read  a paper  on  some  medical  or  surgical 
subject. 

With  your  permission  I am  not  going  to  bur- 
den you  to-day  with  a rehashing  of  a lot  of  signs 
and  symptoms  of  some  medical  or  surgical  ail- 
ment about  which  you  probably  know  as  much 
or  more  than  I,  or  can  find  out  if  you  will  but 
take  the  time  and  trouble.  There  are  .50  many 
more  important  and  I believe  vital  questions 
which  apply  to  our  Society  in  its  present  con- 
dition ; problems  which  should  be  brought  be- 
fore the  Society  and  driven  home,  even  though 
it  may  hurt  a little  ; problems  which  must  sooner 
or  later  be  solved  if  we  expect  to  function  in 
Delaware  as  a state  medical  organization  should 
function.  It  will  be  the  endeavor  of  this  paper, 
therefore,  to  see  if  we  may  come  to  some  under- 
standing and  agreement,  and  straighten  out  if 
possible  some  of  the  delicate  and  intricate  per- 
plexities which  now  confront  us. 

The  State  Medical  Society  is  made  up  as  you 
know  of  the  county  medical  societies,  and  unless 
you  are  a member  of  your  county  medical  society, 
you  are  not  eligible  as  a member  of  the  State 
Medical  Society.  The  Delaware  State  Society 
has  never  functioned  as  completely  and  effi- 
ciently as  one  might  wish.  May  we  inquire 
where  the  trouble  has  been? 

Our  By-Laws  state  very  clearly  that  the  pres- 
ident of  the  State  Society  shall  from  time  to  time 
during  his  tenure  of  office  visit  the  county  so- 
cieties and  advise  with  them  and  they  with  him 
for  the  betterment  of  the  whole  state  medical 

•Delivered  before  the  Medical  Society  of  Delaware,  Milford, 
Del.,  October  15,  1924. 


profession.  The  present  incumbent  has  endeav- 
ored to  carry  out  this  part  of  his  program,  and 
in  doing  so  it  has  been  his  observation  that  the 
State  Medical  Society  has  not  functioned  prop- 
erly, not  because  of  any  lack  of  efiort  on  the  part 
of  the  Society  as  a society,  but  because  the  com- 
ixments  of  that  Society,  namely,  the  county  so- 
cieties, have  not  functioned  properly.  And  as 
we  visited  the  county  societies  to  find  where  the 
trouble  might  be,  we  found  that  the  county  so- 
cieties failed  to  function,  not  because  of  the 
societies  themselves,  but  because  the  components 
of  the  societies  were  not  functioning,  namely, 
the  individual  physicians  in  the  state.  So  gen- 
tlemen I have  concluded  that  when  a state  society 
has  not  functioned,  or  to  be  more  specific,  when 
the  Delaware  State  Society  has  not  functioned, 
it  is  for  no  other  reason  under  God’s  heaven  than 
that  we  as  individual  physicians  have  failed  in 
our  duties.  I found  the  attendance  and  the  spirit 
of  the  meeting  much  better  in  New  Castle  County 
than  in  either  of  the  other  two  counties.  I found 
the  attendance  and  the  spirit  better  in  Sussex 
County  than  in  Kent  County,  although  my  meet- 
ing with  the  Kent  Society  was  on  a very  bad 
night.  However,  in  talking  with  the  officers  of 
the  Kent  Society,  I am  informed  that  there  are 
only  six  or  eight  regular  attendants.  It  is  no 
fault  of  the  officers,  for  they  have  tried  to  build 
up  the  societies  both  in  the  counties  and  in  the 
state,  with  very  little  cooperation.  It  is,  as  I 
have  said  before,  the  fault  of  the  individual 
physician.  He  has  failed  up  to  this  point  in  his 
career  to  grasp  a real  medical  vision. 

But  we  cannot  drift  along  in  this  haphazard 
sort  of  way  and  expect  to  progress.  We  cannot 
hope  to  accomplish  anything  worth  while  so  long 
as  each  of  us  pulls  alone.  We  believe  that  one 
of  the  first  things  that  we  as  medical  men  in  the 
state  of  Delaware  must  learn,  is  the  spirit  of  co- 
operation and  the  spirit  of  helpfulness  toward 
each  other.  We  must  learn  to  look  upon  the 
physician  around  the  corner  as  an  associate  and 
not  as  a competitor,  and  the  physician  around  the 
corner  must  so  conduct  himself  that  we  can  look 
ujwn  him  as  an  associate.  We  must  learn  to 
know  each  other  intimately.  The  state  is  small 
and  the  number  of  physicians  comi>aratively  few. 
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and  every  physician  in  the  state  should  know 
every  other  physician  and  know  him  well,  not  as 
Dr.  So-and-So,  but  as  Harry  or  Bill  or  what  not. 
It  is  only  as  we  develop  this  spirit  of  intimacy 
and  friendship,  that  we  can  ever  hope  to  elimi- 
nate the  spirit  of  envy  and  jealousy  which  now 
is  rampant.  If  we  develop  the  one,  the  other 
will  care  for  itself.  But  how,  someone  asks, 
shall  this  spirit  be  developed? 

I would  suggest  as  one  means  that  there  be 
more  intermingling  between  county  societies ; 
that  instead  of  sending  out  of  the  state  for  men 
to  address  our  county  medical  meetings,  for  a 
year  we  confine  ourselves  to  the  men  in  our  own 
state.  Let  New  Castle  County  ask  Kent  to  fur- 
nish a man  and  Sussex  ask  New  Castle  and  so 
on,  and  let  each  society  not  fail  to  respond  when 
the  request  comes.  In  that  way  we  will  soon 
know  every  medical  man  in  Delaware. 

And  I feel  too  that  the  time  has  come  when 
the  physicians  in  Delaware  should  realize  that 
we  are  able  to  take  care  of  Delaware  patients  in 
Delaware  hospitals.  There  is  entirely  too  much 
going  out  of  the  state  for  consultants,  and  pa- 
tients are  too  often  sent  out  of  the  state  for 
treatment  when  it  could  be  done  just  as  effi- 
ciently within  our  own  borders.  We  have  good 
hospitals  in  Sussex  County  and  in  Wilmington, 
but  time  and  time  again  patients  are  sent  straight 
through  Wilmington  to  Philadelphia,  ignoring 
our  own  Wilmington  hospitals,  and  the  capable 
men  who  make  up  their  staffs.  This  gives  us  no 
chance  of  knowing  each  other,  decreases  our  con- 
fidence in  our  own  Delaware  men  and  gives  the 
public  the  impression  that  Delaware  physicians 
are  inferior  to  those  in  Pennsylvania  and  else- 
where. I challenge  the  insinuation  and  plead  for 
our  own  Delaware  men  to  be  given  an  honest 
chance  to  show  their  worth.  By  so  doing,  it  is 
my  belief  we  will  help  develop  this  spirit  of 
friendship.  For,  gentlemen,  our  profession  is  a 
worthy  profession.  It  is  not  a business.  Its  his- 
tory, its  traditions,  its  high  ideals,  the  services  it 
renders  to  mankind,  rich  and  poor,  and  so  often 
getting  nothing  in  return,  take  it  out  of  the  realm 
of  business  and  place  it  ujx)n  a higher  plane. 
But  unless  we  medical  men  uphold  these  high 
standards,  and  unless  we  show  to  the  world  some 
sign  of  being  fired  with  a spirit  of  helpfulness 
and  friendship  toward  each  other,  we  are  going 
to  have  difficulty  in  making  the  public,  believe 
that  we  are  any  other  than  a bunch  of  business 
men.  I plead,  therefore,  as  a basis  upon  which 
to  work,  for  the  development  of  friendship,  the 
spirit  of  cooperation,  and  a more  intimate  asso- 
ciation among  ourselves. 

If  our  profession  is  a worthy  profession, 
and  if  it  gives  us  such  an  excellent  opportunity 


to  serve  humanity,  then  is  it  not  our  duty  as 
medical  men  to  make  and  keep  ourselves  as  effi- 
cient as  possible  in  order  that  the  high  standards 
of  the  profession  may  be  upheld,  and  in  order 
that  we  may  attest  our  faith  in  the  motto  that 
“He  profits  most  who  serves  best”?  Any  prac- 
titioner who  fails  to  keep  abreast  of  the  times, 
or  who  makes  no  attempt  to  keep  up  with  the 
advances  in  medicine  and  surgery  is  a hindrance 
to  any  county  or  state  society,  and  a detriment 
to  the  whole  medical  profession.  I am  sorry  to 
have  to  report  to  this  society  that  we  have  a few 
such  men  in  the  medical  profession  in  Delaware, 
and  they  are  inhibiting  our  growth  and  our  effi- 
ciency. I have  observed  them  and  believe  them 
to  be  one  of  the  causes  of  our  lethargic  state. 
We  may  as  well  be  frank  about  this  whole  mat- 
ter, dangerous  as  it  may  be,  for  someone  must 
have  the  courage  to  make  the  start.  Tell  me,  I 
pray  you,  how  will  any  society  ever  develop,  who 
has  tagging  on  to  it  and  dragging  it  down,  physi- 
cians whose  complete  physical  examination  con- 
sists of  a look  at  the  tongue  and  a feel  of  the 
pulse ; physicians  who  would  not  know  the  nor- 
mal sounds  in  a chest  from  a St.  Patrick’s  day 
breeze,  to  say  nothing  of  the  abnormal  sounds ; 
men  who  never  think  it  necessary  to  pull  off  a 
shirt  or  palpate  an  abdomen ; who  never  take  a 
history  or  keep  a record ; who  can  prescribe  for 
a patient  whom  they  have  never  seen  as  well  as 
though  he  had  presented  himself  for  an  exami- 
nation ; who  buy  all  of  the  drugs  they  can,  put 
up  by  firms  already  labeled  for  heart  disease,  in- 
digestion, bronchitis,  bad  colds,  and  kidney  trou- 
ble, without  ever  knowing  the  ingredients  of  a 
single  one ; who  tell  their  patients  that  they  are 
so  well  versed  in  their  profession  that  they  do 
not  need  to  make  examinations ; who  still  insist 
that  all  rheumatism  (whatever  that  is)  is  due  to 
an  excess  of  uric  acid;  who  disregard  asepsis, 
and  poultice  abscesses  for  days  and  weeks  until 
the  patient  is  toxic ; who  diagnose  all  cases  of 
tuberculosis  as  typhoid  or  malaria,  and  all  cases 
of  puerperal  sepsis  as  typhomalaria ; who  sign 
death  certificates  rheumatism  of  the  heart ; who 
prefer  condensed  milk  to  mother’s  milk;  who 
never  get  a tear  in  their  obstetrical  cases  or  never 
repair  one  if  they  do;  who  cure  syphilis  with 
calomel  ointment  and  many  other  equally  absurd 
things.  What,  I say,  are  we  going  to  do  with 
that  type  of  practitioner?  We  must  do  some- 
thing. Either  we  must  cut  him  loose  entirely 
from  our  association  or  we  must  insist  that  he 
make  an  effort  to  do  better.  The  growth  of  a 
tree  is  not  favored  by  dead  branches.  It  grows 
best  when  all  branches  are  live  ones.  And  so 
our  Medical  Society  cannot  progress  with  all  of 
those  dead  branches  hanging  on. 
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How  shall  we  accomplish  anything  along  this 
line  ? It  is  a difficult  problem  to  solve,  but 
should  be  done  and  must  be  done  for  the  better- 
ment and  advancement  of  our  profession.  I 
would  suggest  that  the  state  and  county  societies 
amend  their  by-laws  to  the  extent  of  putting 
more  teeth  in  them.  We  must  make  it  almost 
obligatory  to  become  a member,  and  at  the  same 
time  make  it  more  difficult.  The  mere  fact  that 
a physician  has  a good  character  as  that  is  gen- 
erally understood,  and  is  legally  registered  is  not 
sufficient.  Certain  standards,  educational  stand- 
ards and  qualifications  if  you  please,  must  be  set 
and  reached,  and  a practitioner  should  be  obliged 
to  meet  these  requirements,  and  show  some  will- 
ingness to  keep  abreast  of  the  times  in  order  to 
retain  his  membership  in  good  standing.  I am 
not  so  sure  but  that  it  might  be  well  to  insert  a 
clause  in  our  by-laws  pertaining  to  compulsory 
attendance  at  county  and  state  society  meetings 
as  another  requisite  to  membership.  We  must 
get  these  men  to  our  sources  of  knowledge  in 
some  way.  We  have  men  in  the  state  who  never 
attend  a county  or  state  meeting,  and  they  cannot 
be  persuaded  to  attend.  There  are  a goodly 
number  absent  to-day.  They  do  not  realize  the 
good  derived  from  attending  such  meetings.  The 
only  way  we  shall  be  able  to  get  them  there  will 
be  to  make  it  obligatory,  and  we  believe  in  a 
little  while  they  will  develop  a taste  for  newer 
knowledge. 

We  suggest  that  when  these  standards  have 
been  drawn  up  and  discussed  and  finally  adopted 
by  the  societies,  that  they  be  published  through- 
out the  state  of  Delaware ; that  the  public  be 
informed  not  once  but  many  times  what  the  pro- 
fession in  the  state  stands  for ; that  they  be  told 
what  it  requires  to  be  a member  of  the  state 
society,  and  what  the  profession  thinks  of  any 
physician  who  does  not  affiliate  with  his  county 
and  state  society.  I would  suggest  also  that  the 
public  be  acquainted  with  all  physicians  who  are 
in  good  standing  so  that  they  will  realize  that  the 
profession  is  trying  to  give  the  public  a square 
deal. 

This  I believe  would  have  a tendency,  at  any 
rate,  to  awaken  some  of  our  sleepy  associates. 
A little  radical,  do  I hear  some  one  say  ? I think 
that  is  probably  true,  but  it  is  not  intended  that 
these  suggestions  should  be  carried  out  to  the 
letter.  They  are  being  offered  merely  as  a basis 
upon  which  to  work.  And  I would  like  to  sug- 
gest that  the  President  be  given  authority  to  ap- 
point a committee,  composed  of  men  from  all 
three  counties,  to  draw  up  rules  and  regulations 
governing  membership  in  our  county  societies, 
the  same  to  be  voted  on  by  the  county  societies, 
and  then  submitted  to  the  House  of  Delegates 


next  year  for  their  consideration,  and  later  to  the 
State  Society  for  their  adoption.  I believe,  gen- 
tlemen, when  this  has  been  done,  we  will  at  least 
liave  made  one  great  stride  in  the  right  direction. 

May  I suggest,  too,  that  the  time  has  come 
when  the  medical  profession  must  shake  off  a 
little  of  its  modesty  in  order  to  function  as  it 
should.  We  cannot  any  more  conduct  our  medi- 
cal profession  along  the  same  lines  as  was  done 
lOO  3^ears  ago,  than  any  other  body  of  organized 
people  can  afford  to  stick  in  their  old  ruts.  This 
is  an  age  of  progress,  an  age  of  advancement 
and  of  knowledge,  and  the  public  wants  to  be 
informed.  So  badly  do  they  desire  information 
along  medical  lines  that  they  are  paying  huge 
sums  of  money  each  year  to  the  cults  only  to  be 
swindled.  The  average  layman  is  not  capable  of 
thinking  along  medical  lines,  and  does  not  stop 
to  reason  the  thing  out,  but  when  ill  grasps  at 
the  first  thing  which  seems  to  him  might  be  a 
remedy.  We  should  stop  this  wholesale  abuse 
of  confidence,  not  that  the  medical  profession  is 
losing  out,  for  sooner  or  later  these  patients  come 
back  to  us,  but  in  order  that  the  impression  may 
not  become  widespread  that  the  physicians  are 
the  quacks,  and  that  the  cults  are  the  only  true 
friends  of  mankind  when  in  need.  Why  should 
we  not,  then,  not  individually,  but  as  a profes- 
sion right  here  in  Delaware  keep  our  own  people 
alive  to  the  things  we  are  doing?  Let  us  be 
frank  and  inform  them,  as  well,  of  the  things  we 
are  not  able  to  do.  It  might  not  be  amiss  at 
times  to  speak  of  the  limitation  of  some  other 
people  who  are  so  boastful  before  the  public  of 
their  capabilities,  or  who  do  not  know  the  word 
modesty  and  who  never  saw  an  incurable  dis- 
ease. It  is  my  firm  belief,  however,  that  these 
cults  will  sooner  or  later  hang  themselves  with- 
out very  much  aid  from  the  medical  profession. 
But  I should  like  to  see  some  well  written 
articles  in  our  daily  and  weekly  newspapers 
throughout  the  state,  written  by  our  own  medi- 
cal men  in  Delaware,  on  timely  subjects,  inform- 
ing the  public  of  many  things  of  which  they  are 
now  in  ignorance  — information  which  they 
would  gladly  welcome.  I should  like  to  see  a 
committee  appointed,  a publicity  committee  if 
you  please,  or  it  might  be  given  to  one  of  the 
committees  already  in  existence,  to  talk  over 
ways  and  means  of  giving  the  public  the  right 
sort  of  information.  This  committee  should  re- 
port at  our  next  meeting.  I,  therefore,  recom- 
mend this  procedure  to  this  Society.  And  while 
speaking  of  committees  I think  it  but  right  that 
mention  should  be  made  and  action  taken  that 
all  committees  should  be  obliged  to  make  a re- 
port and  that  the  report  should  be  in  writing. 
This  is  important  and  should  be  adhered  to. 
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I should  like  to  suggest  also  that  the  time  for 
the  election  of  our  president  be  changed  to  an 
earlier  period  in  the  session,  or  that  the  session 
may  end  earlier.  It  has  been  my  observation 
for  the  past  few  years  that  the  president  of  the 
State  Society  has  been  elected  by  ten  or  a dozen 
men  who  have  stood  by  the  ship  until  adjourn- 
ment, the  great  majority  of  the  men  having  gone 
home  earlier  in  the  day.  I believe  the  president 
should  be  elected  by  the  full  membership,  and 
for  that  reason  offer  the  above  suggestion. 

I want  to  thank  the  Society  at  this  time  for 
the  honor  they  conferred  upon  me  at  our  last 
meeting  in  Middletown  as  being  its  leader  for 
this  year.  Words  of  appreciation  may  seem  a 
little  late,  but  there  were  not  enough  members 
left  at  the  time  of  my  election  to  whom  one 
might  even  express  thanks.  If  my  memory 
does  not  fail  me  I had  gone  myself. 

I could  say  a great  many  more  things,  but 
why  burden  you  ? My  aim  during  the  past  year 
has  not  been  to  revolutionize  the  Society,  but  to 
find  out  if  possible  a few  of  the  things  which 
were  undermining  our  growth,  and  present  them 
to  you  as  I have  done  to-day,  with  some  sugges- 
tions for  a remedy.  I have  not  begun  to  men- 
tion the  many  things  that  might  be  named,  but 
why  detail  the  impossible?  Let  us  move  slowly 
but  surely,  a little  at  a time.  If  I have  brought 
anything  to  your  attention  which  is  at  all  worth 
while ; if  I have  suggested  even  the  remotest 
plan  of  how  we  may  learn  to  get  together,  then 
that  alone  would  convince  me  that  I had  done  a 
good  year’s  work,  and  I could  conscientiously 
and  very  gracefully  step  out  of  office  next  Janu- 
ary and  hand  to  my  successor  something  tangible 
upon  which  he  might  go  to  work.  I should  for 
once  in  my  life  experience  a feeling  of  “duty 
done.” 


EDITORIAL 


THE  PLUTOCRAT  IN  ACTION 

Of  late  years  we  are  noticing  a decided  read- 
justment in  the  relations  between  capital  and 
labor.  The  capitalist  is  no  longer  the  feudal 
lord  and  the  laborer  his  slave.  As  a matter  of 
fact,  in  the  case  of  the  larger  corporations,  the 
individual  owner  has  largely  disappeared  to  give 
place  to  the  stockholder  who  may  be  and  often 
is  the  workingman  himself.  There  is  nothing  in 
the  organization  of  modern  “big  business”  to 
prevent  the  employees  from  holding  the  majority 
of  the  stock,  if  they  had  the  inclination  to  do  it ; 
that  is,  if  they  did  not  spend  their  savings  on 
flivvers,  player  pianos,  and  radios.  The  railroad 


employees,  for  instance,  could  buy  up  collectively 
enough  shares  to  exert  a decided  influence  on  the 
policy  of  the  railroad  management,  and  this  ap- 
plies to  most  of  our  industries.  The  employees 
of  the  Philadelphia  Traction  Company  own  large 
blocks  of  stock.  Over  60,000  employees  of  the 
U.  S.  Steel  Corporation  are  stockholders. 

However,  whether  stockholder  or  not,  the  em- 
ployee is  to  all  intents  and  purposes  a partner  in 
the  enterprise,  having  invested  his  capital,  his 
brain  or  brawn,  as  the  case  may  be.  To  make 
the  best  use  of  this  capital,  it  must  be  maintained 
at  the  highest  possible  standard,  and  inasmuch 
as  the  components  of  this  form  of  capital  depend 
on  physical  and  mental  well-being,  it  becomes 
necessary  to  maintain  the  health  and  social  wel- 
fare of  the  industrial  worker  at  a point  produc- 
tive of  maximum  efficiency. 

Thus,  industrial  medicine  came  into  being  as 
an  important  branch  of  medical  practice.  More- 
over, it  is  the  branch  of  medicine  which  is  being 
socialized,  whether  we  like  it  or  not. 

The  extent  to  which  this  medical  and  social 
supervision  is  being  introduced  into  industry  is 
best  illustrated  by  what  is  done  by  the  U.  S. 
Steel  Corporation.  This  mammoth  organization 
has  committees  on  safety,  sanitation,  housing, 
education,  and  medical  and  surgical  practice. 
These  committees  are  made  up  of  representatives 
of  the  various  plants,  and  in  addition  there  are 
local  committees  composed  of  mechanics  and 
skilled  workingmen  who  study  and  investigate 
particular  problems.  The  magnitude  of  the  wel- 
fare activities  may  be  gleaned  from  the  fact  that 
during  1923  over  twenty-two  million  dollars 
were  expended  on  playgrounds,  schools,  clubs, 
gardens,  visiting  nurses,  etc. ; over  twenty-four 
million  dollars  on  sanitation,  and  nearly  twelve 
million  dollars  on  prevention  of  accidents.  This 
corporation  maintains  389  emergency  hospitals, 
with  comj)etent  surgeons  and  trained  nurses  in 
attendance.  In  addition  there  are  thirteen  up- 
to-date  base  hospitals.  At  the  Edgar  Thomson 
works  there  is  a well  equipped  bacteriological 
laboratory  for  the  examination  of  the  water  sup- 
ply. Seventy-one  visiting  nurses  look  after  the 
sick  at  their  homes,  and  carry  on  child  welfare 
work  along  modern  lines. 

Similar  activities,  though  not  on  quite  so  large 
a scale,  prevail  in  the  Ford  plant  in  Detroit,  and 
other  industrial  establishments,  and  while  we  are 
far  from  the  millennium,  we  are  on  the  way  to 
a better  understanding  between  employer  and 
employee.  In  this  new  social  adjustment,  the 
doctor,  as  usual,  plays  a very  important  role. 

A.  R. 
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A TexT-book  of  Pathology.  By  William  G.  Mac- 
Callum,  M.D.,  Professor  of  Pathology  and  Bacteriol- 
ogy, Johns  Hopkins  University.  Third  edition, 
thoroughly  revised.  Octavo  volume  of  1,162  pages  with 
575  original  illustrations.  Philadelphia  and  London: 
W.  B.  Saunders  Company,  1924.  Cloth,  $10.00  net. 

Annual  Report  of  the  Surgeon  General  of  the 
Public  Health  Service  of  the  United  States  for 
the  fiscal  year,  1924.  Washington:  Government  Print- 
ing Office,  1924. 


BOOK  REVIEWS 

COLLECTED  PAPERS  of  the  MAYO  CLINIC  and 
the  MAYO  FOUNDATION:  Vol.  XV.  Papers 
presented  in  1923,  Published  in  1924;  W.  B.  Saunders 
& Co.,  Philadelphia  and  London. 

This  voluminous,  well-illustrated  and  well-indexed 
volume  is  essentially  a boon  for  every  general  practi- 
tioner. In  it  he  will  find  much  valuable  information 
regarding  the  responsibilities  to  his  patients,  to  the 
community  in  which  he  lives,  and  to  the  medical  so- 
cieties to  which  he  belongs.  He  may  learn  the  best 
methods  of  employing  insulin,  surgeons,  the  various 
other  specialists,  and  all  the  adjuvants  of  his  rapidly 
growing  armamentarium.  He  will  find  authoritatively 
evaluated  and  described  many  recent  additions  to  our 
knowledge  of  disease,  its  diagnosis,  and  treatment.  To 
the  surgeon  also  this  work  will  prove  to  be  of  great 
value,  offering  much  that  is  new  in  the  way  of  surgi- 
cal diagnosis,  operative  technique,  and  the  use  of  anes- 
thetics, local  and  general.  The  descriptions  of  surgi- 
cal operations  that  are  either  new  or  improved,  are 
very  clearly  expressed  and  well  illustrated.  They  are 
based,  not  upon  theory,  but  upon  the  records  of  highly 
successful  operative  work,  and  not  upon  one  or  two 
cases,  but  upon  long  series  of  cases. 

There  is  no  specialist  who  cannot  find  here  articles, 
or  references  of  practical  value  in  his  own  particular 
line,,  and  its  relation  to  other  branches  of  medicine- 
dermatologv',  obstetrics,  roentgenology,  neuropsychiatry, 
immunology,  and  all  branches  of  clinical  laboratory 
work.  There  are  also  valuable  articles  on  medical 
education  and  on  hospital  administration.  In  these 
days  of  possible  over  specialization,  and  the  tendency 
of  even  the  general  practitioner  to  limit  his  responsi- 
bilities and  obligations  unduly,  a work  of  this  kind  is 
a decided  step  in  the  right  direction  and  should  be 
warmly  received.  Surgeons,  as  well  as  other  special- 
ists, will  make  more  rapid  advance,  in  proportion  as 
their  followers  recognize  their  obligation  to  keep  in 
closer  touch  with  each  other,  and  with  the  inte:nist 
who  must  be  cognizant  in  a general  way  of  the  work 
done  in  all  branches  of  the  healing  art,  its  aims,  ac- 
complishments, and  limitations. 

Space  forbids  an  inventory  of  all  the  commendable 
articles  in  the  present  volume,  so  without  attempting 

to  indicate  the  best,  a few  which  seem  to  the  writer 

to  be  of  especial  value  will  be  mentioned.  In  the 
urogenital  section,  Scholl  has  a very  unusual  paper  on 
386  cases  of  papillary  tumors  of  the  renal  pelvis,  in 

the  course  of  which  he  gives  an  excellent  and  most 

timely  resume  of  the  causes  of  so-called  hematuria, 
with  differential  diagnosis.  In  the  neurologic  sec- 
tion, Woltman  has  a contribution  of  especial  value  on 
neurological  disorders  encountered  in  general  practice, 
that  are  associated  with  pain  which  often  leads  to 
faulty  diagnosis  and  misplaced  surgery.  Another  out- 
standing article  of  particular  value  to  the  general 
practitioner  is  by  McVfcar  on  the  internist’s  respon- 
sibilities. Doctor  McVicar  stresses  the  frequency  wi:h 
which  the  family  doctor  must  decide  for  or  against 
surgery,  calling  attention  to  the  fact  that  the  latter 
decision  is  by  far  the  more  serious,  because  it  is,  as 
a rule,  made  without  the  concurrence  of  the  surgeon, 
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and  often  more  or  less  under  the  influence  of  the 
patient’s  dominating  personality.  McVicar  also  stresses 
the  danger  of  obesity  and  the  advisability  of  reducing 
the  weight  before  operation,  if  the  patient  is  twenty 
to  thirty  per  cent  overweight.  The  writer  wishes  to 
call  particular  attention  to  articles  by  Rowntree  on 
toxemias,  Wilder  on  diabetes,  Moersch  on  migraine, 
and  articles  on  varied  subjects  by  each  of  the  Mayos. 

The  scope  of  the  work,  from  the  theoretical  to  the 
clinical,  makes  it  one  of  those  rare  books,  the  study 
of  which  not  only  adds  to  our  stock  in  trade,  but  also 
something  which  is  even  more  desirable,  it  adds  to 
our  interest  in  our  daily  work.  L.  L. 

INTERNATIONAL  CLINICS.  A Quarterly  of  Il- 
lustrated Clinical  Lectures  and  Especially  Prepared 
Original  Articles  on  Treatment,  Medicine,  Surgery, 
Neurology,  Pediatrics,  Obstetrics,  Gynecology,  Or- 
thopedics, Pathology,  Dermatology,  Ophthalmology, 
Otology,  Rhinology,  I.aryngology,  Hygiene,  and 
Other  Topics  of  Interest  to  Students  and  Prac- 
titioners. By  Leading  Members  of  the  Medical  Pro- 
fession Throughout  the  World.  Edited  by  Henry  W. 
Cattell,  M.A.,  M.D.,  Philadelphia,  U.  S.  A.  Volume 
III.  Thirty-fourth  Series,  1924.  Copyright,  1924,  by 
J.  B.  Lippincott  Company.  Pages  i to  304  inclusive. 
The  subject  matter  is  well  balanced.  Two  colored 
plates  well  demonstrate  the  Dick  reaction  in  normal 
persons  and  in  scarlet  fever  cases  with  an  article  by 
Dr.  Abraham  Zingher,  Assistant  Director,  Bureau  of 
Laboratories,  New  York  City  Department  of  Health. 
“Diathermy  in  Pneumonia”  is  discussed  by  Dr.  H. 

E.  Stewart,  of  New  Haven,  Conn.,  and  the  “Manage- 
ment of  Peptic  Ulcer”  is  discussed  by  Dr.  Frank 
Smithies,  Chicago,  111.  There  is  a good  review  of  the 
“Progress  in  Dental  Hygiene”  by  R.  W.  Leigh,  D.D.S., 
Captain,  Dental  Corps,  U.  S.  A. 

This  volume  maintains  the  high  standard  of  the 
publication.  A.  C.  M. 

THE  MEDICAL  CLINICS  OF  NORTH  AMERICA. 
Chicago  Number.  Volume  8.  Number  2.  September, 
1924.  Philadelphia  and  London ; W.  B.  Saunders 
Company. 

This  number  of  the  Clinics  contains  several  articles 
of  timely  interest.  A list  of  titles  and  authors  follows : 
The  Prevention  of  Heart  disease,  by  W.  W.  Ham- 
burger; Cardiac  Aneurysm,  by  A.  R.  Elliott;  Cardio- 
vascular Syphilis,  by  L.  E.  Hines;  Chronic  Nephritis, 
Cardiospasm,  Mucous  Colitis,  by  C.  L.  Mix;  Sub- 
phrenic  Abscess,  by  J.  Meyer;  Adenoma  of  the 
Stomach,  by  W.  A.  Brams ; Multilocular  Cyst  of  the 
Pancreas,  Surgical  Indications  in  Peptic  Ulcer,  by  M. 
M.  Portis ; Splenomegaly  with  Hematemesis,  by  A. 

F.  Byfield ; Tuberculous  Peritonitis,  Primary  Carcin- 

oma of  the  Liver,  by  C.  S.  Williamson ; Prolonged 
Minimal  Temperatures,  Pneumolithiasis,  by  J.  C. 
Friedman;  Aleukemic  Leukemia,  by  I.  A.  Abt;  Sec- 
ondary Hypertrophic  Osteo-arthropathy,  by  J.  G.  Carr; 
Diaphragmatic  Hernia  in  Infants  and  Children,  by  J. 
H.  Hess ; Pyloric  Stenosis  in  Infancy,  by  J.  R.  Gerst- 
ley  and  L.  J.  Wilhelmi;  Acute  Hemorrhagic  Nephritis 
in  Children,  by  C.  G.  Grulee;  Tics,  by  R.  C.  Hammill; 
Pyelitis  Complicating  Pregnancy,  by  E.  L.  Cornell ; 
Sterility,  by  E.  F.  Stein;  Unusual  Ear,  Nose  and 
Throat  Cases,  by  R.  Sonnenschein.  A.  A.  E. 

A HISTORY  OF  THE  MEDICAL  PROFESSION 
OF  FAYETTE  COUNTY,  PENNSYLVANIA. 
Together  with  a medical  biography  of  most  of  the 
physicians  who  have  practiced  their  profession  within 
the  county  since  the  earliest  settlements.  Compiled 
by  Dr.  Jacob  Sidwell  Hackney,  under  the  direction 
of  the  Fayette  County  Medical  Society,  Uniontown, 
Pa.,  January  i,  1924.  Pages  I to  299,  inclusive. 

The  Fayette  County  Medical  Society  has  passed  the 
century  mark  and  its  very  honorable  record  has  been 
permanently  recorded  in  the  publication  of  “A  History 
of  the  Medical  Profession  of  Fayette  County,  Pennsyl- 
vania” compiled  by  Dr.  Jacob  S.  Hackney,  who  has 
been  Secretary-Treasurer  of  the  Society  since  1905. 


The  wealth  of  the  material  that  has  been  gathered  by 
the  Editor,  with  the  immense  amount  of  work  neces- 
sary to  verify  dates  and  names  represents  many  years 
of  constant  devotion  to  the  work  that  sprang  from  the 
mind  of  one  who  has  always  had  the  best  interests  of 
the  profession  at  heart. 

The  volume  is  a monument  to  the  devotion  and  zeal 
of  Dr.  Hackney  and  a splendid  record  of  high  pro- 
fessional ideals  that  have  been  perpetuated  by  the 
profession  of  Fayette  county.  A.  C.  M. 

DISEASES  OF  THE  EYE.  A Handbook  of  Oph- 
thalmic Practice  for  Students  and  Practitioners.  By 
George  E.  de  Schweinitz,  M.D.,  LL.D.  Professor 
of  Ophthalmology  in  the  University  of  Pennsylvania. 
Tenth  Edition,  Reset.  Octavo  of  ^5  pages  with  434 
illustrations  and  7 colored  plates.  Philadelphia  and 
London : W.  B.  Saunders  Company,  1924.  Cloth, 
$10.00  net. 

Neither  Dr.  de  Schweinitz  nor  his  “Diseases  of  the 
Eye”  needs  any  introduction  to  the  American  medical 
profession.  The  fact  that  this  is  the  tenth  edition  of 
his  work  speaks  for  itself. 

The  volume  includes  a 'study  of  the  following  sub- 
jects: General  Optical  Principles;  Examination  of  the 
Patient  and  External  Examination  of  the  Eye — Func- 
tional Testing;  Reflection — The  Ophthalmoscope  and 
its  Theory — Ophthalmoscopy  and  Skiascopy;  Normal 
and  Abnormal  Refraction ; Diseases  of  the  Eyelids, 
of  the  Conjunctiva,  Cornea,  Sclera,  Iris  and  Ciliary 
Body,  Choroid ; Glaucoma ; Diseases  of  the  Crystal- 
line Lens,  of  the  Vitreous,  Retina,  Optic  Nerve;  Am- 
blyopia, Amaurosis,  and  Disturbances  of  Vision 
Without  Ophthalmoscopic  Changes;  Amblyopia  of  the 
V'^isual  Field,  Scotomas,  and  Hemianopsia;  Movements 
of  the  Eyeballs  and  Their  Anomalies ; Diseases  of  the 
Lacrimal  Apparatus;  Diseases  of  the  Orbit;  Opera- 
tions. 

The  complete  index  makes  this  volume  valuable  not 
only  as  a textbook,  but  also  as  a book  of  reference  for 
the  ophthalmologist  in  active  practice. 

ANATOMY  OF  THE  HUMAN  BODY.  By  Henry 
Gray,  F.R.S.,  Fellow  of  the  Royal  College  of  Sur- 
geons. Twenty-First  Edition  thoroughly  revised  and 
re-edited  by  Warren  H.  Lewis,  B.S.,  M.D.,  Profes- 
sor of  Physiological  Anatomy,  Johns  Hopkins  Uni- 
versity, Baltimore,  Md.  Philadelphia  and  New  York, 
1924.  Price  $10.00. 

From  the  day  the  medical  student  enters  college  until 
the  practitioner  of  medicine  finishes  his  career,  a stand- 
ard textbook  on  anatomy  is  indispensable. 

This  need  for  many  years  has  been  filled  bv  Gray’s 
Anatomy  and  a great  percentage  of  the  medical  stu- 
dents have  been  trained  in  anatomy  through  this  book. 
The  twenty-first  edition  is  now  off’  the  press.  It  is 
difficult  to  conceive,  after  a thorough  inspect’on  of 
this  volume,  how  a more  comprehensive  and  thorough 
expo.sition  of  human  anatomy  could  be  compiled.  Many 
new  illustrations  have  been  added  and  some  old  ones 
have  been  replaced  by  more  effective  figures.  Only 
such  changes  as  advances  in  medical  science  have 
made  necessary  have  been  made  in  this  last  edition. 

THE  FIRST  CENTURY  OF  THE  PHILADEL- 
PHIA COLLEGE  OF  PHARMACY,  1821-1921. 
Published  by  the  Philadelphia  College  of  Pharmacy 
and  Science.  Joseph  W.  England,  Editor.  Pages 
I to  728  inclusive. 

The  Philadelphia  College  of  Pharmacy  under  the 
able  direction  of  Joseph  \V.  England,  Phar.D.,  has  is- 
sued a most  interesting  record  of  “The  First  Century 
of  the  Philadelphia  College  of  Pharmacy,”  1821-1921, 
which  covers  almost  completely  the  history  of  phar- 
macy in  this  country. 

The  close  relation  between  pharmacy  and  medicine 
is  well  exemplified  by  noting  the  large  numbers  of 
pharmacy  graduates  who  studied  medicine. 

{ Continued  cn  page  xiv.) 
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ADDRESS 

SOME  PROBLEMS  OF  THE  SURGEON* 
GEORGE  M.  DORRANCE,  M.D. 

PHILADELPHIA,  PA. 

I wish  to  thank  this  section  for  the  honor  of 
being  your  Chainnan.  It  lias  been  a great  pleas- 
ure to  share  with  Dr.  Baldwin  the  work  of 
arranging  the  program  for  this  year’s  session. 

In  arranging  and  looking  over  the  program, 
certain  ideas  have  come  into  my  mind.  The 
various  phases  of  surgical  work  which  we  all 
talk  about  when  we  gather  in  informal  groups 
seem  to  be  subjects  which  are  never  listed  for 
formal  discussion  before  meetings  of  this  char- 
acter. I am  taking  this  opportunity  of  present- 
ing a few  of  the  problems  which  those  of  us  who 
are  doing  general  surgery  come  in  contact  with. 
I know  some  surgeons  and  some  institutions  that 
have  attempted  to  deal  with  them  or  are  still 
experimenting  with  them,  and  I feel  certain 
that  a frank  discussion  at  some  of  our  meetings 
might  be  beneficial. 

The  first  problem  I should  like  to  discuss  is : 
How  is  the  surgeon  of  the  future  to  be  pre- 
pared? Is  the  postgraduate  school  to  be  the 
place  for  further  training  of  the  interne  after 
he  has  completed  his  hospital  work?  Is  the 
postgraduate  school  to  be  the  place  for  the  man 
who  has  some  little  knowledge  of  surgery,  who 
has  done  a little  operating  and  assisting,  and 
wants  to  become  a general  surgeon  and  discon- 
tinue general  practice? 

The  method  of  learning  to  do  surgery  in  the 
past  has  been  largely  a hit  or  miss  affair.  Much 
valuable  time  has  been  wasted  doing  routine 
work  for  a number  of  years  in  an  outpatient 
department,  doing  some  general  practice  on  the 
side,  and  waiting  for  an  opportunity  to  be  ap- 
pointed an  assistant  surgeon  to  a general  hos- 
pital. 

The  result  of  this  type  of  education  has  been 
unquestionably  unfair  to  a large  number  of  men 
who  have  had  to  abandon  their  ambition  to  do 
surgery.  There  is  no  doubt  that  the  men  with 

*The  Chairman’s  Address,  delivered  before  the  Section  on 
Surgery  of  the  Medical  Society  of  the  State  of  Pennsylvania, 
Reading  Session,  October  7,  1924. 


financial  backing  who  could  afford  to  wait,  have 
reached  their  goal  after  a long  apprenticeship. 
At  the  present  time  men  are  older  at  the  time 
of  their  graduation  and  they  have  a good  pre- 
liminary education.  Many  have  one  or  more 
degrees  in  addition  to  their  M.  D.  These  men 
are  capable  of  doing  good  surgery  after  a few 
years  of  apprenticeship  to  a qualified  surgeon. 
Since  the  age  at  graduation  has  advanced  con- 
siderably in  the  past  few  years,  men  cannot 
afford  to  wait  for  ten  or  fifteen  years,  as  we  did, 
before  receiving  hospital  appointments. 

My  suggestion  is  that  fellowships  be  offered 
in  all  of  the  hospitals  where  men  may  return  a 
few  years  after  completing  their  interneship  and 
work  under  the  strict  supervision  of  the  sur- 
geons connected  with  the  hospital.  These  men 
must  necessarily  receive  some  compensation  for 
their  time,  and  the  hospital,  on  the  other  hand, 
should  receive  some  return.  These  men  should 
reside  in  the  institution  and  their  work,  in  brief, 
should  be  as  follows ; correct  the  histories  of 
the  internes ; supervise  the  outpatient  depart- 
ment ; spend  some  hours  in  the  postmortem 
room  and  the  pathological  and  anatomical  labo- 
ratories ; they  should  assist  at  operations  ; super- 
vise dressings  and,  as  their  knowledge  increases, 
do  the  minor  and  later  the  surgical  operations 
under  supervision  of  the  surgeon.  At  the  end 
of  two  or  three  years,  these  men  would  be 
qualified  to  do  limited  surgery,  and  they  would 
know  their  limitations.  If  they  cared  to  take 
a postgraduate  course,  such  as  is  offered  by  the 
University  of  Pennsylvania,  they  would  be  in  a 
position  to  appreciate  such  a course  much  more 
than  men  who  have  only  done  general  practice 
and  are  anxious  to  do  surgery. 

It  is  impossible  to  discuss  the  future  surgeon 
without  coming  in  contact  with  the  hospital 
situation.  In  our  large  cities,  we  are  confronted 
with  a grave  problem  in  our  hospital  disj>ensa- 
ries.  In  many  of  the  smaller  hospitals,  the  resi- 
dent physician  is  in  charge  of  the  receiving  ward. 
It  may  be  his  first  service  after  graduating.  It 
is  for  him  to  decide  whether  cases  are  to  be 
sutured,  sent  into  the  house,  or  discharged.  For 
a number  of  years,  this  has  been  going  on  with- 
out any  protest  from  the  public.  Since  the 
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passage  of  the  Workmen’s  Compensation  Act, 
however,  protests  are  frequently  coming  in  from 
the  industrial  surgeons  in  the  plants.  They  crit- 
icize and  criticize  justly  the  work  which  is  being 
done  by  the  resident  physician.  Improperly  set 
fractures,  tendons  sutured  in  potentially  infected 
wounds,  infected  hands  and  fingers  treated  by 
small  puncture  wounds — all  are  a frequent  oc- 
currence with  which  the  industrial  surgeon  comes 
in  contact.  Those  of  us  who  are  doing  indus- 
trial surgery  would  not  think  of  changing  our 
surgeon  or  nurse  every  three  months.  When 
we  secure  an  efficient  one,  we  give  him  sufficient 
salary  to  retain  his  services. 

I am  unalterably  opp>osed  to  the  State  Board 
of  Licensure’s  ruling  as  to  the  work  outlined 
for  the  resident  physician.  I do  not  think  a 
resident  physician  is  capable  of  handling  a 
receiving  ward  or  outpatient  department  without 
supervision,  nor  do  I think  it  is  square  to  him 
or  to  the  patient  to  expect  him  to  do  so.  Many 
hospitals  cannot  afford  to  have  a man  on  duty 
constantly  to  supervise  the  work  of  the  resident 
physician.  The  presence  of  a Fellow  in  surgery 
who  would  be  permanently  located  in  the  hospital 
would  be  the  solution  of  this  problem. 

Many  institutions  are  confronted  with  the 
problem  of  obtaining  a sufficient  number  of 
resident  physicians.  The  presence  of  various 
Fellows  in  the  institutions  would  relieve  this 
situation.  There  is  no  doubt  that  the  question 
is  worth  considering,  and  a paper  offering  some 
constructive  criticism  would  fill  a long-felt  want. 

Another  problem  presents  itself  to  me.  Into 
how  many  specialties  is  general  surgery  to  be 
divided?  Are  we  drifting  toward  an  era,  when 
men  will  specialize  in  one  organ  or  one  part? 

A few  years  ago,  a general  surgeon  felt  com- 
petent to  do  general  surgery.  To-day  we  have 
men  who  confine  their  work  to  chest,  abdomen, 
pelvis,  neck,  neurological  surgery  or  plastic  sur- 
gery. -My  feeling  is  that  the  necessity  for  all 
these  specialties  arises  from  the  manner  in  which 
we  are  developing  our  surgeons.  The  man  in 
general  practice  who  decides  to  become  a sur- 
geon usually  selects  abdominal  or  gynecological 
surgery.  Some  of  them  do  this  work  well  while 
others  do  it  very  poorly.  Many  do  not  know  the 
principles  of  surgery.  They  have  not  learned  their 
anatomy  and  pathology  and  know  very  little 
about  the  mechanics  of  operating.  The  result  is 
that  they  can  do  only  a limited  type  of  oj>eration 
and  must  refer  some  of  their  surgery  to  other 
surgeons.  These  men  are  not  general  surgeons. 
Their  knowledge  limits  them  to  the  doing  of 
simple  operations  such  as  appendectomy,  her- 
niotomy, and  possibly  gall-bladder  drainage.  Be- 
cause their  knowledge  is  limited,  their  field  is 


likewise  limited.  Unfortunately  a reputation 
may  be  established  for  doing  one  of  these  opera- 
tions very  well  and  people  refer  to  them  as  men 
who  confine  themselves  to  appendectomy,  and 
think  because  of  this  limited  practice,  they  must 
be  specialists  in  this  particular  operation,  which 
is  of  course  not  true. 

Since  I am  interested  in  plastic  surgery,  I 
have  a large  number  of  plastic  cases  referred  to 
me.  Some  of  these  cases  have  been  operated 
upon  by  incompetent  surgeons.  The  preliminary 
operations  performed  often  make  them  more 
difficult  to  handle  when  I see  them.  Very  often 
these  cases  have  been  operated  upon  by  men 
who  have  never  had  sufficient  training  for  doing 
general  surgery.  They  have  disregarded  all  the" 
anatomical  and  pathological  principles  and  have 
attempted  to  grow  flaps  without  the  proper  blood 
supply  or  have  divided  important  nerves  in  so 
doing.  From  the  purely  selfish  standpoint,  it 
has  been  remunerative  to  me  and  I suppose  I 
should  be  glad  to  have  this  work  referred. 
Please  do  not  misunderstand  me.  I am  not 
speaking  of  cases  referred  to  me  by  the  compe- 
tent general  surgeons  who  do  not  care  to  do 
this  tyjDe  of  tedious  surgery.  However,  one 
cannot  help  but  feel  that  many  men  calling  them- 
selves general  surgeons  are  not  competent  to  do 
general  surgery. 

I know  full  well  that  in  certain  localities, 
certain  types  of  cases  present  themselves  more 
frequently  than  others ; for  example,  the  goiter 
cases.  I also  know  that  the  man  who  is  doing 
goiter  work  every  day  can  do  it  better  than  the 
casual  operator.  Nevertheless,  I feel  that  the 
competent  general  surgeon  who  knows  the  prin- 
ciples of  anatomy  should  be  qualified  to  do  these 
operations. 

I am  not  decrying  specialties.  I think  that 
a general  surgeon,  after  a number  of  years  of 
general  surgery,  may  select  some  particular  field 
and  limit  his  practice  to  it.  I think  he  will 
unquestionably  do  his  particular  specialty  better 
than  a general  surgeon  and  should  rightly  have 
such  cases  referred  to  him.  It  is  the  formation 
of  specialties  within  specialties  by  men  who  are 
not  qualified  to  do  general  surgery  that  I am 
decrying  in  this  p>aper.  In  other  words,  I feel 
that  the  multiplicity  of  specialties  in  surgery 
]X)ints  to  a lack  of  knowledge  on  the  part  of  the 
general  surgeon. 

Why  is  it  that  when  we  gather  in  small  in- 
formal groups  after  our  meetings,  we  talk  about 
C'ur  difficulties,  the  mistakes  we  observe,  discuss 
the  organization  of  our  hospitals,  etc.,  and  yet 
in  open  meetings  never  read  a paper  offering  any 
suggestions  or  making  any  comments  on  these 
subjects?  With  our  scientific  program,  I have 
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no  fault  to  find ; nevertheless,  I feel  that  the 
discussion  of  these  more  personal  problems 
would  unquestionably  be  of  benefit  to  all  of  us. 

2025  Walnut  Street, 


ORIGINAL  ARTICLES 


MILK  CONTROL  IN  PENNSYLVANIA* 

CHARLES  H.  MINER,  M.D.,  and 
RALPH  E.  IRWIN,  M.S. 

HARRISBURG,  PA. 

Recent  investigations  have  thrown  much  light 
on  the  problem  of  nutrition  and  have  demon- 
strated the  importance  of  milk  as  a human  food. 
The  two  most  essential  vitamins,  “fat  soluble  A” 
and  “water  soluble  B,”  are  found  largely  in  milk. 
If  the  diet  is  deficient  in  either  one  or  both  of 
these,  the  general  health  of  the  adult  is  in  time 
impaired  and  the  development  of  the  child  is 
retarded. 

Milk  may  also  be  a most  dangerous  food  and 
transmit  to  the  milk  consumer  many  diseases, 
some  from  the  dairy  herd  and  Others  from  the 
milk  handler,  such  as  tuberculosis,  infant  diar- 
rhea, septic  throat  infection,  typhoid  fever,  scar- 
let fever,  diphtheria  and  other  infectious  dis- 
eases. 

The  Pennsylvania  Department  of  Health  is 
interested  in  the  distribution  of  safe  milk  and 
the  use  of  more  milk.  How  shall  this  be  done? 

For  many  years  each  municipality  has  been 
authorized  by  law  to  provide  such  regulations  as 
the  municipality  may  deem  necessary  to  protect 
its  milk  supply.  But  few  availed  themselves  of 
this  opportunity.  No  provision  was  made  for 
milk  control  in  townships  of  the  second  class  in 
which  there  are  many  unincorporated  villages. 

On  April  4,  1923,  the  Advisory  Board  of  the 
Pennsylvania  Department  of  Health  approved  a 
regulation  which  now  forms  the  basis  for  milk 
control  throughout  the  state.  The  Advisory 
Board  regulation  divides  market  milk  for  human 
consumption  into  two  grades — raw  milk  and  pas- 
teurized milk. 

Raw  milk  shall  be  from  tuberculin  tested 
herds  and  shall  be  handled  by  those  under  medi- 
cal supervision.  All  other  milk  shall  be  pas- 
teurized. Pasteurized  milk  is  defined  as  milk 
that  has  been  subjected  to  a temperature  of  not 
less  than  145°  F.  or  more  than  148°  F.  for  a 
period  of  not  less  than  thirty  minutes. 

Recording  thermometers  of  a type  approved 
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by  the  Department  of  Health  are  required.  A 
medical  examination  shall  be  made  of  those  who 
handle  milk  during  pasteurization  and  until  in 
closed  containers.  Milk  containers  for  both 
grades  shall  be  thoroughly  cleansed  and  cor- 
rectly labeled. 

The  Advisory  Board  of  the  Department  of 
Health  has  authority  to  make  regulations,  which, 
when  advertised  as  prescribed  by  law,  have  the 
force  of  state  law.  This  is  the  first  time  we 
have  had  a law  in  Pennsylvania  defining  raw 
and  pasteurized  milk  for  household  use. 

There  are  429  boroughs  in  Pennsylvania  hav- 
ing a population  of  less  than  1,000.  These  and 
many  villages  are  almost  wholly  dependent  upon 


Which  cow  is  tubeJclflous  ? Both  cows  shown  above  are 
apparently  well  and  of  great  value  as  milk  producers.  How- 
ever, the  tuberculin  test  gave  the  first  intimation  that  one 
of  them  was  diseased  and  thus  indicated  that  its  milk  might 
destroy  health. 

a raw  milk  supply.  . We  must  furnish  a safe 
raw  milk  for  such  communities.  Approximately 
10  per  cent  of  our  dairy  cattle  are  tuberculous. 
Twenty-five  per  cent  of  tuberculosis  in  children 
is  attributed  to  infected  milk. 

Since  the  approval  of  the  Advisory  Board 
regulation,  applications  for  the  tuberculin  testing 
of  dairy  herds  have  increased  by  the  thousands. 
The  Bureau  of  Animal  Industry,  has  been  busy. 
Since  April,  1923,  24,036  herds>-c comprising 
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165,893  animals,  have  been  tuberculin  tested  in 
161  townships  located  in  eleven  counties.  Three 
thousand  eighty-six  (3,086)  infected  animals 
have  been  removed  and  slaughtered  and  the 
1,261  premises  on  which  these  animals  were 
found  have  been  cleansed.  Three  hundred  thou- 
sand dollars  have  been  paid  from  the  State 
Treasury  as  indemnity  for  animals  found  to  be 
tuberculous  when  tested  according  to  the  official 
plan.  In  twenty  other  counties  there  are  150,000 
cattle  now  ready  to  be  tested  on  the  area  basis. 
Great  as  this  advance  has  been,  on  August  ist, 
the  cattle  under  supervision  in  Pennsylvania 
were  but  2.6%  of  the  number  of  cattle  under 


Mwo-Thirds 

OF 

Pennsylvania’s^ 
Milk  Supply 

WITHOUT 

Supervision 


One'Sixth  under 
Partial  Supervision 


; One- Sixth  under 

tCOMPLETE'SupfRVISIO^^ 


Safe  Milk  is  Possible 
Demand  It ! 


As  Supervision  Increases 
The  Use  of  Milk  Increases 

By  law,  all  milk  for  household  purposes  must  be  handled  by 
those  under  medical  supervision.  It  is  also  required  that  such 
m.ilk  must  either  be  effectively  pasteurized  or  from  tuberculin- 
tested  herds.  Milk  containers  also  must  be  thoroughly  cleansed. 
Already  one-sixth  of  the  state’s  population  receives  milk  made 
safe  by  complete  supervision. 

supervision  in  the  United’ States.  Pennsylvania 
now  stands  fourteenth  as  to  the  total  number  of 
cattle  under  supervision  in  our  forty-eight  states. 
However,  we  are  proud  of  the  manner  in  which 
our  dairymen  respond.  We  have  not  forgotten 
that  the  first  herd  tested  for  tuberculosis  in  the 
United  States  was  tested  by  Dr.  Leonard  Pier- 
son at  Villa  Nova,  Pennsylvania,  in  1892. 

When  the  dairy  herd  and  those  who  prepare 
the  milk  for  distribution  are  not  under  'super- 
vision, it  becomes  necessary  to  make  the  milk 
.safe  by  pasteurization.  Pasteurized  milk  is 
heated  milk,  heated  and  held  as  defined  in  the 
regulation.  This  process  reduces  the  number  of 
lactic  acid  producing  bacteria  so  that  souring  is 
retarded  about  24  hours  and  the  milk  is  made 


safe  against  those  diseases  usually  transmitted 
from  the  milk  handler  to  the  consumer.  If  milk 
were  produced  under  clean  conditions  and  kept 
clean,  it  would  not  have  to  be  pasteurized.  How- 
ever, so  long  as  the  average  market  milk  is  apt 
to  contain  harmful  bacteria,  the  only  protection 
we  have  is  to  destroy  them  with  heat.  Further- 
more, the  term  “pasteurized  milk”  does  not 
mean  much  unless  the  treatment  plants  are 
under  supervision.  The  required  temperature 
and  holding  time  must  be  obtained  or  the  con- 
sumer is  receiving  a misbranded  food  which 
gives  a sense  of  false  security. 

The  medical  examination  is  important  and 
gives  two  results.  First,  the  detection  of  car- 
riers of  diseases.  Carriers  of  diphtheria  and 
typhoid  have  been  detected  and  placed  under 
treatment  and  suspected  cases  of  venereal  dis- 
ease have  not  reported  for  examination,  but 
have  left  the  industry.  Second,  those  taking  the 
examination  are  instructed  concerning  the  dis- 
eases transihissible  through  milk  and  are  shown 
how  the  examination  protects  the  financial  inter- 
ests of  the  distributor,  creates  public  confidence 
and  increases  the  sale  of  milk.  The  regulation 
allows  the  Board  of  Health  to  appoint  the  ex- 
amining physician  and  pay  for  the  examination, 
thus  holding  someone  responsible. 

Each  community  should  supervise  its  own 
milk  supply.  To  do  this,  a milk  ordinance  may 
be  enacted  which  incorporates  the  Advisory 
Board  regulation  and  provides  the  machinery  for 
its  enforcement.  This  has  already  been  done  by 
68  municipalities  having  a total  population  of 
over  one  million,  and  has  proved  successful.  A 
copy  of  the  milk  ordinance  recommended  by  the 
Pennsylvania  Department  of  Health  will  be 
gladly  furnished. 

There  are  boards  of  health  in  835  boroughs 
and  55  townships  of  the  first  class.  Each  board 
of  health  has  at  least  one  physician  as  a mem- 
ber ; some  have  two  or  more.  Also  35  cities 
have  one  or  more  physicians  in  control  of  public 
health  activities.  We  are  safe  in  estimating  that 
over  one  thousand  physicians,  or  one  of  every 
seven  members  of  this  Society,  are  sworn  offi- 
cials in  charge  of  health  activities  in  their  re- 
spective communities.  Many  others  are  active 
in  public  health  work.  It  is  upon  this  organi- 
zation, therefore,  that  we  depend  for  support  in 
our  camjiaign  for  a clean  and  safe  milk  supply 
and  for  an  increased  use  of  such  a supply.  To- 
day we  are  using  about  one-half  pint  of  milk 
per  person.  This  amount  from  some  supplies  is 
too  large.  Our  problem  is  to  provide  one  quart 
of  clean,  safe  milk  per  person  and  have  that 
amount  used. 
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REPORT  OF  A LARGE  NUMBER  OF 
POLIOMYELITIS  CASES  IN 
TWO  FAMILIES* 

EDGAR  S.  EVERHART,  M.D. 

HARRISBURG,  PA.,  AND 

LLOYD  G.  COLE,  M.D. 

BI,OSSBURG,  PA. 

In  November,  1923,  we  investigated  an  occur- 
rence of  anterior  jxiliomyelitis  in  Mansfield, 
Tioga  County,  Pennsylvania.  It  is  universally 
agreed  that  this  disease,  in  the  face  of  epidemics, 
occurs  in  a mild  or  so-called  abortive  form  coin- 
cidentally with  the  usually  recognized  poliomye- 
litis. It  is  unusual  for  the  disease  to  affect  prac- 
tically entire  families.  If  for  no  other  reason 
than  to  draw  your  attention  to  the  advisability 
of  keeping  in  mind  poliomyelitis  when  children 
are  suffering  from  an  obscure  disease,  this  re- 
jxirt  is  given. 

The  causative  agent  of  infantile  paralysis  has 
not  been  determined.  The  once  accepted  coccus 
as  being  the  cause  is  no  longer  held  to  be  respon- 
sible. The  best  that  can  be  said  is  that  there  is 
a virus  which  is  transmitted  from  one  jjerson  to 
another  either  directly  or  indirectly.  Probably 
it  will  be  definitely  shown  some  day  that  direct 
contact  is  necessary  for  its  transmittal.  That 
perfectly  healthy  individuals  may  be  carriers  and 
may  act  as  transmitting  agents  is  undoubtedly  a 
fact,  and  likewise,  persons  sick  with  poliomye- 
litis can  harbor  the  causative  agent  for  a long 
time  after  recovery  from  the  disease.  Whitman, 
who  studied  the  Swedish  epidemic  in  1905,  says 
in  substance,  “In  an  epidemic  it  seems  the  virus 
is  transmitted  more  frequently  by  persons  suffer- 
ing from  the  disease  of  the  so-called  abortive 
type  or  by  healthy  carriers  than  by  the  really 
sick  patient  himself.”  How  long  a patient  re- 
mains infectious,  it  is  impossible  to  say.  Osgood 
and  Lucas  found  the  virus  in  the  mucous  mem- 
brane of  monkeys  six  months  after  intracerebral 
injections.  At  that  time  the  virus  had  disap>- 
peared  from  the  central  nervous  system. 

The  incubation  period  is  commonly  from  ten  to 
five  days,  although  it  must  be  much  longer  than 
this  sometimes.  In  some  epidemics  the  respira- 
tory tract  is  involved,  while  in  others  the  alimen- 
tary tract  is  affected.  During  the  prodromal  stage 
the  outstanding  symptoms  are  those  produced 
by  irritation  of  the  central  nervous  system;  in- 
tense generalized  pain  and  pain  radiating  to  the 
extremities.  The  two  particular  types  are  ( i ) 
those  in  which  paralysis  occurs;  (2)  those  in 
which  the  disease  clears  up  without  any  evidence 
of  either  permanent  or  temporary  injury  to  the 
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anterior  cord — the  so-called  abortive  or  arrested 
type.  The  vast  majority  of  cases  occur  in  chil- 
dren, although  adults  may  be  affected.  Probably 
one  attack  protects  for  life. 

The  conclusion  of  Whitman’s  study  of  the 
Swedish  epidemic  in  1905  is  that  “only  one  or 
at  most  two  children  of  a family  are  affected.” 

I may  say,  parenthetically,  that  Frauenthal  and 
Manning  in  their  textbook  take  issue  with  this 
statement.  However,  I cannot  find  in  any  re- 
port so  large  a number  of  family  cases  as  oc- 
curred in  the  two  families  in  Mansfield.  Most 
writers  take  the  same  position  as  Whitman  and 
hold  that  more  than  two  cases  in  a family  are 
almost  never  found. 

In  one  family  of  six  children,  ranging  in  age 
from  two  to  eleven  years,  one  hundred  per  cent 
of  the  children  developed  the  disease  which,  in 
the  prodromal  stage,  had  the  identical  symptoms 
to  a greater  or  less  degree.  In  another  family 
of  seven  children,  five  were  similarly  affected. 

CASE  REPORTS 

R.  S.,  male,  pupil  in  the  model  school  of  the  local 
Normal  School,  gives  a history  of  taking  sick  October 
27th  with  general  pains  throughout  the  body,  tempera- 
ture 100°;  after  two  days  he  felt  better  and  returned 
to  school.  The  day  following  there  was  a recurrence 
of  pain,  especially  in  the  back  of  the  neck,  rapid  pulse, 
temperature  100.4°,  aad  constipation.  The  pains  in- 
creased for  two  days  and  at  this  time  he  was  unable 
to  flex  the  left  leg,  and  patellar  reflexes  were  absent; 
otherwise,  there  were  no  symptoms  of  illness.  It  is  of 
interest  to  know  that  the  patient  visited  Corning,  New 
York,  during  the  late  summer,  returning  home  Septem- 
ber 1st.  The  date  of  onset  was  October  27th.  On 
November  12th  he  was  admitted  to  the  Blossburg  Hos- 
pital and  remained  there  until  December  15th.  The  fol- 
lowing is  taken  from  the  hospital  chart:  The  grip  of 
the  left  hand  weaker  than  the  right,  unable  to  adduct 
or  abduct  or  flex  the  left  leg,  hip  muscles  affected. 
November  19th : motor  function  left  leg  improved,  able 
to  adduct  and  abduct  with  difficulty.  November  24th, 
left  leg  much  improved. 

On  November  30th,  three  brothers  and  sisters,  ranging 
in  age  from  two  to  seven  years,  were  taken  sick  in  a 
similar  manner  with  the  same  prodromal  symptoms  as 
R.  S.  had  when  he  took  sick  three  days  previously.  On 
December  3d,  a brother,  aged  9,  and  a sister,  aged  ii, 
went  down  in  the  same  manner.  The  ii -year-old  boy 
developed  partial  loss  of  motor  function  of  the  hips, 
especially  the  left.  A sister,  aged  9,  was  the  outstand- 
ing case  in  this  family.  She  was  an  extremely  sick 
child  with  temperature  not  much  above  normal,  pulse 
132  and  over,  tenderness,  constipation  and  paralysis  of 
the  upper  and  lower  extremities  four  weeks  after  the 
onset  of  the  disease. 

In  the  six  children  of  this  family  every  one  showed 
the  same  prodromal  symptoms  which  developed  within 
three  to  seven  days  after  the  first  child  went  down. 

The  second  family,  which  consisted  of  seven  children, 
gave  the  following  history : L.  B.,  female,  aged  14, 
student  in  the  Junior  High  School,  took  sick  October 
23d  with  headache  and  pain  along  the  entire  spinal  col-' 
umn,  especially  in  the  neck,  general  pains  over  the  body 
with  special  reference  to  the  large  joints,  temperature 
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for  seven  days  between  ioo°  and  ioi°.  It  is  not  known 
when  she  developed  paralysis,  but  two  weeks  after  onset 
there  was  flaccid  paralysis  of  both  upper  and  lower  ex- 
tremities. Four  brothers  and  sisters  in  the  same  house- 
hold, ranging  in  age  from  two  to  eleven  years,  presented 
the  same  prodromal  symptoms.  Of  the  four,  one 
brother,  aged  8,  developed  paralysis  in  the  muscles  of 
the  right  leg.  Several  weeks  later  there  was  a slight 
involvement  of  the  upper  extremities,  which  was  evi- 
denced by  incoordination  of  movements. 

None  of  the  eleven  children  in  these  two  families 
died.  All  of  them  subsequently  recovered  to  a greater 
or  less  degree  the  use  of  the  affected  extremities. 

The  unusual  characteristic  of  this  outbreak  is 
the  large  number  of  children  suffering  with 
poliomyelitis  in  the  two  households ; six  in  the 
family  of  six  children,  and  five  in  the  family  of 
seven  children.  The  disease  was  limited  to  those 
under  fourteen  years  of  age.  In  the  second 
family,  two  children  older  than  fourteen  years 
escaped. 

Except  in  the  face  of  epidemics,  it  seems  to 
be  a rarity  to  find  such  a large  incidence  in  fami- 
lies. The  disease  in  no  wise  was  epidemic.  Most 
of  the  cases  were  of  the  so-called  abortive  type. 
In  epidemics,  it  is  assumed  that  thirty-five  to 
fifty  per  cent  are  abortive  or  arrested  cases.  In 
this  instance,  the  percentage  was  much  greater. 

Conclusion  : Poliomyelitis  is  a disease  of 
children  which  ofttimes  is  overlooked.  In  these 
families,  it  would  have  been  impossible  to  make 
a diagnosis  with  the  means  at  the  disposal  of  the 
attending  physicians,  except  for  development  of 
paralysis. 


PNEUMONIA  AS  A PRINCIPAL  AND 
CONTRIBUTORY  CAUSE  OF 
MORTALITY* 

WILMER  R.  BATT,  M.D. 

HARRISBURG,  PA. 

Pneumonia  in  some  form  is  statistically  cred- 
ited with  causing  approximately  one-tenth  of  the 
total  deaths  annually  from  all  causes  in  Pennsyl- 
vania. This  fact  within  itself  is  sufficient  to 
establish  the  importance  of  this  disease. 

The  statistical  treatment  of  this  condition  is, 
however,  not  without  some  difficulty,  and  it  is 
doubtful,  if  we  consider  only  the  deaths  ascribed 
to  pneumonia  as  representing  the  sum  total  in 
which  this  affection  is  involved,  whether  we  get 
a true  picture  of  the  entire  subject. 

We  may  perhaps  better  understand  the  subject 
if  we  consider  pneumonia  not  only  as  a primary 
cause  of  death  but  also  as  a contributing  cause 
in  which  it  is  associated  with  other  diseases 
which  may  be  considered  of  lesser  statistical  im- 
portance. It  is  more  than  possible  that  impor- 

*Read before  the  General  Meeting  of  the  Medical  Society  of 
the  State  of  Pennsylvania,  Reading  Session,  October  9,  1924. 


tant  contributions  to  clinical  medicine  and  to 
public  health  knowledge  can  be  secured  through 
a study  of  the  contributory  causes. 

We  must  bear  in  mind  that  for  statistical  pur- 
poses only  one  cause  of  death  can  be  selected 
from  two  or  more  which  may  be  given  on  a 
death  certificate.  When  two  or  more  causes  are 
stated  upon  the  death  certificate,  the  most  fatal 
or  the  one  of  greatest  interest  to  clinicians  and 
public  health  officials  is  usually  selected.  With 
this  understanding,  contagious  and  epidemic  dis- 
eases are  preferred  over  other  terminal  condi- 
tions which  may  seem  really  to  have  determined 
the  fatality.  Acute  conditions  are  usually  chosen 
in  preference  to  chronic  conditions.  Diseases  of 
rapid  development  are  preferred  over  those  of 
slow  development.  And  if  two  infectious  dis- 
eases are  mentioned,  the  one  of  longer  duration 
is  usually  selected. 

The  International  Classification  of  Causes  of 
Death,  which  forms  the  basis  for  statistical  com- 
pilation of  all  causes  of  death  not  only  in  the 
United  States  but  throughout  the  principal  coun- 
tries of  the  world,  contains  two  titles  in  relation 
to  pneumonia : the  first,  bronchopneumonia,  and 
the  second,  pneumonia  with  a subdivision  into 
lobar  pneumonia  and  pneumonia  undefined.  So 
that  when  we  speak  of  pneumonia  in  all  forms, 
we  mean  the  total  under  these  two  titles. 

It  is  interesting  to  note  that  under  the  causes 
assigned,  45%  are  tabulated  under  broncho- 
pneumonia and  55%  under  pneumonia,  lobar,  or 
undefined.  Of  the  deaths  ascribed  to  broncho- 
pneumonia 34%  were  associated  with  some  other 
morbid  condition,  the  most  prominent  being  the 
intestinal  affections  of  childhood  and  the  cardio- 
renal group  at  the  advanced  age. 

But  in  addition  to  the  causes  in  which  bron- 
chopneumonia was  selected  as  the  primary  cause 
of  death,  it  was  also  mentioned  in  2,000  addi- 
tional cases  in  which  it  was  considered  as  a sec- 
ondary and  not  as  a primary  condition.  These 
affections  were  largely  of  the  acute  infectious 
diseases  of  childhood,  principally  measles  and 
whooping  cough,  diseases  of  the  digestive  system 
and  the  cardiorenal  affections. 

Of  the  assigned  title  of  pneumonia,  31%  of 
the  deaths  so  assigned  were  associated  with  some 
other  secondary  condition,  the  principal  ones  be- 
ing influenza  and  the  cardiorenal  affections  of 
advanced  years. 

In  addition  to  these  definite  assignments  the 
term  pneumonia  appeared  on  1,500  additional 
certificates.  So  that  the  total  death  returns  upon 
which  pneumonia  was  stated  either  in  principal 
or  contributory  form  was  15,705  instead  of  12,- 
105.  In  any  event,  the  total  in  relation  to  deaths 
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from  all  causes  is  so  large  that  it  must  inevitably 
be  a problem  of  absorbing  interest  to  public 
health  officials. 

DISCUSSION 

ON  PAPERS  OP  DRS.  MINER,  EVERHART  AND  BATT 

Dr.  J.  C.  Gittings  (Philadelphia,  Pa.)  : It  seems 
rather  a trite  statement,  but  speaking  as  a pediatrician, 
certainly  there  is  no  public  health  measure  of  any 
greater  importance  than  safeguarding  the  milk  supply. 
If  you  will  go  to  any  of  the  older  textbooks  on  pedi- 
atrics written  in  the  middle  of  the  last  century  and  read 
of  the  mortality  among  bottle-fed  babies  during  the 
summer  time  in  the  large  cities — a mortality  ranging 
from  50  to  95  per  cent — you  will  realize  possibly  of 
what  importance  clean  milk  is.  While  unclean  milk 
was  not  solely  responsible  for  this,  yet  it  was  the  most 
important  factor.  At  the  present  time  the  mortality  ‘is 
but  a small  fraction  of  those  figures. 

In  regard  to  tuberculosis,  I think  the  surgeons  will 
agree  with  me  that  twenty  years  ago  tuberculous  cer- 
vical adenitis  was  one  of  the  common  diseases  met  with 
in  dispensary  practice  in  the  cities.  I think  they  will 
further  agree  that  to-day  it  is  among  the  rarest.  That, 
I take  it,  is  undoubtedly  due  to  the  almost  universal 
practice  in  cities  of  pasteurizing  milk,  because  from  50 
to  80  per  cent  of  cases  of  tuberculous  adenitis  have 
been  definitely  proved  to  be  due  to  the  bovine  bacillus. 

I am  chairman  of  the  Certified  Milk  Commission  in 
Philadelphia,  and  I am  therefore  a strong  advocate  of 
clean,  raw  milk,  containing  nothing  that  is  pathogenic 
or  injurious.  It  is  perfectly  obvious  that  such  milk  can- 
not be  produced  within  the  range  of  the  average  user’s 
purse,  and  something  must  be  done  to  safeguard  the 
general  milk  supply.  I feel  so  positive  about  what  that 
something  should  be  that  I never  hesitate  in  making  the 
definite  assertion  that  milk  which  is  not  produced  under 
the  provisions  and  care  of  certified  milk  should  be 
heated  before  it  is  fed  to  infants  and  young  children. 
Adults  can  better  take  care  of  it,  but  when  it  comes  to 
infants,  there  is  no  question  that  raw  market  milk  may 
be  a dangerous  food. 

In  regard  to  Dr.  Batt’s  paper  on  pneumonia  as  a 
cause  of  death — it  is  interesting  to  note  that  many 
deaths  which  should  be  ascribed  properly  to  that  nu- 
tritional disease,  rickets,  as  the  underlying  cause,  figure 
in  the  death  certificates  as  primary  bronchopneumonia. 
Every  year  in  any  children’s  hospital  there  is  a large 
percentage  of  cases  of  rachitic  babies  coming  in  witli 
a history  of  repeated  attacks  of  bronchitis  and  broncho- 
pneumonia, who  die  because  of  their  inability  to  throw 
off  infection — cases  in  which  the  original  condition  was 
untreated  rickets.  Now  rickets  primarily  probably  re- 
sults from  lack  of  sunshine,  but  the  infant  fed  on  good 
clean  milk  containing  4%  butter  fat  is  much  less  apt  to 
fall  a victim  of  it.  If  the  disease  rickets  had  laid  at  its 
door  all  the  deaths  that  properly  belong  to  it,*  I think 
we  would  pay  rather  more  attention  to  it. 

Dr.  Carey  J.  Vaux  (Pittsburgh,  Pa.)  : Pneumonia  is 
one  of  the  oldest  diseases  with  which  we  have  to  deal ; 
Hippocrates  wrote  specifically  on  peripneumonia,  its 
symptoms,  and  his  experience  that  cold,  northerly  winds 
seemed  to  be  a cause  of  disorders  of  the  breast.  It  is 
perhaps  because  of  the  fact  that  we  have  always  had 
pneumonia  with  us  and  are  so  familiar  with  the  disease 
that  no  special  efforts  have  been  made  in  preventive 
medicine  to  reduce  its  mortality. 

In  the  area  of  registration  for  deaths  in  the  United 
States,  123  people  per  100,000  population  die  of  pneu- 


monia yearly;  that  is,  about  135,000  people  died  of 
pneumonia  each  year  in  the  United  States.  In  Pitts- 
burgh, in  1923,  2,295  people  died  of  pneumonia;  that 
is  more  than  the  total  number  of  deaths  combined  from 
all  other  acute  communicable  diseases;  the  same  situa- 
tion is  very  largely  true  in  all  other  American  cities. 
Vaughan  and  Palmer  call  attention  to  the  fact  that 
respiratory  disease  is  more  common  in  urban  than  rural 
communities,  the  percentage  of  pneumonia  deaths  in 
cities  being  about  50%  greater  than  in  rural  districts. 

The  problem  of  preventive  medicine  in  the  pneumonia 
situation  is  not  simple,  but  is  very  complex.  All  influ- 
ences depressing  to  life,  such  as  exposure,  excesses, 
fatigue,  overwork,  bad  housing,  the  air  of  badly  venti- 
lated and  crowded  rooms,  insufficient  food,  loss  of  sleep, 
lack  of  exercise,  overheated  living  quarters,  etc.,  are 
predisposing  causes,  but  the  following  factors  probably 
rank  high  in  evaluation  as  causes  of  pneumonia. 

The  pneumonias  attack  frequently  where  other  dis- 
eases or  conditions  have  lowered  bodily  resistance  to 
infection — as  colds,  influenza,  measles,  whooping  cough, 
typhoid  fever  and  other  infections ; after  trauma,  alco- 
holic abuse  or  local  irritation ; and  are  frequently  ter- 
minal in  chronic  heart  disease,  pulmonary  tuberculosis, 
Bright’s  disease,  diabetes,  senility,  etc. 

Climate  ranks  high  in  evaluation  as  a contributing 
cause  in  acute  respiratory  diseases ; not  so  much  the 
general  mean  temperature  or  moisture  rate,  but  the 
strictly  local  situation  relative  to  quick  changes  in  tem- 
perature, alternating  cold  rains  and  sunshine,  snow  and 
sleet,  dry  cold  quickly  changing  to  moderate  tempera- 
ture with  slushy,  wet  streets,  all  predisposing  factors  in 
the  production  of  common  colds. 

Common  colds  are  probably  the  most  common  of  all 
sickness  (there  are  absolutely  no  authentic  figures  on 
morbidity).  A common  cold  is  an  acute  infectious  dis- 
ease (possibly  a group  of  infections)  of  mucous  mem- 
branes of  nose,  throat,  larynx,  trachea  and  large  bron- 
chi. Colds  vary  greatly  in  severity.  The  real  reason 
for  this  is  not  known,  but  common  colds,  so-called 
grippe,  “grippy”  colds  and  influenza  are  all  contributing 
causes  for  pneumonia  and  are  frequently  primary  dis- 
eases to  which  pneumonia  is  terminal. 

That  air  pollution  is  a contributing  cause  of  respira- 
tory disease  seems  to  be  gaining  adherents.  Fine,  sharp 
particles  being  constantly  inhaled  favor  irritation  of  the 
mucous  membrane,  thereby  lowering  its  resistance  to 
the  invasion  of  the  ever  present  pathogenic  organisms. 
A recent  survey  made  in  Pittsburgh  by  the  Mellon  In- 
stitute for  Industrial  Research  shows  a much  greater 
amount  of  insoluble  matter  deposited  than  has  heretofore 
been  supposed  to  be  the  case;  the  survey  covered  a 
period  of  eleven  months  and  the  deposits  were  weighed 
and  analyzed  for  tar,  combustible  other  than  tar,  ash  and 
ferric  oxid  in  the  insoluble  matter,  and  for  combustible 
ash,  sulphates,  chlorides  and  ammonia  in  the  soluble 
matter.  One  interesting  item  discovered  was  that 
1,304.4  tons  of  insoluble  matter  per  square  mile  were 
deposited  in  this  period  of  eleven  months. 

Isolation  and  modified  quarantine  in  pneumonia  (all 
forms)  was  inaugurated  six  months  ago  in  the  city  of 
Pittsburgh,  in  the  hope  that  improvement  in  the  pneu- 
monia situation  would  be  brought  about  through  the 
following  factors : First,  by  preventing  spread  by  di- 
rect contact,  through  isolation  of  the  patient,  and  defi- 
nite, specific  instructions  given  in  proper  sanitation,  per- 
sonal hygiene  and  nursing  care  in  each  home  where  a 
case  of  pneumonia  occurs,  regardless  of  whether  it  is  a 
primary  pneumonia  or  secondary  to  a common  cold,  in- 
fluenza, bronchitis,  etc.  Second,  by  public  health  edu- 
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cation  regarding  the  danger  of  contact  infection  in 
pneumonia,  or  contact  infection  in  common  colds,  influ- 
enza, etc.,  which  so  frequently  lead  to  pneumonia,  and 
the  great  danger  in  neglect  of  proper  care  of  these 
primary  conditions.  Third,  by  obtaining  reliable  sta- 
tistics regarding  the  incidence  of  pneumonia  (all  forms) 
through  proper  and  complete  reporting  of  cases,  this 
information  to  be  used  for  environmental  and  other 
cause  studies  in  all  cases  of  pneumonia  occurring  in  the 
city  of  Pittsburgh. 


REPORTS  OF  CASES  AND  DE-ATHS,  PNEUMONIA  (aEE  FORMs), 

SIX  months’  period,  april-september, 
1920-1924,  INCEUSIVE 


1920 

Cases  Deaths 
221  673 


1921 

Cases  Deaths 
283  597 


1922 

Cases  Deaths 
224  534 


1923 

Cases  Deaths 
282  688 


1924 

Cases  Deflths 
1. 57 1 712 


Prior  to  April  i,  1924,  only  one  type  of  pneumonia 
case  (lobar)  was  reported  to  the  Department  of  Public 
Health,  but  all  pneumonia  deaths  were  reported.  Since 
April  ist,  pneumonias  (all  forms)  have  been  reportable 
in  Pittsburgh. 


SUMMARY  OF  nurses’  REPORTS  OF  PNEUMONIA  (aI.E 
forms)  CASES,  SIX  months’  period, 
aprie-september,  1924 

(Information  received  by  City  Nurse  from  members  of 
patients’  family) 


(1)  No  history  of  preceding 
illness  

Lobar 

290 

Broncho 

24 

Total 

314 

(2) 

History  of  preceding  ill- 
ness, as  common  cold, 
bronchitis,  influenza  . . 

358 

201 

559 

(3) 

History  of  preceding  ill- 
ness, as  measles,  whoop- 
ing cough,  trauma,  se- 
nility, etc 

0 

109 

109 

(4) 

Hospital  cases  (no  his- 
tory)   

388 

159 

547 

(5) 

Coroner  .cases  (no  his- 
tory)   

41 

I 

42 

Pneumonia  (all  forms) 

total  cases  

1.571 

That  pneumonia  (whether  primary  or  secondary  to 
common  cold  or  influenza)  is  a communicable  condition, 
is  hardly  a debatable  question  to-day.  The  following 
excerpts  from  two  recent  works  on  preventive  medi- 
cine, by  very  competitive  workers  in  public  health, 
seem  to  express  the  present  day  attitude  of  the  medical 
profession ; 

Preventive  Medicine  and  Hygiene,  ig22 — Dr.  Milton 
J.  Rosenau:  “Lobar  pneumonia  is  a communicable  dis- 
ease which  should  be  classified  with  the  infectious 
fevers.  If  pneumonia  were  a new  disease,  it  would  be 
regarded  as  ‘contagious’  and  its  spread  would  be 
guarded  against  by  isolation.” 

Epidemiology  and  Public  Health,  Vol.  I,  ip22 — Dr. 
Victor  C.  Vaughan:  “All  students  of  epidemiology  rec- 
ognize that  the  pneumonias  are  infectious  diseases,  and 
they  are  disseminated  by  spitting,  sneezing  and  cough- 
ing. If  every  physician — and  other  attendant  of  the 
sick — exercised  well-known  precautions  and  did  not 
carry  infection  from  one  patient  to  another,  or  permit 
such  infection  to  be  carried,  the  mortality  from  pneu- 
monia would  be  greatly  reduced.” 


Vaughan  also  states : “It  is  rather  strange  that  with 
all  the  literature  on  this  subject  at  our  command  we 
should  occasionally,  even  now,  hear  surprise  expressed 
at  the  statement  that  pneumonia  is  contagious.” 

Dr.  Soeomon  Soeis  Cohen  (Philadelphia,  Pa.)  : It  is 
a good  thing  for  the  Health  Department  to  disseminate 
the  knowledge  that  pneumonia  is  an  infectious  fever  and 
not  simply  an  inflammation  of  a particular  prgan.  Rec- 
ognizable signs  of  pulmonary  involvement  may  be  lack- 
ing and  yet  the  infection  which  is  the  real  malady  of 
“pneumonia”  may  exist.  The  authorities  should  have 
our  full  support  in  this  teaching  and  in  preventive 
measures  based  thereon. 

The  infection  is  doubtless  spread — in  considerable 
part,  at  least — by  piersons  having  what  is  called  “slight 
colds,”  who  go  coughing  and  spitting  around  streets, 
residences  and  public  places.  Physicians  have  a duty 
here  and  that  is  to  recognize  and  to  impress  upon  their 
patients,  that  every  so-called  “cold”  is  a thing  to  sus- 
pect, and  that  proper  precautions  must  be  taken  in  the 
beginning  against  dissemination.  The  fact  that  in  the 
vast  bulk  of  cases  recovery  from  “colds”  ensues  with- 
out development  of  any  notable  disturbance,  is  far  from 
proving  that  they  are  not  mild  pneumococcic  or  strepto- 
coccic infections ; and  the  fear  of  being  called  an 
“alarmist”  should  not  deter  one  from  his  plain  duty  to 
the  community.  The  microbe  harmless  to  one  person 
may  be  malign  to  another.  Diphtheria  carriers,  typhoid 
carriers,  meningitis  carriers,  are  known.  So  are  there 
pneumonia  carriers.  Moreover,  germs  of  relatively  low 
virulence  become  “stepped  up”  in  their  passage  from 
man  to  man,  as  in  the  laboratory  from  animal  to  ani- 
mal. So,  for  the  health  of  the  particular  patient  who 
is  not  a carrier,  but  has  obtained  infection  from  a per- 
son of  higher  resistance  than  his  own,  he  should  be 
treated  from  the  viewpoint  of  probable  pneumonic  in- 
fection, either  present  or  potential.  It  may  be  that  his 
resistance  is  just  at  the  balancing  point,  where  a feather- 
v/eight  will  turn  the  scale;  and  it  is  best  to  have  that 
feather  on  the  right  side.  We  have  no  symptomatic 
ciiterion  by  which  to  distinguish  in  advance  between 
the  immune  individual  and  the  individual  of  low  resist- 
ance. The  Heist  whole  blood  test  will  do  this,  but  it  is 
not  universally  known,  and  though  easy  of  performance, 
is  not  generally  practiced,  nor  always  practicable. 
Hence  it  is  the  safest  plan  to  consider  nobody  immune, 
and  to  take  protective  and  therapeutic  measures  accord- 
ingly. I need  not  emphasize  at  this  time  the  prophy- 
lactic, as  well  as  the  curative  virtue,  of  quinine.  The 
laity  know  it,  even  if  the  profession  does  not. 


SYMPOSIUM  ON  HEMORRHAGE  FROM 
THE  UTERUS 

HEMORRHAGES  OF  PREGNANCY* 

HAROLD  A.  MILLER,  M.D. 

PITTSBURGH,  PA. 

Accepting  pregnancy  as  a normal  physio- 
logical condition  does  not  in  any  w^ay  remove  the 
pathological  potentialities  of  every  fertilized 
ovum,  and  into  this  pathological  class  we  place 
all  birth  canal  hemorrhages  occurring  during 
pregnancy. 

‘Read  before  the  General  Meeting  of  the  Medical  Society  of 
the  State  of  Pennsylvania,  Reading  Session,  October  8,  1924* 
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Subjective  symptoms  such  as  the  duration  of 
pregnancy,  pain  or  its  absence,  and  in  the  pres- 
ence of  pain,  its  location  and  character,  will  usu- 
ally suggest  a probable  diagnosis. 

It  is  hardly  conceivable  that  a unilateral  pain, 
usually  slight  in  character,  with  a bloody  dis- 
charge such  as  we  get  in  an  overstretched  tube, 
or  even  the  more  severe  one-sided  pain  of  a 
frank  rupture  with  vaginal  bleeding  and  shock, 
could  be  confused  with  the  intermittent  central 
lower  abdominal  jmin  in  early  abortion.  The 
only  resemblance  is  that  both  cause  bleeding  and 
pain — abortion  with  clots  and  membranes,  and 
the  ectopic  gestation  without.  The  latter  shows 
a definite,  one-sided,  constantly  present  pain, 
with  abdominal  rigidity  and  sensitiveness  to 
pressure ; while  the  pain  of  an  abortion  is  over 
the  fundus  uteri  and  is  intermittent,  usually 
without  abdominal  rigidity  except  during  the 
uterine  contraction. 

The  probable  duration  of  the  pregnancy  at 
times  points  to  the  correct  diagnosis ; the  ectopic 
rupturing  from  the  eighth  to  the  thirteenth 
week,  while  abortions  occur  at  any  time  during 
l.>regnancy. 

Admitting  the  fact  that  a vaginal  examination 
is  necessary  to  confirm  the  diagnosis,  it  is  never- 
theless true  that  the  closely  observing  physician 
frequently  makes  his  diagnosis  from  the  subjec- 
tive symptoms,  reserving  the  vaginal  examina- 
tion for  confirmation. 

The  curette  is  fast  losing  its  one-time  promi- 
iient  place  in  the  armamentarium  of  the  physi- 
cian who  now  recognizes  the  advantages  of  per- 
mitting the  abortion  to  complete  itself,  except 
in  the  rare  instances  where  alarming  hemorrhage 
is  present,  as  well  as  the  futility  of  trying  to  re- 
move a ruptured  ectopic  gestation  from  the  ab- 
dominal cavity  by  curettage.  On  the  other  hand, 
he  realizes  that  rest  in  bed  and  all  the  treatment 
necessary  for  abortion,  would  lead  to  grave 
consequences  in  the  ectopic  case.  The  primary 
tearing  of  the  tube,  with  pain  and  possibly  slight 
hemorrhage,  is  certainly  followed  later  by  a 
complete  rupture  accompanied  by  severe  hemor- 
rhage and  shock. 

Vaginal  or  labial  varicosities  are  usually  read- 
ily found  if  examined  for,  and  cervical  erosions 
or  polypi  are  rarely  missed  by  either  a digital  or 
speculum  examination. 

Continuation  of  the  normal  menstruation  does 
not  exist  and  hemorrhages  in  the  first  trimester 
of  pregancy  must  be  accounted  for  by  one  of 
the  above  mentioned  conditions, 

During  the  second  trimester  of  pregnancy 
continued  danger  of  abortion  or  miscarriage 
with  hemorrhage  may  exist, , but  in  the  third 
trimester  of  pregnancy  occurs  the  hemorrhage 


which,  while  first  described  three  hundred  years 
ago,  can  still  be  aptly  styled  the  hemorrhage  of 
retrospective  diagnosis,  correctly  known  as  pre- 
mature separation  of  a normally  implanted 
placenta. 

The  seat  of  the  retroplacental  hemorrhage  is 
variable,  sometimes  central,  sometimes  periph- 
eral. It  may  involve  only  a very  limited  area 
of  the  placental  attachment  or  in  turn  be  com- 
plete. It  may  be  continuous  and  slow,  or  rapidly 
progress  from  one  stage  to  the  other ; but  the 
hemorrhage  which  occurs  where  the  blood  ves- 
sels have  been  torn  through  continues  as  long  as 
the  fetus  and  membranes  remain  in  the  uterus, 
the  empty  uterus  alone  being  able  to  contract 
upon  and  sufficiently  compress  the  uterine  ves- 
sels to  control  the  bleeding. 

In  this,  as  in  nearly  all  pathological  processes 
of  the  human  body,  nature  gives  us  kindly  warn- 
ing, and  to  await  the  external  appearance  of  the 
hemorrhage  is  to  court  disaster  both  infantile 
and  maternal. 

If  we  can  visualize  the  impacted  head  filling 
the  pelvic  inlet,  surrounded  by  the  lower  uterine 
segment  with  a glove-like  snugness,  we  can 
readily  understand  that  in  such  cases  the  path  of 
least  resistance  for  uterine  hemorrhage  is  not  the 
vaginal  canal. 

If  by  chance  the  bleeding  begins  in  the  center 
of  the  placenta  it  separates  the  least  resistant 
part  of  the  placenta  to  its  margin,  extending  be- 
tween the  uterine  wall  and  membranes,  or  even 
rupturing  the  membranes  and  freely  mixing 
with  the  amniotic  fluid. 

Bleeding  starting  near  the  margin  of  the 
placental  attachment  can  escape  from  under  its 
edge  with  a comparatively  small  area  of  sepa- 
ration, all  external  evidence  of  bleeding  being 
controlled  by  the  snug-fitting  head ; or,  begin- 
ning in  the  center  with  all  remaining  attachments 
of  the  placenta  offering  equal  resistance,  the 
placenta  will  be  completely  detached  before  the 
separating  influence  of  the  blood  clot  ceases. 

On  the  contrary,  a floating  head  offers  no 
valve-like  closure,  and  we  may  have  as  a very 
early  symptom  bleeding  from  the  vagina.  But, 
concealed  or  open,  the  same  underlying  patho- 
logical process  exists  and  the  hemorrhage  as 
surely  continues  until  the  empty  uterus  can  con- 
tract upon  the  bleeding  sinuses  and  control  the 
hemorrhage. 

While  it  is  principally  with  the  clinical  aspect 
of  this  condition  we  are  concerned,  it  is  never- 
theless interesting  at  least  to  review  the  possible 
etiological  factors  with  a view  of  preventing,  if 
possible,  or  at  least  reducing  the  frequency  of 
premature  placental  separation.  Unless  we  con- 
cede that  traumatism  can  and  does  cause  the 


274 


THE  ATLANTIC  MEDICAL  JOURNAL 


February,  1925 


degeneration  and  necrosis  of  the  myometrium 
that  is  constantly  found,  it  must  be  dismissed  as 
a cause.  It  is  inconceivable  that  an  injury  can 
produce  the  constantly  present  necrosis  and  de- 
generation  of  the  uterine  wall  with  hemorrhage 
and  edema,  without  external  evidence. 

It  has  long  been  recognized  that  the  toxemias 
of  pregnancy  predispose  the  patient  to  prema- 
ture placental  separation,  and  here  again  we 
speculate  as  to  the  etiological  factor.  In  all  fair- 
ness to  the  many  advanced  theories  we  must 
conclude  that  the  cause  remains  unproved. 

It  is  more  than  a coincidence  that  definitely 
proven  focal  infection  exists  in  such  a large 
number  of  cases,  and  the  remaining  number  in 
which  we  fail  to  locate  such  an  infection  may 
readily  be  accounted  for  by  submerged  tonsils, 
chronic  sinusitis  without  pain,  painless  apical 
tooth  abscesses,  or  even  tooth  infections  without 
abscess,  and  many  other  remaining  possible 
sources. 

If  bacteria  have  a selective  action,  and  I 
largely  subscribe  to  this  statement,  it  is  more 
than  probable  that  at  times  stasis  of  the  blood 
stream  in  the  pregnant  uterus  offers  a most 
favorable  opportunity  for  infective  thrombosis, 
producing  degeneration  and  necrosis  of  the 
myometrium.  At  times  this  may  be  but  slight, 
causing  only  small  interference  with  the  inter- 
change of  uteroplacental  circulation,  and  leaving 
as  its  only  evidence  placental  infarcts.  Again  it 
may  involve  a larger  area  or  be  more  virulent 
in  character,  causing  the  primary  uterine  pa- 
thology from  which  a placenta  is  readily  de- 
tached. For  many  years  we  have  recognized  the 
potential  septic  character  of  this  typ>e  of  cases, 
even  in  the  absence  of  vaginal  examinations  or 
manipulations. 

For  some  years  past  it  has  been  oiir  practice 
to  look  for  evidence  of  an  infection  in  all  such 
cases,  and  in  anticipation  of  such  a development 
to  promote  drainage  of  the  uterus  by  placing  the 
patient  in  a Fowler’s  position  immediately  after 
delivery  or  as  soon  as  her  condition  permits. 

In  contradistinction  to  the  hemorrhage  of  pre- 
mature separation  of  the  normally  implanted 
placenta,  but  occurring  in  the  same  trimester,  we 
have  the  hemorrhage  of  placenta  praevia,  a pain- 
less, causeless  bleeding,  usually  with  one  or  at 
times  with  two  or  more  slight  hemorrhages, 
which  in  itself  suggests  the  condition  and  can  be 
confirmed  by  feeling  a thickened,  gritty  mass  be- 
tween the  examining  finger  and  the  presenting 
part  of  the  fetus,  in  contradistinction  to  the 
readiness  with  which  the  presenting  part  can  be 
palpated  in  premature  separation.  They  lack  all 
common  symptoms  except  the  external  evidence 
of  bleeding. 


Both  types  of  uterine  hemorrhages  are  mat- 
ters of  serious  moment ; both  are  permanently 
controlled  only  after  the  uterus  is  emptied,  and 
both  demand  surgical  intervention,  varying  from 
the  introduction  of  a bag,  to  version  or  cesarean 
section.  In  placenta  prasvia  the  choice  is  made 
after  the  consideration  of  the  relative  size  of 
passenger  and  passage,  the  degree  of  centrality 
and  cervical  dilatation. 


UTERINE  HEMORRHAGE* 

JOHN  OSBORN  POLAK,  M.D. 

BROOKLYN,  N.  Y. 

Unusual  bleeding  from  the  uterus  always 
occasions  alarm  in  the  mind  of  the  patient,  or 
the  members  of  her  immediate  family  and  fre- 
quently taxes  the  skill  of  the  practitioner  to  de- 
termine its  origin  and  effect  its  control.  Bleed- 
ing from  the  uterus  may  occur  in  the  human 
female  at  almost  any  age.  In  the  consideration 
of  this  broad  subject,  I will  not  presume  to  add 
anything  new  to  the  pathology,  but  will  attempt 
to  review  the  accepted  theories  on  uterine  bleed- 
ing and  correlate  the  acknowledged  facts  in  a 
practical  way ; so  that  the  practitioner  may  have 
a more  rational  understanding  of  the  causes  and 
treatment. 

The  causes  of  excessive  or  untimely  bleeding 
from  the  uterus  may  be  grouped  into  those; 

( 1 ) That  are  of  endocrinal  origin — as  the 
puberty  hemorrhages. 

(2)  Those  that  are  due  to  changes  in  the 
uterine  tissues  (static  factors)  enlarging  the 
area  in  the  uterus,  which  responds  to  the  ovarian 
impulse,  illustrated  in  the  bleeding  of  descensus, 
retroversion,  etc. 

(3)  Those  that  are  due  to  the  formation  of 
new  growths  in  the  uterine  wall. 

(4)  The  bleedings  that  result  from  disease  in 
the  adjacent  organs  which  increases  the  pre- 
menstrual congestion. 

(5)  Those  metrorrhagias  that  are  not  pre- 
ceded by  a period  of  amenorrhea,  or  some  con- 
dition simulating  the  pregnant  state. 

(6)  The  hemorrhages  that  may  occur  in  the 
course  of  pregnancy. 

Furthermore,  it  must  not  be  forgotten  that 
certain  constitutional  conditions  which  increase 
the  jjelvic  congestion,  predispose  to  menorrhagia. 
Hence,  it  is  not  uncommon  to  have  excessive 
menstruation  as  a complication  of  purpura,  car- 
diac insufficiency,  cirrhosis  of  the  liver  and 
chronic  nephritis.  Again,  some  of  the  acute  in- 
fectious diseases,  as  the  exanthemata,  may  pro- 
duce a prolonged  or  excessive  uterine  flow. 

*Read  before  the  General  Meeting  of  the  Medical  Society  of 
the  State  of  Pennsylvania,  Reading  Session,  October  8,  1924. 
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Furthermore,  there  is  the  group  of  uterine 
bleedings  that  occur  at  or  after  the  menopause. 

Ordinarily,  the  average  menstrual  life  of  a 
woman  lasts  for  nearly  35  years,  and  the  meno- 
pause may  occur  normally  at  any  time  between 
the  40th  and  50th  year.  Yet  the  age  of  men- 
strual cessation  is  subject  to  wide  variations,  for 
early  and  repeated  childbearing  may  shorten  the 
menstrual  life,  and  the  menopause  will  occur 
earlier  in  hard  working  and  fat  women  than  in 
those  living  in  affluence. 

The  cessation  of  the  menses  may  be  post- 
poned by  the  presence  of  chronic  pelvic  inflam- 
mation, or  by  the  presence  of  neoplasms.  Hence, 
it  will  be  seen  that  bleedings  at  this  period  have 
a particular  significance,  and  any  menorrhagia 
or  metrorrhagia  occurring  at  or  after  the  meno- 
pause, is  to  be  looked  upon  with  su.spicion;  for 
it  has  been  proven  clinically,  that  over  50%  of 
women  who  begin  to  bleed  from  the  uterus 
after  the  establishment  of  the  menop>ause,  have 
some  form  of  malignant  disease  of  the  uterus. 
Likewise,  any  enlargement  of  the  uterus,  occur- 
ring after  the  menopause  usually  means  degen- 
erative changes  in  a myoma  or  malignant  dis- 
ease. 

Though  it  is  not  thoroughly  understood  as  to 
just  what  part  the  endocrine  system  and  the  in- 
dividual sex  glands  play  in  the  woman’s  sexual 
life  and  the  development  of  her  generative  or- 
gans, it  is  known  that  she  is  wholly  dependent 
for  her  well-being  upon  their  harmonious  action, 
and  that  there  is  an  intimate  relation  between  the 
perfect  function  of  these  glands  of  internal 
secretion  and  the  phenomena  of  menstruation. 

In  support  of  this  statement,  certain  clinical 
facts  deserve  consideration,  namely,  that  when 
the  ovaries  are  removed  there  is  a. cessation  of 
menstruation,  notwithstanding  the  retention  of 
the  uterus ; that  in  cases  of  hyperthyroidism, 
because  of  the  overactivity  of  the  thyroid, 
amenorrhea  is  the  rule ; while  conversely,  in 
cases  of  deficient  thyroid  function  there  is  often 
an  increase  in  the  menstrual  bleeding. 

In  order  to  have  a better  conception  of  the 
pathological  causes  which  produce  bleeding  from 
the  uterus,  one  must  briefly  review  some  of  the 
accepted  facts  as  to  the  physiology  of  menstrua- 
tion, for  while  there  are  anomalous  uterine 
bleedings  during  infancy,  true  menstruation  is 
not  established  until  puberty.  Puberty  is  the 
period  at  which  time  the  generative  organs  are 
ready  to  fulfill  the  function  of  reproduction — the 
time  of  the  first  complete  ripening  of  the  ovum. 
Rupture  of  the  follicle  coincides  with  or  closely 
follows  after  the  menstrual  flow.  Therefore,  it 
is  seen  that  the  provocative  impulse  for  men- 
struation lies  in  the  ovary;  that  the  periodic 


congestion  is  due  to  the  ovarian  function,  or 
more  particularly  to  the  developnient  of  the 
corpus  luteum.  In  other  words,  the  graafian 
follicle  produces  the  impulse — while  the  uterine 
endometrium  excretes  the  menstrual  fluid. 

The  duration  of  the  menstrual  cycle:  In  a 
given  individual  during  health,  the  time  elapsing 
between  successive  periods  is  the  same.  Twenty- 
eight  days  is  the  most  frequent  interval ; but 
twenty-one  and  thirty  to  thirty-five  are  not  un- 
usual . 

At  the  time  that  ovulation  takes  place  in  the 
follicle,  the  healthy  uterus  will  develop  a pseudo- 
decidua, which  is  in  reality  very  similar  to  the 
interval  endometrium  of  the  premenstrual  stage, 
preparatory  to  receiving  the  fecundated  ovum. 
While  immediately  before  menstruation  occurs, 
the  uterus  becomes  perceptibly  larger  in  size — - 
even  reaching  one-third  above  the  tiormal  rest- 
ing- dimensions — the  cervix  feels  softer  to  the 
touch  and  the  external  os  is  patulous.  If  im- 
pregnation does  not  take  place,  the  uterine  mu- 
cosa, under  the  influence  of  this  hypervascu- 
larity, will  bleed  by  a process  of  diapedesis  or 
rhexis. 

Summarized : These  facts  may  be  stated  as 
follows : 

( 1 ) Full  maturation  of  follicles  causes  the 
premenstrual  changes. 

(2)  Follicular  rupture  coincides  -with  or  fol- 
lows closely  on  the  onset  of  the  menstrual  flow. 

(3)  During  the  active  growth  of  the  corpus 

luteum:  (a)  the  uterine  mucosa  is  sensitized, 

so  as  to  be  capable  of  receiving  a fertilized 
ovum,  (b)  follicular  ripening  is  interfered  with 
until  the  “yellow  body”  begins  to  regress. 

(4)  During  pregnancy  the  corpus  luteum 
persists ; follicular  ripening  is  therefore  inter- 
fered with ; hence  the  menstrual  cycle  is  post- 
poned. 

Therefore,  it  will  be  seen  if  normal  menstrua- 
tion is  dependent  upon  the  normal  function  of 
the  ovary  and  the  healthy  functioning  of  the 
uterus,  the  flow  may  be  modified  either  by  ab- 
normalities in  the  uterus  or  adjacent  tissues  or 
by  abnormalities  in  the  ovary. 

The  life  cycle  of  the  corpus  luteum  and  its 
relation  to  the  endometrial  changes  of  the  men- 
strual cycle  have  been  concisely  summed  up  by 
Schroeder,  who  makes  a statement  somewhat  as 
follows : 

First  stage:  Fifteenth  to  the  twentieth  day  of 
the  cycle,  the  endometriunr  shows  a midinterval 
or  late  interval  picture,  while  the  corpus  luteum 
is  in  the  earliest  stage  of  its  development.  The 
cells  of  the  membrana  granulosa  are  still  small, 
gradually  becoming  larger.  Increasing  folding 
of  the  epithelial  layer  is  noted,  with  numerous 
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red  corpuscles  between  the  cells.  The  inner 
boundry  of  the  granulosa  zone  is  indistinct — the 
formation  of  the  new  capillaries  is  beginning; 
the  cells  of  the  theca  interna  are  large  but 
gradually  become  smaller. 

Second  stage:  Eighteenth  to  twenty-fifth  day 
of  the  menstrual  cycle,  the  endometrium  shows 
a premenstrual  picture  of  its  earlier  stages.  The 
glands  are  markedly  hypertrophied  and  on 
longitudinal  section  have  a saw-like  appearance, 
while  the  corpus  luteum  is  in  the  stage  of  vas- 
cularization. Granulosa  cells  are  all  broad  and 
large  and  the  epithelial  zone  is  markedly  con- 
voluted. Fine  fibrils  with  capillaries,  traverse  it 
in  a radical  manner ; delicate,  but  quite  distinct, 
a tissue  layer  may  be  seen  on  the  inner  margin 
of  the  epithelial  layer,  and  the  theca  interna  cells 
are  small. 

Third  stage:  Twenty-third  to  twenty-eighth 
day  of  the  menstrual  cycle,  the  endometrium 
shows  the  glandular  and  epithelial  changes  char- 
acteristic of  the  end  of  the  premenstrual  period. 
Some  of  the  glands  are  still  large  and  hyper- 
trophied ; there  is  a marked  injection  of  the 
small  capillaries  and  venules,  while  the  lacunae  of 
blood  are  often  seen  in  the  tissues.  The  corpus 
luteum  at  this  time  is  completely  formed  and 
entirely  organized.  The  membrana  granulosa  is 
the  same  as  in  the  second  stage,  but  the  fibrils 
and  capillaries  are  more  numerous  and  there  is 
a well  defined  limiting  membrane  of  connective 
tissue  at  the  inner  margin  of  the  lutein  cells. 

Fourth  stage:  From  the  first  to  the  fourteenth 
day  of  the  menstrual  cycle  the  endometrium 
shows  the  postmenstrual  change.s — ^^the  straight, 
narrow,  collapsed  gland  and  the  low  epithelium 
while  the  corpus  luteum  is  in  retrogression,  the 
cells  of  the  membrana  granulosa  shrivelling  up 
and  interspersed  with  increasing  fibrils  of  con- 
nective tissue  growth.  The  connective  tissue 
membrane  at  the  inner  margin  of  the  membrana 
granulosa  is  thickened  and  there  is  advancing 
organization  of  the  lumen  contents.  The  theca 
interna  is  quite  distinct  and  peripherally  its  cells 
are  clear  and  well  formed. 

Uterine  bleeding  always  occurs  in  the  form  of 
a menorrhagia  or  a metrorrliagia.  Menorrhagia 
is  excessive  menstruation  which  may  take  the 
form  of  increased  flow  at  the  period,  prolonga- 
tion of  the  period,  or  the  too  frequent  recur- 
rence of  the  menses ; and  from  what  we  have 
already  stated  of  the  etiology,  it  may  be  due  to 
excessive  ovarian  impulse,  to  an  enlargement  of 
the  area  in  the  uterus  that  responds  to  this  im- 
pulse, or  to  local  or  general  conditions  that  pro- 
duce congestion  of  the  blood  vessels  of  the 
uterus  or  endometrium.  Excess  of  ovarian  iinh 
pulse  is  most  commonly  found  at  puberty  or 


near  the  menopause,  in  such  local  conditions  as 
prolapse  of  the  ovary,  the  forniation  of  retention 
cysts,  or  in  cystic  degeneration ; while  an  in- 
crease in  the  surface  area  that  sheds  the  men- 
strual blood  can  be  found  in  such  local  conditions 
as  hypertrophy  of  the  endometrium,  chronic 
metritis,  subinvolution,  flexioversion  or  uterine 
prolapse.  In  addition  to  these,  tumor  growths 
in  the  uterine  wall,  as  myomata,  adenomyomata, 
carcinomata  and  sarcomata,  will  give  excessive 
menstrual  flow.  The  coagulability  of  the  men- 
strual flow  is  significant,  for  clots  always  signify 
some  abnormality  and  true  menorrhagia  is  al- 
ways attended  by  considerable  clotting. 

Aside  from  the  menorrhagias  in  young  girls 
— the  so-called  puberty  hemorrhages — which  are 
almost  invariably  the  result  of  an  excessive 
ovarian  impulse,  the  childbearing  woman  with 
the  complications  resulting  from  pregnancy, 
labor  and  the  puerperium  makes  up  the  largest 
class  of  our  menorrhagias.  These  include  all  of 
those  conditions  which  afford  an  increased  men- 
strual area,  due  to  increase  in  uterine  bulk  and 
the  chronic  pelvic  congestion  resulting  there- 
from. On  the  other  hand,  in  the  unmarried 
woman,  in  the  last  decade  of  her  sexual  life, 
myomatous  tumors  play  the  most  important  part. 
In  the  final  analysis,  it  is  the  hypertrophy  and 
glandular  hyperplasia  of  the  endometrium  which 
produces  the  excessive  bleeding. 

Metrorrhagia  may  be  defined  as  a uterine 
bleeding  occurring  in  the  intermenstrual  period. 
As  a rule,  metrorrhagias  are  evidence  of  a more 
advanced  pathology,  and  as  stated  before,  these 
can  be  divided  into  those  bleedings  which  are 
preceded  by  a j^eriod  of  amenorrhea  (sugges- 
tive of  a condition  of  the  pregnant  state  which 
includes  such  pathology  as  threatened  abortion, 
incomplete  abortion,  hydatidiform  mole,  ectopic 
pregnancy  and  the  bleedings  seen  in  the  later 
months  of  pregnancy)  and  those  hemorrhages 
not  preceded  by  a period  of  amenorrhea  or  fol- 
lowing upon  the  occurrence  of  the  menopause 
and  which  are  usually  of  polypoid  or  malignant 
origin. 

In  making  the  diagnosis  of  uterine  bleeding  a 
detailed  history  is  most  important,  for  the  men- 
strual habit  of  every  woman  is  peculiar  to  the 
individual  and  the  variations  from  this  habit 
suggests  the  possible  diagnosis.  For  example, 
the  woman  who  bleeds  from  a subinvolution 
will  present  no  change  in  her  menstruation  until 
after  the  birth  of  her  child,  when  her  menstrual 
period  may  become  more  profuse  or  the  inter- 
menstrual interval  may  be  lessened.  On  the 
other  hand,  the  woman  with  a myoma  will  show 
a definite  increase  in  the  amount  of  her  men- 
struation, which  becomes  progressively  greater 
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from  month  to  month.  In  the  patient  with  a 
suspected  ectopic  gestation,  we  may  have  a post- 
poned, delayed  or  anomalous  period  which  con- 
tinues with  its  characteristic  bloody  discharge 
mixed  with  mucus  which  does  not  clot.  This  in 
turn  may  be  compared  with  the  case  of  a threat- 
ened abortion,  with  its  longer  period  of  amenor- 
rhea, followed  by  more  profuse  bleeding,  the 
patient  passing  larger  quantities  of  clotted  blood. 

All  of  these  points  can  be  brought  out  by  care- 
ful interrogation ; hence  the  importance  of  the 
history.  The  points  to  be  ascertained  in  every 
bleeding  history  are : 

(1)  The  time  at  which  puberty  occurred. 

(2)  The  length  of  each  period. 

(3)  The  regularity  and  average  duration  of 
the  interval. 

(4)  The  amount  of  blood  lost. 

(5)  The  date  of  the  last  menstruation. 

(6)  Has  the  menstruation  always  been  pro- 
fuse since  it  began? 

(7)  Has  it  been  increased  by  marriage  or 
childbirth  ? 

(8)  Does  the  increased  flow  date  from  a mis- 
carriage ? 

(9)  Has  the  increase  in  blood  loss  been  of 
gradual  occurrence,  or  has  it  appeared  suddenly  ? 

(10)  Has  there  been  an  attack  of  pelvic  in- 
flammation, and  what  was  its  relation  to  the 
change  of  menstrual  habit? 

( 1 1 ) Has  there  been  a noticeable  increase  in 
the  size  of  the  abdomen? 

While  the  presumptive  diagnosis  is  suggested 
by  the  history,  the  final  diagnosis  in  any  case  of 
menstrual  or  intermenstrual  bleeding  must  rest 
upon  the  physical  findings  and  the  character  of 
the  intra-uterine  contents.  Hence,  the  patho- 
logical diagnosis  can  be  made  positively  only  by 
the  use  of  the  microscope. 

Bleedings  due  to  changes  in  the  uterine  tis- 
sues have  an  anatomic  origin  and  are  noted  in 
such  conditions  as  polypi  of  the  cervix  or  body. 
The  cervical  polyp,  which  is  not  an  uncommon 
cause  of  metrorrhagia,  is  always  associated  with 
an  endocervicitis.  This  discharge  is  either  inter- 
menstrual, or  precedes  or  follows  the  normal 
flow.  It  is  frequently  induced  by  coitus,  long 
standing,  or  muscular  exertion. 

The  cervical  polyp  appears  as  a tit-like  pro- 
trusion from  the  cervical  canal.  Polypi  may  be 
multiple ; they  are  usually  small,  of  a soft  con- 
sistency and  of  a bright  red  color.  Histologi- 
cally, the  mucous  polyp  is  made  up  of  the  ele- 
ments of  normal  cervical  tissue,  of  which  it  is 
only  a heaping  up.  The  glands  are  often  more 
or  less  dilated  and  lined  by  the  characteristic 
high,  slender  epithelium  of  the  cervix.  The  sur- 
face is  also  covered  with  cervical  epithelium. 


though  areas  may  be  bared  by  superficial  ulcera- 
tion. This  covering  is  either  squamous  or 
columnar,  depending  on  the  level  of  its  origin. 
The  stroma  is  always  edematous  and  rich  in 
blood  vessels. 

CorjK)real  ]X)lyj>i  appear  as  discrete  polypoid 
growths  springing  from  the  endometrial  surface, 
or  the  entire  endometrium  may  be  involved  in 
the  polypoid  process.  Menorrhagia  is  the  rule 
though  metrorrhagia  is  not  uncommon.  The 
bleeding  is  frequently  continuous  and  excessive, 
especially  in  young  subjects. 

Corporeal  polypi  are  histologically  either  local- 
ized pointings  of  the  endometrium,  rich  in  gland 
elements,  covered  with  epithelium  and  exceed- 
ingly vascular,  or  pedunculated  myomata  which 
have  been  extruded  into  the  uterine  cavity. 
Areas  of  the  protective  epithelium  are  always 
bared,  and  account  for  the  irregular  discharge. 

Hyperplasia  of  the  endometrium  occurs  most 
frequently  at  or  near  the  menopause,  and  is  next 
most  commonly  met  with  in  young  girls  at  the 
beginning  of  menstrual  life.  Grossly  the  mucosa 
is  much  thicker  than  normal  and  has  a shaggy 
fungus  appearance.  The  hyperplasia  is  not 
confined  to  the  epithelial  layers  but  also  involves 
the  stroma.  The  epithelial  layer  is  distinctly 
thickened ; the  nuclei  are  heavily  stained  and 
closely  crowded,  often  giving  the  impression  of 
several  layers  of  cells.  The  glands  are  unevenly 
distended — some  being  narrow,  some  tortuous, 
and  others  very  much  dilated.  That  the  over- 
distension  of  the  glands  is  not  due  to  mere  re- 
tention of  their  contents  is  indicated  by  the  fact 
that  the  lining  epithelium,  instead  of  being  flat- 
tened, is  quite  high.  The  stroma  between  the 
glands  is  very  dense,  giving  the  impression  of 
compactness  and  overabundance.  There  are  also 
numerous  thromboses  and  hemorrhagic  extrava- 
sations into  the  tissues.  The  fact  that  curetting 
does  not  cure  and  that  the  hyperplasia  reappears 
after  varying  intervals  would  suggest  an  ovarian 
origin. 

Changes  in  the  uterine  walls:  The  meso- 
metrium,  which  embraces  the  connective  tissue 
as  well  as  the  muscular  structures  of  the  uterine 
wall,  may  have  its  contractility  impaired  and  lead 
to  pathological  changes  in  the  mucosa  which  re- 
sult in  menorrhagia. 

According  to  Theilbaher  the  proportion  of 
connective  tissue  to  muscle  varies  with  the  age 
of  the  woman.  In  childhood  and  old  age  there 
is  a preponderance  of  connective  tissue,  when 
the  blood  vessels  are  small.  On  the  other  hand, 
during  the  reproductive  life  of  the  woman  there 
is  more  muscle  and  the  blood  vessels  are  larger, 
the  uterine  circulation  being  maintained  by  in- 
voluntary uterine  contractions.  Hence,  defect 
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in  the  muscle  structure  or  increase  in  the  con- 
nective tissue,  which  is  always  found  in  women 
who  have  had  repeated  pregnancies,  will  produce 
a circulatory  stasis  in  the  endometrial  layer  or 
occasion  hemorrhage. 

Pankow  and  others  described  a condition  of 
the  mesometrium  which  involved  the  smaller 
arteries  of  the  mesometrium  and  endometrium, 
consisting  of  an  increase  of  the  elastic  fibers  of 
both  the  vessels  and  uterus  which  he  termed 
arteriosclerosis  of  the  uterine  vessels.  These 
changes  were  found  only  in  the  uteri  of  women 
who  had  borne  children,  and  age  apparently 
played  no  part  in  the  pathology.  This  condition 
has  also  been  improperly  described  as  metritis, 
for  the  pathology  does  not  justify  this  assump- 
tion. 

Uterine  myoma  and  adenomyomata:  Unless 
the  tumor  has  a subperitoneal  location  (sub- 
serous)  menorrhagia  is  always  a symptom.  The 
most  severe  forms  of  menorrhagia  result  from 
submucous  tumors.  Tbe  excessive  bleeding  in 
the  case  of  a submucous  myoma  does  not  come 
from  the  mucosa  covering'  the  myoma  but  from 
the  free  portion,  and  is  always  venous  in  char- 
acter (Sampson),  the  venous  hyperemia  being 
more  than  the  vessels  can  stand. 

All  metrorrhagias  are  serious,  and  may  be 
considered  both  under  those  cases  in  which  there 
is  a preceding  period  of  amenorrhea  and  under 
those  in  which  no  such  preceding  history  exists. 
Excluding  the  various  conditions  referable  to 
pregnancy,  metrorrhagia  is  usually  due  to  ma- 
lignant tumors  or  necrotic  polypi.  After  the 
menopause  all  bleeding  is  metrorrhagic  and 
should  be  looked  upon  with  suspicion,  for  it  is 
usually  due  to  cancer  of  the  cervix  or  body, 
necrotic  polypi  or  degeneration  of  fibroids. 

Bleedings  during  pregnancy  are  always  pre- 
ceded by  a varying  period  of  amenorrhea,  fn 
the  early  months  the  most  usual  bleeding  occurs 
in  threatened  abortion,  inevitable  abortion,  and 
that  large  class  of  incomplete  abortions  where 
either  spontaneous  or  induced  miscarriage  has 
taken  place  and  the  contents  of  the  uterus  have 
been  incompletely  evacuated. 

Ectopic  pregnancy  makes  up  the  next  largest 
class  of  irregular  bleeding  due  to  the  pregnant 
state,  while  hydatidiform  mole  forms  the  last 
class.  In  the  latter  months,  placenta  praevia  and 
ablatio  placentae  are  the  chief  causes  of  uterine 
hemorrhage. 

Given  a bleeding  from  tbe  uterus,  preceded  by 
a period  of  amenorrhea,  one  must  immediately 
determine  the  following  questions : 

( I )  Is  the  woman  really  pregnant  ? This  can 
be  determined  only  by  a careful  bimanual  ex- 


amination which  elicits  the  changes  in  the  shape, 
size  and  consistency  of  the  uterus. 

(2)  Is  the  pregnancy  within  the  uterus  or  is 
it  extra-uterine? 

(3)  If  it  is  intra-uterine,  is  the  abortion  in- 
evitable, or  has  it  already  taken  place? 

Free  hemorrhage,  with  blood  clots  occurring 
in  a uterus  that  is  contracting  may  be  considered 
as  a sign  of  abortion.  Only  when  the  cervix  is 
dilating,  the  uterocervical  angle  effaced  and 
some  part  of  the  ovum  protruding,  can  we  say 
that  the  abortion  is  inevitable. 

Our  greatest  difficulties  are  encountered  in  the 
incomplete  abortion  where  p>ortions  of  the  ovum 
have  been  retained,  for  in  these  cases  the  hemor- 
rhage is  always  irregular  and  persistent,  and 
sometimes  may  be  copious.  Often  the  patient 
has  no  positive  knowledge  that  any  portion  of 
the  contents  have  been  passed,  presenting  her- 
self to  the  physician  more  or  less  exsanguinated. 

Clinically  the  involution  is  always  arrested, 
the  uterus  is  large  and  tender,  the  cervix  is  open, 
and  bimanual  manipulation  expels  some  detritus. 
Usually,  there  is  also  some  elevation  of  tempera- 
ture and  a slight  leukocytosis. 

Ectopic  pregnancy  is  not  an  infrequent  cause 
of  metrorrhagia;  for  a larger  number  of  ecto- 
pics take  place  than  is  generally  supposed. 
Many  of  these  misplaced  pregnancies  die  in  the 
early  weeks  without  giving  rise  to  any  symptoms 
except  a {persistent  metrorrhagia  of  inconsidera- 
ble amount.  The  diagnosis  in  a suspected  ectopic 
case  can  readily  be  made  from  the  characteristic 
history,  confirmed  by  the  physical  signs. 

The  cardinal  symptoms  of  ectopic  gestation 
may  be  summarized  as  follows : A delayed, 

skipped  or  anomalous  menstruation  followed  by 
colicy  {Pains  referred  to  the  lower  abdomen — 
usually  to  one  side — mistaken  for  indigestion 
colic. 

On  pelvic  examination  the  cervix  may  be  soft 
— is  alzoays  sensitive  to  motion — and  the  uterus 
may  be  displaced  to  one  side,  or  forward  or 
backward  by  a sensitive  mass  in  one  or  the  other 
fornix.  The  tem{perature,  as  a rule,  is  a little 
above  normal ; the  blood  count  will  show  a mod- 
erate leukocytosis,  and  the  red  cells  and  hemo- 
globin may  be  slightly  or  markedly  reduced. 
The  history,  the  characteristic  bloody  discharge 
and  the  sensitive  cervix,  are  the  most  constant 
suggestive  signs. 

Cystic  degeneration  of  the  chorionic  villi  or 
hydatidiform  mole,  is  another  condition  which 
occasions  uterine  bleeding.  This  lesion  is  due  to 
a {proliferation  of  the  e{>ithelial  cells  of  the  syn- 
cytium and  Langhans’  layer  of  the  epithelium 
covering  the  villi.  The  blood  vessels  of  the  villi 
are  obliterated ; and  by  hyperplasia  of  the 
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syncytium  and  hyperinfiltration  of  the  struc- 
tures within  the  villi,  the  extremities  of  the  lat- 
ter are  converted  into  small  cysts.  The  degen- 
erative change  is  usually  found  distributed  over 
the  whole  chorion ; though  since  we  have  ex- 
amined microscopically  all  of  the  tissues  re- 
moved in  abortions,  we  have  been  impressed 
with  the  relative  frequency  of  hydatidiform 
changes  which  are  limited  to  small  areas  of  the 
chorion.  In  all  probability,  hydatidiform  de- 
generation is  an  etiological  factor  in  the  causa- 
tion of  the  abortion.  These  cysts  vary  in  size 
from  that  of  a millet  seed  to  that  of  a grape, 
and  always  have  the  appearance  of  springing 
from  one  another. 

In  twin  pregnancies,  one  or  both  ova  may  be 
affected.  The  actual  cause  of  this  has  not  been 
determined,  though  its  histology  has  been  most 
carefully  studied.  The  diagnosis  is  not  difficult 
if  one  realizes  the  importance  of  history.  Sev- 
eral points  stand  out : 

( 1 ) That  this  condition  occurs  during  the  pe- 
riod of  transition  from  the  villus  attachment  of 
the  ovum  to  the  formation  of  the  placenta ; 
hence  it  is  rarely  recognized  before  the  end  of 
the  third  month.  The  chief  point  of  importance 
is  to  establish  the  diagnosis  of  pregnancy  by  the 
changes  in  shaj>e,  size  and  consistency  of  the 
uterus  that  are  available  in  the  early  months. 
The  next  point  of  interest  is  that  the  uterus  rap- 
idly increases  in  size ; its  growth  is  out  of  pro- 
portion to  the  stage  of  gestation — too  large  for 
the  first  two  or  three  months,  and  later  too  small 
for  the  fifth  or  sixth.  The  sudden  distension  of 
the  uterus  may  cause  distressing  nausea  and  even 
vomiting. 

(2)  The  discharge  from  the  uterus  of  blood 
or  bloody  serum  is  more  or  less  constant.  The 
flow  is  not  usually,  profuse  and  does  not  appear 
until  near  the  end  of  the  third  month. 

(3)  The  uterus  is  usually  doughy  and  loses  its 
elasticity. 

(4)  The  vesicles  or  cysts  may  escape  in  the 
vaginal  discharge  or  during  examination. 

(5)  Finally,  while  the  uterine  tumor  may 
reach  nearly  to  the  umbilicus  and  be  the  size  of 
a five  or  six  months’  pregnancy,  no  fetal  parts, 
no  fetal  movements,  or  no  fetal  heart  sounds  can 
be  detected,  and  internal  ballottement  is  absent. 

In  those  bleedings  occurring  at  or  about  the 
menopause,  preceded  by  varying  periods  of 
amenorrhea,  the  curet  and  the  microscope  should 
make  the  diagnosis,  for  while  the  history  and 
physical  changes  in  the  uterus  are  suggestive, 
degenerative  changes  are  so  frequent  that  no 
chance  should  be  taken. 

In  conclusion,  let  me  urge  upon  the  practi- 
tioner, the  necessity  and  value  of  microscopic 


examination  in  every  case  of  anomalous  bleeding 
except  those  occurring  in  the  later  months  of 
pregnancy. 


PATHOLOGICAL  EYE  CONDITIONS  AS- 
SOCIATED WITH  PREGNANCY* 

WILLIAM  W.  BLAIR,  M.D. 

PITTSBURGH,  PA. 

In  the  course  of  a normal  pregnancy  the  eyes 
show,  as  a rule,  no  departure  from  the  normal 
if  they  were  healthy  preceding  the  pregnant 
state.  Where,  however,  there  has  been  ante- 
cedent eye  trouble,  or  where  the  pregnancy  pur- 
sues an  abnorrnal  course,  many  troubles  may 
arise.  That  this  should  be  true  is  not  to  be  won- 
dered at,  when  we  consider  the  changes  that  take 
place  in  the  whole  body  chemistry  in  the  excre- 
tions, secretions,  digestion,  blood  pressure,  etc. 

Power^  divides  the  eye  disorders  of  pregnancy 
into  three  categories : 

1.  Those  dependent  upon  general  anemia, 
such  as  central  corneal  ulceration,  loss  of  ac- 
commodation, etc. 

2.  Those  due  to  involvement  of  the  nervous 
system,  or  to  sudden  loss  of  blood. 

3.  Those  in  consequence  of  albuminuria. 

The  affections  occurring  in  the  first  and  sec- 
ond divisions  are  rare,  while  eye  conditions  aris- 
ing from  disturbed  kidney  function  are  rela- 
tively frequent.  Therefore,  it  is  to  some  phases 
of  the  latter  condition  I should  like  to  ask  your, 
attention. 

Since  von  Graefe’s  time,  the  visual  disturb- 
ance occurring  during  pregnancy  along  with 
alteration  in  the  kidney  function  has  been  a 
condition  readily  recognized,  but  as  yet  not  fully 
understood.  Fundus  changes  occur  during  the 
latter  half  of  pregnancy,  and  apparently  as  fre- 
quently among  primapara  as  multipara. 

Concerning  the  whole  subject  of  the  toxemias 
of  pregnancy,  there  is  much  confusion,  for  the 
reason  that  the  underlying  pathology  is  not  in  all 
cases  identical.  Several  classifications  have  been 
made,  none  of  which  are  entirely  satisfactory. 

Following  Schieck’s-  communication  to  the 
Heidelberg  Society  in  1907,  and  later  his  sum- 
mary in  the  Klinische  Monatsbldtter  in  1921, 
Cheney®  of  Boston  presented  an  admirable 
resume  of  the  whole  subject,  with  his  own  classi- 
fication which  is  simple  and  covers  the  ground, 
at  least  as  far  as  it  is  at  present  understood : 

1.  Acute  toxemias  of  pregnancy,  commonly 
occurring  in  principaras  and  in  the  later  months. 

2.  Chronic  nephritis.  These  are  cases  where 
nephritis  has  existed  previous  to  pregnancy,  per- 

*Read  before  the  General  Meeting  of  the  Medical  Society  of 
the  State  of  Pennsylvania,  Reading  Session,  October  8,  1924. 


280 


THE  ATLANTIC  MEDICAL  JOURNAL 


February,  1925 


haps  unsuspected,  and  where  the  pregnant  state 
throws  an  extra  burden  on  the  kidneys. 

3.  Recurrent  toxemia,  where  there  is  a recur- 
rence of  urinary  changes,  high  blood  pressure, 
etc.,  in  successive  pregnancies,  with  no  demon- 
strable alteration  of  kidney  function  occurring 
between. 

The  true  etiology  of  acute  toxemia  is  probably 
the  least  understood  of  all.  It  comes  on  sud- 
denly, late  in  the  pregnancy,  is  accompanied  by 
loss  of  vision,  high  blood  pressure,  excessive 
albuminuria,  and  often  ends  in  convulsions.  If 
the  patient  survives,  the  vision  returns  to  nor- 
mal, and  the  patient  may  go  through  subsequent 
pregnancies  without  mishap. 

In  Schieck’s^  two  cases  which  came  to  autopsy, 
the  only  changes  noted  throughout  the  vascular 
system  were  degenerative  epithelium  changes. 
In  the  kidneys,  also,  there  were  no  interstitial 
changes.  In  short,  the  picture  was  that  of  an 
acute  toxemia  occurring  in  an  individual  whose 
cardiorenal  system  was  healthy.  By  some  au- 
thorities it  is  held  that  the  toxemia  is  the  result 
of  absorption  of  products  from  the  uterine  con- 
tents. 

It  would  seem  that  the  more  recently  ad- 
vanced theory  is  probable,  that  focal  infections, 
septic  tonsils,  bad  teeth,  etc.,  play  a part  in  the 
etiology  of  this  condition.  It  is  certainly  true 
that  we  repeatedly  have  seen  the  urine  clear  up 
and  the  blood  pressure  come  down,  with  an  im- 
provement in  the  general  health  of  pregnant 
women  after  the  excision  of  a pair  of  badly  in- 
fected tonsils. 

In  the  second  type  of  case  we  have  an  en- 
tirely different  problem.  The  onset  is  much 
more  gradual,  the  urine  contains  albumin,  but 
not  to  the  startling  extent  seen  in  the  acute 
forms.  Convulsions  are  not  so  likely  to  super- 
vene, and  if  they  do,  the  picture  then  becomes 
much  the  same  as  we  observed  in  the  acute 
variety.  Autopsy,  however,  discloses  an  entirely 
different  pathological  condition.  According  to 
Kosmak,®  there  is  in  these  cases  quite  a charac- 
teristic kidney  picture;  viz.,  chronic  interstitial 
inflammation,  with  obliteration  and  constriction 
of  the  vessels. 

In  the  retina  we  find  hemorrhages,  some 
edema  in  the  region  of  the  optic  disc,  and  some- 
times the  characteristic  star-shaped  figure  at  the 
macula.  In  these  cases,  the  retinal  changes  are 
slow  to  clear  up,  the  urine  continues  to  show 
albumin  and  casts,  and  the  blood  pressure  re- 
mains high  for  some  months  or  even  years  after 
the  termination  of  pregnancy. 

TREATMENT 

It  will  be  seen  that  the  management  in  the  two 


types  of  cases  must  be  different.  In  the  acute 
toxemia  type,  owing  to  the  great  tendency  to 
convulsions,  it  is  wiser  to  terminate  the  preg- 
nancy early,  esp>ecially  if  the  ocular  fundi  show 
involvement  in  keeping  with  the  toxic  state,  as 
further  indicated  by  the  urinary  findings.  In 
the  second  type,  we  are  justified  in  delaying  the 
termination  of  the  pregnancy ; first,  because  con- 
vulsions are  not  so  liable  to  come  on ; and  sec- 
ond, since  we  are  here  dealing  with  what  is  but 
an  exacerbation  of  a chronic  condition,  we  may 
hope  by  diet,  rest,  hot  packs  and  other  measures 
to  relieve  the  laboring  kidneys  of  a part  of  the 
excess  load,  and  thus  bring  the  patient  through 
to  term. 

If  Cheney’s®  classification  as  above  outlined  is 
correct,  and  I believe  it  is  a reasonable  one,  it 
appears  that  we  have  come  nearer  to  a common 
understanding  as  to  the  handling  of  these  puz- 
zling cases. 

The  question  immediately  arises : How  shall 
we  know  into  which  of  the  above  classes  a given 
case  shall  be  placed? 

I do  not  believe  there  is  any  rule  which  will 
prove  an  infallible  guide.  However,  if  we  keep 
in  mind  certain  facts  as  to  the  pathology,  which 
may  be  the  chief  factor,  and  take  into  consid- 
eration the  previous  history  of  the  patient,  the 
picture  presented  by  the  urinary  analysis,  the 
blood  pressure— be  it  normal,  slightly  elevated, 
or  excessively  high — speed  of  onset  of  symp- 
toms, etc.,  we  should  arrive  at  a correct  estimate 
of  the  condition  in  a considerable  number  of 
cases. 

Can  we  gain  any  knowledge  from  ophthalmo- 
scopic examination? 

In  the  acute  toxic  cases,  as  pointed  out,  the 
retinal  vessels  undergo  no  visible  alteration ; 
there  is  great  edema  of  the  retina,  flushed  disc 
and  scattered  hemorrhages,  and  when  the  vision 
suddenly  goes,  we  are  face  to  face  with  a crisis 
where  immediate  action  is  necessary,  and  there 
is  no  time  for  prolonged  or  extended  study  of 
the  ocular  fundus.  The  point  to  be  made  here  is 
that  in  these  cases,  up  to  the  time  of  the  sudden 
outbreak  of  the  toxic  state,  the  fundus  picture 
gives  us  no  warning  of  the  impending  danger. 

In  the  second  or  distinctly  nephritic  type  of 
case,  a careful  study  of  the  fundus  will  show, 
according  to  Volhard,’’  Silex,®  Cheney®  and  oth- 
ers, definite  signs  of  arterial  sclerosis.  As 
Cheney  expresses  it,  “the  vessels  of  the  retina 
appear  as  if  seen  in  an  individual  of  sixty  years, 
‘normal  for  age,’  whereas  these  patients  are  usu- 
ally much  younger  than  that,  so  that  the  tortu- 
osity, narrowing  of  the  arterial  light  streak, 
slight  notching  of  the  veins,  etc.,  must  be  put 
down  as  abnormal.’’  So  it  would  seem  that  the 
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use  of  the  ophthalmoscope  might  be  of  great 
value  in  classifying  these  very  trying  and  diffi- 
cult cases. 

CONCLUSIONS 

Clinical  evidence,  now  supported  by  labora- 
tory findings,  shows  quite  clearly  that  changes  in 
the  ocular  fundi  occurring  during  pregnancy  and 
leading  to  greater  or  less  disturbance  of  vision 
which  may  be  permanent,  represent  fundamen- 
tally two  distinct  disease  entities : 

1.  The  acute  toxic  condition,  in  which  the 
kidney  involvement  is  purely  secondary  to  the 
toxemia.  We  may  accept  this,  I think,  even 
though  we  are  as  yet  unable  to  say  from  what 
causes  the  toxemia  has  arisen.  In  fact,  it  is  not 
unlikely  that  the  exciting  cause  may  be  quite  a 
different  one  in  different  cases. 

2.  The  toxemia  of  chronic  nephritis.  Here 
the  origin  is  quite  another  affair,  the  toxic  state 
being  clearly  a result  of  the  cardiovascular-renal 
changes.  Hence  our  management  of  the  two 
conditions  may  not  be  routine,  but  must  be  dic- 
tated by  a clear  understanding  of  the  true  char- 
acter of  each  individual  case. 

DISCUSSION 

Dr.  John  Cooke  Hirst  (Philadelphia,  Pa.):  The 
commonest  hemorrhage  in  pregnancy  with  which  the 
general  practitioner  has  to  deal  is  naturally  that  of 
abortion.  He  sees  these  patients  more  than  any  other 
type,  and  the  proper  treatment  of  these  cases  is  a mat- 
ter of  considerable  importance  to  him.  If  the  abortion 
is  simply  threatened,  rest  in  bed  without  any  other 
treatment  is  the  proper  thing  to  do.  If  the  hemorrhage 
increases  and  there  is  beginning  dilatation  of  the  os, 
the  best  treatment  is  proper  aseptic  packing.  In  a 
vast  majority  of  cases  that  ovum  will  be  discharged 
spontaneously  within  twelve  to  eighteen  hours.  I do 
not  believe  these  patients  should  be  let  alone  after  dis- 
charging the  ovum,  nor  do  I think  they  should  be  curet- 
ted. The  proper  procedure  is,  on  the  table,  with  Emmet 
curettement  forceps,  to  explore  the  uterine  cavity  and 
remove  the  portions  of  tissue  attached  to  the  uterine 
walls  which  have  not  been  discharged  and  which  will 
cause  bleeding  sometimes  for  months.  I do  not  believe 
the  curette  is  a good  thing,  but  the  curettement  forceps 
I know  are  very  valuable. 

As  to  extra-uterine  pregnancy:  if  we  have  a patient 
of  child-bearing  age  who  has  missed  one  or  at  most  two 
periods,  who  is  seized  with  sudden  sharp  abdominal 
pain  with  some  vaginal  bleeding,  that  justifies  a pre- 
sumptive diagnosis  of  extra-uterine  pregnancy,  and  the 
sooner  we  get  that  patient  to  the  hospital  the  better  she 
will  be. 

As  far  as  the  treatment  of  placenta  praevia  is  con- 
cerned, I am  radical.  I have  had  the  same  experience 
as  Dr.  Miller — unnecessary  deaths  from  too  frequent 
performance  of  version.  The  lower  uterine  segment 
tears  easily.  I had  a tragic  example  of  that  last  year. 
I saw  a patient  with  central  placenta  praevia.  I ad- 
vised cesarean  section,  but  there  was  some  delay  in  get- 
ting her  to  the  hospital.  They  called  in  another  man 
who  said  I was  a little  radical,  and  he  turned  the  child 
without  an  abdominal  operation.  The  child  was  born 
dead ; the  mother  died  half  an  hour  afterward  of  a rup- 


tured uterus,  and  when  the  result  of  the  operation  was 
reported  to  the  husband  he  went  home  and  committed 
suicide.  If  the  patient  had  had  a cesarean  that  family 
would  have  been  united  on  earth  instead  of  somewhere 
else.  I believe  every  case  of  central  placenta  praevia  is 
best  treated  by  cesarean  section. 

In  regard  to  Dr.  Polak’s  paper,  I have  only  one 
thing  to  add.  I think  it  is  the  duty  of  every  general 
practitioner  to  combat  the  silly  idea  among  the  laity 
that  irregular  bleeding  at  the  menopause  is  to  be  ex- 
pected. If  you,  gentlemen,  will  only  take  the  stand  that 
every  hemorrhage  at  the  menopause  is  due  to  cancer 
unless  proved  otherwise,  we  will  get  these  patients 
early  enough  to  secure  more  favorable  results  in  oper- 
ations for  cancer. 

Dr.  Harold  A.  Miller:  There  is  just  one  purpose 
in  entering  the  cervical  canal  with  the  uterus  in  posi- 
tion, and  that  is  to  promote  drainage.  With  the  cervix 
well  back,  your  finger  may  be  all  the  drainage  you 
want.  But  there  is  no  doubt  that  every  time  you  go 
into  a puerperal  uterus  with  a curette  or  with  your 
finger  you  break  down  Nature’s  barriers  and  permit 
the  invasion  of  bacteria.  When  you  have  a carbuncle 
why  do  you  not  curette  out  all  the  material  ? Why  do 
you  not  curette  out  the  debris  in  a case  of  appendicitis? 
It  is  just  as  logical  to  curette  the  abdominal  cavity  fol- 
lowing the  taking  out  of  a necrotic  appendix  as  it  is  to 
curette  a puerperal  uterus  without  regard  to  what  kind 
of  bacteria  are  in  the  uterus.  There  is  only  one  ra- 
tional treatment,  and  that  is  to  elevate  the  patient’s  bed 
and  permit  free  drainage  from  the  pelvic  canal. 

Dr.  George  W.  Reese  (Shamokin,  Pa.)  : Dr.  Miller 
just  made  a statement  that,  not  because  of  experience 
but  because  of  duty,  I am  going  to  take  exception  to. 
In  the  first  place,  the  gynecologists  say  that  every  case 
in  which  we  make  an  examination  is  potentially  in- 
fected. They  do  not  stop  there;  they  say  every  time 
we  go  into  the  perimetrium  there  is  infection.  But  Dr. 
Miller  said  we  must  not  use  a curette.  If  a woman 
comes  in  before  instrumentation  has  been  used,  if  she 
is  not  sterile,  is  it  possible  that  in  this  day  we  must 
stand  by  and  let  that  uterus  alone,  no  matter  how  much 
residual  material  is  there,  and  wait  and  not  use  a 
curette?  That  I cannot  conceive.  While  I admit  there 
is  a possibility  of  rupturing  the  uterus,  yet  I wish  Dr. 
Miller  would  tell  us  why  we  should  not  take  out  that 
material. 

Dr.  John  Osborn  Polak  (in  closing)  : I rise  with  a 
great  deal  of  hesitancy  after  listening  to  the  oratorical 
flight  of  Dr.  Reese,  to  take  part  in  closing  the  discus- 
sion. But  as  no  one  discussed  my  paper  I will  take  this 
opportunity  to  emphasize  two  of  the  points  brought  out 
by  Dr.  Miller’s  presentation. 

One  is  the  question  that  Dr.  Hirst  brought  up  rela- 
tive to  ectopic  pregnancies.  He  is  right  when  he  says 
every  acute  abdominal  pain  with  faintness,  occurring  in 
women,  may  possibly  be  a case  of  ectopic  gestation. 
This  does  not  necessarily  mean  operation,  but  does  mean 
observation.  Hemorrhage  does  occur  as  a symptom  of 
ectopic,  and  is  the  earliest  symptom  in  practically  all 
of  the  cases.  In  76  per  cent  of  all  cases  we  have  what 
is  known  as  tubal  abortion,  and  hemorrhage  is  present 
as  the  earliest  and  only  symptom.  It  also  occurs  in 
tubal  rupture.  The  only  class  of  case  where  it  is  not 
present  in  the  early  weeks  is  in  the  interstitial  form  of 
jiregnancy,  where  the  uterine  muscle  adjusts  itself  by 
hypertrophy  to  the  larger  growth  of  the  -ovum.  When 
we  get  these  cases  of  ectopic  pregnancy,  there  is  usu- 
ally a history  of  a missed  or  postponed  menstruation, 
with  metrorrhagia  and  some  abdominal  pain.  On  physi- 
cal examination  we  will  find  a sensitive  cervix  in  97 
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per  cent  of  cases.  I have  had  447  ectopic  cases  that 
have  been  studied,  and  in  these  cases  97  per  cent  had  a 
sensitive  cervix.  In  that  number  there  were  96  per 
cent  that  had  hemorrhage  as  a symptom. 

The  other  point  is  one  of  great  interest.  Dr.  Reese 
presented  it  in  a masterly  fashion.  But  do  not  let  us 
confuse  ourselves — there  is  a difference  between  the 
spontaneous,  noninfected,  aseptic  abortion,  and  the  in- 
fected abortion.  In  the  case  of  the  noninfected  abor- 
tion I use  a curette  before  the  eighth  week,  because  we 
never  get  a complete  emptying  of  the  uterus — complete 
expulsion  of  the  ovum.  Between  the  eighth  and  four- 
teenth week,  I use  the  finger  and  the  forceps  after  the 
cervix  is  dilated,  if  there  is  bleeding.  After  the  four- 
teenth week,  I use  the  fingers  on  the  other  hand. 

If  we  have  a septic  abortion  we  are  dealing  with 
something  entirely  different,  and  the  only  way  to  secure 
our  patient  from  septic  infection  is  by  the  production 
of  immunity.  It  is  not  you  or  I,  as  surgeons,  that  do 
anything  in  these  cases ; it  is  the  patient’s  reaction.  If 
there  is  a piece  of  placental  material  in  there,  and 
drainage  can  be  accomplished  and  contraction  and  re- 
traction of  the  uterus  maintained,  that  patient  will  sen- 
sitize herself  by  a reaction,  and  if  you  should  section 
the  uterus  you  would  see  the  reaction  in  the  basal 
endometrium  in  numberless  round  cells.  The  best  illus- 
tration is  a fire  on  the  garage  floor.  If  you  throw 
water  on  it  you  spread  it.  That  is  what  you  stir  up 
with  the  curette.  But  pile  some  sand  around  the  edge 
of  the  burning  gasoline  and  gradually  you  confine  the 
flame  and  it  burns  out.  That  is  what  happens  in  the 
uterus  through  Nature’s  resistance  to  the  hyperemia 
produced  by  firm  contraction. 

I want  to  say  to  you  that  in  these  cases  where  there 
is  a history  of  septic  abortion  you  do  not  want  to  go 
into  the  uterus  at  all  until  you  are  satisfied  that  that 
woman  cannot  empty  the  contents  herself,  and  her  tem- 
perature has  been  normal  for  several  weeks.  I think 
the  records  in  our  hospitals  show  that  you  can  leave 
placental  material  in  the  uterus  for  weeks  and  it  will 
not  kill  the  patient,  provided  you  do  not  mix  the  bugs. 
It  is  like  mixing  drinks — bad  for  the  individual. 

Dr.  Harold  A.  Miller  (in  closing)  : There  is  very 
little  left  to  say  about  bleeding  in  pregnancy.  There  is 
one  salient  point  that  I wish  to  bring  out  that  may  not 
have  been  emphasized.  In  the  bleedings  that  seem  to 
occur  at  the  time  of  the  menopause,  the  curette  and  the 
microscope  are  diagnostic  -factors. 

I passed  over  rather  rapidly  the  question  of  abortion. 
My  attitude  on  abortion  is  that  rest  in  bed  may  occa- 
sionally stop  these  abortions  if  they  are  due  to  prema- 
ture separation  of  the  placenta.  I believe  that  morphin 
does  but  little  more  than  to  make  the  patient  comfort- 
able; it  rarely  prevents  abortion.  I have  noticed  the 
effect  of  morphin  in  many  labors,  and  am  convinced 
that  the  cervix  will  dilate  just  as  rapidly  with  as  with- 
out morphin.  If  that  is  true  of  a patient  in  labor,  it 
seems  to  me  it  is  probably  true  in  cases  of  threatened 
abortion. 

In  cases  of  threatened  abortion,  while  I have  heard  it 
said  by  good  men  that  no  abortion  is  complete  until  it 
is  followed  by  packing  the  cervix  or  curettage,  on  the 
other  hand,  with  me,  every  abortion  is  either  complete 
or  permitted  spontaneously  to  complete  itself  unless  I 
have  one  thing — continuation  of  the  hemorrhage.  With- 
out hemorrhage,  I never  enter  the  puerperal  birth  canal 
with  a curette  or  otherwise.  I have  seen  many  cases  of 
so-called  one-child  sterility  following  either  packing  of 
the  uterus,  making  instrumental  or  digital  examination, 
or  manipulation  of  the  puerperal  uterus. 


OCULAR  ANOMALIES  AND  THEIR 
CLINICAL  SIGNIFICANCE* 

WARREN  S.  REESE,  M.D. 

PHILADELPHIA,  PA. 

On  receiving  a letter  from  the  Secretary  of 
your  Section,  inviting  my  participation  in  this 
meeting,  it  occurred  to  me  that  the  subject  of 
“Ocular  Anomalies  and  Their  Clinical  Signifi- 
cance” might  possibly  be  of  interest,  and  I, 
therefore,  present  some  of  the  anomalies  which 
seem  to  me  to  be  interesting  and  instructive,  en- 
deavoring to  select  those  which  will  be  of  prac- 
tical clinical  importance. 

A cursory  glance  through  the  current  ophthal- 
mological  literature  reveals  how  frequently  these 
anomalies  concern  us.  In  a recent  issue  of  the 
American  Institute  of  Medicine,  three  successive 
abstracts  were  devoted  to  them  and  there  were 
a number  of  others  in  the  same  issue  which  also 
dealt  with  them  directly  or  indirectly.  Indeed, 
the  importance  of  this  subject  can  hardly  be 
exaggerated,  since  a lack  of  knowledge  of  these 
anomalies  may  lead  to  useless  clinical  investiga- 
tions, ineffectual  therapy,  false  prognoses  and 
even  to  operative  procedures  which  are  not  only 
of  no  avail  but  which  may  be  actually  fraught 
with  considerable  danger. 

These  anomalies  may  increase  the  complexity 
of  a case  and  even  lead  us  to  an  incorrect  diag- 
nosis. As  a rule,  however,  they  are  helpful  to  us 
in  arriving  at  our  conclusions.  The  chief  lesson 
to  be  learned  from  them  is  that  when  we  see  one, 
we  should  be  on  the  alert  for  others,  or  for  other 
signs,  symptoms  or  syndromes  that  commonly 
accompany  them.  In  fact,  some  are  almost  in- 
variably coexistent,  such  as  coloboma  of  the  iris 
and  coloboma  of  the  choroid.  Likewise,  certain 
symptoms  or  signs  may  occur  with  them,  such 
as  amblyopia  in  squint  and  nystagmus  in  albi- 
nism, and  in  fact,  clinical  entities  may  depend  on 
them,  as  instanced  by  the  occurrence  of  glau- 
coma in  aniridia. 

Prof.  J.  Parsons  Shaeffer,  in  connection  with 
some  of  his  admirable  anatomical  studies,  has 
repeatedly  called  attention  to  the  wide  anatomi- 
cal variations  and  the  importance  of  keeping 
these  variations  in  mind  when  we  probe  the 
lachrymal  duct,  or  when  we  consider  the  possi- 
bility of  an  ocular  disturbance  being  the  result 
of  ethmoidal  or  sphenoidal  disease,  or  when  we 
see  pituitary  tumors  affecting  the  eyes.  Here, 
again,  such  anomalies,  or,  as  Prof.  Shaeffer 
rightly  prefers  to  call  them,  anatomical  varia- 
tions, may  be  the  spark  that  sets  off  the  fire  or 

*Read  before  the  Section  on  Eye,  Ear,  Nose  and  Throat 
Diseases  of  the  Medical  Society  of  the  State  of  Pennsylvania, 
Reading  Session,  October  7,  1924. 
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the  water  that  puts  that  same  fire  out.  A pitui- 
tary tumor  may  in  one  person  produce  bitem- 
poral hemianopsia,  in  a second,  a homonymous 
field  defect,  and  in  a third,  no  field  defect  at  all. 

Certain  of  these  anomalies  enable  us  to  make 
a diagnosis  of  amblyopia  with  much  more  assur- 
ance than  we  could  in  their  absence.  Squint  is 
probably  of  first  importance  in  this  connection. 
Whether  the  amblyopia  is  the  result  or  cause  is, 
of  course,  a mooted  question,  and  one  that  does 
not  at  this  time  concern  us.  An  inferior,  or 
“nach  unten”  conus  is  another  very  frequent 
amblyopic  concomitant,  as  is  also  a reversal  in 
distribution  of  the  retinal  vessels. 

Disc  anomalies  may  sometimes  create  diffi- 
culty in  diagnosis.  Pseudoneuritis  is  probably 
of  prime  importance,  since  failure  properly  to 
differentiate  this  may  lead  to  useless  clinical  and 
laboratory  endeavors  and  very  serious  conse- 
quences. Its  recognition  depends  on  the  absence 
of  inflammatory  phenomena,  and  the  presence, 
usually,  of  a high  hyperopia.  Drusen  on  the 
disc  may  lead  to  erroneous  conclusions.  A post- 
graduate student  seen  at  Wills  Hospital  some 
time  ago,  had  had  several  Wassermanns,  and  if 
I recall  correctly,  antiluetic  treatment  for  this 
anomaly.  Medullated  or  opaque  nerve  fibres 
may  simulate  optic  neuritis,  or  when  away  from 
the  disc,  may  be  mistaken  for  choroiditis.  An 
atypical  case  of  this,  seen  several  years  ago 
through  the  courtesy  of  Dr.  J.  Milton  Griscom, 
required  careful  study  before  optic  neuritis  was 
ruled  out.  Several  somewhat  similar  cases  have 
been  observed  recently  at  Wills  Hospital.  The 
edema  and  circum-papillary  changes  of  nephritis 
and  choroiditis  may  simulate  this  anomaly. 
Avulsion  of  the  optic  nerve  and  coloboma  of  the 
nerve  head  may  resemble  each  other,  but  in  this 
case  the  history  will  in  itself  differentiate  them. 
Poorly  outlined  or  fuzzy  nei*ve  heads  often  re- 
quire repeated  examinations  in  order  to  rule  out 
neuritis,  esj>ecially  when,  as  frequently  happens, 
the  nerve  head  is  hyperemic  as  the  result  of  a 
high  hyperopia.  This  latter  anomaly,  however, 
will  in  this  case  serve  to  put  us  on  our  guard. 
Atypical  physiologic  cups  may  lead  to  confusion 
and  often  require  careful  study  in  differentiating 
them  from  glaucomatous  cupping.  In  these 
cases,  however,  the  tension  and  fields  will  serve 
to  differentiate. 

Just  as  these  anomalies  may  assume  much  clin- 
ical importance,  so,  according  to  recent  experi- 
mental and  statistical  work,  may  some  of  our 
present  day  clinical  methods  result  in  the  pro- 
duction of  these  anomalies.  Driessen  has  shown 
experimentally  that  the  development  of  the 
embryo  in  gravid  rabbits,  exposed  in  youth 'to 
roentgen  rays,  was  liable  to  be  abnormal.  Hert- 


wig’s  experiments  confirmed  the  same  for  ra- 
dium. Of  the  i8  known  cases  of  childbirth 
after  irradiation  during  pregnancy  only  fifty  per 
cent  of  the  infants  were  apparently  normal  at 
birth  and  later  development  of  only  one  of  these 
is  known  to  have  been  normal. 

Some  of  these  anomalies  occupy  a borderline 
position,  and  it  is  difficult  to  state  whether  they 
are  developmental  changes,  embryonic  inflamma- 
tory end-results  or  inherent  tissue  defects  due  to 
some  fault  of  the  individual  cells.  Among  these 
may  be  mentioned  retinitis  pigmentosa,  or  more 
properly,  pigmentary  degeneration  of  the  retina, 
amaurotic  family  idiocy,  buphthalmos,  and  fa- 
miliar defects  such  as  cataracts,  bilateral  macu- 
lar degenerations,  and  blue  scleras  associated 
with  brittle  bones  and  progressive  deafness. 
Some  of  these  develop  at  puberty,  such  as  kera- 
toconus  and  juvenile  glaucoma,  and  I should  not 
be  surprised  if  certain  cataracts  which  we  refer 
to  as  “complicated”  might  eventually  be  placed 
in  this  category,  since  they  usually  occur  in 
young  adults  who  exhibit  other  stigmata.  It  is 
likewise  possible  that  some  of  our  rare  and  ob- 
scure conditions,  such  as  Von  Hippie’s  disease, 
may  depend  on  an  abiotrophy  with  selective 
characteristics. 

These  anomalies  play  an  important  part  in  our 
refractive  work.  We  are  so  accustomed  to  see 
exophoria  in  myopes  and  esophoria  in  hyperopes 
that  when  we  have  cases  contrary  to  this,  we  are 
at  a loss  as  to  what  lens  to  prescribe.  We  have 
the  same  difficulty  when  a convergent  squint  is 
seen  in  a myope.  These  might  be  referred  to  as 
anomalous  anomalies. 

An  interesting  congenital  muscle  anomaly 
which  does  not  seem  always  to  be  understood 
and  for  which  I have  heard  operative  sugges- 
tions by  hasty  observers,- is  that  which  is  fre- 
quently referred  to  as  Duane’s  syndrome.  This 
is  characterized  by  lack  of  function  of  the  ex- 
ternal rectus,  so  that  the  affected  eye  usually 
cannot  be  abducted,  and  on  adduction  it  sinks 
into  the  orbit  and  the  palpebral  fissure  becomes 
very  narrow.  This  affection  is  usually  unilateral 
and,  as  we  would  expect,  there  is  no  diplopia. 
It  is  probably  due  to  failure  of  development  of 
the  externus,  the  muscle  remaining  as  a cord- 
like band  of  fibrous  tissue. 

Congenital  tortuosity  of  the  retinal  vessels  at 
times  leads  to  a diagnosis  of  arteriosclerosis. 
The  absence  of  sclerosis  of  the  arteries,  arterio- 
venous constriction  of  the  veins,  retinal  hemor- 
rhages, etc.,  and  the  presence  very  often  of  high 
hyperopia,  pseudoneuritis,  or  other  anomalies, 
should  make  this  mistake  impossible. 

I believe  that  cases  of  peripheral  retinocho- 
roiditis  are  often  incorrectly  called  retinitis 
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pigmentosa.  In  fact,  I was  in  the  habit  of  call- 
ing them  such  until  Dr.  de  Schweinitz  called  my 
attention  to  the  differences  while  I was  stationed 
at  Cape  May,  where  we  saw  a relatively  large 
numher  of  these  cases.  The  almost  pathogno- 
monic waxy-white,  sharply  defined  nerve  head, 
the  markedly  contracted  vessels  and  the  charac- 
teristic pigmentation  of  retinitis  pigmentosa 
should  be  sufficient  for  its  recognition. 

In  conclusion,  I wish  to  acknowledge  the  aid 
of  Dr.  William  Zentmayer  and  Dr.  J.  Parsons 
Shaeffer  in  the  preparation  of  this  pai>er. 

DISCUSSION 

Dr.  Luther  C.  Peter  (Philadelphia,  Pa.)  : It  is  not 
possible  in  so  brief  a discussion,  nor  does  it  seem  to  be 
advisable,  to  enter  into  a minute  differentiation  of  the 
clinical  phenomena  to  which  the  author  has  called  our 
attention.  He  has  touched  upon  some  of  the  anomalies 
which  are  frequently  encountered  in  clinical  practice, 
and  which  cause  the  busy  man  to  stop  and  mark  time 
in  differentiating  them  from  pathological  processes  to 
which  they  superficially  have  a rather  close  resem- 
blance. 

If  I read  correctly  between  the  lines  of  this  thought- 
ful paper  by  Dr.  Reese,  the  fact  which  forces  itself  to 
the  front  is  a plea  on  the  part  of  the  essayist  for  better 
differential  diagnosis  in  routine  clinical  practice.  He 
has  enumerated  but  a few  of  the  many  ocular  anoma- 
lies, or  anatomic  variations,  found  in  ophthalmic  prac- 
tice, to  drive  home  in  a modest  way  the  thought  that  a 
better  knowledge  of  these  anatomic  variations  or  more 
painstaking  methods  of  diagnosis,  or  possibly  both, 
would  save  much  clinical  confusion  and  would  yield 
better  results  from  rational  surgery  and  therapy.  It  is 
from  this  standpoint,  therefore,  that  I prefer  to  discuss 
his  paper  very  briefly. 

One  of  the  disappointing  features  of  that  well- 
known  classic.  Osier’s  “Practice  of  Medicine,”  as  it 
appeared  to  the  young  student,  eager  to  learn  how  to 
treat  and  what  drugs  to  prescribe  in  given  diseases,  was 
the  many  pages  devoted  to  pathology  and  the  few  to 
therapeutics.  It  required  but  little  time,  however,  to 
convince  one  that  the  author  knew  what  was  needed 
and  gave  it  to  his  readers.  In  the  practice  of  ophthal- 
mology, a knowledge  of  the  minute  anatomy  of  the  eye 
and  its  variations,  and  as  a natural  corollary,  a knowl- 
edge of  the  histopathology  of  the  eye,  are  the  founda- 
tions upon  which  we  must  build.  Any  preparation  to 
practice  the  specialty  without  this  basic  work  will  be 
superficial  and  inadequate.  To  the  average  graduate 
student,  the  importance  of  this  fact  is  not  fully  appre- 
ciated until  clinical  work  is  well  under  way,  and  his 
reluctance  to  “waste  time,”  as  he  calls  it,  on  histo- 
pathology, which  he  feels  he  will  not  be  able  to  use 
in  his  practice,  is  evident  each  year  with  each  incoming 
group  of  students.  This  underestimate  of  its  value  is 
followed  by  a profound  respect  for,  and  an  eagerness 
to  acquire,  all  that  can  be  given  him,  as  the  subject 
reaches  the  stage  of  clinical  application.  As  Dr.  Reese 
has  carefully  pointed  out,  many  clinical  errors  in  diag- 
,nosis  might  be  avoided  by  a better  knowledge  of  ana- 
tomic variations  in  their  differentiation  from  patho- 
logical processes. 

Of  equal  importance  to  the  clinical  ophthalmologist 
are  the  refinements  in  diagnosis.  These  have  been 
made  possible  in  the  last  decade  by  better  instruments 


of  precision.  Among  the  anomalies  enumerated  by  Dr. 
Reese,  those  of  the  intra-ocular  structures  are  of  the 
greatest  importance.  Failure,  for  example,  to  differ- 
entiate between  congenital  connective  tissue  on  the 
retinal  vessels  and  inflammatory  connective  tissue,  to 
distinguish  an  extensive  physiological  cup  from  a 
glaucomatic  cup,  or  to  distinguish  a pseudoneuritis 
from  true  neuritis  may  be  responsible  for  much  unnec- 
essary laboratory  investigation,  to  say  nothing  of  the 
annoyance  to  the  patient  by  unnecessary  alarm  and 
uncalled-for  prolonged  and  misdirected  treatment.  As 
an  aid  to  intra-ocular  differentiation,  we  are  particu- 
larly fortunate  during  the  last  few  years  to  have  placed 
at  our  disposal  three  improved  methods  of  investigation. 
In  each  instance,  the  profession  at  large  has  been  slow 
to  appreciate  not  only  their  value,  but  the  necessity  for 
them.  The  study  of  the  fundus  by  means  of  the  Gull- 
strand  binocular  ophthalmoscope  affords  a means  of 
differentiation  of  which  few  in  the  profession  have 
availed  themselves.  In  addition  to  this  means  of  study, 
so  far  superior  to  the  ordinary  ophthalmoscope,  slit- 
lamp  microscopy  is  practiced  by  few,  and  by  most  oph- 
thalmologists regarded  only  as  an  ultrascientific  instru- 
ment which  has  no  practical  clinical  value  other  than 
confirmatory  evidence  of  what  they  believe  can  be 
learned  by  simpler  and  well-known  methods  of  study. 
This  is  far  from  the  truth  to  which  everyone  who  has 
acquired  its  technic  can  testify.  That  this  instrument, 
within  a few  years,  will  be  regarded  as  an  indispen- 
sable part  of  an  oculist’s  equipment  is  not  prophecy, 
but  a fact.  The  third  method  of  study  which  offers  to 
the  profession  a means  of  refined  differentiation  is  that 
of  red-free  light ; not  the  red-free  filters  furnished 
with  luminous  ophthalmoscopes  but  red- free  light  with 
a proper  source  of  illumination — the  arc  light. 

These  are  some  of  the  recent  additions  to  our  equip- 
ment which  are  not  only  for  the  man  who  has  much 
time  and  little  practice,  but  also  for  the  busy  man 
whose  office  is  crowded  with  patients.  Few,  if  any  of 
us  can  afford  to  make  mistakes  in  diagnosis,  especially 
when  such  errors  are  the  result  of  inadequate  knowl- 
edge of  fundamentals,  and  incomplete  methods  of  study- 
ing our  cases.  As  the  essayist  has  so  well  pointed  out, 
structural  anomalies  and  anatomic  variations  have 
great  clinical  significance.  Their  recognition  and  dif- 
ferentiation are  vital,  and  call  for  careful  analysis  to 
avoid  unwarranted  conclusions. 

Dr.  Burton  Chance  (Philadelphia,  Pa.)  : It  is  not 
so  much  the  instruments  as  it  is  the  man  using  them, 
although  I am  always  in  favor  of  any  appliance  with 
which  better  views  of  the  fundus  can  be  obtained  than 
with  the  simple  ophthalmoscope  mirror.  It  seems  to 
me,  therefore,  that  the  important  point  which  Dr.  Reese 
has  brought  forward  in  his  paper  is  that  of  the  neces- 
sity for  a definite  and  systematic  routine  examination 
of  every  patient  in  the  ways  laid  down  by  our  elders. 
He  discovered  the  anomalies  in  his  list  which  so  easily 
might  have  been  mistaken  for  pathological  conditions, 
not  by  Hunting  for  them  but  rather  during  the  course 
of  his  painstaking  examinations.  I am  glad  he  has  col- 
lected them  and  presented  them,  so  admirably  grouped, 
to  us  to-day. 

Dr.  William  Zentmayer  (Philadelphia,  Pa.)  : Dr. 
Reese  has  given  us  a most  interesting  paper.  I do  not 
recall  having  seen  before  the  subject  of  ocular  anoma- 
lies so  treated. 

Of  the  several  anomalies,  none  is  so  frequently  mis- 
interpreted as  so-called  pseudopapillitis  or  spurious 
papillitis.  If  we  retain  the  terms  used  by  C.  G.  R. 
Wood  and  accept  his  groupings,  we  will  divide  the 
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cases  into  pseudopapilledema  and  pseudoneuritis.  The 
first  class  includes  those  in  which  the  papilla  shows 
swelling,  and  the  second  those  in  which  it  does  not.  In 
pseudopapilledema  there  is  actual  prominence  of  the 
disc,  the  vessels  are  tortuous,  and  the  veins  sometimes 
enlarged.  Connective  tissue  is  often  present  on  the 
disc  and  along  the  vessels.  The  diagnosis  rests  on  the 
fact,  as  Dr.  Reese  points  out,  that  tliere  is  usually  a 
considerable  degree  of  hyperopia  and  that  visual  fields 
and  acuity  are  mostly  normal,  hemorrhages  and  exu- 
dates are  never  present,  and  that  the  papilla  has  more 
of  a striated  appearance  than  true  papilledema  presents. 
In  some  cases  time  alone  can  clear  up  the  doubt. 

In  the  anomaly  known  as  atypical  pigmentation  of 
the  retina,  which  was  first  pictured  in  Jaeger’s  Atlas 
as  an  atypical  form  of  retinitis  pigmentosa,  and  which 
is  now  recognized  as  being  due  to  abnormal  contact  of 
the  two  leaves  of  the  optic  vesicle,  the  possibility  of 
an  error  in  diagnosis  by  a beginner  is  evident. 

The  continued  observation  of  these  cases,  showing 
that  no  change  occurs  in  the  ophthalmoscopic  picture, 
together  with  the  absence  of  the  characteristic  changes 
in  field  and  light  sense,  make  it  evident  that  the  con- 
dition is  not  of  a pathologic  nature. 

The  student  almost  invariably  looks  upon  the  pres- 
ence of  an  underlying  conus  as  part  of  the  disc  itself. 
Where  an  underlying  conus  exists  it  is  at  times  diffi- 
cult to  be  certain  whether  there  is  also  present  a be- 
ginning glaucomatous  excavation.  The  difference  in 
level  between  the  conus  and  the  disc  often  gives  to  the 
vessels  the  appearance  of  dipping.  Fuchs  has  called 
attention  to  the  same  difficulty  in  the  presence  of  a 
myopic  conus. 

I saw  a case  of  complete  retention  of  the  hyaloid 
artery  and  its  sheath  which  closely  simulated  glioma  of 
the  retina.  Even  to  a greater  degree  does  what  Collins 
and  Mayos  term  atypical  development  of  the  vitreous, 
resemble  glioma. 

An  anomaly  of  considerable  clinical  importance  is  a 
cilioretinal  vessel,  as  in  obstruction  to  the  central  ar- 
tery of  the  retina  the  area  supplied  by  this  vessel,  usu- 
ally the  macula,  will  continue  to  function. 

Dr  Edward  A.  Shumway  (Philadelphia,  Pa.)  : I 
desire  to  discuss  a point  or  two,  and  one  is  the  question 
of  pseudoneuritis.  I illustrate  by  two  cases.  One  was 
a girl  eleven  years  of  age,  neurotic,  who  came  to  the 
University  Hospital  about  ten  years  ago.  She  had  been 
under  the  care  of  a well-known  oculist,  one  of  our  best 
men  in  Philadelphia,  for  neuritis  for  over  a year.  She 
had  epileptic  attacks.  We  looked  at  her  carefully  and 
stu.died  her  functionally.  A series  of  visual  field  tests 
were  made,  but  there  was  no  enlargement  of  the  blind 
spot,  and  we  concluded  it  was  not  a neuritis,  but  a 
pseudoneuritis.  I have  followed  that  child  from  eleven 
years  until  she  is  now  twenty-two.  Nothing  further 
has  developed.  She  has  gradually  lost  the  epileptic  at- 
tacks and  is  at  work,  with  a perfectly  normal  condition, 
and  nothing  has  happened. 

The  second  case  was  a boy  who  was  operated  on  at 
about  six  years  for  convergent  squint.  He  had  ap- 
parently a pseudoneuritis.  There  was  no  change  in  the 
field.  He  was  operated  upon ; the  result  was  good, 
and  the  vision  was  normal  in  each  eye.  About  ten 
years  later  he  commenced  to  have  cerebral  symptoms 
and  optic  neuritis.  He  was  operated  on  by  Dr. 
Charles  Frazier  and  a large  cyst  was  found  in  the 
cerebellar  region,  which  was  tapped.  He  returned  to 
normal,  but  subsequently  died  of  inoperable  sarcoma 
in  the  cerebellar  region.  In  other  words,  the  condition 
was  apparently  the  same  in  each  case  at  the  beginning — 


a pseudoneuritis.  Is  there  any  sure  way  of  differ- 
entiating between  pseudoneuritis  and  a commencing 
true  neuritis? 

I have  been  struck  particularly  with  the  value  of 
diminished  illumination  in  differential  diagnosis.  If 
you  use  your  ophthalmoscope  with  a less  intense 
illumination,  the  apparent  neuritis  may  entirely  dis- 
appear. I appeal  to  the  members  of  this  Section  to 
watch  these  cases  carefully  and  keep  them  under  ob- 
servation. The  second  case  I cited  was  an  apparently 
simple  pseudoneuritis,  but  later  it  developed  into  choked 
disc,  and  the  question  then  was  whether  the  original 
appearance  of  the  nerve  head  was  really  due  to  the 
cyst  which  was  subsequently  removed.  It  is  an  impor- 
tant thing  to  make  a differential  diagnosis,  but  watch 
your  case  afterwards  and  see  if  anything  further  de- 
velops. 

Dr.  Reese  (in  closing)  : As  Dr.  Peter  said,  this  is  a 
large  subject,  and  I realized  that  I could  touch  upon  it 
only  superficially.  Since  I have  written  this  paper  I 
have,  through  the  courtesy  of  Dr.  Chance,  seen  a 
number  of  other  anomalies,  for  instance,  a case  of  con- 
genital pigmentation  of  the  retina  such  as  Dr.  Zent- 
mayer  referred  to  and  which  I had  never  seen  before. 
When  such  a case  is  seen  it  is  very  easy  to  make  an 
incorrect  diagnosis,  unless  one  is  familiar  with  and  has 
these  anomalies  in  mind. 

CONCERNING  THE  SUDDEN  ONSET  OF 
SYMPTOMS  IN  BRAIN  TUMORS* 

WITH  REPORT  OF  ILLUSTRATIVE  CASEst 
GEORGE  WILSON,  M.D., 

AND 

N.  W.  WINKELMAN,  M.D., 

PHILADELPHIA,  PA. 

When  one  is  confronted  by  the  problem,  of  a 
patient  taken  suddenly  ill  with  an  acute  cerebral 
condition  one  naturally  visualizes  arterial  disease 
with  or  without  rupture  of  vessels,  meningitis 
or  encephalitis  in  one  of  its  numerous  manifes- 
tations. We  have  been  impressed  in  the  last 
few  years  by  a number  of  cases  of  brain  tumors 
in  which  the  onset  was  abrupt.  While  it  is 
difficult  accurately  to  ascribe  a cause  for  the 
suddenness  of  the  initial  symptoms  in  some 
cases  of  cerebral  neoplasms,  in  others  a hemor- 
rhage in  the  new  growth  or  into  the  adjacent 
brain  tissue  bas  been  found. 

A hemorrhage  such  as  mentioned  above  is  the 
commonest  cause  of  the  matter  under  discussion 
and  when  it  occurs  the  patient  is  usually  con- 
sidered to  have  an  ordinary  apoplexy.  In  fact 
without  a history  such  a mistake  in  diagnosis 
is  often  impossible  to  avoid. 

Acute  infections,  trauma,  alcohol  and  other 
intoxications  all  may  play  a role  in  precipitating 
the  symptoms  of  a slowly  growing  tumor. 

*Read  before  the  Section  on  Medicine  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania,  Reading  Session,  October 
7.  1924.  , . 

tFrom  the  Neurological  Department  of  the  School  of  Medicine 
of  the  University  of  Pennsylvania  and  from  the  Neurological 
Service  and  Laboratory  of  Neuropathology  of  the  Philadelphia 
General  Hospital. 
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At  this  point  it  is  appropriate  that  we  report 
cases  illustrating  the  abruptness  of  the  onset  in 
certain  cases  of  cerebral  neoplasms. 

REPORT  OP  CASES 

Case  1 : A white  man,  aged  39,  was  admitted  to  the 
service  of  Dr.  Doane  at  the  Philadelphia  General 
Hospital.  He  was  semi-comatose  on  admission  and 
could  not  answer  questions.  The  history  that  came 
with  him  stated  that  he  had  been  drinking  for  one 
week.  On  admission  his  temperature  was  99.6°.  He 
had  rigidity  of  the  neck  and  bilateral  Kernig  and 
Babinski  signs.  He  was  thought  to  be  a case  of 
meningitis  and  alcoholism. 

Spinal  puncture  was  done,  and  ten  c.  c.  of  fluid  re- 
moved. It  was  clear  and  under  slight  pressure  and 
was  acellular. 

Clinical  Course  and  Outcome:  In  the  course  of  sev- 
eral days  he  became  sufficiently  clear  to  admit  that  he 
had  been  drinking.  Four  days  after  admission  he  was 
slated  for  discharge  but  it  was  noted  that  he  had  a 
tendency  to  fall  backward  when  standing.  He  was 
therefore  kept  in  the  hospital  another  day,  when  he 
did  not  recognize  his  relatives.  He  was  confused  and 
negativistic.  He  gradually  became  more  and  more 
stuporous  and  was  in  a condition  similar  to  that  on 
admission.  His  knee  jerks  were  diminished  and  his 
abdominal  reflexes  absent.  The  pupils  were  fixed  and 
irregular.  The  spinal  fluid  was  under  very  high 
pressure;  40  c.  c.  were  withdrawn.  His  blood  chem- 
istry showed  urea,  N.  29,  uric  acid  6,  sugar  190.  He 
died  seven  days  after  admission,  having  continued  in 
coma  for  the  last  three  days. 


Fig.  I.  Under  surface  of  brain,  showing  large  glioma  with 
henvorrhage  in  left  temporal  region,  causing  enlargement  of 
hemisphere  and  distortion  of  pons  and  aqueduct  “Aq.”  Small 
hemorrhages  in  pons  are  visible,  “H”. 

Pathology:  The  brain  was  large  and  softer  than 
normal.  The  left  temporal  lobe  was  the  seat  of  a 
necrotic  tumor,  indefinite  in  outline,  four  by  six  centi- 
meters in  its  greatest  dimension.  It  occupied  the 
anterior  part  of  the  temporal  lobe,  invading  the  inferior 
and  middle  temporal  convolutions  but  not  penetrating 


into  the  superior.  A small  hemorrhage,  one  and  a 
half  centimeters  in  diameter,  was  noted  practically  in 
the  center  of  the  tumor  mass.  It  was  noteworthy  that 
the  pons  was  particularly  large  with  small  hemorrhages 
anterior  to  the  aqueduct,  which  was  somewhat  dis- 
torted as  a result  of  pressure  by  the  tumor.  (Fig.  i). 
Microscopic  sections  showed  the  tumor  mass  to  be  a 
glioma. 

Case  II : A white  woman,  aged  39,  was  admitted 
to  the  Philadelphia  General  Hospital  to  the  service  of 
Dr.  J.  W.  McConnell  on  March  29,  1924,  and  died 
April  22,  1924. 

Present  Illness:  On  January  17,  1924,  she  was  found 
in  bed  in  a stupor  from  which  she  could  not  be 
aroused.  There  was  weakness  of  the  entire  right  side, 
with  incontinence  of  urine.  The  history  obtained  from 
her  relatives  stated  that  nothing  abnormal  had  been 
noticed  except  that  for  two  months  prior  to  this  she 
seemed  more  or  less  dazed. 

During  this  part  of  her  illness  she  was  in  another 
hospital,  when  her  stupor  decreased  so  that  it  was 
found  that  she  had  a motor  aphasia.  On  February  9, 
1924,  she  had  a “relapse”  with  increase  of  the  paralysis 
and  aphasia.  The  examination  at  this  time  showed  the 
motor  aphasia  and  spastic  paralysis  of  the  right  side 
with  increased  reflexes.  Blood  pressure:  170/90. 


Laboratory  Examinations:  Her  blood  findings  were 
normal.  Urine  showed  marked  trace  of  albumin  with 
granular  casts.  Blood  sugar  148.2,  urea  21.4,  N.  P.  N. 
38.8.  Spinal  fluid  gave  a negative  Wassermann,  in- 
crease of  globulin,  pressure  108  mm.  of  water. 

On  admission  to  the  Philadelphia  General  Hospital 
the  findings  were  the  same.  There  was  neither  clonus 
nor  Babinski.  She  developed  a severe  bed-sore,  be- 
came more  and  more  confused  and  died  twenty- four 
days  after  admission. 


February,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


287 


Pathology:  The  consistency  of  the  left  hemisphere 
was  softer  than  the  right,  especially  over  the  frontal 
lobe  where  on  section  there  was  a tumor  mass  extending 
from  within  54  cm.  of  the  frontal  pole  backward  a 
distance  of  6 cm. ; it  w'as  cm.  wide.  The  tumor  was 
indefinite  in  outline;  it  involved  the  caudate  and  ante- 
rior limb  of  the  internal  capsule  and  the  corpus  cal- 
losum on  that  side.  The  anterior  part  of  the  tumor 
was  composed  of  a gelatinous  substance.  The  tumor 
contained  no  hemorrhage  (Fig.  2).  Microscopically 
it  was  a glioma. 

Case  III : A white  man,  aged  53,  a waiter,  was 
admitted  to  the  Philadelphia  General  Hospital  and 
assigned  to  the  service  of  Dr.  C.  W.  Burr  on  August 
19,  1920.  He  was  admitted  in  a semi-stuporous  and 
confused  condition;  therefore  a history  could  not  be 
obtained.  He  lay  quietly  in  bed  and  apparently  suf- 
fered no  pain  but  vomited  twice  after  admission. 

Examination:  He  was  confused  and  disoriented;  he 
said  he  was  in  church  and  that  he  was  twenty-eight. 
He  did  not  understand  simple  questions  and  answered 
“Yes”  to  all  interrogations.  His  face  was  blank  and 
he  took  no  interest  in  things  going  on  about  the  ward. 
He  was  very  weak  and  could  scarcely  stand  and  had  a 
positive  Romberg  which  was  probably  due  to  weakness. 
The  pupils  and  cranial  nerves  were  normal  with  the 
exception  of  double  choked  discs  of  two  diopters.  All 
of  the  deep  reflexes  were  increased  without  clonus  or 
Babinski.  A distinct  weakness  was  present  on  the 
right  side  of  the  body,  involving  the  arm  and  leg  par- 
ticularly. Coordination  was  poor  in  the  right  upper 
extremity.  Apparently  no  disturbance  of  sensation 
was  present. 

Clinical  Course  and  Outcome:  A few  days  after 

admission  a friend  appeared  and  gave  the  following 
history : About  three  weeks  before  his  admission  to 
the  hospital  the  patient  bumped  his  head  on  an  ice 
box  on  two  different  occasions  and  subsequently  he 
complained  of  headache,  general  body  pains  and  devel- 
oped a limp  of  the  right  leg.  He  had  always  been  a 
heavy  drinker.  For  the  past  year  the  patient  had  been 
making  his  own  brew  and  on  one  occasion  it  knocked 
him  out  for  a week. 

He  became  very  irritable  during  his  period  of 
hospitalization  and  muttered  frequently.  He  appar- 
ently had  no  idea  of  what  was  said  to  him.  He  suffered 
from  intense  insomnia. 

When  given  a cigar  the  patient  looked  at  it  and  then 
put  the  proper  end  into  his  mouth.  He  evidently  had 
difficulty  in  the  recognition  of  some  objects.  His 
facial  expression  depicted  curiosity  when  he  was  given 
a key  and  asked  to  tell  what  it  was.  The  patient  died 
on  September  23,  1920. 


Laboratory  Examinations : The  blopd,  spinal  fluid, 
urine  and  x-ray  of  the  head  were  negative. 

Pathology:  The  brain  was  large  and  soft.  In  the 
left  parieto-occipital  area,  centering  in  the  angular 
gyrus  was  a necrotic  tumor  mass,  5 cm.  in  diameter 
and  extending  deeply  into  the  centrum  ovale.  It  con- 
tained numerous  blcKxi  clots.  (Figs.  3 and  4). 

Microscopic  examination  showed  the  tumor  to  be  a 
glioma. 


Fig.  4.  Left  hemisphere  of  brain  shown  in  Fig.  3,  cut  trans- 
versely, showing  depth  of  tumor.  Many  hemorrhages  present. 


Case  IV;  A white  man,  aged  66,  was  admitted  to 
the  Philadelphia  General  Hospital  on  March  i6,  1923, 
and  died  five  days  later.  He  was  on  the  service  of 
Dr.  J.  W.  McConnell.  The  history  as  obtained  from 
the  patient’s  wife  was  as  follows:  Until  two  weeks 
before  admission  the  patient  was  perfectly  well  and 
worked  as  a tailor.  At  this  time  he  came  from  his 
shop  and  complained  of  being  sick  at  his  stomach  but 
he  did  not  vomit.  He  had  a headache  and  his  right 
hand  and  foot  shook.  It  was  noted  that  he  could  not 
comprehend  what  was  said  to  him  and  his  speech  was 
senseless.  During  the  night  he  was  restless  and  con- 
fused. The  following  day  he  attempted  to  walk  but 
fell.  During  the  next  two  weeks  he  was  unable  to  talk. 
He  was  restless  and  seemed  to  comprehend  only  a 
part  of  what  was  said  to  him.  Two  days  before 
admission  he  refused  to  eat  and  a day  before  admission 
he  could  not  get  out  of  bed.  He  had  no  diplopia  and 
no  convulsions.  His  previous  history  showed  a severe 
illness  eleven  years  before  which  was  diagnosed  “in- 
flammation of  the  kidneys.”  Alcohol  was  used  in  mod- 
eration. 

Examination : On  admission  he  was  unconscious  and 
was  paralyzed  in  the  right  upper  and  lower  extremities. 
The  pupils  were  contracted  and  did  not  react  to  light 
or  in  convergence.  His  lungs  showed  many  rales.  The 
heart  was  normal.  The  reflexes  on  the  right  side  were 
somewhat  increased  over  those  of  the  left,  with  a 
Babinski  on  the  right. 

Clinical  Course  and  Outcome:  His  temperature  be- 
gan to  rise.  The  chest  became  full  of  sonorous  rales 
and  the  patient  died  of  pulmonary  congestion  and 
hypostatic  pneumonia. 
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Laboratory  Examinations:  His  urine  showed  noth- 
ing but  a faint  trace  of  albumin.  Blood  examination 
gave  the  following:  urea  N.  36,  creatinin  i.i,  sugar  135 
mg.  per  100  c.  c.  Blood  and  spinal  fluid  Wassermann 
tests  were  negative. 

Pathology:  Examination  showed  a large  brain  with 
the  left  hemisphere  larger  than  the  right.  On  the 
under  surface  of  the  left  temporal  lobe  the  convolu- 
tions were  obliterated  because  of  a necrotic  mass  in 
the  center.  On  frontal  section  a tumor  was  disclosed 
extending  deeply  into  the  temporal  convolution  but  not 
invading  the  basal  ganglia  nor  the  subthalamic  region. 
A large  hemorrhage  measuring  2j4  cm.  in  diameter 
formed  the  center  of  the  tumor.  Microscopic  exami- 
nation showed  that  the  tumor  was  a glioma.  (Fig.  5.) 

Case  V : A white  man,  aged  51,  was  admitted  to 
the  Philadelphia  General  Hospital  and  assigned  to  the 
service  of  Dr.  C.  W.  Burr  on  September  5,  1922.  He 
walked  into  the  hospital  but  he  was  greatly  confused. 
He  knew  his  name  but  gave  four  different  addresses 
each  of  which  he  claimed  was  his  home.  He  had  a 
wound  two  inches  in  length  above  his  right  temple; 
the  wound  was  stitched  and  contained  a small  cigaret 
drain.  When  questioned  about  this  wound  he  said  a 
friend  of  his  hit  him  on  the  head  with  a hammer.  He 
had  a strong  odor  of  alcohol  on  his  breath  and  admitted 
he  had  been  drinking  hard  for  two  weeks.  He  con- 
tradicted statements  he  had  made  previously. 

The  following  history  was  obtained  five  days  after 
his  admission,  from  the  patient’s  sister-in-law.  She 
had  seen  the  patient  three  weeks  ago  when  he  was 
perfectly  well.  He  had  been  drinking  heavily  for 
some  weeks  but  she  knew  nothing  of  the  accident 
reported  above. 

Examination:  The  man  was  well  developed  and 

nourished.  Mentally  he  was  confused  and  dazed.  When 
he  was  asked  a question  he  looked  and  stared  at  the 
questioner,  repeating  over  and  over  the  words  with 
which  he  was  addressed  as  if  he  were  trying  to  com- 
prehend just  what  was  wanted.  The  wound  as  indi- 
cated above  was  present  over  the  right  temple  and  a 
scar  several  inches  in  length  was  present  over  the 
left  temple.  The  cranial  nerves  and  all  the  extremities 
were  normal.  He  was  able  to  write  but  was  unable 
to  read  what  he  had  written.  He  could  read  the  large 
type  of  a newspaper.  Complete  astereognosis  was 
present  in  both  hands ; at  least  he  was  imable  to 
name  an  object  which  was  placed  in  his  hands.  Dia- 
dokokinesis  was  perfectly  performed  with  the  left  but 


Fig.  5.  Frontal  section  of  brain,  showing  hemorrhagic  glioma 
in  left  temporal  lobe. 
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poorly  with  right  hand.  He  was  incontinent  of  urine 
and  feces. 

Clinical  Course  and  Outcome:  The  man  lay  quietly 
in  bed  during  the  first  few  days  of  his  stay  in  the  hos- 
pital. When  replying  to  questions  he  had  difficulty  in 
finding  the  proper  words.  He  stirred  an  empty  pan 
with  a spoon  and  moved  dishes  back  and  forth  over 
the  table.  He  would  keep  up  these  actions  for  some 
time;  when  told  to  stop  he  would  not  obey.  When 
forcibly  stopped  he  said  nothing  but  as  soon  as  the 
force  was  withdrawn  he  started  again.  He  threw  his 
food  on  the  floor  and  also  at  patients  about  him. 

On  October  12,  1922,  he  had  an  epileptiform  attack 
after  which  he  went  into  a stupor  and  died  on  October 
20th. 

Laboratory  Examinations:  The  blood,  urine  and 

x-ray  of  the  skull  were  negative. 

Pathology:  Examination  of  the  brain  showed  a 

tumor,  just  below  the  surface  on  the  right  side  in 
the  upper  fronto-rolandic  area.  The  mass  was  defi- 
nitely hemorrhagic  and  5 cm.  in  diameter.  It  produced 
flattening  and  widening  of  the  overlying  convolutions 
and  involved  mainly  the  centrum  semiovale,  not  pene- 
trating deep  enough  to  involve  the  basal  ganglia. 
(Fig.  6).  Microscopically  the  tumor  was  a typical 
glioma. 


Fig.  6.  Transverse  section  of  right  hemisphere,  showing  glioma, 
with  diffuse  hemorrhage  in  centrum  ovale  of  f rontorolandic 
area. 

Case  VI : A white  man,  aged  43,  was  admitted  to 
the  University  Hospital  on  October  26,  1922,  with  the 
history  of  having  been  perfectly  well  until  October  13, 
when  he  complained  of  a headache.  Seven  days  after 
the  onset  of  headache  he  became  stuporous  and  was 
taken  home  from  his  work.  The  day  before  admission 
to  the  hospital  he  could  be  aroused  slightly  and  it  was 
noticed  that  his  left  side  was  weak.  There  was  no  his- 
tory of  any  disability  before  October  13  and  no  record 
of  disturbance  of  vision  or  of  convulsions. 

Examination:  The  man  was  well  developed  and 

nourished.  His  face  was  flushed.  He  was  stuporous, 
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but  if  continually  prodded  answered  questions.  His 
speech  was  clear  and  he  could  read.  Weakness  of  all 
four  extremities  was  present,  more  marked  on  the 
left,  and  a paresis  of  the  left  side  of  the  face  was 
noted.  All  the  deep  reflexes  were  increased  without 
ankle  or  patellar  clonus.  Plantar  stimulation  produced 
extension  of  the  great  toe  on  both  sides.  A coarse, 
incoordinate  tremor  was  present  in  both  upper  extrem- 
ities. Because  of  the  mental  condition  of  the  patient 
it  was  difficult  accurately  to  test  sensation.  A pin 
prick  on  the  right  side  caused  prompt  removal  of  the 
extremity  from  the  stimulation,  whereas  no  such  move- 
ment occurred  on  the  left  side.  Blood  pressure  was 
normal. 

The  eye  examination  by  Dr.  B.  F.  Baer  revealed  an 
intense  neuroretinitis  and  a swelling  of  the  nerve  heads 
to  two  diopters.  Pupils  reacted  fairly  well  to  light. 

Laboratory  Examinations:  The  blood,  spinal  fluid 
and  urine  were  normal. 

Shortly  after  a lumbar  puncture  the  man  became 
much  worse  and  died  suddenly. 

Pathology:  The  brain  was  exceedingly  broad  and 
the  convolutions  flattened.  A diffuse  gliomatous  process 
was  found  in  the  inferior  frontal  convolution,  extend- 
ing to  within  2 cm.  of  the  frontal  pole  and  reaching 
backward  into  the  caudate  nucleus.  It  obliterated  the 
anterior  horn  of  the  ventricle  on  that  side  and  reduced 
that  of  the  opposite  side  to  a mere  slit. 

The  tumor  was  soft  and  merged  imperceptibly  into 
the  surrounding  brain  tissue.  It  did  not  invade  the 
motor  area.  No  areas  of  hemorrhage  had  occurred. 
(Fig.  7). 


Fig.  7.  Transverse  section  of  brain,  showing  diffuse  gliomatous 
tumor  in  right  frontal  convolution. 


Case  VII : A white  woman  of  unknown  age.  She 
was  in  good  health  until  July  1922  when  rather  sud- 
denly and  while  playing  bridge  her  partner  noticed  that 
the  patient  made  unusual  mistakes.  The  partner  asked 
her  if  she  were  not  well.  In  reply  the  patient  stated, 
■‘I  think  yes.”  To  all  questions  she  replied  in  mono- 
syllables. Shortly  after  this  she  fell  and  had  three 
severe  convulsions,  during  which  she  bit  her  tongue. 
She  was  then  in  fair  health  until  February,  1923,  when 
she  had  another  convulsion.  Violent  headaches  without 
vomiting  then  developed  except  on  two  occasions  which 
Mere  preceded  by  indiscretions  in  diet.  Shortly  after 


the  convulsions  in  February  she  became  confused  and 
answered  questions  poorly.  When  asking  her  husband 
for  the  ice  bag  she  said,  “Get  me  the  cold.”  She  had 
hallucinations  and  talked  about  a fox. 

Examination:  Patient  was  semi-stuporous  but  could 
be  aroused  with  difficulty  and  obeyed  commands  very 
slowly.  She  was  disoriented  as  to  place.  There  was 
a ptosis  of  the  left  lid  and  a slight  exopththalmos  on 
the  left.  No  facial  weakness  was  noted.  Convulsive 
movements  of  the  right  arm  were  present  All  the  deep 
reflexes  were  present  and  active,  more  so  on  the  right 
side  but  without  ankle  clonus.  Babinski’s  sign  was 
present  on  the  right.  Two  days  after  admission  to  the 
hospital  she  could  not  be  aroused.  The  right  upper 
extremity  was  moved  in  an  incoordinate,  tremulous 
manner. 

Clinical  Course  and  Outcome:  On  May  i,  1923,  Dr. 
P'razier  performed  a left  craniotomy.  On  reflecting 
the  flap  from  the  left  frontal  region,  a portion  of 
the  tumor,  of  a muddy  color,  could  be  seen  at  the  low'er 
anterior  angle  of  the  wound.  It  appeared  well  defined 
with  the  exception  that  at  the  base  of  the  tumor  it 
shaded  off  into  normal  brain  tissue.  On  the  superior 
and  anterior  aspect  of  the  tumor  it  was  in  close  relation 
with  the  dura,  and  a thin  layer  of  tumor  tissue  peeled 
off  as  the  dura  was  turned  back  and  the  tumor  removed. 

On  the  following  day  the  patient  showed  a distinct 
change  for  the  better  as  far  as  her  mental  state  was 
concerned.  She  answered  questions  fairly  well  and 
cooperated  with  the  nurse.  Six  days  after  the  operation 
she  carried  on  conversation  very  well  and  mentally 
seemed  to  be  normal.  A note  was  made,  however,  that 
there  was  a tendency  to  jocosity.  On  this  day  while 
the  nurse  was  out  of  the  room  she  purchased  a news- 
paper from  a boy. 

The  woman  improved  and  remained  in  good  health  for 
some  time  but  later  succumbed,  the  result  of  a recur- 
rence of  the  tumor. 

Microscopic  examination  of  the  tumor  removed  at 
operation  showed  a hemorrhagic  structure  in  which 
were  noted  irregular  glial  cells  of  all  types  with  large, 
irregular  bodies  without  definite  outline  and  large 
vesicular  nuclei.  Thin  walled  blood  vessels  were  pres- 
ent throughout.  The  tumor  was  a glioma. 

Comment:  It  has  been  of  interest  in  following 
the  histories  of  these  cases  to  determine  just 
what  factor  precipitated  the  symptoms.  In  all, 
an  increase  of  intracranial  pressure  must  have 
been  present.  The  increase  which  precipitated 
the  symptoms  was  due  in  some  of  our  cases  to 
hemorrhage,  alcohol  and  trauma.  We  feel  that 
in  a patient  with  a latent  brain  tumor  it  takes 
but  little  to  break  up  the  balance  existing  be- 
tween normal  and  abnormal  within  the  cranial 
cavity. 

Our  cases  show  another  important  fact,  viz., 
that  once  the  symptoms  are  precipitated,  the 
course  then  becomes  brief  and  stormy  with  the 
fatal  outcome  not  far  away.  These  cases  being 
for  the  most  part  gliomas,  operation,  if  done, 
has  but  a palliative  effect  and  the  patient  soon 
.succumbs  to  the  rapidly  increasing  intracranial 
pressure. 

The  diagnosis  in  these  cases  is  extremely 
difficult.  One  point  that  must  be  borne  in  mind 


290 


THE  ATLANTIC  MEDICAL  JOURNAL 


February,  1925 


is  the  fact  that  a vascular  lesion  (which  these 
cases  simulate)  is  rare  if  it  occurs  at  all  in  a 
patient  below  forty  with  an  intact  cardiovascu- 
lar system.  Another  point  is  that  one  must 
always  consider  tumor  in  any  acute  case.  While 
it  is  correct,  of  course,  to  think  first  of  the  more 
common  things  such  as  vascular  lesions  in  an 
acute  cerebral  insult,  our  cases  point  out  clearly 
that  brain  tumors  may  have  an  onset  just  as 
acute  and  the  course  may  be  just  as  rapid  as  a 
cerebral  vascular  lesion. 

While  it  may  not  be  apropos  in  this  paper,  we 
feel  that  the  bad  results  which  may  follow  lum- 
bar puncture  in  the  type  of  case  under  considera- 
tion should  be  mentioned.  We  do  not  wish  to 
decry  the  great  value  of  lumbar  puncture  in 
diagnosis  and  in  therapeutics,  but  we  believe 
that  in  any  acute  cerebral  case,  fluid  should  not 
be  withdrawn  from  the  spinal  canal  until  a 
careful  estimation  of  the  pressure  has  been  made. 
If  the  pressure  is  high  and  no  evidence  of 
meningitis  is  revealed  bv  inspection  of  a few 
drops  of  the  fluid  withdrawn,  a large  amount 
should  not  be  drained  off. 

Summary:  A review  of  the  cases  described 
above  brings  out  several  pertinent  facts.  First, 
that  the  type  of  tumor  in  all  proved  to  be 
glioma,  a tumor  which  is  infiltrating  and  does 
not  in  the  beginning  completely  destroy  the 
tissue  which  it  invades.  Usually  the  precipi- 
tation of  symptoms  is  due  to  a hemorrhage 
within  or  around  the  tumor  but  this  rule  is  not 
universal  and  in  some  cases  a definite  cause  for 
the  onset  of  the  symptoms  could  be  attributed 
to  trauma  or  to  alcoholic  excesses. 

DISCUSSION 

Dr.  D.  J.  McCarthy  (Philadelphia,  Pa.)  : This 
valuable  paper  brings  out  very  clearly  what  happens 
in  the  practice  of  every  neurologist,  and  that  is  the 
difficulty  of  diagnosis  at  times  in  cases  of  brain  tumor. 
As  Dr.  Wilson  and  Dr.  Winkelman  point  out,  where 
the  onset  of  brain  tumor  is  fulminant  and  rapid,  as  in 
these  cases,  it  usually  results  from  a vascular  accident 
and  infiltration  into  the  tumor  itself,  and  most  com- 
monly it  is  of  the  soft  glioma  type.  There  are  other 
cases  that  occur  abruptly. 

I cannot  help  thinking  that  if  these  cases  had  been 
examined  before  entrance  to  the  hospital  they  would 
have  shown  headache  and  possibly  other  symptoms. 
I recall  one  case,  that  of  a doughboy  who  had  a 
shrapnel  wound,  who  was  afterward  seen  by  the 
essayists.  This  boy,  notwithstanding  the  fact  that  he 
was  getting  along  very  well,  took  two  or  three  drinks 
of  hootch  and  under  its  influence  struck  his  arm 
which  had  been  injured  by  the  shrapnel  against  a 
table  and  immediately  dropped  into  a convulsion.  This 
was  the  first  symptom  of  any  trouble  with  the  brain, 
but  within  a few  weeks  he  had  several  other  convul- 
sions. While  this  suggested  a hysterical  condition, 
careful  examination  revealed  a tumor  formation  quite 
independent  of  the  local  lesion  in  his  arm. 


Another  case  was  that  of  a child  of  six  who  received 
a slight  injury  back  of  the  ear.  There  was  no  loss 
of  consciousness,  but  within  a few  weeks  the  patient 
developed  symptoms  of  fever.  We  thought  that  in  all 
probability  it  was  a case  of  encephalitis  lethargica  and 
treatment  for  this  condition  was  instituted.  The  child 
got  along  very  nicely  but  somewhat  later,  symptoma- 
tology of  brain  tumor  developed,  with  choked  disc  and 
some  localizing  symptoms  such  as  sixth  nerve  palsy 
from  tumor  on  the  left  side.  This  patient  was  operated 
upon  and  is  now  ia  the  hospital. 

There  is  also  a group  of  cases  of  tumor  on  the  right 
side  where  the  growth  produces  nothing  more  than 
headache,  but  where  a sudden  accident  or  injury,  or 
increase  of  circulation,  produces  a spread  of  the 
symptoms  to  some  localizing  area  of  the  brain,  with 
development  of  typical  symptoms. 

In  all  these  cases  the  diagnosis  is  largely-  that  of 
detail  of  examination.  I think  the  examination  in  all 
cases  of  sudden  development  of  brain  symptoms  shows 
a congestion  of  the  disc  going  on  to  choking  of  the 
disc,  with  other  symptoms  of  disturbance  in  the  brain, 
and  that  the  differentiation  between  hemorrhagic  pachy- 
meningitis and  cerebral  apoplexy  and  so  on,  will  not 
be  very  difficult  of  diagnosis,  with  a complete  physical, 
neurological  and  serological  study. 


SELECTIONS 


THE  PRESENT  STATUS  OF 
APPENDICITIS 

GEORGE  W.  REESE,  M.D.,  and 
GEORGE  G.  REESE,  M.D. 

SHAMOKIN,  PA. 

The  ensuing  article  covers  observations  made 
on  sixty  consecutive  cases  of  appendicitis,  which 
are  classified  as  follows : 


Condition  Number  Per  Cent  Per  Cent 

of  Patient  of  Cases  of  Cases  Deaths  of  Deaths 

Chronic  lo  i6  o o 

Acute  27  45  o 0 

Gangrenous  — not 

ruptured  8 13  0 o 

Gangrenous  — r u p - 

tured  IS  25  4 25 


Series  mortality  6.6%. 

From  this  table  it  is  obvious  that  the  death 
rate  from  early  appendicular  involvement  is  neg- 
ligible and  is  due  to  complications,  chief  among 
which  is  pneumonia.  This  is  rapidly  being 
eliminated  by  the  use  of  local  anesthesia  in 
cases  where  doubt  exists  as  to  the  ability  of  the 
]>atient  to  take  a general  anesthetic.  The  key- 
note, then,  w'ould  seem  to  be  early  diagnosis — 
rather  a foolish  question  on  the  surface,  but  one 
not  always  attended  by  so  much  ease  as  would 
.seem. 

DIAGNOSIS 

Colic  is  the  favorite  term  by  which  many  cases 
of  early  appendicitis  are  designated.  If  every 
case  of  colic,  with  the  possible  exception  of  in- 
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fants’,  were  investigated  as  though  it  were  ap- 
pendicitis, then  and  then  only  would  such  figures 
become  archaic. 

What  shall  be  done? 

Local  tenderness  can  usually  be  elicited  early. 
Rigidity  may  be  an  early  symptom,  but  can  gen- 
erally be  looked  upon  as  a danger  signal.  Fever 
is  a rare  sign  early  in  the  disease,  appearing 
only  when  the  patient  is  approaching  the  mor- 
tality column.  The  pulse,  in  the  vast  majority 
of  cases  is  accelerated,  and  is  an  excellent  guide 
to  the  state  of  affairs  in  the  peritoneal  cavity. 
Occasionally  there  will  be  an  individual  who  will 
react  to  peritoneal  involvement  by  exhibiting  a 
slow  pulse — the  so-called  “66”  pulse — who  is  to 
be  regarded  with  suspicion.  This  is  one  instance 
where  that  adjunct  of  the  surgical  science — the 
laboratory — is  indispensable.  A white  cell  and 
differential  count  are  rarely  misleading  and  are 
a method  of  precision  in  arriving  at  a timely 
diagnosis. 

TREATMENT  OF  THOSE  CASES  DIAGNOSED  TOO  DATE 

MTien  rigidity  predominates  over  distension 
and  peristalsis  is  audible,  operation  should  be 
done  immediately.  This  should  be  followed  by 
fluids  per  rectum,  hypodermoclysis  and  vein. 
The  mouth  may  be  kept  moist  by  a small  amount 
of  ice.  The  enema  should  be  used  until  the  pa- 
tient is  well  on  in  his  convalescence.  Morphin 
should  be  used  with  a free  hand,  and  the  urine 
watched  carefully  for  acetone.  If  it  appears, 
glucose  intravenously  in  conjunction  with  insulin 
therapy  are  indicated.  When  distension  pre- 
dominates, peristalsis  may  be  audible  because  we 
then  have  a septic  diarrhea.  In  this  case  the 
Ochsner  treatment  is  indicated.  Here  again  we 
must  be  on  the  watch  for  an  acidosis. 

MORBIDITY 

Postoperative  morbidity  is  probably  the  most 
appalling  of  all  aspects  of  the  late  case  of  appen- 
dicitis. I should  like  to  call  attention  to  a case 
that  has  recently  brought  this  to  my  attention 
very  forcibly. 

A girl,  aged  i8,  was  operated  upon  for  a rup- 
tured appendix.  She  was  in  the  hospital  four 
weeks,  and  four  weeks  after  discharge  she  was 
readmitted.  She  was  three  days  without  a bowel 
movement,  accompanied  by  fecal  vomiting. 
Operation  disclosed  a firm  band  constricting  the 
terminal  ileum.  The  patient  made  an  unevent- 
ful recovery — a fortunate  termination.  But  is 
it  the  termination?  Might  not  the  same  thing 
occur  again,  for  her  abdomen  is  a mass  of  ad- 
hesions ? 

This  brings  up  a problem : Shall  we  consider 
every  case  of  late  appendicitis  which  recovers  as 


a case  of  potential  obstruction ; and  doing  this, 
shall  we  advise  that  a short-circuiting  operation 
be  done?  How  shall  we  meet  this  problem? 

There  is  only  one  rational  way,  and  that  is  to 
eliminate  the  matter  entirely  by  prophylaxis. 
The  day  in  medicine  should  be  here  when  pus 
appendix  should  be  as  rare  as  smallpox. 

ACUTE  OTITIS  MEDIA* 

SAMUEL  COHEN,  M.D. 

PHILADELPHIA,  PA. 

To  write  a paper  on  a subject  that  is  so  com- 
mon, seems  upon  superficial  consideration  to  be 
a waste  of  time  and  space.  Those  of  us,  how- 
ever, who  see  this  condition  frequently,  who 
see  it  often  aggravated  by  wrong  methods  of 
treatment,  cannot  help  but  feel  that  some  good, 
no  matter  how  small,  may  come  from  writing 
upon  this  topic,  and  especially  from  its  discus- 
sion. I write  this  paper  purposely  to  sound  a 
note  of  needed  conservatism.  I feel  certain  that 
there  are  many  cases  where  the  drumhead  is  un- 
necessarily incised,  and  unpleasant  consequences 
result. 

Acute  otitis  media  is  an  inflammation  of  the 
lining  membrane  of  the  middle  ear,  caused  by 
the  presence  of  microorganisms  in  the  middle 
ear  cavity  acting  on  tissues  that  have  become 
favorably  disposed  to  their  propagation.  This 
inflammation  may  be  of  the  catarrhal  type,  the 
type  that  when  given  a fair  chance  will  terminate 
favorably,  or  the  suppurative  type  where  the  for- 
mation of  pus  cannot  be  avoided.  The  catarrhal 
type  may  be  transformed  into  the  suppurative 
variety. 

When  the  term  middle  ear  is  used,  it  should 
be  remembered  that  we  mean  the  middle  ear 
proper  (that  part  behind  the  drumhead),  the 
mastoid  cavity  or  cavities,  and  the  eustachian 
tube.  All  this  is  one  big  irregular  cavity,  and 
inflammation  of  its  lining  at  one  part  spreads  so 
quickly  to  the  entire  cavity  that  even  a mental 
demarcation  line  cannot  be  made.  In  many  cases 
the  symptoms  point  to  the  fact  that  the  entire 
lining  mucosa  is  involved.  When  the  inflamma- 
tion extends  from  the  mucosa  and  attacks  the 
osseous  tissue  proper,  an  advance  has  occurred, 
and  the  condition  assumes  the  stage  known  as 
mastoid  necrosis.  When  purulent  secretion  fills 
the  entire  middle  ear,  the  condition  is  known  as 
mastoid  empyema.  Here  a mastoid  operation 
is  not  indicated,  while  in  mastoid  necrosis  a 
mastoid  operation  is  absolutely  necessary.  The 
differential  diagnosis  between  these  two  condi- 
tions can  be  ascertained  only  by  careful  study 
(symptomatic,  physical,  laboratory,  x-ray,  etc.). 

•Read  before  the  Northern  Medical  Society,  April  25,  1924. 
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Etiology:  The  causes  of  acute  otitis  media 
are  those  that  will  prepare  the  lining  mucosa  for 
the  growth  and  propagation  of  bacteria,  be  they 
those  that  are  almost  always  found  there  or 
newly  introduced  ones.  All  diseases  that  are 
accomp>anied  by  infected  and  obstructed  nasal 
and  pharyngeal  cavities,  may  induce  a favorable 
change  in  the  lining  mucosa  of  the  middle  ear. 
It  is  therefore  seen  in  the  acute  contagious  dis- 
eases such  as  scarlet  fever,  measles,  diphtheria, 
influenza,  etc.  The  frequency  of  “rhino-adeno- 
tonsillar”  infections  in  children  explains  the  fre- 
quency of  acute  otitis  media  among  them.  All 
forms  of  nasal  obstruction  predisp>ose  to  this 
disease.  It  is  thus  frequently  seen  in  patients 
who  have  hypertrophied  adenoids  and  tonsils, 
deflected  septa,  and  any  form  of  sinusitis,  espe- 
cially the  running  noses  of  children.  That  in 
certain  cases  it  accompanies  teething  I have  no 
doubt,  but  the  modus  operandi  is  rather  hazy. 
We  are  frequently  told  by  a mother  that  her 
child  gets  a running  ear  every  time  a tooth  comes 
through.  There  are  two  main  types  of  acute 
otitis  media  that  should  be  kept  in  mind — ca- 
tarrhal and  suppurative. 

Symptomatology:  The  condition  may  come 
on  without  any  definite  clinical  signs  or  symp>- 
toms  p>ointing  to  the  ear,  and  it  is  only  discov- 
ered when  a thorough  examination  is  made  and 
the  ear  is  not  forgotten.  Sometimes  the  first 
thing  we  know  of  its  presence  is  the  onset  of  an 
aural  discharge.  The  symptoms,  very  briefly, 
are  as  follows : Catarrhal  type;  here  we  note 
some  temp>erature  rise,  fullness  in  the  ears,  auto- 
phonia,  impairment  of  hearing,  tinnitus,  and  pain 
in  the  ears.  Suppurative  type;  the  symptoms 
found  in  the  catarrhal  typ>e  are  more  marked; 
the  pain  is  more  severe,  etc.  Remember,  here 
we  have  an  abscess  in  a closed  bony  cavity,  with 
only  two  means  of  exit  for  the  pus — the  natural 
one  via  the  eustachian  tube,  or  by  distention  and 
later  rupture  of  the  drumhead.  The  pain  usu- 
ally lasts  until  one  or  both  paths  are  opened  and 
the  tension  lessened.  A rise  of  temperature 
even  very  high  (105°)  is  noted.  In  children  this 
high  temperature  may  be  accompanied  by  nerv- 
ous manifestations ; even  by  convulsions.  The 
pulse  rise  is  proportionate  to  the  temperature. 

Drumhead  Picture:  A knowledge  of  what 
a normal  drumhead  looks  like  is,  of  course, 
essential,  before  one  can  diagnose  the  abnormal. 
The  normal  appearance  should  be  taught  in  all 
schools,  and  all  should  be  acquainted  with  the 
normal  picture.  Esp>ecially  is  this  true  of  those 
of  you  who  are  specializing  in  pediatrics.  Occa- 
sionally it  is  difficult  even  for  the  expert  to  ar- 
rive at  a definite  conclusion ; but  this  is  only  in 
the  very  early  or  rare  cases.  We  should  try  to 


differentiate  between  the  acute  catarrhal  and  the 
acute  suppurative  variety.  An  incision  in  the 
catarrhal  type  may  change  it  into  the  suppurative 
type,  with  its  added  dangers.  I believe  that 
when  the  ear  discharge  commences  two  or  three 
days  after  a drumhead  incision,  the  possibility 
that  we  may  have  added  an  infection  should  be 
borne  in  mind. 

The  types  appear  alike  in  the  early  stages,  and 
reliance  to  a certain  extent  must  be  placed  upon 
the  general  symptoms,  rapidity  of  the  course, 
duration  of  the  illness,  temperature,  etc. 

The  catarrhal  type  shows  some  congestion 
along  the  hammer  handle.  Later  the  congestion 
is  also  noted  around  the  drum  margin,  and  later 
still,  the  entire  drumhead  assumes  a deep  red 
apf>earance.  Fluid  may  collect  in  the  middle  ear 
and  bulging  may  be  seen.  Bulging  usually  af- 
fects the  lower  part  of  the  drumhead.  Some- 
times the  upper  fluid  margin  may  be  seen,  and  its 
position  changed  with  a change  in  the  patient’s 
head.  This  is  rare.  Careful  search  should  be 
made  for  the  short  process,  and  in  this  variety 
it  is  rarely  obscured.  The  catarrhal  type  rarely 
progresses  to  suppuration,  especially  when  prop- 
erly handled. 

In  the  suppurative  type,  the  picture  quickly 
becomes  more  severe,  and  advance  from  one 
stage  to  another  is  more  rapid  than  in  the  ca- 
tarrhal variety.  Bulging  of  the  drumhead  comes 
on  rapidly,  especially  of  the  posterior  part. 
Occasionally  the  pus  is  seen  through  a trans- 
parent drumhead,  giving  it  a yellow  appearance. 
This  latter  picture  is  not  frequent  because  the 
drumhead  takes  on  inflammatory  changes  and 
obscures  the  view  of  the  pus.  In  this  type  the 
mucosa  of  the  external  meatus  frequently  be- 
comes inflamed.  When  the  inflammation  has 
attacked  the  mastoid  cells  along  the  posterior 
canal  wall,  the  well-known  sagging  of  the  pos- 
terior canal  wall  is  produced,  giving  us  one  of 
the  definite  indications  for  the  mastoid  operation. 

There  are  other  conditions  that  may  simulate 
acute  suppurative  otitis  media,  such  as  myrin- 
gitis, an  inflammation  of  the  drumhead  proper 
(here  we  note  no  loss  of  hearing),  and  hema- 
toma, where  a bloody  exudate  appears  between 
the  layers  of  the  drumhead.  We  will  not  go  into 
their  differentiation  because  they  are  rather  rare. 

Bacteriology:  The  staphylococci,  strepto- 

cocci and  pneumococci,  are  the  usual  bacteria 
found.  The  staphylococci  are  usually  found  in 
the  lower  perforations  and  are  of  good  prognostic 
value.  The  streptococci  usually  affect  the  upper 
section  of  the  middle  ear,  the  section  where  a 
good  deal  of  bone  and  connective  tissue  is  pres- 
ent, and  the  pneumococci  usually  locate  also  in 
the  upper  segment  of  the  middle  ear,  even  more 
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posteriorly.  This  is  the  most  virulent  form  of 
bacterial  invasion.  I will  never  forget  the  fol- 
lowing case  that  I saw  this  month: 

I was  called  at  12  p.  m.  Saturday,  by  Dr.  S.  to  see  a 
patient,  a stout  woman  weighing  about  275  pounds,  who 
had  been  bedridden  and  coughing  for  several  weeks, 
probably  with  influenza.  She  complained  of  marked 
pain  in  the  ear  which  had  been  present  for  36  hours. 
Temperature  103.2,  bulging  red  drumhead,  short  process 
not  visible.  I incised  and  got  pus.  I smeared  the  end 
of  my  knife  on  a slide  (my  usual  procedure)  and  ex- 
amined this  as  soon  as  I got  into  my  office  and  found 
encapsulated  pneumococci.  I phoned  the  doctor  and 
told  him  my  bacteriological  findings  and  asked  that 
special  attention  be  given  the  patient.  The  pain  dis- 
appeared, and  she  slept  well  for  the  first  time  in  two 
nights.  The  next  morning  the  temperature  returned 
to  normal.  The  next  evening  the  temperature  rose  to 
104.  I was  called  again  on  the  following  day  (Mon- 
day) and  found  the  drumhead  appearance  much  better. 
The  short  process  was  visible,  pus  was  oozing  out,  but 
the  temperature  was  104,  pulse  80,  respiration  32.  I 
advised  removal  to  the  hospital  (Howard).  Dr.  Mus- 
ser  examined  her  and  found  some  congestion  of  the 
base  of  the  right  lung.  The  next  day  (Tuesday)  the 
temperature  still  kept  up,  pulse  and  respiration  high, 
cough  marked.  A diagnosis  of  bronchopneumonia  was 
made.  The  ear  condition  was  practically  healed ; no  dis- 
charge ; drumhead  appeared  normal.  Early  the  next  day 
(Wednesday)  she  lapsed  into  unconsciousness  and  died 
on  Thursday,  after  36  hours  of  unconsciousness.  Blood 
culture  was  negative,  urine  showed  a trace  of  albumin 
and  some  hyaline  casts.  Blood  count:  erythrocytes 
3,670,000,  leucocytes  21,000,  polys  82%,  small  lympho- 
cytes 13%,  large  lymphocytes  1%.  What  connection 
the  ear  had  with  the  pneumonia,  I am  not  prepared  to 
say.  I presume  the  acute  suppurative  otitis  media  and 
the  bronchopneumonia  were  complications  of  the  influ- 
enza that  had  preceded  them. 

Treatment:  The  aim  to  bear  in  mind  is  not 
not  only  to  remove  the  pain  or  discharge,  but  to 
prevent  sequelae.  Each  case  should  be  watched 
daily  and  carefully.  A case  may  not  appear  as 
if  there  is  a need  of  incising  the  drumhead  and 
still  24  hours  later,  such  a need  may  be  more 
definite.  Careful  watching,  by  one  who  knows 
what  he  is  watching  far,  will  often  avoid  a fur- 
ther extension  of  the  disease.  I always  feel 
shaky  when  I leave  a case  in  the  hands  of  a 
general  practitioner,  especially  one  who  has  had 
no  otological  training. 

Having  diagnosed  the  case  as  probably  one  of 
the  catarrhal  type  (according  to  Ballenger,  13% 
of  all  acute  ear  conditions  are  of  this  variety), 
the  expectant  treatment  is  in  order.  Heat  in 
any  form  is  preferable  to  cold.  (Dr.  Randall 
stated  that  whenever  he  used  cold  a mastoiditis 
occurred.)  Careful  cleansing  of  the  canal,  fol- 
lowed by  the  insertion  of  a wick  of  phenol 
glycerine  (10%)  is  advisable.  The  nas^  and 
pharyngeal  mucosa  should  be  cleansed  and  con- 
tracted. The  mother  is  instructed  to  drop  into 
each  nostril  five  drops  of  a i to  10,000  solution 
of  adrenalin  several  -times  daily.  This  is  fol- 


lowed in  one  half  hour  by  several  drops  of  silvol 
(10%)  in  each  nostril.  In  adults  a weak  cocain 
solution  may  be  substituted  for  the  adrenalin 
solution.  The  nasopharyngeal  and  probably  the 
eustachian  mucosa  is  contracted,  and  better 
aeration  and  drainage  is  the  result.  In  my  office 
I carefully  cleanse  the  nose  and  apply  a weak 
cocain  solution  to  the  mouths  of  the  eustachian 
tubes.  This  is  followed  by  the  gentle  use  of  the 
Politzer  bag.  I have  treated  in  this  manner  quite 
a number  of  cases  and  did  not  have  to  incise  the 
drumhead.  Let  me  cite  another  case  which  oc- 
curred a few  weeks  ago. 

Dr.  R.  called  me  to  see  a patient  who  complained  of 
pain  in  the  right  ear  for  12  hours.  The  drumhead  mar- 
gin and  handle  were  congested;  the  short  process  was 
visible.  The  expectant  treatment  was  advised.  In  a 
few  hours  the  pain  was  gone,  and  in  48  hours  the  drum- 
head appeared  normal. 

The  use  of  nasal  washes  is  to  be  condemned, 
and  blowing  of  the  nose  is  to  be  avoided  if  pos- 
sible. Teach  your  patient  to  draw  his  secretions 
back  into  the  pharynx,  or  gently  snort  into  a 
handkerchief.  Hawking  is  not  esthetic,  but  it 
will  prevent  many  a catarrhal  case  from  turning 
into  a suppurative  one. 

My  practice  in  all  cases  that  may  simulate  the 
suppurative  variety  (catarrhal,  myringitis,  hema- 
toma) is  to  try  to  avoid  turning  them  into  the 
suppurative  form.  If  an  incision  has  been  made, 
however,  and  no  pus  found,  the  case  is  treated 
like  one  would  treat  a ruptured  drumhead.  All 
asepsis  is  ordered  (and  antisepsis)  ; no  douching 
is  permitted.  Special  stress  is  laid  upon  the  lat- 
ter instruction.  We  must  try  to  prevent  infec- 
tion from  entering  via  the  external  canal,  and 
changing  an  almost  sterile  field  into  an  infected 
one. 

We  must  remember  that  attacks  of  pain  in  the 
ear  may  be  due  to  causes  found  outside  the  ears, 
as  enlarged  tonsils  and  adenoids,  causing  insuffi- 
cient aeration  and  drainage,  and  that  the  re- 
moval of  the  tonsils  and  adenoids  will  relieve 
this  condition.  We  frequently  meet  ear  pains 
due  to  misplaced  or  carious  teeth,  but  the  case 
I will  cite  I believe  rather  uncommon. 

Mrs.  P.  S.,  age  25,  came  to  the  office  complaining  of 
severe  pain  in  the  left  ear  and  left  mastoid.  Exami- 
nation showed  tenderness  over  left  mastoid  antrum  and 
tip.  Drumhead  normal.  Hearing  normal.  Throat  was 
negative  except  for  tenderness  over  left  lower  third 
molar.  I immediately  referred  her  to  her  dentist,  ex- 
pecting to  find  pathology  (dental).  The  report  came 
back  teeth  normal.  I reexamined  her,  and  this  time 
did  not  forget  the  larynx.  The  interarytenoid  space 
was  filled  by  a mass  which  projected  into  the  lumen  of 
the  larynx.  Cords  injected  somewhat,  the  injection  be- 
coming more  marked  at  their  outer  margins.  The  left 
vocal  process  almost  red.  Tracheal  mucosa  markedly 
congested.  Delving  into  her  history  I found  that  she 
was  suffering  with  active  pulmonary  tuberculosis,  and 
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receiving  pneumothorax  treatments  from  one  of  our 
chest  specialists.  Spraying  her  larynx  with  a yi  oi 
1%  cocain  solution  stopped  her  ear  pain  at  once. 
Treatment  of  this  larynx  cleared  up  the  laryngeal  con- 
dition and  caused  a total  disappearance  of  the  ear  and 
gingival  pains. 

I wish  to  call  attention  to  a habit  that  some 
physicians  have  formed,  which  for  all  concerned 
should  be  avoided : the  habit  of  telling  the  pa- 
tient or  family  that  you  are  calling  in  an  ear  man 
to  incise  the  drum.  The  physician  and  consult- 
ant are  placed  in  a peculiar  position.  It  is  easy 
to  understand  that  if  the  family  physician  calls 
in  some  one  to  open  the  drumhead,  and  that 
consultant  does  not  consider  such  a procedure 
necessary,  some  unpleasantness  may  arise.  Tell 
your  patient  you  are  calling  in  an  ear  man  for 
an  opinion  and  leave  the  rest  to  him. 

The  opening  of  a drumhead  is  not  to  be  passed 
off  lightly,  and  I have  made  it  a rule,  passing  it 
on  to  you  for  whatever  it  is  worth,  that  when- 
ever a drumhead  is  opened  and  no  pus  is  found, 
that  should  be  treated  as  you  would  treat  a case 
of  traumatic  drum  rupture.  All  aseptic  and 
antiseptic  methods  should  be  observed.  No  ear 
douching.  Insert  a wick  of  phenol  glycerine 
10%,  or  a wick  dipped  in  acriflavine  i to  i,ooo, 
and  leave  it  for  24  hours.  In  some  cases  when 
pus  has  not  appeared  soon  after  a paracentesis, 
but  does  appear  2 or  3 days  later,  it  is  possible 
that  an  infection  has  been  superimposed.  Proper 
thought  and  precautions  will  enable  us  to  avoid 
many  of  these. 

Having  become  reasonably  certain  that  the 
case  in  question  is  of  the  suppurative  variety, 
free  incision  is  the  only  safe  procedure.  The 
incision  of  the  drumhead  should  always  be  per- 
formed with  as  many  precautions  as  if  you  were 
opening  an  abdomen — thorough  cleansing  of  the 
canal,  wiping  with  a lysol  solution  of  i to  1,000, 
drying,  then  mopping  carefully  with  alcohol.  I 
leave  in  the  ear  a wick  dipped  in  alcohol  for  ten 
minutes  before  incising.  A general  anesthetic  is 
preferable,  especially  in  all  who  are  not  infants. 
(A  good  incision,  even  under  the  best  local  anes- 
thetic is  impossible.)  The  incision  should  begin 
in  the  lower  outer  quadrant  and  go  upward. 
Some  first  puncture,  then  continue  the  cut  up- 
ward with  a dull  blade. 

There  are  several  reasons  for  opening  a drum- 
head from  below  upward:  (i)  The  distance  be- 
tween the  drum  and  the  inner  wall  of  the  middle 
ear  is  greatest  near  the  floor,  and  as  the  knife 
sweeps  upward  the  patient  will  naturally  draw 
back,  the  knife  will  tend  to  come  out  (local  anes- 
thesia having  been  used),  and  the  ossicular  chain 
will  be  injured.  (2)  Bleeding  often  starts  as 
the  knife  enters  the  drum.  This  blood  falls 
downward  and  soon  obstructs  the  operator’s 


view.  I usually  use  a special  knife  that  I have 
made  for  me  with  a very  short  cutting  edge, 
so  that  it  is  hardly  possible  to  strike  the  inner 
wall  of  the  middle  ear,  injury  of  which  may 
spread  infection  to  the  middle  ear. 

I have  made  it  a rule  to  culture,  or  at  least  to 
smear  all  ears  immediately  after  paracentesis. 
The  finding  of  the  streptococcus  mucosus  is  very 
important  from  a prognostic  standpoint,  as  in 
these  cases  the  development  of  mastoid  necrosis 
many  times  cannot  be  prevented.  An  early  mas- 
toid operation,  as  soon  as  the  first  sign  of  bone 
involvement  is  noted,  should  be  performed.  This 
germ  seems  to  burrow  into  the  bone  tissue 
cpiicker  than  the  usual  bacteria  found,  and  the 
only  safe  procedure  is  to  establish  free  aeration 
and  drainage. 

Several  accidents  have  occurred  following  this 
little  operation  called  paracentesis.  One  noted 
otologist  in  this  town,  reported  fatal  hemorrhage 
within  several  days.  Another  reported  facial 
palsy,  still  another  loss  of  the  sense  of  taste. 
This  winter  I incised  an  infant’s  drumhead 
which  was  followed  by  bleeding  from  ears,  nose 
and  throat,  which  lasted  for  almost  a whole 
week.  The  child  left  the  hospital,  both  ears 
discharging  pus.  A diagnosis  of  lymphatic 
leukemia  was  later  made  at  another  hospital.  It 
should  not  be  forgotten  that  within  the  radius 
of  a half-inch,  structures  like  the  lateral  sinus, 
jugular  bulb,  facial  nerve,  and  even  the  carotid 
artery  may  be  struck.  Accidents  occur  mainly 
in  infants  because  of  dehiscences  that  may  be 
present. 

Having  arrived  at  this  point,  the  drumhead 
having  been  incised,  pus  oozing  out  freely,  we 
come  to  the  subsequent  treatment  of  the  case. 
Shall  we  use  the  wet  treatment  (douching)  or 
the  dry  treatment?  Two  distinct  schools  exist, 
both  represented  by  competent  otologists  and 
both  claiming  good  results. 

Personally  I have  arrived  at  the  following 
method  of  treatment : If  the  pain  is  relieved  by 
the  incision,  the  temperature  quickly  falling  to 
normal,  and  the  flow  of  pus  moderate  in  amount, 
I instruct  the  parent  or  nurse  to  cleanse  the 
canal  as  gently  as  possible,  followed  by  the  in- 
sertion of  a wick  of  phenol  glycerine 
silvol  10%.  If,  however,  pain  is  present,  or  the 
discharge  is  profuse  and  thick,  and  the  tempera- 
ture keeps  up  (showing  pus  retention)  douching 
of  the  ears  is  ordered.  The  ear  syringes  on  the 
market  are  forbidden.  An  ordinary  fountain 
syringe  is  used,  filled  with  a 1%  lysol  solution 
as  hot  as  the  patient  can  bear,  held  not  over  one 
foot  above  the  patient’s  head  (avoiding  pres- 
sure) and  allowed  to  flow  into  and  out  of  the 
ear.  This  method  cleanses  the  canal,  the  heat 
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lessening  the  pain,  and  the  little  pressure  is  not 
enough  to  drive  the  solution  back  into  the  mas- 
toid antrum.  The  syringing  should  be  followed 
by  careful  mopping  out  of  the  canal,  and  fol- 
lowed by  the  insertion  of  a wick  dipped  in  some 
antiseptic  fluid.  This  wick  should  be  thin, 
should  touch  the  drumhead,  and  should  not  pre- 
vent drainage.  The  greater  the  discharge  the 
more  frequently  should  the  douching  be  per- 
formed. When  the  subacute  stage  has  been 
reached,  gentle  suction  followed  by  mopping 
may  be  used,  and  repeated  several  times  daily. 
If  there  is  a good  deal  of  discharge,  especially 
if  accompanied  by  pain,  the  insertion  of  a small 
pellet  of  atropin  sulphate  gr.  1/200  to  i to  1,000, 
depending  upon  the  patient’s  age,  may  be  ad- 
visable. 

The  attention  given  to  the  nose  and  throat  is 
just  as  important  as  that  given  to  the  ear.  Care- 
ful cleansing,  shrinkage  and  antiseptisizing  of 
the  mucosa  is  resorted  to  at  each  visit  to  the 
office.  All  nasal  douching  is  warned  against. 

The  presence  of  large  tonsils  and  adenoids  is 
frequently  a bar  against  the  cure  of  a stubborn 
case  of  acute  otorrhea ; especially  the  adenoids. 

I.et  me  cite  a few  cases. 

Case  i:  Sylvia,  aged  6,  daughter  of  one  of  our  local 
druggists,  had  a suppurative  otitis  media  lasting  8 
weeks.  A mastoid  operation  was  urged  by  both  the 
family  physician  and  a competent  otologist.  The  ton- 
sils and  adenoids  had  been  removed  2 years  ago,  but 
examination  revealed  a mass  of  adenoids  still  present. 
I suggested  their  removal  before  resorting  to  the  mas- 
toid operation,  and  did  so  without  any  anesthetic.  The 
discharge  ceased  in  10  days. 

Case  2:  Max,  aged  5,  had  a discharging  ear  for  9 
weeks.  Mastoid  operation  was  suggested,  but  the  re- 
moval of  the  tonsils  and  adenoids  resulted  in  a cessa- 
tion of  the  discharge  in  one  week. 

Case  3:  Grossner,  aged  3.  Mastoid  operation  in- 
sisted upon  by  another  good  otologist.  A tonsillo- 
adenoidectomy  was  followed  by  a cure  in  2 weeks. 

In  conclusion  I wish  to  give  the  po<:sible  dan- 
gers of  and  indications  for  opening  the  drum- 
head. When  we  say  dangers  I mean  such  that 
can  occur  to  competent  otologists.  In  consider- 
ing indications  we  must  bear  in  mind  that  each 
case  is  to  be  judged  upon  its  own  merits.  The 
viewpoint  of  the  profession  shows  marked 
variations.  I understand  that  Professor  Neu- 
mann believes  that  it  is  better  to  open  95  drum- 
heads unnecessarily,  than  miss  one  that  is  nec- 
essary. I personally  do  not  find  such  grave 
dangers  in  waiting  24  hours  before  making  a 
decision  as  to  whether  a particular  drumhead 
should  be  incised.  In  many  instances  I have 
waited,  and  found  that  the  case  cleared  up.  I 
have  seen  no  complications  that  I can  attribute 
to  having  waited  longer  than  other  otologists 
would  have  done. 


DANGERS  OF  PARACENTESIS 

1.  Changing  an  acute  catarrhal  otitis  media 
into  a suppurative  one. 

2.  Ossicular  injury,  especially  in  the  region  of 
the  incudostapedial  junction. 

3.  Injury  to  the  chordae  tympani  nerve,  with 
resultant  disturbance  to  the  sense  of  taste. 

4.  Injury  to  the  facial  nerve,  resulting  in 
facial  palsy. 

5.  Injury  to  the  lateral  sinus,  jugular  bulb,  or 
even  carotid  artery. 

6.  Injury  to  the  outer  wall  of  the  internal  ear, 
with  resultant  labarynthitis. 

INDICATIONS  FOR  PARACENTESIS 

1.  Pain  in  ear,  associated  with  a bulging 
drumhead  that  has  lasted  for  12  to  24  hours, 
and  is  not  relieved  by  opening  of  the  eustachian 
tubes  and  gentle  politzerization. 

2.  The  presence  of  fever  and  a bulging  drum- 
head, lasting  over  24  hours. 

3.  The  presence  of  fever  and  a drumhead  that 
is  suspicious  (not  necessarily  bulging)  when  no 
other  cause  can  be  found  for  the  fever  after  sev- 
eral days’  study  and  eustachian  tube  attention. 

4.  A bulging  drumhead  and  pain  in  ears  and 
over  mastoid,  no  matter  for  how  short  a time. 

5.  A bulging  drumhead  that  shows  a pulsation 
should  be  incised  at  once  (I  have  seen  them  open 
spontaneously  while  under  inspection). 

6.  In  infants  showing  nervous  phenomena,  as 
convulsions,  vomiting,  etc.,  combined  with  a 
bulging  drumhead,  an  early  incision  is  advisable. 

7.  A bulging  drumhead  occurring  during  the 
course  of  an  infectious  disease,  and  the  presence 
of  a rise  of  temperature. 

The  most  imjx)rtant  point  in  this  paper  is  to 
call  attention  to  the  fact  that  too  many  drum- 
heads are  being  incised ; that  an  acute  catarrhal 
otitis  media  may  be  transformed  into  the  suppu- 
rative typ>e  by  an  incision  (dry  tap)  followed  by 
douching  of  the  ears. 

2009  Pine  St. 


PITTSBURGH  ACADEMY  OF 
MEDICINE 


ABSTRACTS 


THE  CARE  OF  NORMAL  PREGNANCY 
CHAS.  EDW.  ZIEGLER,  M.D. 

In  obstetrics,  as  in  other  branches  of  medi- 
cine, preventive  measures  applied  early  and  con- 
sistently adhered  to  throughout  pregnancy,  are 
frequently  most  effective  in  eliminating  trouble. 

A clearer  understanding  of  the  subject  will 
be  helped  by  a consideration  of  the  present 
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status  of  obstetrics  in  the  United  States.  Ap- 
proximately 2,500,000  babies  are  born  alive  each 
year  in  the  continental  United  States,  of  which 
10%  or  250,000  die  before  the  end  of  the  first 
year.  Including  100,000  stillborn  babies,  350,- 
000  p>erish  annually,  of  which  135,000  die  from 
complications  of  pregnancy  and  55,000  from 
those  of  labor.  According  to  DeLee,  at  least 
20,000  women  die  each  year  as  the  result  of 
childbirth,  to  say  nothing  of  the  untold  thou- 
sands injured  and  invalided  as  the  result  of  a 
so-called  physiologic  process.  Thus,  out  of  ap- 
proximately 5,000,000  mothers  and  babies  ex- 
posed to  the  dangers  of  childbirth,  200,000  die — 
a rate  of  4,000  per  100,000  of  those  exposed ; 
that  is  to  say,  4%  or  i in  every  25  exposed. 

The  remedy  is  well  demonstrated  by  the  New 
York  Maternity  Center,  where  intensive  ante- 
partum and  prenatal  care  reduced  the  maternal 
death  rate  to  2 per  1,000  births  and  the  infant 
mortality  by  more  than  half.  We  already  pos- 
sess the  knowledge  to  eliminate  all  but  a small 
percentage  of  this  mortality  and  morbidity,  but 
the  trouble  is  that  we  do  not  use  it. 

In  assuming  responsibility  for  the  care  of  an 
obstetric  patient,  the  physician  must  never  take 
anything  for  granted.  It  is  his  duty  to  learn  all 
about  his  patient.  A carefully  taken  history  is 
an  indispensable  preliminary  and  when  properly 
utilized,  becomes  an  invaluable  guide  in  making 
the  subsequent  physical  examination.  Previous 
disease  is  apt  to  leave  its  mark,  and  the  history 
may  very  well  account  for  many  of  the  distress- 
ing symptoms  of  pregnancy.  The  history  should 
be  followed  by  a complete  physical  examination, 
including  a pelvic  examination.  A blood  exami- 
nation is  desirable  where  syphilis  cannot  be 
excluded,  but  pelvimetry  may  be  left  until  the 
latter  half  of  pregnancy,  since  the  internal  meas- 
urements may  be  more  easily  and  accurately 
made  after  the  uterus  has  risen  into  the  ab- 
domen. 

The  routine  antepartum  care  should  include  a 
frequent  appraisal  of  the  general  health  of  the 
patient,  especially  the  condition  of  the  kidneys 
and  the  presence  of  focal  infections,  and  diligent 
search  should  be  made  for  an  explanation  when 
the  patient  is  not  doing  well. 

A moderate  consistent  gain  in  weight  from 
week  to  week  is  indispensable  to  the  safety  of 
the  mother  and  the  normal  development  of  her 
baby. 

Since  the  blood  pressure  during  pregnancy  is 
a most  dependable  indicator  of  kidney  insuffi- 
ciency and  an  unfailing  warning  of  approaching 
toxemia,  readings  should  be  made  every  two 
weeks  or  oftener.  The  urine  should  also  be 


examined  regularly  and  the  total  24-hour  output 
measured  at  least  once  in  two  weeks.  In  my 
opinion  there  is  no  such  thing  as  “eclampsia  out 
of  a clear  sky.”  In  the  absence  of  failing  car- 
diac compensation,  I believe  that  the  blood  pres- 
sure always  gives  the  warning  days  and  even 
weeks  before  anything  can  be  detected  chem- 
ically or  microscopically  in  the  urine. 

The  presentation  of  the  fetus  should  be  deter- 
mined at  the  time  of  each  visit  and  every  effort 
made  to  have  the  head  presenting  when  labor 
begins.  If  the  breech  presents,  it  should  be  con- 
verted into  a cephalic  after  the  seventh  month, 
and  if  it  recurs,  the  turning  should  be  repeated 
as  often  as  necessary. 

Much  may  be  learned  from  the  fetal  heart 
sounds  and  fetal  movements  of  the  condition  of 
the  baby  during  pregnancy.  Very  active  move- 
ments may  indicate  that  the  baby  is  in  an  un- 
comfortable position,  or  may  denote  circulatory 
embarrassment,  as  in  compression  of  the  cord. 
When  the  embarrassment  is  acute,  the  fetal 
heart  at  first  becomes  progressively  slower  until 
the  vagus  is  paralyzed,  when  the  heart  becomes 
very  rapid  and  at  times  irregular  before  stop>- 
ping.  In  chronic  embarrassment  there  is  not 
this  preliminary  period  of  slowing,  but  a pro- 
gressive increase  until  the  fetus  dies. 

Preeclamptic  toxemia  is  a metabolic  disease 
and  primarily  affects  the  liver,  in  contradistinc- 
tion to  the  so-called  nephritic  toxemia.  We  are 
told  that  a differential  diagnosis  can  be  made 
only  after  the  termination  of  pregnancy,  but  I 
believe  that  very  helpful  information  may  be 
obtained  at  the  time — not  in  the  interest  of  treat- 
ment, which  is  the  same  in  the  two  diseases,  but 
to  help  in  diagnosis  and  prognosis.  Eclampsia 
occurs  in  the  latter  half  of  pregnancy ; nephritic 
toxemia  at  any  time.  One  attack  of  eclampsia 
seems  to  render  the  patient  immune  to  a second 
attack,  while  in  nephritic  toxemia  pregnancy 
more  often  terminates  spontaneously  with  a 
dead  macerated  fetus.  In  the  former,  if  the 
baby  dies  before  birth,  the  death  more  often 
takes  place  after  convulsions  or  coma  set  in. 
It  is  unusual  for  the  blood  pressure  to  go  be- 
yond 200  before  convulsions  occur.  With  a 
blood  pressure  well  over  200  in  the  absence  of 
convulsions  and  coma,  one  has  to  do  almost  cer- 
tainly with  a chronic  nephritis.  In  this  case  the 
total  nitrogen,  urea  and  ammonia  coefficient  are 
usually  unchanged,  whereas  in  preeclamptic 
toxemia  the  total  output  of  urine,  and  the  total 
nitrogen  and  urea  are  correspondingly  decreased. 
According  to  Williams,  also,  the  catalytic  activ- 
ity of  the  blood  is  greatly  diminished  in  pmre 
renal  insufficiency,  but  normal  in  toxemia  and 
eclampsia.  Eclampsia  is  more  frequent  in 
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primiparae  than  in  multiparae,  and  frequently 
occurs  in  robust  individuals. 

There  is,  in  my  opinion,  a third  form  of 
toxemia  of  pregnancy  which  clears  up  entirely 
between  pregnancies  and  recurs  with  each  suc- 
ceeding pregnancy.  The  urinary  findings  are 
similar  to  those  of  kidney  toxemia,  there  is 
marked  edema  and  rise  in  blood  pressure,  but 
there  is  no  tendency  to  convulsions  or  coma  or 
to  premature  birth  of  a macerated  fetus.  An 
experience  with  several  cases  of  this  nature  has 
convinced  me  that  this  form  is  due  to  focal  in- 
fection. 


COMPLICATIONS  DURING  LABOR 
J.  L.  GILMORE,  M.D. 

The  baby  frequently  gives  us  cause  for  alarm. 
Signs  of  asphyxia,  the  changes  in  the  heart 
sounds,  the  passage  of  meconium,  warn  of  fetal 
asphyxia,  and  necessitate  a search  for  the  cause 
and  its  correction  when  possible.  This  may  be 
due  to  interference  with  the  circulation  in  the 
cord,  caused  by  a very  short  cord,  a cord  around 
the  neck,  or  a prolapse.  When  such  a condition 
exists  early  in  the  first  stage,  cesarean  section  is 
the  treatment  of  choice.  Occurring  in  the  sec- 
ond stage  I believe  version  is  the  best  treatment. 
I have  had  no  success  in  attempting  to  replace 
and  keep  replaced  a prolapsed  cord. 

Asphyxia  is  sometimes  threatened  by  exces- 
sive pressure,  combined  with  interference  with 
the  placental  circulation  in  cases  in  which  the 
uterine  contractions  are  very  close  together  and 
extremely  strong.  Here  again  the  treatment  de- 
pends largely  on  the  stage  of  labor  in  which  it 
occurs.  In  the  first,  morphin  in  liberal  doses  is 
the  treatment  of  choice.  In  the  second,  secure 
relaxation  by  general  anesthesia  and  delivery  by 
forceps  or  version.  In  the  mother,  the  most  fre- 
quent abnormality  of  the  first  stage  is  failure  to 
secure  dilatation  of  the  cervix  within  the  average 
length  of  time  and  with  the  usual  amount  of 
labor.  This  condition  not  only  adds  to  the  risk 
of  the  baby,  but  is  extremely  exhausting  to  the 
mother.  Here  again  morphin  is  the  choice,  con- 
serving strength  and  aiding  to  some  extent  in 
the  absorption  and  dilatation  of  the  cervix.  In 
rare  instances  when  dilatation  does  not  occur 
after  a generous  trial  of  labor,  or  even  worse, 
where  the  cervix  become  edematous,  I believe 
cesarean  section  should  be  done,  provided  the 
patient  has  been  handled  in  such  a way  as  not 
to  add  materially  to  the  risk  due  to  infection. 
Dilating  bags  have  not  helped  me  very  much  in 
these  cases.  Nearly  all  of  these  women  will 
dilate  if  given  sufficient  time. 


When  hemorrhage  occurs  during  labor  it  is 
often  of  great  moment.  The  premature  separa- 
tion of  the  normally  implanted  placenta,  occur- 
ring early  in  labor  with  a viable  baby,  is  an  indi- 
cation for  immediate  cesarean  section ; occurring 
late,  immediate  delivery  through  the  birth  canal 
should  be  accomplished.  When  such  a condition 
exists  away  from  operating  facilities,  I believe 
the  best  treatment  is  artificial  rupture  of  the 
membranes,  followed  by  small  rej>eated  doses  of 
pituitrin. 

Placenta  prsevia  is  a subject  in  itself.  In  gen- 
eral, the  labor  complicated  by  serious  hemor- 
rhage due  to  a low  implantation  of  the  placenta, 
had  better  be  terminated  promptly  by  the  method 
offering  the  least  risk  to  the  mother.  Early  in 
the  first  stage,  in  hospital  cases,  when  the  baby 
is  viable,  abdominal  or  vaginal  cesarean  section 
is  indicated.  Away  from  the  hospital,  a Braxton- 
Hicks  version,  even  though  sacrificing  the  baby 
(which  it  always  means)  is  the  best  treatment. 

Whatever  may  be  the  chemistry  of  eclampsia, 
we  know  that  pregnancy  is  the  cause  of  the 
toxemia  which  manifests  itself  by  convulsive 
seizures  of  this  kind.  Therefore  eliminate  the 
pregnancy.  The  advantages  of  immediate  deliv- 
ery are  several.  The  baby  has  a better  chance. 
The  more  convulsions,  the  more  likely  we  are  to 
have  a baby  die  in  utero  or  shortly  after  birth. 
The  mother  needs  some  loss  of  blood,  and  this 
will  occur  to  some  extent  during  delivery. 

Impending  rupture  of  the  uterus  during  labor, 
as  evidenced  by  diminution  in  the  effectiveness 
of  the  uterine  contractions,  a thinning  out  of  the 
low'er  uterine  segment  and  formation  of  a con- 
traction ring  demands  immediate  anesthesia  fol- 
lowed by  delivery  by  the  easiest  method.  Actual 
rupture  demands  a laparotomy. 

Hemorrhage  during  the  third  stage  is  usually 
due  to  a relaxation  of  the  uterus  caused  by  a 
retention  of  a portion  or  all  of  the  placenta. 
Manual  removal  will  usually  result  in  a firm 
uterus  and  control  of  the  bleeding.  Packing  is 
occasionally  necessary. 

Adherent  placenta  without,  hemorrhage  usu- 
ally occurs  in  the  exhausted  uterus.  Here  the 
uterus  will  regain  its  tone  in  a few  hours  and 
separation  occur.  If,  however,  bleeding  is  free 
in  the  interval,  a manual  separation  and  extrac- 
tion is  advised. 

THE  CAUSES  OF  STERILITY 
PAUL  TITUS,  M.D. 

Sterility  is  generally  considered  as  being  an 
established  condition  if  pregnancy  has  not  oc- 
curred within  two  or  three  years  after  marriage, 
but  this  definition  must  of  necessity  be  a relative 
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one  because  many  marriages  are  fruitful  after 
considerably  more  time  than  this. 

In  the  first  place,  it  must  be  conceded  that  in 
at  least  40  per  cent  of  all  cases  of  sterility  the 
cause  is  on  the  side  of  the  husband.  It  seems 
to  have  been  the  custom,  even  as  far  back  as 
Biblical  times,  to  blame  the  wife  if  a marriage 
is  fruitless,  and  even  now  this  thought  still  pre- 
vails. 

My  custom,  therefore,  when  a patient  con- 
sults me  on  account  of  sterility  is  to  take  a care- 
ful history,  and  then  to  make  the  usual  pelvic 
examination.  Even  though  some  general  or 
some  local  pathology  be  found  it  is  to  be  remem- 
bered that  pregnancy  often  occurs  in  spite  of 
such  things,  and  while  a retroflexed  uterus,  for 
example,  may  contribute  to  sterility,  so  many 
displaced  uteri  become  pregnant  that  we  are  not 
warranted  in  assuming  this  to  be  the  sole  cause 
in  that  particular  case.  Possible  causes  discov- 
ered at  this  examination  should  be  corrected  so 
far  as  possible,  but  to  determine  the  husband’s 
share  in  the  matter  is  of  equal  importance  with 
the  examination  of  the  wife.  While  the  average 
husband  will  readily  agree  that  his  wife  may  be 
at  fault,  he  seems  to  resent  the  suggestion  that 
he  should  have  an  examination,  and  at  first  will 
probably  object  to  it,  so  that  it  is  usually  advisa- 
ble, for  the  time  being  at  least,  to  disregard  him 
so  far  as  interviews  are  concerned. 

The  patient  is  instructed,  however,  to  return 
on  an  appointed  morning  within  an  hour  or  two 
after  having  had  intercourse.  The  cervix  should 
be  exposed,  and  with  a long  glass  suction 
syringe  some  of  the  secretions  should  be  drawn 
from  the  cervical  canal.  These  instruments 
should  be  kept  about  at  body  temperature  in  a 
dish  of  warm  water  (antiseptics  such  as 
bichlorid  or  lysol  solution  coagulate  seminal 
fluid)  and  a portion  of  the  secretion  should  be 
transferred  quickly  to  a warm  slide  for  low 
power  microscopic  examination. 

If  numerous  active  spermatozoa  are  seen,  it 
is  definitely  proved  that  the  husband  is  not  at 
fault,  and  also  that  the  cervical  discharges  are 
not  chemically  destructive  to  the  spermatozoa. 
Movement  of  dead  spermatozoa  by  currents  or 
streams  in  the  microscopic  field  should  not  be 
confused  with  the  motility  of  active  sperma- 
tozoa, and  the  specimen  should  be  obtained  from 
the  cervical  canal  in  order  to  be  assured  that 
they  can  enter  this  tract.  If  there  are  only  in- 
active spermatozoa  they  may  have  been  dead 
before  their  deposit  in  the  vaginal  vault,  or  else 
the  cervical  and  vaginal  discharges  may  have 
killed  them.  Which  condition  exists  may  be 
determined  later  by  the  examination  of  a speci- 
men obtained  from  massage  of  the  prostate,  and 


if  spermatozoa  are  either  dead  or  totally  lacking 
in  this  secretion,  the  case  is  proved  and  the 
search  for  cause  ends  at  once. 

If  the  spermatozoa  are  active,  however,  it  is 
necessary  to  run  through  and  eliminate  the  most 
likely  causes  for  sterility  in  the  wife.  Among 
the  general  causes  I would  call  particular  atten- 
tion to  anemia.  Among  the  local  causes  of  pri- 
mary sterility,  gonorrhea,  tumors,  leucorrhea, 
and  uterine  displacements  are  probably  the  most 
frequent. 

It  might  be  pointed  out  here  that  the  “pin- 
hole” os,  so  popularly  supposed  to  be  a frequent 
cause  of  sterility,  would  offer  no  obstacle  at  all 
to  an  active  spermatozoon  if  it  were  not  that 
there  is  usually  a thick,  catarrhal  discharge 
dammed  up  in  the  canal  behind  such  an  os. 
Clearing  this  away  by  a suction  syringe,  or  at 
the  most  a dilatation  and  curettage  will  answer 
every  purpose  which  may  be  claimed  for  a 
stomatoplastic  o{)eration,  and  I believe  this  last 
to  be  unwarranted  and  unnecessary.  It  is  true 
that  pregnancies  have  followed  stomatoplasty, 
but  they  would  probably  have  followed  some 
more  conservative  procedure. 

It  is  hardly  required  to  consider  in  detail  the 
well-known  effects  of  gonorrhea,  appendicitis, 
localized  puerperal  sepsis,  and  tubercular  peri- 
tonitis. From  the  standpoint  of  diagnosis,  how- 
ever, reference  should  be  made  to  the  so-called 
Ruben’s  test  for  patency  of  the  fallopian  tubes. 
Briefly,  it  consists  of  the  injection  of  carbon 
dioxid  gas  into  the  uterus  which  has  been  stop- 
pered off  at  the  cervix,  and  the  production  of  a 
pneumoperitoneum  by  the  passage  of  this  gas 
through  the  tubes.  This  procedure  is  not  merely 
a test,  however,  but  is  often  a therapeutic  meas- 
ure, because  the  inflation  of  the  tubes  may  read- 
ily straighten  out  angulations  and  blow  the  tiny 
lumina  free  of  mucus  so  that  pregnancy  may 
follow  where  sterility  existed  before. 


CHORIONEPITHELIOMA  OF  TESTIS 

I 

DE  WAYNE  G.  RICHEY,  B.Sc.,  M.D. 

Owing  to  their  rarity  and  clinical  importance, 
the  author  presented  data  on  two  typical  and 
complete  cases  of  chorionepithelioma  of  the 
testis. 

Case  I. — A man  of  34  years  complained  of  a hard, 
painless  swelling  in  left  side  of  scrotum,  beginning 
fourteen  months  before  death.  Five  years  previous  to 
the  onset  of  testicular  enlargement  a gonorrheal  ure- 
thritis had  been  experienced.  Two  months  after  the 
swelling  was  first  noticed  the  testis  was  removed  at 
operation  by  Dr.  E.  J.  McCague.  The  pathological 
diagnosis  was  chorionepithelioma  of  testis.  Having 
made  an  uneventful  recovery,  the  patient  returned  to 
work,  only  to  return  ten  months  after  his  operation, 
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complaining  of  pains  in  the  chest,  coughing,  a dragging 
sensation  in  the  left  inguinal  region  and  loss  of  weight. 
The  chest  pains  were  dull  and  constant.  Physical  ex- 
amination at  this  time  showed  that  the  respiratory 
movements  were  symmetrically  decreased,  with  patchy 
areas  of  increased  voice  conduction,  bronchovesicular 
breathing  and  scattered  dry  and  moist  rales  over  both 
lungs.  In  view  of  the  previous  findings,  death,  which 
occurred  2 months  after  the  thoracic  symptoms  were 
first  noticed,  was  believed  to  be  due  to  the  visceral 
metastases  of  the  testicular  neoplasm.  This  idea  was 
confirmed  at  autopsy,  large  tumorous  masses  being 
found  in  the  left  renal,  left  adrenal  and  portal  veins, 
the  inferior  vena  cava,  lungs,  liver  and  retroperitoneal 
tissues  of  the  left  side. 

The  left  testis  was  enlarged,  measuring  6.SX4.SX3.5 
cm.  It  was  surrounded  by  a hydrocele,  containing 
60  c.c.  of  clear,  straw-colored  fluid.  The  upper  half  of 
the  organ  was  very  hard  and  nodular,  due  to  a tumor 
growth  which  had  entirely  supplanted  the  normal  tes- 
ticular tissue  in  this  region.  On  section,  the  cut  sur- 
face presented  a dull  gray  and  yellow  appearance. 
Many  heavy,  gristle-like  bands  of  fibrous  connective 
tissue  coursed  through  the  neoplasm.  In  one  place  a 
hemorrhagic  area  was  noted. 

The  tumor  masses,  at  autopsy,  were  found  to  riddle 
both  lungs  and  liver.  They  varied  considerably  in  size 
and  shape,  some  being  as  small  as  a pea  while  others 
were  as  large  as  a tangerine  orange.  In  the  lungs 
they  were  sharply  demarcated  and  tended  to  necrosis, 
whereas  in  the  liver  their  outlines  were  less  distinct 
and  they  were  prone  to  hemorrhage.  The  left  renal 
and  adrenal  veins  were  very  large,  being  filled  with  a 
firm  thrombus  which  protruded  into  the  inferior  vena 
cava.  All  the  tumor  tissue  was  extremely  soft  and 
friable,  with  little  or  no  supporting  stroma  and  in- 
herently tended  to  be  associated  with  vascular  channels. 

Case  II. — A man  of  37  years  was  admitted  to  the 
Allegheny  General  Hospital  on  Dr.  Dearth’s  service, 
complaining  of  abdominal  cramps,  vomiting,  diarrhea 
and  severe  pain  in  the  right  shoulder  and  both  inguinal 
regions.  The  symptoms  began  two  weeks  before  ad- 
mission. Examination  revealed  a very  sick,  anenuc  and 
emaciated  person,  with  an  enlargement  in  the  left  side 
of  scrotum.  Death  occurred  two  weeks  after  coming 
to  the  hospital  and  one  month  after  the  onset  of  the 
general  symptoms.  At  autopsy,  death  was  found  to  be 
due  to  melena  and  the  metastases  from  a chorionepithe- 
lioma  of  the  left  testis. 

The  testis  was  larger  than  that  in  the  first  case, 
measuring  12x7x6  cm.  It  was  surrounded  by  a hydro- 
cele of  the  tunica  vaginalis.  The  testicular  substance 
was  entirely  replaced  by  a purplish-red  new  growth, 
which  appeared  to  contain  large  masses  of  blood  clot. 
The  clot  was  divided  into  pockets  by  numerous  inter- 
secting bands  of  connective  tissue.  A synopsis  of  the 
other  postmortem  findings  showed  numerous  red,  friable, 
round  and  oval  tumor  masses,  varying  from  i to  5 cm. 
in  diameter,  involving  all  the  lobes  of  the  lungs,  dis- 
tributed throughout  the  liver  and  occurring  at  intervals 
along  the  small  intestine.  Similar  masses  were  present 
in  the  left  kidney  and  in  the  lymph  nodes. 

The  gross  similarity  of  these  two  cases  was  reflected 
in  the  microscopical  sections.  For  the  most  part,  the 
pictures  in  the  original  tumors  and  the  metastitic 
nodules  were  quite  pure,  consisting  almost  entirely  of 
hemorrhagic  necrotic  areas,  with  sheets  of  syncytial 
cells,  groups  of  Langhans’  cells  and  multinucleated 
cells.  A villus-like  arrangement  was  maintained  in  the 
tumor  of  the  testis  in  the  first  case. 

The  author  called  attention  to  the  close  similarity  of 


the  two  reported  cases  and  the  intimate  resemblance  to 
chorionepithelioma  as  seen  in  the  female.  He  also 
stressed  the  diagnostic  value  of  hemorrhage  in  testi- 
cular tumors  as  indicating  the  strong  probability  of 
chorionepithelioma,  and  suggested  that  testicular  en- 
largements associated  with  hemoptysis  should  point  to 
the  possibility,  not  only  of  tuberculous,  but  also  of 
chorionepitheliomatous  testis. 


NEUROLOGICAL  ASPECTS  OF  HEAD 
INJURY 

* G.  J.  WRIGHT,  M.D. 

I tliink  at  the  outset  it  is  important  to  distin- 
guish the  purely  surgical  from  the  neurological 
aspect  in  this  type  of  case.  Injuries  to  the  scalp, 
fractures  of  any  kind  to  the  vault  or  base,  and 
even  meningeal  hemorrhages  are  surgical  prob- 
lems and  there  is  no  difference  of  opinion  in 
diagnosis  and  treatment.  You  may  be  surprised 
that  I include  meningeal  hemorrhage  in  the  sur- 
gical category,  but  I do  it  because  the  surgeon 
is  keenly  alive  to  the  syndrome  of  loss  of  con- 
sciousness, recovery,  followed  by  gradually  in- 
creasing stupor  and  the  general  symptoms  of 
compression  with  or  without  paralysis.  His 
diagnosis  and  surgical  treatment  in  my  experi- 
ence has  usually  been  sure  and  prompt.  The 
neurological  aspect  of  these  cases  is  concerned 
with  the  damage  done  to  the  brain  itself,  and 
this  includes  subpial  hemorrhage,  contusion, 
laceration  and  edema.  Concussion,  to  my  mind, 
is  a doubtful  term  to  use;  it  usually  means  con- 
tusion, and  I prefer  to  use  it,  and  guardedly  at 
that,  only  in  those  cases  of  transient  disturbance 
of  consciousness  without  other  symptoms ; and 
these  cases  are  usually  not  seen  in  hospital 
practice. 

The  thing  that  counts  most  is  the  general  con- 
dition of  the  patient  with  reference  to  degree  of 
disturbance  of  consciousness,  the  pulse  rate  and 
vasomotor  status,  the  blood  pressure,  the  respira- 
tion, and  the  temperature.  I am  much  more  in- 
terested in  this  than  any  possible  neurological 
svmptom  per  se,  because  these  observations  tell 
us  at  once  the  status  of  the  so-called  vital  cen- 
ters in  the  medulla. 

The  neurological  symptoms  are  not  always 
striking,  and  the  general  tendency  is  to  exagger- 
ate their  importance  and  significance.  It  is  very 
necessary  to  separate  the  wheat  from  the  chaff. 
An  inequality  of  the  pupil  or  an  eye  muscle  palsy 
does  not  mean  much.  The  symptoms  are  para- 
lytic or  irritative;  they  are  focal,  multiple  or 
diffuse.  Further,  they  are  immediate  or  delayed, 
progressive  or  regressive.  These  things  I have 
just  mentioned  must  be  determined  as  near  as 
possible  and  as  soon  as  possible.  Fundus 
changes  may  or  may  not  be  present,  usually  not 
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in  my  exj>erience,  in  spite  of  the  stress  that  is 
usually  laid  upon  them  in  the  literature.  Con- 
vulsions, local  or  generalized,  no  longer  worry 
me  in  spite  of  the  seeming  urgent  necessity  for 
their  relief.  No  matter  what  the  neurological 
symptoms,  I have  become  more  and  more  im- 
pressed by  the  importance  of  caution  in  diag- 
nosis. I have  learned  to  take  my  time,  to  be  in 
no  hurry  to  counsel  radical  treatment,  or  to  be 
sure  of  a bad  prognosis.  If  the  general  symp- 
toms are  good  I am  not  afraid  to  wait.  A local- 
ized edema  or  a slight  contusion  may  cause  just 
as  much  temporary  functional  loss  as  a severe 
laceration  or  a subpial  hemorrhage ; and  very 
often  a stormy  situation  may  quiet  down  to  a 
mild  confusion  or  an  uneasy  delirium.  I feel, 
as  time  goes  on,  that  the  favorable  cases  out- 
number the  unfavorable,  and  except  in  cases  of 
massive  hemorrhage,  epidural  or  subdural,  it  is 
rare  for  any  local  essential  damage  to  occur  to 
the  brain  substance  which  can  in  any  way  be 
relieved  by  a surgical  procedure. 

In  general,  no  one  sign  is  enough  to  depend 
upon.  A pulse  of  fifty  is  disquieting,  but  if 
other  things  are  still  good  it  may  not  be  so  bad 
after  all.  And  sometimes,  to  one’s  alarm,  there 
may  be  some  stiffness  of  the  neck  and  a partial 
Kernig  sign  with  a slight  rise  in  temperature, 
but  more  frequently  than  not  this  may  be  due  to 
an  aseptic  meningeal  irritation  because  of  the 
presence  of  free  blood  in  the  subarachnoid 
spaces.  I am  not  opposed  to  a diagnostic  lum- 
bar puncture,  or  to  a manometric  reading,  but  I 
do  not  employ  it  routinely,  because  I feel  we 
have  adequate  evidence  of  the  condition  of  the 
patient  by  a proper  study  of  the  symptoms  de- 
scribed above. 

A policy  of  watchful  waiting  in  head  injuries 
is  usually  safe.  One  must  be  very  careful  not 
to  do  any  harm.  Scalp  wounds,  depressed  or 
comminuted  fractures,  demand  the  necessary 
attention,  but  aside  from  an  enema,  a saline,  and 
rest  in  bed,  every  other  procedure  must  be  care- 
fully considered.  Bromids  and  chloral  have 
their  place,  and  even  morphin,  but  only  in  the 
excited  sthenic  cases.  If  anything  more  can  be 
done  we  can  offer  only:  (i)  Intravenous  or 

rectal  injections  of  hypertonic  saline  solutions; 

(2)  lumbar  punctures ; (3)  decompression. 

For  some  time  I have  been  interested  in  the 
use  of  hypertonic  salt  solution  in  states  of  sup- 
posed cerebral  edema,  and  I have  employed  it 
with  some  success  in  acute  alcoholism,  status 
epilepticus,  and  brain  injuries.  In  the  milder 
cases  I have  used  4 oz.  of  a saturated  solution 
of  magnesium  sulphate  by  rectum  every  four 
hours;  in  more  severe  cases  100  c.c.  of  a 15% 
sodium  chlorid  solution  by  vein.  In  other  in- 


stances, where  the  general  symptoms  were  not 
too  desperate,  I have  used  spinal  drainage  with 
benefit,  but  I am  sure  this  procedure  is  not  with- 
out danger  where  the  brain  is  badly  swollen  and 
the  ventricles  distended  with  fluid.  The  danger 
is,  of  course,  that  sudden  release  of  spinal  pres- 
sure may  allow  a jamming  down  of  the  medulla 
into  the  foramen  magnum  and  thus  cause  sud- 
den death,  as  in  certain  cases  of  brain  tumor. 
In  these  very  bad  cases,  temporal  decompression 
would  seem  the  safer  and  better  procedure.  As 
a matter  of  general  experience,  however,  some 
cases  are  brought  into  the  hospital  in  a perfectly 
desperate  condition.  It  seems  obvious  that  noth- 
ing can  be  done  and  nothing  is  done,  for  these 
patients  will  die.  Other  cases  are  brought  in 
where  ordinary  simple  care  is  enough,  and  I am 
glad  to  say  this  group  is  the  larger,  and  the  re- 
sults are  good.  Occasionally  dehydration  by 
salt  solution  or  spinal  drainage  is  done.  Rarely 
does  decompression  seem  to  be  necessary  or  in- 
dicated— this  in  spite  of  the  teachings  of  a few 
earnest  enthusiastic  advocates.  I believe  in  any 
discussion  of  the  treatment  of  head  injuries  we 
must  be  careful  to  keep  our  j>erspective,  and  not 
be  guilty  of  distortion  by  talking  too  much  of 
any  one  procedure. 

In  conclusion  I would  summarize  my  remarks 
as  follows : 

(1)  The  real  problem  in  head  injuries  is  con- 
cerned with  the  amount  and  kind  of  damage 
done  to  the  brain  itself  and  not  to  the  cranium. 

(2)  The  most  important  symptoms  are  those 
involving  the  general  condition  of  the  patient, 
particularly  the  depth  of  the  disturbance  of  con- 
sciousness, and  the  degree  of  involvement  of 
the  medullary  centers. 

(3)  The  first  principle  should  be  to  keep  the 
patient  alive. 

(4)  Focal  symptoms,  except  in  cases  of  mas- 
sive hemorrhage  from  the  large  vessels,  are  ex- 
tremely misleading,  most  often  transitory  or  re- 
gressive, and  should  never  be  interpreted  in 
haste. 

(5)  Do  not  be  afraid  to  stand  pat  and  do 
nothing.  Be  sure  not  to  do  any  harm.  Operate 
when  you  are  reasonably  sure,  but  not  when  in 
doubt. 

(6)  Insist  on  keeping  the  patient  at  rest  in 
bed  for  four  to  six  weeks,  and  discharge  no  pa- 
tient without  a final  examination  of  the  fundi. 


RAYNAUD’S  PHENOMENA 
J.  A.  LINDSAY,  M.D. 

August  Maurice  Raynaud,  in  1862,  at  the  age 
of  30,  won  his  Doctor’s  Degree  in  Paris  by  a 
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thesis  entitled  “Local  Asphyxia  and  Symmetrical 
Gangrene  of  the  Extremities.” 

The  following  excerpt  from  the  above  mono- 
graph is  interesting: 

I propose  to  show  that  there  exists  a variety  of  dry 
gangrene  affecting  the  extremities,  which  is  impossible 
to  explain  on  the  basis  of  vascular  obliteration;  a va- 
riety characterized  especially  by  a tendency  to  sym- 
metry. In  certain  instances  the  nose  and  ears  are  also 
affected.  I shall  seek  to  prove  that  this  kind  of  gan- 
grene has  as  its  cause  a disturbance  of  the  innervation 
of  the  capillary  blood  vessels. 

The  prominent  subjective  and  objective  symp- 
toms in  Raynaud’s  disease  are  divided  into  three 
classical  stages : local  syncope,  local  asphyxia, 
and  symmetric  or  asymmetric  gangrene.  In  the 
stage  of  local  syncope,  one  or  more  of  the  toes 
or  fingers  feel  dead,  and  this  may  be  accom- 
panied by  pain  or  cramp.  Sensation  is  blunted. 
This  stage  may  last  minutes,  hours,  or  days,  and 
then  return  to  normal.  In  the  stage  of  local 
asphyxia  the  attacks  are  paroxysmal  and  recur- 
rent. The  skin  of  the  part  varies  in  color  from 
reddish  purple  to  black.  Pain  is  usually  present. 
Tbe  attack  may  last  from  a week  to  a month, 
then  disapi>ear.  The  stage  of  gangrene  is  not 
present  in  all  cases.  It  may  involve  small  areas 
or  extend  over  entire  hands  and  feet.  Pain  is 
severe  and  small  areas  of  skin  may  slough  off. 
The  bed  of  the  nail  may  become  brittle  and  be 
sloughed  off. 

The  basic  mechanism  involved  in  the  produc- 
tion of  the  symptoms  of  Raynaud’s  disease  re- 
mains obscure ; but  the  phenomena  observed 
coincide  satisfactorily  with  the  theoretic  and  ex- 
perimental possibilities  of  a disturbance  of  the 
vasomotor  apparatus.  The  attacks  of  syncope 
are  no  doubt  constrictor,  as  the  part  or  parts  are 
partially  or  completely  bloodless  during  the  at- 
tacks. This  is  shown  by  the  absence  of  bleeding 
on  pin-prick,  the  total  lack  of  color,  and  reduced 
temperature.  The  asphyxial  attacks  are  prob- 
ably also  constrictor,  and  not  dilator. 

The  cyanosis  may  be  tbe  result  of  a slowing 
of  the  passage  of  blood  through  the  peripheral 
vasculature  with  its  consequent  prolonged  reten- 
tion in  the  parts.  This  is  due  to  the  increased 
resistance  which  it  meets  on  account  of  the  p>ar- 
tially  constricted  lumina  of  the  finer  vessels. 
Any  explanation  which  fails  to  consider  the 
constriction  as  involving  arterials,  capillaries, 
and  venules  is  unsatisfactory.  A limited  con- 
striction of  the  capillaries  would  result  in  a 
swelling  of  the  tissues  above  the  site  of  con- 
striction and  a cyanosis  beyond  the  point  of 
constriction.  Such  is  not  observed  in  Ray- 
naud’s phenomena.  A constriction  of  the 
venules  would  result  in  a swelling  in  the  regions 


to  the  proximal  side  of  the  constriction.  This 
is  not  observed.  The  condition  must  involve 
all  three  of  the  finer  ramifications  of  the  vas- 
cular system,  in  order  to  produce  the  ordinary 
consequences  of  the  condition.  The  hyperemia 
is  dilator,  as  indicated  by  the  color  and  increase 
of  temperature  of  the  part  and  the  pulsations  of 
the  finer  peripheral  vessels.  Whatever  may  be 
the  causal  agent,  the  method  of  action  seems  in 
most  cases  peripheral,  on  the  vasomotor  nerves, 
rather  than  on  the  central  mechanism,  although 
it  is  possible  that  both  may  be  affected. 

In  addition  to  color  changes,  we  have:  (i) 
Sensory  changes.  Raynaud  stated  that  pain 
was  an  almost  constant  finding.  It  is  not  limited 
to  the  affected  extremities,  is  increased  by  pres- 
sure, and  is  usually  the  first  subjective  symptom. 
Osier  observed  considerable  pain  in  the  gangrene 
stage.  One  case  cited  by  the  Mayo  Clinic  had 
severe  pain  for  30  years,  finally  dying  of  phys- 
ical exhaustion.  (2)  Changes  in  the  motor 
system,  consisting  in  slowness  and  clumsiness. 
Small  movements  are  especially  difficult.  (3) 
Changes  in  the  bones.  Cassirer  and  Oppenheim 
both  observed  atrophic  bone  changes  in  Ray- 
naud’s disease.  They  noted  thinning  of  the 
cortex,  with  increase  in  marrow  spaces. 

CASE  REPORT 

Patient,  Mr.  A.  S.,  aged  25,  single.  Ball-player 
by  desire  and  ability.  Employed  as  clerk  by  Pressed 
Steel  Car  Company.  Mother  died  17  years  before. 
Father  was  living — a farmer.  No  history  of  condi- 
tion similar  to  patient’s  in  any  other  member  of 
the  family.  His  previous  history  showed  scarlet  fever, 
pneumonia  and  typhoid.  No  history  of  frozen  fingers. 
No  history  of  venereal  infection.  A year  before  he 
had  noticed  coldness,  with  aching  over  entire  left  arm. 
Numbness  increased  when  hand  was  allowed  to  hang 
down.  Hand  and  fingers  got  blue,  both  when  hanging 
down  and  in  other  positions.  In  April  of  this  year  he 
noticed  increase  in  numbness  and  pallor  of  hand.  Pain 
became  marked,  causing  him  to  lose  much  sleep.  In 
August  the  pain  left  the  arm,  but  remained  severe  in 
the  hand  and  affected  fingers.  Patient  also  noticed 
blackened  finger  tips  and  nails  and  slight  sloughing  at 
tips  of  thumb  and  finger.  Pain  was  continuous  and  he 
was  unable  to  work. 

Physical  examination  showed  a clean-cut,  well  nour- 
ished, well  built  young  man.  Head  and  neck:  Full 
haired.  Pupillary  reflexes  normal.  Nose  and  throat 
negative.  Thyroid  normal  size.  Chest : Heart  and 
lungs  negative.  Abdomen  negative.  Abdominal  reflexes 
normal.  External  genitals  normal.  Extremities : Both 
hands  on  raising  and  lowering  presented  a blood-tide 
with  bluing  and  relative  pallor.  End  of  thumb  and 
finger  of  left  hand  thickened.  Nails  darkened  and  ap- 
peared as  a condition  of  chronic  paronychia,  markedly 
tender.  Skin  hard  and  dark  on  finger  tips. 

X-ray  report : There  has  been  a fracture  of  the 
styloid  process  of  the  ulna  and  of  the  scaphoid  bone  in 
the  wrist.  There  is  a slight  necrosis  of  the  tip  of  the 
terminal  phalanx  of  the  thumb  and  of  the  middle  finger. 
There  is  a deformity  of  the  last  joint  of  the  little  finger. 
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evidently  from  an  old  fracture  which  has  united  with  a 
certain  amount  of  displacement. 

Wassermann  report  negative.  Urinary  findings  nega- 
tive for  albumin  and  sugar. 

September  20th,  under  anesthesia  I excised  nails  and 
removed  blackened  slcin  over  the  tips  of  thumb  and 
finger,  exposing  the  tip  of  the  terminal  phalanx  in  each. 
I dressed  parts  dry,  and  kept  the  arm  in  a sling.  Fol- 
lowing operation  and  institution  of  the  above  patient 
experienced  less  pain. 

My  diagnosis  of  Raynaud’s  phenomena  is  fol- 
lowed by  a large  interrogation  point  in  my  mind. 
Eliminating  thrombo-angitis  obliterans,  arteritis 
obliterans,  and  congenital  cyanosis,  we  come  to 
acroparesthesia,  which  does  not  present  the  pallor 
and  congestion  of  Raynaud’s  disease.  Then  to 
syringomyelia  of  the  cord  (Morvan’s  Disease), 
also  painless,  with  atrophy  and  deformity.  Fi- 
nally we  enter  the  realm  of  vasomotor  neurosis 
and  trophoneurosis.  In  this  category  we  find 
Raynaud’s  disease,  erythromelalgia,  and  sclero- 
derma, to  be  differentiated.  In  erythromelalgia 
we  have  sensibility  to  heat,  disappearance  of  pain 
on  elevation  of  part,  freedom  from  necrosis  and 
gangrene.  In  scleroderma  of  erythematous  onset 
we  have  joint  inflammation  with  superficial  ne- 
crosis of  skin  over  joints.  Skin  becomes  pig- 
mented and  hard  and  transparent. 

The  above  elimination  forces  me  to  the  tenta- 
tive blanket  diagnosis  of  Raynaud’s  phenomena. 

Robert  M.  EntwislE,  M.D.,  Secretary. 


ABSTRACTS 

OTITIS  MEDIA 

A valuable  contribution  to  the  study  and  treatment 
of  otitis  media  has  been  made  by  D.  T.  Smith,  M.D.,  in 
his  paper,  “Causes  and  Treatment  of  Otitis  Media,” 
appearing  in  the  July  number  of  the  American  Journal 
of  Diseases  of  Children. 

In  six  hundred  and  thirteen  admissions  33.4%  of  the 
children  had  or  developed  otitis  media.  The  race  and 
sex  apparently  had  no  relation  to  the  incidence.  There 
was  a definite  seasonal  variation  (in  February  47.3%, 
in  July  23.6%).  The  most  susceptible  period  was  be- 
tween the  ages  of  3 and  15  months. 

Patients  with  pneumonia,  dysentery,  nasal  diphtheria, 
pertussis,  and  pyelitis  developed  otitis  media  in  50% 
or  more  of  the  cases.  Hemolytic  streptococci  were 
isolated  in  56%  of  the  fifty  cases  cultured.  The  aver- 
age duration  of  the  disease  in  100  cases  treated  with 
bichloride  of  mercury  (i  to  10,000)  irrigations  was 
,25/4  days. 

Feeling  that  this  routine  method  of  treatment  was 
far  from  satisfactory,  some  of  the.  recent  synthetic 
drugs  were  considered  as  offering  a more  Specific 
method  of  clearing  up  the  infection.  Stress  was  laid 
on  the  mechanical  problem  in  the  treatment.  It  was 
found  necessary  to  have  a large  clean  incision  in  the 
drum  in  order  to  get  good  results  from  irrigations. 
Hydrogen  peroxid  diluted  one-half  with  water  was 
found  to  be  the  most  efficient  irrigating  fluid  prepara- 
tory to  the  introduction  of  the  antiseptic.  After  the 
pus  was  washed  from  the  middle  ear  and  external 


auditory  canal  by  means  of  a medicine  dropper,  the 
excess  was  swabbed  out  with  cotton  and  a few  drops 
of  the  prescribed  antiseptic  dropped  into  the  external 
canal.  The  drug  penetrated  into  the  middle  ear  and 
attacked  directly  the  organisms  responsible  for  the  dis- 
charge. 

“i.  Practically  all  the  gram-negative  bacteria  found 
in  the  ears  of  patients  suffering  from  otitis  media, 
except  pyocyaneus  bacilli,  are  killed  by  an  0.5  per  cent 
solution  of  sodium  hydroxy-mercuri-benzophenone  sul- 
phonate. 

“2.  Pyocaneus  bacilli  are  readily  eliminated  by  treat- 
ment with  2 per  cent  acetic  acid,  or  preferably  with  0.5 
per  cent  of  the  sodium  solution  which  contains  2 per 
cent  acetic  acid. 

“3.  All  the  gram-positive  bacteria  found  in  otitis 
media  are  readily  killed  by  gentian  violet  except  strep- 
tococci. 

“4.  Neutral  acriflavine  has  been  proved  more  potent 
in  the  treatment  of  otitis  media  associated  with  strep- 
tococci, but  even  this  drug  is  not  entirely  satisfactory. 

“5.  Twenty  cases  of  chronic  otitis  media  were  cured 
by  local  chemotherapy  in  an  average  of  seven  days  each. 

“6.  Sixty  cases  of  acute  otitis  media  were  cured  in 
an  average  of  thirteen  days  each.” 

W.  M.  Kunkel,  M.D. 


A STUDY  ON  THE  ETIOLOGY  OE 
PERNICIOUS  ANEMIA 

In  the  February  number  of  the  American  Journal  of 
The  Medical  Sciences,  Edward  J.  Wood,  B.Sc.,  M.D., 
D.T.M.  (Eng.),  of  Wilmington,  N.  C.,  sets  forth  his 
reasons  for  the  belief  that  spnie  and  pernicious  anemia 
are  different  manifestations  of  the  same  disease,  caused 
by  a yeast  identical  with  or  closely  resembling  the 
monilia  psilosis  which  was  found  by  Ashford  in  Porto 
Rico  in  sprue.  This  organism  has  been  repeatedly  re- 
covered in  pure  culture  from  the  pus  of  pyorrhea  as 
well  as  from  the  gastric  contents  or  the  feces  of  pa- 
tients suffering  from  both  sprue  and  pernicious  anemia. 

The  recognition  of  sprue  as  a clinical  entity  antedates 
Addison’s  description  of  pernicious  anemia  over  a half 
century.  The  author’s  first  experience  with  it  was  in 
igio,  during  his  study  of  pellagra.  At  that  time  he 
came  in  contact  with  a number  of  puzzling  cases,  and 
he  then  began  to  realize  the  similarity  between  the 
symptoms  of  sprue  and  pernicious  anemia,  since  at  times 
it  was  almost  impossible  to  make  a differential  diag- 
nosis. He  says : “As  I see  it,  the  process  is  the  same 
in  both  conditions.  In  sprue  the  brunt  of  this  process 
falls  by  selection  on  the  small  intestine  and  the  mouth, 
while  in  pernicious  anemia  the  brunt  falls  on  the 
stomach  and  nervous  system  and  to  less  degree  on  the 
mouth.  In  many  cases  there  is  a variation  in  these  fixed 
types  and  a tendency  to  a gradual  merging  of  the  types, 
so  that  it  is  often  difficult  to  draw  the  line.”  A further 
argument  tending  to  identify  the  two  diseases  is  the 
positive  Perl  reaction  on  the  liver,  postmortem.  The 
only  diseases  in  which  this  reaction  is  produced  are  per- 
nicious anemia,  sprue  and  bronze  diabetes. 

The  symptoms  of  the  disease  are  discussed  in  detail, 
the  literature  is  reviewed  and  experiments  of  both  the 
author  and  of  others  are  described  exhaustively,  sup- 
porting his  argument  that  pernicious  anemia  is  caused 
by  a yeast  which  elaborates  its  toxins  in  the  small  in- 
testine. 

The  question  is  naturally  of  interest : “Where  does 
the  yeast  come  from,  and  how  does  it  reach  the  intes- 
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final  tract?”  Cultures  were  made  from  the  gums  of 
patients  suffering  from  pernicious  anemia,  and,  says  Dr. 
Wood,  “to  my  amazement,  at  once  and  easily  I grew 
from  the  gum  the  monilia  psilosis,  and  it  was  with  one 
of  the  strains  thus  recovered  from  a patient  whose  feces 
also  contained  the  same  organism  that  I was  able  to 
produce  in  a rabbit  the  complete  picture  of  pernicious 
anemia.” 

“It  is  expected,  in  the  rabbits  inoculated  with  the  fil- 
trate of  the  monilia  psilosis,  that  the  disease  will  be 
cured  with  the  withdrawal  of  the  inoculations.  This 
should  demonstrate  to  us  what,  in  the  future,  should 
happen  to  our  cases.  When  the  offending  organism  is 
eradicated  the  disease  will  be  cured,  provided  a culture 
of  such  proportions  has  not  already  gained  a foothold 
in  the  small  intestine.  It  seems  reasonable  to  suspect 
the  gum  lesion  as  the  entrance  of  the  infection  into  the 
body.  In  the  future,  therefore,  if  cultures  show  that 
the  pyorrhea  is  due  to  the  incriminated  yeast  it  must  be 
dealt  with  as  though  it  were  a malignant  rather  than 
a benign  condition.  If  the  organism  is  not  recovered 
in  carefully  made  cultures,  the  dentist  would  then  be 
justified  in  practicing  whatever  conservatism  he  now  is 
in  the  habit  of  employing.  It  is  a striking  thing  that 
the  cultures  made  from  granulation  tissue  at  the  tooth 
roots  have  consistently  remained  sterile.  The  condition 
is,  then,  not  an  apical  one  but  a gingival  infection. 
Whether  it  produces  a definite  pathological  lesion  in 
the  gums  remains  yet  to  be  studied.” 

“It  seems  reasonable  to  predict  that  it  is  only  a ques- 
tion of  a short  time  before  the  sine  qua  non  of  per- 
nicious anemia  will  be  the  recovery  of  the  monilia 
psilosis  or  closely  allied  species  from  the  feces  or  the 
gastric  contents,  and  also  from  the  gums,  just  as  now 
the  tubercle  bacillus  is  related  to  pulmonary  tubercu- 
losis. The  failure  to  find  the  organism  should  not  en- 
tirely exclude  the  possibility  of  the  disease  presence  any 
more  than  now  the  failure  to  find  the  tubercle  bacillus 
in  the  sputum  makes  certain  the  absence  of  tubercu- 
losis.” 


THE  EYES  OF  YOUTH 

Among  the  categories  of  physical  impairment  that 
formed  the  basis  of  rejections  of  young  men  from 
service  by  the  draft  boards  in  this  country  during  the 
World  War,  defective  eyes  had  noteworthy  promi- 
nence. In  a group  of  army  candidates  examined  in 
Detroit,  Brooklyn  and  New  York,  for  example,  29 
per  cent  in  all  were  rejected;  among  them  the  largest 
number,  6 per  cent,  showed  unacceptable  conditions  of 
the  eyes.^^  The  widespread  use  of  glasses  in  many  com- 
munities and  the  unauthentic  gossip  among  the  school 
population,  taken  in  connection  with  the  facts  just  re- 
cited, tend  to  give  the  impression  that  our  eyes,  con- 
sidered as  physiologic  and  optical  mechanisms,  fall  far 
short  of  the  perfection  that  we  are  wont  to  expect  of 
the  human  organism.  Perhaps  we  have  become  unduly 
pessimistic.  In  recent  tests  made  by  officers  of  the 
United  States  Public  Health  Service^  for  defective 
vision  on  approximately  ten  thousand  school  children 
in  four  Eastern  localities,  63  per  cent  of  these  young 
persons,  ranging  in  age  from  6 to  16  years,  were  found 
to  be  normal  in  both  eyes ; only  10  per  cent  had  rather 
poor  vision  in  one  or  both  eyes.  Nature’s  equipment 
of  man  for  vision  is  therefore  not  as  imperfect  as  a 
hasty  guess  might  suggest.  It  should  be  recalled,  fur- 

1.  The  figures  are  taken  from  Fisher,  Irving;  and  Fisk,  E. 
L-:  How  to  Live,  New  York,  Funk  and  Wagnalls,  p.  398. 

2.  Collins,  S.  D.:  The  Eyesight  of  the  School  Child  as 

Determined  by  the  Snellen  Test. 


thermore,  that  the  eyes  are  among  the  organs  most 
commonly  strained  in  modern  life.  The  eye  is  almost 
constantly  focusing  at  a short  distance.  A hygienist® 
has  recently  reminded  us  that  the  eyes  of  man  devel- 
oped to  perform  a function  that  has  been  greatly 
changed  in  modern  civilization.  The  invention  of 
Gutenberg  has  thrown  enormous  strain  on  the  eye  by 
requiring  it,  in  reading  the  printed  page,  to  make  many 
more  movements  than  are  ever  called  for  in  the  en- 
vironment of  large  objects.  Many  eyes  are  unable  to 
make  this  adjustment.  We  should  not  blame  Nature 
unduly  for  the  results  of  man’s  extreme  zeal  in  the 
directions  of  modern  modes  of  life. — Jour.  A.  M.  A., 
Jan.  17,  1925. 


THE  APPRECIATOR 

It  was  after  war  had  been  declared  against  Spain, 
when  the  incident  of  the  Maine  still  made  a decided 
impression  upon  the  public  mind.  In  one  of  the  cities 
of  Pennsylvania  a small  group  of  men  were  discussing 
the  cause  and  progress  of  the  conflict  and  the  views 
of  all  were  rather  in  concord,  until  one  of  the  assem- 
blage remarked  with  feeling:  “There  is  no  such  a 
thing  as  a good  Spaniard.  Who  ever  heard  of  any?” 
Immediately  a venerable,  gray-haired  member  of  the 
group,  his  speech  and  manner  indicating  his  Scotch  de- 
scent, rejoined : “Don’t  you  ever  try  to  tell  me  that 
there  are  no  good  Spaniards.  I know  better.  I never 
received  better  treatment  in  my  life  than  I received 
once  from  a Spaniard.  Let  me  tell  you  the  story: 

“My  wife  and  I some  time  ago  went  to  New  Orleans 
to  attend  the  Mardi  Gras,  of  which  we  had  so  often 
heard  and  which  we  were  extremely  anxious  to  wit- 
ness. We  arrived  by  boat,  but  the  city  was  so  crowded 
that  we  could  not  secure  accommodations  and  were 
forced  to  lodge  ourselves  on  the  boat.  That  night  my 
wife  became  suddenly  very  sick  and  aroused  me.  I,  a 
thorough  stranger  in  New  Orleans,  went  ashore  seek- 
ing a doctor.  I found  with  some  little  trouble  a drug- 
store, and  succeeding  in  arousing  the  druggist,  apolo- 
gized for  disturbing  him,  told  him  my  trouble,  and 
asked  him  to  direct  me  to  a physician.  He  gave  me 
the  name  of  one  and  told  me  where  to  find  him.  I 
said : ‘Maybe  he  will  not  come,  as  I am  a stranger  and 
he  does  not  know  me.’ 

“ ‘Yes,  he  will.  He  always  does.’ 

“Following  the  directions  that  I received,  I found 
the  doctor,  and  after  asking  me  a few  questions,  he 
accompanied  me  to  the  boat.  He  examined  my  wife 
and  told  me  that  her  condition  was  serious  and  would 
require  an  operation,  and  that  she  should  immediately 
be  removed  to  the  hospital.  This  was  done;  the  oper- 
ation was  performed,  and  my  wife  in  a short  time  was 
out  of  all  danger,  and  made  a speedy  recovery. 

After  the  operation,  I sought  the  doctor,  and  asked 
him  what  was  his  fee. 

“He  said : ‘I  suppose  you  came  to  see  the  Mardi 
Gras.’  ‘Yes.’  ‘Well,  you  will  need  what  you  have, 
probably,  to  enjoy  your  visit  satisfactorily.  When  you 
shall  have  arrived  back  at  your  home  you  can  settle, 
but  while  you  are  here  let  it  not  trouble  you  at  all.’ 
“This  man  was  a Spaniard,  so  I was  told.  No  one 
can  tell  me  there  was  never  a good  Spaniard,”  he  con- 
cluded. 

A physician  among  those  present  said : “Would  you 
mind  telling  us  the  name  of  this  physician  who  treated 
you  so  excellently?” 

3.  Williams,  J.  F.:  l*ersonal  Hygiene  Applied,  Philadelphia, 

W.  B.  Saunders  Company.  1922. 
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“His  name  was  Matas.”  “I  know  nothing  about  that,”  said  the  venerable  Scot, 

“Why,”  exclaimed  the  physician,  “he  is  one  of  the  “but  this  I do  know,  that  in  my  estimation  he  is  the 
great  surgeons  of  the  world !”  greatest  man  that  I have  ever  met.” — O.  Pine. 


HARRISBURG  SESSION  OF  THE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  PENNSYLVANIA 

The  following  is  a list  of  the  hotels  with  their  rates  and  accommodations  in  Harris- 
burg. An  early  application  for  reservation  will  secure  rooms,  thus  avoiding  disapp>oint- 
ment  at  a later  date. 

Penn-H ARRIS  HoteI,  Cor.  Third  and  Walnut  Sts. 

All  rooms  with  bath;  single  rooms  from  $3-$8;  double  rooms  $8-$i2. 

Will  be  able  to  accommodate  about  50-75  people. 

Hotel  Plaza,  423  Market  St. 

Single  rooms  with  bath  $3;  without  bath  $2. 

Double  room  with  bath  $5;  without  bath  $3. 

Will  be  able  to  accommodate  between  50-75  people. 

William  Penn  Hotel,  327  Market  St. 

Single  rooms  with  bath  $3;  without  bath  $2. 

Double  rooms  with  bath  $5;  without  bath  ^.50. 

Will  be  able  to  accommodate  50  people. 

Governor  Hotel,  4th  and  Market  Sts. 

Single  rooms  with  bath  $2.25;  without  bath  $1.75. 

Double  rooms  with  bath  $3.00;  without  bath  $2.00. 

Will  be  able  to  accommodate  50  people. 

Hotel  Columbus,  3d  and  Walnut  Sts. 

Single  rooms  with  bath  $3-$3-5o;  without  bath  $2-$2-5o. 

Double  rooms  with  bath  $5.00;  without  bath  $3-$3-5o. 

Will  be  able  to  accommodate  about  40  people. 

Bolton  House,  Market  Square. 

European  Plan: 

Single  rooms  without  bath  $2.oo-$2.50;  with  bath  $3.oo-$3.50. 

Double  rooms  without  bath  $3.oo-$3-50;  with  bath  $5.00- $6.00. 

American  Plan  (includes  meals): 

Single  rooms  without  bath  $4.oo-$4.5o;  with  bath  $5.oo-$6.oo. 

Double  rooms  without  bath  $8.oo-$8.5o;  with  bath  $9.50-$!  i.oo. 

Will  be  able  to  accommodate  about  75  people. 

Senate  Hotel,  Market  Square. 

All  rooms  with  bath;  single  rooms  $4.50;  double  rooms  $6.00. 

Will  be  able  to  accommodate  about  15  people. 

Colonial  Hotel,  420  Market  St. 

Single  rooms  with  bath  $2.50;  without  bath  $1.50. 

Double  rooms  with  bath  $4.00;  without  bath  $3.50. 

Will  be  able  to  accommodate  about  40  people. 

Hotel  Daurhin,  309  Market  St. 

Single  rooms  with  bath  $3.00;  without  bath  $1.50. 

Double  rooms  with  bath  $5.00;  without  bath  $2.50. 

Will  be  able  to  accommodate  about  25  people. 

Hotel  Rife,  325  Walnut  St. 

Single  rooms  with  bath  $3.00;  without  bath  $2.oo-$2.5o. 

Double  rooms  with  bath  $4.50;  without  bath  $2.5o-$3.oo. 

About  12  rooms  available.  _ 

Wilson  Hotel,  3d  and  Mulberry  Sts. 

All  rooms  without  bath;  single  rooms  $1.00  up;  double  rooms  $3.00. 

Will  be  able  to  accommodate  about  25  people. 

Carlton  Hotel,  217  Market  St. 

Single  rooms  with  bath  $3.00;  without  bath  $1.50  and  $1.75. 

Double  rooms  with  bath  $5.00;  without  bath  $2.50  and  $3.00. 

Will  be  able  to  accommodate  between  15  and  20  people. 

COMMITTEE  ON  HOTELS 

Maurice  I.  Stein,  Chairman,  813  N.  2d  St.,  Harrisburg,  Pa. 

Lenus  Carl,  Newport,  Pa. 

Frank  D.  Kilgore,  2011  N.  6th  St.,  Harrisburg,  Pa. 

A.  J.  Griest,  Steelton,  Pa. 

Howard  E.  Milliken,  1837  N.  6th  St.,  Harrisburg,  Pa. 
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EDITORIALS 


VACCINATION  w.  SMALLPOX 

“Some  months  since  the  leaders  of  the  Gov- 
ernment dismayed  their  suppiorters  and  aston- 
ished the  world  by  a sudden  surrender  to  the 
clamor  of  the  antivaccinationists.  In  the  space 
of  a single  evening  they  threw  to  the  agitators 
the  ascertained  results  of  generations  of  the 
medical  faculty,  the  teachings  of  common  ex- 
perience and  what  are  understood  to  be  their 
own  convictions.  After  one  ineffectual  fight 
the  House  of  Lords  answered  to  the  whip,  and, 
under  the  guise  of  a ‘graceful  concession,’  the 
health  of  the  country  was  given  without  appeal 
into  the  hands  of  the  ‘Conscientious  Objector.’ 

“In  his  perplexity  it  has  occurred  to  an  ob- 
server of  these  events — as  a pierson  who  in 
other  lands  has  seen  and  learned  something  of 
the  ravages  of  smallpox  among  the  unvacci- 
nated— to  try  to  forecast  their  natural  and,  in 
the  view  of  many,  their  almost  certain  end. 
Hence  these  pages  from  the  life  history  of 


the  pitiable,  but  unfortunate  Dr.  Theme. 
Absit  omen!  May  the  prophecy  be  falsified! 
But,  on  the  other  hand,  it  may  not.  Some  who 
are  very  competent  to  judge  say  that  it  will 
not,  that,  on  the  contrary,  this  strange  paraly- 
sis of  ‘the  most  powerful  ministry  of  the  gene- 
ration’ must  result  hereafter  in  much  terror, 
and  in  the  sacrifice  of  innocent  lives. 

“The  importance  of  the  issue  to  those  help- 
less children  from  whom  the  state  has  thus 
withdrawn  its  shield,  is  this  writer’s  excuse  for 
inviting  the  public  to  interest  itself  in  a medical 
tale.  As  for  the  moral,  each  reader  can  fashion 
it  to  his  fancy.” 

These  words  were  written  some  years  ago 
by  a great  traveler  and  one  of  the  greatest 
writers  of  brilliant  imaginative  fiction  that  the 
world  has  known.  Sir  H.  Rider  Haggard. 

From  his  knowledge  of  the  ravages  of  small- 
pox among  the  unvaccinated  in  uncivilized 
countries  he  wrote,  as  a protest  against  the 
weak-kneed  surrender  on  the  part  of  the  British 
Cabinet  to  a loud  voiced  and  perhaps  well  or- 
ganized minority  of  antivaccinationists,  a won- 
derful story  of  the  tragedy  to  the  individual — 
the  wretched  Dr.  Theme — the  result  of  his 
riding  to  success  on  the  antivaccination  platform 
in  defiance  of  his  rooted  conviction  to  the  con- 
trary. 

Every  few  years  agitation  of  antis  of  all  sorts 
comes  more  or  less  to  the  front  and  attempts  are 
made  to  influence  legislation  which  is  of  national 
and  international  protective  value  by  a few  mis- 
guided people  who  for  the  most  part  are  perhaps 
sincere  in  their  obsessions. 

This  year  the  particular  anti  to  come  to  the 
front  is  the  antivaccinationist,  and  it  would 
seem  a providential  thing  that  just  at  this  time 
fate  has  so  arranged  the  cards  that  no  time  is 
more  unpropitious  than  the  present  for  the  at- 
tempt, in  view  of  the  fact  that  there  is  a great 
amount  of  smallpox  in  America  today  as  a re- 
sult of  laxness  in  the  vaccination  program  and 
that  the  prophecy  has  been  made  by  men  ex- 
perienced in  public  health  matters  that  the 
United  States  in  1924  will  lead  the  world  in 
the  prevalence  of  smallpox.  During  1923  only 
three  countries  of  the  world  exceeded  the  United 
States  in  their  smallpox  rate,  namely,  Switzer- 
land, Russia  and  Greece,  which  had  rates  re- 
spectively of  55.0,  42.0  and  32.9,  as  compared 
with  27.1  for  the  United  States.  It  will  probably 
give  a shock  to  those  who  have  not  followed 
statistics  closely  to  learn  that  countries  like 
South  Africa,  Egypt,  Algeria,  Finland,  Hungary 
and  the  Baltic  Republics  have  been  better  in 
this  respect  than  our  own  country,  these  coun- 
tries ranging  from  3.9  down  to  0.35  per  KX>,ooo, 
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while  the  Scandinavian  countries,  Australia  and 
New  Zealand  report  no  cases  at  all.  So  that 
so  far  from  being  weak  in  respect  to  preventive 
measures  the  duty  of  the  representative  legis- 
lator is  to  stand  by  the  law  in  all  its  particulars 
and  steadfastly  to  frown  upon  assaults  of  igno- 
rant and  inexperienced  people  against  a measure 
that  it  is  scarcely  conceivable  that  a sane  mind 
could  oppose. 

But  after  all,  could  the  antivivisection  woman 
be  called  anything  but  insane,  in  all  charity,  who 
declared  she  would  prefer  that  innumerable 
babies  should  die  of  diphtheria  with  its  attendant 
suffering  rather  than  that  one  guinea  pig  should 
suffer  even  a slight  discomfort  in  aiding  to 
establish  a cure  for  the  disease?  Such  people 
are  victims  of  a known  pathological  condition, 
namely,  zoophilism — in  its  medical  sense,  a love 
of  animals  greater  than  regard  for  human  be- 
ings. J.  N.  H. 


LUNCHEON  CLUBS  AND  PUBLIC 
HEALTH 

Since  the  successful  application  of  the  methods 
of  preventive  medicine  depends  so  largely  upon 
the  education  of  the  public,  it  is  well  that  no 
practicable  educational  medium  be  overlooked. 
Men’s  luncheon  clubs,  which  have  shown  such 
phenomenal  development  since  the  war,  offer  a 
unique  opportunity  to  present  to  the  public  our 
knowledge  of  the  preventibility  of  disease; 
unique  in  the  authenticity  which  attaches  to  a 
message  bearing  the  approval  of  an  organization 
of  level  headed,  conservative  business  men. 

Those  who  have  assumed  the  harassing  duty 
of  preparing  a program  for  the  weekly  meetings 
of  a men’s  club  will  testify  to  the  willingness 
with  which  the  program  committee  will  arrange 
to  have  the  club  listen  to  a paper  on  some 
aspect  of  preventive  medicine.  The  active  in- 
terest which  men  give  to  talks  ,on  subjects  in- 
volving the  public  welfare  is  an  encouraging 
sign  of  the  times,  and  the  speaker  on  public 
health  may  be  sure  of  an  appreciative  audience. 
His  address  should  be  in  typewritten  form  ready 
to  be  given  to  the  newsp>apers  for  publication  in 
the  issue  following  the  meeting.  Most  journals 
outside  of  the  large  cities  will  print  such  papers 
as  having  news  value.  In  this  way  the  talk 
will  reach  practically  every  one  in  the  com- 
munity, and  coming  by  way  of  the  business  men, 
it  bears  the  connotation  of  safety  and  sanity. 

Such  a contribution  to  the  health  knowledge 
of  a community  is  a splendid  preliminary  to 
any  kind  of  public  health  campaign.  A talk 
on  goiter  in  the  Kiwanis  Club  of  one  Pennsyl- 
vania town  led  to  the  inauguration  of  goiter 


prevention  in  the  schools.  Valuable  educational 
work  has  also  been  done  in  regard  to  safe  milk, 
prevention  of  typhoid  fever,  diphtheria  and 
scarlet  fever,  and  periodic  health  examinations. 
Since  the  luncheon  clubs  have  as  one  of  their 
major  activities  the  amelioration  of  the  condition 
of  those  children  who  lack  the  privileges  making 
for  healthy  and  happy  childhood,  papers  along 
this  line  will  be  especially  well  received. 

All  that  is  necessary  to  be  done  in  taking 
advantage  of  this  exceptional  opportunity  is 
to  have  available  a physician  who  can  present 
some  aspect  of  preventive  medicine  in  a short 
and  practical  paper  and  to  confer  with  the  secre- 
tary of  a local  luncheon  club.  The  Committee 
on  Public  Relations  of  the  county  societies 
should  be  prepared  to  furnish  speakers ; if  it  is 
not  so  prepared,  and  you  have  difficulty  in  find- 
ing the  right  man,  write  to  the  Committee  on 
Public  Relations  of  the  State  Society. 

E.  B.  E. 


THE  ROUTINE  REMOVAL  OF  THE 
VERMIFORM  APPENDIX 

It  is  doubtful  if  this  question  ever  will  be 
definitely  settled.  At  the  meeting  of  the 
American  Gynecological  Society  held  in  1905, 
J.  Riddle  Goffe  (now  deceased)  took  a positive 
stand  “against  the  removal  of  a healthy  organ, 
such  as  the  appendix,  when  its  function  is  not 
known.  It  might  have  some  function.  There 
was  a time  when  physicians  did  not  know  the 
function  of  the  spleen,  but  it  was  not  removed 
because  the  abdominal  cavity  was  opened.  There 
was  a time,  when  we  did  not  know  the  function 
of  the  thyroid  gland,  but  surgeons  did  not  take 
it  out.  We  will  wake  up  some  day  to  find  that 
the  appendix  has  a function.” 

This  statement  was  made  twenty  years  ago, 
yet  in  the  meantime  no  function  has  been  de- 
termined for  the  appendix.  It  would  seem  to 
be  a sensible  procedure  in  all  cases  when  the 
abdomen  is  opened,  and  the  appendix  is  easy  of 
access,  to  remove  it  routinely.  Its  removal  is 
accomplished  easily  and  quickly  in  most  cases. 
Preferably  it  should  be  removed  as  the  first 
procedure ; then  the  excuse  cannot  be  offered 
that  the  appendix  was  not  removed  because  “of 
the  condition  of  the  patient.”  F.  C.  H. 


MENTAL  HYGIENE  AT  JEFFERSON 

Jefferson  Medical  College  for  years  has  had 
its  Department  of  Nervous  and  Mental  Diseases 
presided  over  by  a distinguished  neuropsychia- 
trist of  national  and  international  fame,  and 
medical  students  have  received  thorough  courses 
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of  instruction  in  these  two  important  subjects. 
Within  recent  years  further  emphasis  has  been 
placed  on  mental  medicine  and  we  read  with 
additional  interest  and  pleasure  in  the  announce- 
ment for  the  one  hundredth  annual  session  of 
this  famous  College,  under  the  heading  of  the 
Department  of  Preventive  Medicine,  “Lectures 
are  also  given  on  Mental  Hygiene,  Eugenics, 
Heredity  and  the  Prophylaxis  of  Certain  Psy- 
choses.” Such  additional  recognition  given  to 
mental  disease  in  our  teaching  curriculum  must 
be  recognized  and  appreciated  by  those  inter- 
ested in  this  subject. 

It  shows  that  this  great  institution  of  learn- 
ing, which  recently  dedicated  its  Samuel  Augus- 
tine Thompson  Annex  Hospital  to  the  “Glory 
of  God,  the  Relief  of  Human  Suffering  and 
the  Saving  of  Precious  Lives,”  recognizes  men- 
tal disease  as  being  as  highly  important  as 
physical  disease  and  that  it  comes  within  the 
pale  of  preventive  medicine.  ’Tis  a progressive 
step  indeed  taken  a few  years  ago  by  the  dis- 
tinguished professor  of  preventive  medicine  and 
one  which,  as  transcendent  times  marks  the 
epochs,  will  find  its  logical  setting  in  educational 
advancements.  J.  A.  J. 


THE  TREATMENT  OF  CANCER  OF  THE 
UTERUS  BY  RADIATION 

Radiation  has  now  been  used  over  a period 
long  enough  for  us  to  determine  the  five  year 
end  results,  and  to  compare  them  with  those 
obtained  by  operation.  Such  statistics  have 
been  prepared  by  Bailey,  Baisch,  Clark,  Doeder- 
lein,  Heynian,  Kehrer  and  Schmidt.  Schmidt 
recommends  operation  only  in  those  cases  in 
Avhich  the  disease  is  strictly  confined  to  the 
uterus.  In  these  cases  there  is  no  evidence  of 
either  a second  growth,  an  edematous  condition 
of  the  tissues  immediately  surrounding  the 
tumor,  an  infiltration  of  the  surrounding  tissues, 
a fixation  of  the  growth,  or  an  invasion  of  the 
regional  lymph  nodes.  “A  diagnosis  of  malig- 
nancy in  this  group  can  only  be  made  with  the 
microscope.  The  clinical  evidence  usually  points 
to  a benign  disease.”  In  other  words  when  a 
clinical  or  microscopical  diagnosis  of  carcinoma 
of  the  uterus  can  be  made,  according  to  Schmidt, 
operation  is  no  longer  recommended.  This 
group  of  clearly  operable  cases  must  be,  there- 
fore, very  small. 

Clark,  from  an  analysis  of  cases  recorded  in 
medical  literature  as  being  treated  by  radiation, 
finds  a curability  of  43%  as  against  39.5% 
obtained  by  radical  op>eration  in  cervical  cancer. 
He  adds  that  the  9%  of  the  inoperable  cases 


that  were  cured,  would  all  have  died  under  any 
other  treatment. 

The  comparative  statistics  prepared  by  Seuf- 
fert  from  Doederlein’s  clinic  show  in  group  i, 
of  the  clearly  operable  cases,  46%  cured  by 
operation,  while  48%  were  cured  by  radiation ; 
and  of  those  cases  which  completed  the  radiation 
treatment,  80%  were  cured.  The  80%  repre- 
sents the  value  of  radiation  to  the  individual  pa- 
tient who  can  complete  the  treatment,  while  the 
48%  represents  the  value  to  the  average  patient 
in  a clinic  where  the  treatment  is  interrupted 
by  many  patients,  for  various  reasons.  In  group 
2,  which  are  the  borderline  cases,  operation 
cured  5%,  while  radiation  cured  20%  or  four 
times  as  many  as  were  cured  by  operation.  In 
group  3,  which  were  clearly  inoperable,  opera- 
tion gave  no  cures,  while  radiation  cured  6%. 

The  evidence,  therefore,  seems  to  favor  ra- 
diation treatment  in  any  case  that  can  be  diag- 
nosed as  cancer  of  the  uterus,  and  this  should 
be  applied  at  the  earliest  moment  possible.  The 
combination  of  radium  and  high  voltage  x-rays 
seems  to  be  the  best  method  of  treatment. 

Unfortunately,  only  about  16%  of  the  pa- 
tients, or  about  one  in  six  women  who  have 
cancer  of  the  uterus,  come  early  enough  to  be 
placed  in  this  group  i,  or  operable  class,  in 
which  class  also  are  the  ones  most  favorable 
for  radiation  treatment.  The  great  duty  before 
us  today,  therefore,  is  to  bring  the  other  84% 
or  five  out  of  six  women  with  cancer  of  the 
uterus  under  treatment  during  this  early  stage 
when  nearly  half  of  them  can  be  permanently 
cured,  or  even  80%,  when  all  conditions  are 
favorable. 

To  accomplish  this  great  result  we  must  teach 
women  to  consult  the  physician  whenever  there 
is  irregular  bleeding  or  sp)otting,  or  when  there 
is  abnormal  discharge  or  when  unexplainable 
pains  occur  in  the  pelvis.  Then  the  physician 
must  always  make  a careful  vaginal  and  rectal 
examination.  If  in  doubt,  he  should  consult 
with  someone  who  is  more  expert  or  who  has 
greater  facilities  for  diagnosis  and  treatment. 
If  we  can  get  all  cases  in  the  early  stage,  it 
will  mean  more  in  the  cure  of  cancer  of  the 
uterus  than  the  mere  choice  between  surgery 
or  radiation,  or  any  combination  of  treatment. 

Radiation  seems  to  be  the  choice  of  treatment, 
but  the  same  degree  of  knowledge  and  skill  must 
be  used  in  the  application  of  radium  and  high 
voltage  x-rays  as  is  expected  of  the  surgeon 
when  operation  is  the  choice.  The  mere  posses- 
sion of  a large  or  small  quantity  of  radium  or 
the  possession  of  a powerful  x-ray  machine  is 
no  more  of  a guarantee  of  such  skill  than  is  the 
possession  of  a set  of  surgical  instruments  a 
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guarantee  of  skill  on  the  part  of  the  operator. 
On  the  other  hand,  sufficient  quantity  of  radium 
and  a high  voltage  x-ray  machine  are  as  essen- 
tial for  radiation  treatment  as  are  the  proper 
instruments  for  operation.  G.  E.  P. 


A NEW  TREATMENT  FOR  TUBER- 
CULOSIS (?) 

In  a recent  cablegram  from  Paris,  copy- 
righted by  the  Chicago  Daily  News  Company, 
we  read  that  Dr.  Holger  Moelgaard,  a professor 
of  the  Veterinary  School  of  Copenhagen,  stated 
to  Constantine  Brown  (apparently  a correspond- 
ent) that  “Tuberculosis  can  be  cured  with  my 
serum  if  the  patients  are  inoculated  in  the  initial 
stages  of  the  disease.”  It  is  also  stated  in  this 
article,  that  the  Moelgaard  discovery  is  “an  inor- 
ganic composition  of  a double  hyposulphite  of 
gold  and  soda”  which  of  course  means  the 
double  salt  sodium  auric  thiosulphate,  in  no 
sense  a new  discovery  in  so  far  as  its  existence 
is  concerned. 

The  injection  of  this  salt  may  or  may  not  cure 
tuberculosis  in  its  early  stages,  but  in  these  days 
we  are  justified  in  demanding  conclusive  evidence 
that  it  does  cure  the  disease  before  we  accept 
any  statements  to  that  effect. 

The  world  has  been  startled  so  many  times  by 
the  proclaiming  of  wonderful  cures  for  tubercu- 
losis, such  as  Freedman’s  turtle  serum,  that  we 
have  come  to  look  upon  them  in  much  the  same 
light  as  we  look  upon  the  prophecies  of  the  end 
of  the  world.  Even  tuberculin  has  to  a great 
extent  fallen  into  disuse  or  is  used  only  in  care- 
fully selected  cases  and  then  most  cautiously. 

Dr.  Moelgaard  presumably  states  that  his 
remedy  will  not,  at  the  present  time,  cure  ad- 
vanced cases  of  tuberculosis,  for  the  last  para- 
graph of  the  news  article  is  undoubtedly  in- 
tended to  convey  this  idea,  although,  it,  in  an 
amusing  manner,  makes  an  obvious  statement 
with  which  no  one  could  disagree.  The  para- 
graph is  as  follows  : “The  new  discovery,  so  far, 
has  proved  ineffective  however  when  it  is  ap- 
plied to  cases  where  the  microbes  have  destroyed 
the  vital  organs  of  the  patients.” 

It  is  not  as  important  to  find  a remedy  which 
will  cure  tuberculosis  in  the  early  stages  only, 
as  the  making  of  an  early  diagnosis,  for  if  this 
is  done,  the  usual  treatment  will  be  effective, 
while  if  it  is  not  done,  an  “early  stage”  remedy 
would  be  of  no  avail. 

It  is  true  that  it  is  difficult  to  gain  accurate 
knowledge  from  the  ordinary  sensational  news 
article  especially  if  some  scientific  subject  is 
under  discussion,  as  is  conclusively  demon- 
strated in  this  cablegram  which  either  uses 


serum  and  chemical  compound  as  interchange- 
able terms  or  implies  that  Dr.  Moelgaard  uses 
both  in  his  treatment  of  tuberculosis.  It  is  im- 
possible to  determine  which  is  the  case. 

The  cure  for  tuberculosis,  however,  will  in  all 
probability  be  neither  a serum  nor  a chemical 
compound,  but  will  be  discovered,  in  the  course 
of  time,  as  a bacteriophage.  It  is  this  branch  of 
bacteriology  which  gives  the  greatest  promise 
for  the  future,  for  if  we  can  actually  give  the 
bacteria  a disease  which  will  exterminate  them 
as  the  chestnut  blight  has  wiped  out  our  chestnut 
trees  we  will  be  able  to  rid  individuals  of  any 
one  germ.  This  is  what  the  bacteriophage  does. 
It  is  so  minute  that  it  passes  through  a Berke- 
feld  filter.  If  a small  portion  thus  filtered  be 
introduced  into  a culture  of  bacteria  which  are 
susceptible  to  it,  it  will  destroy  all  of  them.  If 
this  culture  is  then  drawn  through  a Berkefeld 
filter  the  bodies  of  the  germs  will  be  filtered  out 
but  we  will  have  great  quantities  of  the  bacter- 
iophage in  the  filtrate.  In  other  words,  the 
bacteriophage  has  increased  after  being  passed 
through  the  filter.  This  may  be  done  over  and 
over,  enormously  increasing  the  amount  of  the 
bacteriophage.  The  fact  that  it  increases  after 
being  passed  through  a Berkefeld  filter  seems  to 
indicate,  hut  does  not  prove,  that  it  is  a vital 
rather  than  a chemical  substance. 

Dysentery,  typhoid  fever  and  some  colon 
bacillus  infections  have  been  treated  successfully 
with  bacteriophages  and  sooner  or  later  someone 
will  find  a bacteriophage  that  is  fatal  to  the 
tuberculosis  bacillus.  There  should  be  as  many 
as  there  are  diseases  of  the  human  body. 

G.  R.  M. 


IMPORTANCE  OF  EARLY  INDICATIONS 
OF  HEART  DISEASE 

A distinguished  cardiologist  is  credited  with 
the  statement  that  he  has  cured  many  cases  of 
heart  disease  by  convincing  the  people  that  they 
did  not  have  heart  disease.  By  a good  knowledge 
of  the  heart  and  proper  judgment  on  the  part 
of  the  physician,  we  can  not  only  cure  the 
imaginary  cases,  but  in  good  time  anticip>ate 
the  case  tending  to  heart  disease  and  prevent 
the  disease.  Any  physician  should  easily  detect 
the  important  indications  of  heart  insufficiency 
early.  They  are  not  revealed  by  the  stethoscope, 
the  polygraph,  electrocardiograph  or  sphygmo- 
manometers, but  by  exercise  and  discomfort 
such  as  exhaustion,  shortness  of  breath  and  pain. 
Inability  to  perform  the  customary  physical  ef- 
forts, without  other  cause,  should  attract  our 
attention  to  the  heart  sufficiently  and  warn  us 
not  to  make  light  of  them  in  the  beginning. 
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Of  course,  there  is  no  better  way  than  the  reg- 
ular physical  examination.  If  everybody  who  is 
past  the  age  of  forty-five  years  were  examined  at 
regular  intervals,  illnesses  and  deaths  would  be 
greatly  reduced.  Routine  blood  pressure-taking 
with  our  patients,  and  especially  with  women, 
will  bring  many  surprises.  Prolonged  hyper- 
tension will,  sooner  or  later,  produce  changes 
in  the  circulatory  system  and  cause  severe  trou- 
ble ; while  low  blood  pressure  may  be  a symptom 
of  myocarditis  and  a failing  heart.  These  cases 
of  either  high  or  low  blood  pressure,  while  not 
given  undue  importance,  must  be  watched  more 
carefully  than  normal  individuals.  Levine  of 
Boston  tells  us  “That  many  hearts  that  have 
failed  and  called  myocarditis,  at  autopsy  show 
no  degenerative  process  and  even  the  coronaries 
are  perfectly  normal,  and  that  the  pathologist 
cannot  tell  the  cause  of  death.  The  most  con- 
stant factor  is  heart  enlargement.  The  viewjx)int 
to  take  is  that  enlargement  means  disease  and  is 
best  indicated  by  palpation  which  is  a most 
reliable  bedside  sign.” 

After  all  acute  infections,  there  is  liable  to  be 
weakening  of  the  heart  muscles,  which  may  be 
the  cause  of  sudden  death  or  permanent  disa- 
bility. The  slightest  evidence  of  heart  weakness 
is  to  be  looked  upon  as  serious  in  the  course  of 
disease,  and  precautions  should  be  taken  to 
guard  the  heart. 

At  all  times  or  in  all  ages,  a rapid  or  irregular 
heart,  breathlessness  on  exertion,  pallor,  a sense 
of  constriction  in  the  chest  or  precordial  dis- 
tress, should  attract  our  attention.  These  symp- 
toms may  be  unimportant  or  they  may  be  the 
beginning  of  serious  heart  disease.  As  heart 
disease  is  the  greatest  single  cause  of  death  and 
responsible  for  much  sickness  or  disability,  it 
calls  for  serious  attention  on  the  part  of  the 
medical  profession.  It  is  the  early  diagnosis  of 
heart  pathology  that  is  needed  to  protect  from 
invalidism  or  death.  As  heart  disease  is  today 
the  outstanding  health  problem  of  our  country 
the  medical  profession  is  in  the  best  position 
to  teach  and  practice  its  prevention,  rather  than 
its  cure.  J.  B.  McA. 


THE  ASSOCIATION  OF  BRONCHOPUL- 
MONARY DISEASE  WITH  DIS- 
EASES IN  THE  UPPER  RE- 
SPIRATORY TRACT 

The  examination  of  a patient  suflFering  from 
bronchopulmonary  disease  is  never  complete 
without  a careful  investigation  of  the  upper  re- 
spiratory tract,  even  if  the  patient  does  not  spe- 
cially complain  of  any  disease  existing  there. 

Not  infrequently  the  cases  will  not  give  any 


definite  symptoms  of  local  disease  to  arouse  sus- 
picion, and  unless  special  inquiry  is  made  rela- 
tive to  symptoms  of  head  disease,  many  cases 
will  be  overlooked.  Many  cases  without  head- 
ache or  pain  or  nasal  discharge,  or  the  common 
catarrhal  symptoms  will,  when  questioned,  ac- 
knowledge suggestive  symptoms.  Mental  lassi- 
tude, inability  to  concentrate  the  mind,  forget- 
fulness, a heavy  tired  feeling,  drawing  feeling  * 
over  the  bridge  of  the  nose,  visual  disturbances, 
a tendency  to  catch  cold  on  the  least  provocation, 
stuffy  noses,  etc.,  are  symptoms  which  should 
always  lead  to  a most  thorough  investigation  of 
the  nasal  fossae  and  associated  paranasal  sinuses. 

J.  S.  Pritchard^  states  that  an  examination  of 
the  chest,  even  though  it  includes  history,  physi- 
cal finding,  and  x-ray  evidence,  is  incomplete 
without  a definite  knowledge  of  the  conditions 
in  the  upper  respiratory  tract.  A partial  ob- 
struction to  the  inspired  air  caused  by  a deflected 
septum,  enlarged  tonsils,  adenoids  or  polypi  may 
lead  to  abnormal  physical  findings  in  the  thorax 
due  to  localized  atelectasis  in  one  or  both  apices, 
and  such  examination  of  the  chest  may  reveal 
deficient  expansion,  feeble  vocal  fremitus,  weak- 
ened breath  sounds,  persistent  rales  and  some- 
times a definite  apical  retraction.  A deflected 
septum  or  enlarged  turbinates  may  act  as  a dam 
behind  which  mucus  and  excretion  collect  and 
which  acts  as  a splendid  culture  medium  for  the 
developing  and  harboring  of  bacteria. 

The  same  narrowing  of  the  tract  causes  a 
greater  tendency  on  the  part  of  the  patient  to 
force  it  clear,  thereby  extending  infection  into 
the  accessory  sinuses  with  resulting  respiratory 
and  constitutional  symptoms. 

Any  affection  of  the  nose  or  throat  may  pro- 
duce interesting  evidence  on  the  stereoroentgeno- 
graph of  the  chest. 

The  bronchial  tree  supplying  one  or  both  pul- 
monary apices  may  be  thickened,  infiltrated, 
interlaced,  beaded  and  often  hazy  in  appearance, 
simulating  to  a marked  degree  an  early  tuber- 
culous process.  The  lung  roots  may  seem  en- 
larged and  boggy,  and  yet  all  such  signs  may  dis- 
appear in  a year’s  time  after  surgical  correction 
of  the  upper  respiratory  tract.  Affections  of  the 
upper  respiratory  tract  may  give  rise  to  both 
local  and  constitutional  symptoms,  the  former 
including  cough  and  expectoration,  due  to  en- 
larged glands  or  inhalation  into  the  trachea  of 
infected  mucoid  material.  Diseased  tonsils  alone 
are  perhaps  more  liable  to  cause  constitutional 
symptoms.  A dry  cough  may  be  the  only  symp- 
tom referable  to  the  respiratory  tract. 

In  the  present  season  one  often  finds  a sub- 
acute pharyngitis  to  account  for  a very  trouble- 
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some  cough  which  yields  at  once  to  proper  local 
treatment. 

The  different  types  of  bronchitis  may  be  the 
result  of  a chronic  sinusitis ; such  affections  are 
often  considered  primarily  thoracic  when  the 
initial  lesion  really  exists  in  the  nasal  passages. 

Chronically  enlarged  bronchial  glands  in  chil- 
• dren  are  freciuently  the  result  of  infection  by  the 
tubercle  bacillus,  but  a child  should  not  be 
labeled  tuberculous  on  this  evidence  alone.  The 
cause  of  the  bronchial  adenitis  may  be  found  in 
the  tonsils  or  the  posterior  nares.  After  study- 
ing many  cases,  Pritchard  is  led  to  note  carefully 
the  following  points : 

1.  Chronic  narrowing  of  the  nasal  passages  often 
causes  definite  abnormal  physical  and  x-ray  findings  in 
the  thorax  which  gradually  disappear  after  corrective 
surgical  methods  have  been  employed. 

2.  In  all  cases  of  chronic  respiratory  disturbances, 
examine  carefully  by  every  available  means,  both  the 
upper  and  lower  expiratory  tracts. 

3.  It  is  not  advisable  to  treat  minor  upper  respiratory 
ailments  too  persistently  in  the  face  of  decided  respira- 
tory symptoms  such  as  cough  and  expectoration.  Inves- 
tigate the  thorax. 

4.  An  opinion  on  the  lungs  should  not  be  given  with- 
out a knowledge  of  the  conditions  in  the  upper  respira- 
torji  tract,  except  in  cases  of  frank  lesions. 

5.  Major  operations  on  the  accessory  sinuses  require 
a previous  knowledge  of  the  conditions  of  the  thorax. 

6.  The  causes  of  asthma  are  legion;  infections  in  the 
upper  air  passages  and  accessory  sinuses  explain  the 
etiological  factor  in  some  cases. 

7.  It  is  well  to  remember  that  the  teeth  are  located 
close  to  the  upper  respiratory  tract  and  often  require 
investigation  in  the  search  for  the  cause  of  respiratory 
symptoms. 

8.  The  x-ray  may  be  used  to  advantage,  not  only  on 
the  thorax,  but  also  on  the  accessory  sinuses. 

9.  A routine  e.xamination  of  the  sputum  is  advisable. 

10.  If  a patient  is  to  receive  the  greatest  amount  of 
good  in  the  greatest  number  of  cases  a broad  view  must 
be  taken  in  all  cases  and  one  should  always  consider 
the  possibility  and  probability  that  the  etiological  factor 
may  be  outside  the  field  especially  affected. 

R.  E.  Rehfuss-  reports  an  extensive  experi- 
mental work  consisting  of  the  injection  and  in- 
oculation of  the  antra  and  frontal  sinuses  of  liv- 
ing animals  to  establish  the  lymphatic  connection 
between  the  sinuses  and  the  neighboring  regions 
to  the  bronchi  and  lungs. 

The  conclusions  were  that  the  lymphatic  ab- 
sorption from  the  antra  is  by  way  of  the  sub- 
maxillary and  internal  jugular  nodes,  the  lymph 
ducts,  the  great  veins  and  the  right  heart  and 
the  lungs. 

1.  Substance  reaching  the  lungs  may  pass  into  the 
left  heart,  the  general  circulation,  and  also  may  be 
taken  up  by  the  pulmonary  lymphatics  reach  the  bron- 
chial nodes. 

2.  Absorption  from  the  tissues  of  the  face  in  the 
antrum  region  and  hard  palate  is  by  the  same  route. 

3.  The  subparotid  and  retrosternal  nodes  may  some- 
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times  be  reached  by  absorption  from  the  antrum  and 
neighboring  tissues. 

4.  Lymphatic  drainage  is  widely  regional,  anastomosis 
from  node  to  node  and  from  side  to  side  is  free,  so  that 
it  is  not  always  possible  to  fix  a single  node  or  group 
of  nodes  as  the  certain  point  of  metastases  from  a given 
region. 

5.  In  respect  to  lymphatic  function  as  well  as  ana- 
tomically, the  mucous  membrane  of  the  nasal  fossal  and 
accessory  sinuses  is  a continuous  whole  and  infection  at 
any  point  can  probably  be  conveyed  by  the  lymphatics 
to  practically  any  other  point. 

6.  Lymphatics  penetrate  the  posterior  wall  of  the 
frontal  sinuses,  and  substances  under  exceptional  con- 
ditions of  pressure  may  be  carried  to  the  dura,  over  the 
frontal  lobe  of  the  brain.  The  usual  course,  however, 
is  the  same  as  that  of  the  antrum. 

7.  Drainage  of  the  sinuses  into  the  upper  air  passages 
renders  the  bronchi  and  lungs  liable  to  infection  by 
inhalation  and  this  factor  may  be  as  important  as 
metastasis  in  accounting  for  the  clinical  association  of 
sinus  disease  with  bronchopulmonary  disease,  though  in 
nondrainage  cases  it  seems  to  be  excluded.  ' 

With  these  data  before  us,  the  specialist  as 
well  as  the  internist  should  always  make  a wide 
observ'ation  of  the  case  of  respiratory  disease, 
whether  it  be  the  upper  or  lower  respiratory 
tract,  or  both.  G.  E.  H. 
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A STATISTICAL  STUDY  OF  EIGHT  HUN- 
DRED AND  EIGHTY-EIGHT  CASES  OF  BIL- 
IARY TRACT  DISEASES.  Blalock  (Johns  Hopkins 
Hosp.  Bull.,  Dec.,  1924)  concludes  as  follows:  The 
facts  presented  in  this  study  would  seem  to  justify  the 
belief  that  the  gall-bladder  should  be  removed  in  all 
cases  in  which  it  is  diseased,  whether  stones  are  or 
are  not  present,  except  in  cases  with  malignancy  of  the 
biliary  tract,  provided  that  the  condition  of  the  patient  is 
such  that  the  added  time  under  anesthesia  will  not  lessen 
too  greatly  his  chances  for  recovery.  In  malignancy 
of  the  gall-bladder,  when  a positive  diagnosis  can  be 
made  without  exploration,  no  operation  should  be  per- 
formed, inasmuch  as  it  only  shortens  the  patient’s  life. 

THE  EFFECT  OF  INTRAVENOUS  INJEC- 
TIONS OF  MERCUROCHROME  ON  THE  KID- 
NEYS. Hill  and  Bidgood  (Johns  Hopkins  Hosp. 
Bull.,  Dec.,  1924)  state  that  in  order  to  place  this  form 
of  therapy  on  a rational  basis,  it  is  necessary  to  deter- 
mine if  any  injury  is  done  to  the  vital  organs  of  the 
body  by  its  intravenous  administration.  The  experi- 
mental work  was  done  on  eleven  rabbits,  with  the  fol- 
lowing conclusion : It  may  be  said  that  intravenous 
mercurochrome  causes  a mild  reaction  in  the  kidney 
which  is  directly  proportional  to  the  dose  given.  There 
is  no  actual  destruction  of  tubular  epithelium  from 
doses  as  high  as  7.5  mg.  per  kilo  of  body-weight,  but 
with  10  mg.  per  kilo  there  is  definite  renal  damage,  so 
that  it  would  be  unwise  to  use  so  large  a dose  clinically. 
Repeated  injections  do  not  cause  any  added  damage,  and 
can  be  given,  as  in  these  animals,  as  often  as  twice  a 
week  with  safety,  provided  a dose  of  5 mg.  per  kilo  of 
l;(xly-weight  be  not  exceeded.  The  slight  damage  is 
not  irreparable  and  at  the  end  of  two  months  the  kid- 
neys show  no  evidence  of  any  previous  lesion. 
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ITEMS  OF  INTEREST 
A committee  of  the  Lycoming  County  Medical 
Society  is  actively  engaged  in  the  preparation  for 
publication  of  a history  of  the  Lycoming  County 
Medical  Society  which  was  organized  in  1849. 


Dr.  Joseph  V.  Klauder,  1936  Spruce  St.,  Phil- 
adelphia, has  been  elected  Secretary  of  our  newly 
created  scientific  Section  on  Dermatology. 


In  the  directory  of  the  American  Medical 
Association,  published  bi-annually,  the  name  of 
each  Fellow  of  the  Association  is  distinguished 
from  the  names  of  members  of  the  Association 
by  the  Geneva  cross.  The  advantages  of  such 
designation  are  obviously  practical. 


No  doubt  the  attendance  of  Pennsylvania 
members  of  the  American  Medical  Association 
at  the  1925  session  to  be  held  at  Atlantic  City, 
May  25-29,  1925,  will  be  large.  Those  planning 
to  attend  should  remember  that  registration  and 
other  privileges  of  the  floor  are  available  only 
to  Fellows  of  the  Association.  Every  member 
in  good  standing  of  a county  medical  society  is 
a member  of  the  American  Medical  Association 
and  may  become  a Fellow  of  the  Association 
upon  application  to  the  Secretary,  535  North 
Dearborn  St.,  Chicago,  111.  The  application 
should  be  accompanied  by  the  annual  Fellowship 
fee  of  $5.00.  One  of  the  benefits  of  Fellowship, 
without  additional  cost,  is  the  receipt  for  a year 
of  the  choice  of  the  following  publications : 
Journal  of  the  American  Medical  Association, 
issued  weekly,  or  the  American  Journal  of  Dis- 
eases of  Children,  monthly,  or  the  Archives  of 
Internal  Medicine,  monthly. 


THE  SEVENTY-FIFTH  ANNUAL 
MEETING 

The  1925  session  of  the  Medical  Society  of 
the  State  of  Pennsylvania  to  be  held  at  Harris- 
burg will  be  marked  by  the  presentation  of  an 
especially  attractive  program,  dubbed  by  the 
Chairman  of  the  Committee  on  Scientific  Work 
the  “Diamond  Jubilee  Program”  in  celebration 
of  the  seventy-fifth  annual  meeting  of  the  So- 
ciety. 

At  a meeting  of  the  Chester  County  Medical 
Society,  held  at  West  Chester,  Pa.,  December  i, 
1847,  the  Society,  after  considering  the  adoption 
of  the  code  of  ethics  of  the  American  Medical 
Association  which  had  been  organized  in  Phila- 
delphia in  1847,  adopted  the  following  resolu- 
tions, offered  by  Dr.  Wilmer  Worthington,  of 
W est  Chester : 

Whereas,  No  State  Medical  Society  exists  in 
Pennsylvania ; and  believing  that  such  an  insti- 
tution would  greatly  contribute  to  the  advance- 
ment of  medical  knowledge  within  its  bounds. 
Therefore  be  it  Resolved,  That  it  is  expe- 
dient to  hold  a convention  at  such  time  and  place 
as  may  be  hereafter  agreed  upon,  in  order  to 
take  this  subject  into  consideration,  and  effect 
such  permanent  organization  as  may  be  deemed 
best  suited  to  accomplish  the  object  in  view. 

Resolved,  That  Drs.  Worthington,  Parish, 
Huddleson,  Townsend  and  Plarry  be  delegates 
to  represent  this  society  in  said  convention,  with 
power  to  fill  vacancy  in  their  own  body. 

Resolved,  That  the  corresponding  secretary  be 
directed  to  forward  a copy  of  these  proceedings 
to  the  different  Medical  Schools  and  associations 
in  the  Commonwealth  and  solicit  their  early 
cooperation. 

Lancaster  County  Medical  Society  shortly 
afterwards  proposed  the  city  of  Lancaster  as  a 
place  for  the  first  meeting  of  the  State  Society 
and  there,  on  April  ii,  1848,  gathered  the  men 
who  organized  the  Medical  Society  of  the  State 
of  Penn.sylvania. 
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Meetings  have  been  held  annually  since  that 
time,  with  the  exception  of  the  year  i86i,  when, 
as  we  note  in  Volume  27,  of  the  Published 
Transactions  of  the  Society,  published  in  1896, 
“owing  to  the  unsettled  condition  of  the  country, 
from  the  war  to  suppress  the  rebellion,  the 
meeting  in  Pittsburgh  in  1861  was  not  called.” 
The  fortieth  annual  meeting,  scheduled  for 
Pittsburgh,  June  4,  1889,  was  postponed  after 
organizing  long  enough  to  pass  appropriate  reso- 
lutions of  sympathy  and  to  appropriate  $1,000.00 
for  the  relief  of  physicians  who  had  suffered 
great  loss  in  the  Johnstown  flood  disaster  which 
had  occurred  four  days  earlier.  The  fortieth 
annual  meeting  was  not  actually  held  until  June 
10,  1890,  in  Pittsburgh. 


CANDIDATES  FOR  THE  1925  HONOR 
ROLL 

On  January  19,  1925,  this  office  had  received 
the  annual  assessment  of  1507  members;  on 
the  same  day,  1924,  of  1131  members;  on  the 
same  day,  1923,  of  1082  members;  1922,  of  722 
members. 

The  percentage  of  1925  dues  received  at  this 
office  January  19th,  from  certain  county  medical 
societies  is  herewith  indicated : Wyoming, 

ioo% ; Clinton,  100% ; Adams,  80% ; Mon- 
tour 75% ; Susquehanna,  74% ; Armstrong, 
60%  ; Montgomery,  55%  ; Clarion,  54%  ; Hun- 
tingdon, 53%;  Union,  53%;  Bucks,  50%; 
Columbia,  50% ; Cumberland,  50% ; Lycom- 
ing. 50%  ; Mifflin,  50%  ; Perry,  50%  ; Wash- 
ington, 50%. 


CHANGES  IN  MEMBERSHIP  OF  COUNTY 
SOCIETIES 

The  following  changes  have  been  reported  to  Jan- 
uary 19: 

Ahegheny:  New  Members — John  H.  Trumpeter, 
Magee  Hospital,  Elizabeth  R.  Childs,  2304  Sherbrooke 
St.,  Pittsburgh.  Resignation — Ambrose  T.  Kibzey,  De- 
troit, Mich.  Removals — Joseph  J.  Ferner  from  Pitts- 
burgh to  904  Summit  Ave.,  Johnstown  (Cambria 
County)  ; Joseph  A.  McCready  from  Bendersville  to 
Box  318,  Greenwich,  Ohio.  Deaths — Henry  de  La 
Cossitt  of  Homestead  (West.  Res.  Univ.,  Cleveland 
’93)  November  25;  Joseph  C.  O’Hail  of  Pittsburgh 
(Univ.  of  Penna.  ’93)  suddenly  Jan.  14,  aged  60. 

Armstrong:  New  Members — Frank  E.  Bowser, 

Rural  Valley ; Luther  J.  King,  Sagamore. 

Berks  : New  Member — W.  Wendel  Becker,  150  No. 
6th  St.,  Reading. 

Bradford:  Death — Charles  A.  Haines  of  Sayre  (Col. 
of  Phys.  & Surg.,  Baltimore  ’80)  recently,  aged  67. 

Bucks  : Removal — George  S.  Deibert  from  Sellers- 
ville  to  Wescoesville  (Lehigh  Co.) 

Butler:  Removal — Willard  L.  De  Wolf  from  Butler 
to  320  So.  Reno  St.,  Los  Angeles,  Calif. 

Cambria:  New  Members — S.  Benjamin  Meyers,  521 
Locust  St.,  Bernard  McCloskey,  414  Broad  St.,  Henry 
Pohl,  435  Franklin  St.,  Johnstown;  William  S.  Daugh- 
erty, Portage;  Isador  Blum,  Box  50,  Wehrum  (Indi- 
ana Co.) 


Clearfield:  New  Member — Jonathan  K.  Henderson, 
Philipsburg.  Reinstated  Member — William  D.  Hys- 
kell,  Madera. 

Columbia:  Neiv  Member — Jacob  H.  Vastine,  Ber- 
wick. Reinstated  Member — Jacob  R.  Brobst,  Blooms- 
burg. 

Delaware:  Nezv  Members — John  P.  Nolan,  1017 
Edgemont  Ave.,  Samuel  R.  Crothers,  415  E.  9th  St., 
Chester;  John  M.  Hutchings,  Clifton  Heights. 

Erie  : New  Members — Herman  R.  Rahner,  240  W. 
i8th  St.,  Frederick  W.  Underhill,  153  W.  8th  St.,  Erie. 

Fayett'E:  New  Member — George  N.  Riffle,  McClel- 
landtown.  Transfer — Hugh  M.  Hart,  Adah,  from 
Allegheny  County  Society. 

Huntingdon:  Resignation — E.  F.  Jones,  Belmont,  O. 

Indiana  : Death — James  G.  Fisher  of  Plumville 

(Geo.  Wash.  Univ.  ’04)  Nov.  i,  aged  49. 

Lancaster:  New  Member — Hugh  Hayford,  Masonic 
Home,  Elizabethtown. 

Lehigh:  New  Members — Mark  A.  Baush,  30  N.  8th 
St.,  J.  D.  Rutherford,  112  N.  13th  St.,  Allentown; 
C.  V.  Spangler,  Northampton.  Transfer — S.  Mann 

Uhler,  Allentown,  from  Northampton  County  Society. 

Luzerne:  New  Members — George  S.  Chaines, 

Park  Ave.,  Agha  B.  Musa,  Wilkes-Barre;  Alex.  M. 
W.  Hursh,  Kingston;  Martin  H.  Collier,  White 
Haven;  John  J.  Caffrey,  Sugar  Notch.  Reinstated 
Member — P.  F.  Hubler,  West  Pittston. 

Lycoming:  Removal — James  S.  Mosher  from  Wil- 
liamsport to  Liberty  (Tioga  Co.) 

Mercer  : Removal — Lawrence  N.  Breen  from  Farrell 
to  Dollar  Title  & Trust  Bldg.,  Sharon.  Death — Edwin 
M.  McConnell  of  Grove  City  (West.  Res.  Univ., 
Cleveland,  ’88)  Jan.  16,  aged  62. 

Mifflin  : Reinstated  Member — Elizabeth  A.  Head- 
ings, Belleville. 

Monroe:  Death — Charles  S.  Logan  of  Stroudsburg 
(Univ.  of  Buffalo  ’85)  Dec.  12,  aged  68. 

Montour:  New  Member — Charles  S.  Tomlinson,  108 
S.  Front  St.,  Milton.  Death — Philip  C.  Newbaker  of 
Danville  (Jeff.  Med.  Coll.  ’69)  Dec.  30,  aged  82. 

Montgomery:  New  Member — Ralph  H.  Merkel, 

Pottstown. 

Northampton  : New  Members — Kenneth  S.  Kuhn, 
IS  N.  2d  St.,  Easton;  Thomas  E.  Schadt,  Hellertown; 
William  J.  Hoppel,  Nazareth;  William  H.  Pentz- 
heimer,  Hellertown.  Removal — -Asher  G.  Ruch  from 
Bethlehem  to  Schnecksville  (Lehigh  Co.) 

Northumberland:  New  Member — Emerson  M. 

Heckert,  Fishers  Ferry,  R.  R.  i. 

Philadelphia:  New  Member— WiWisim  G.  Leaman, 
Jr.,  3700  Baring  St.,  Philadelphia.  Reinstated  Members 
— David  Budin,  3125  Diamond  St.,  Thompson  S.  West- 
cott,  1720  Pine  St.,  Philadelphia.  Removal — Nedjelko 
Antunovic  from  Jugo-Slavia  to  819  E.  Girard  Ave., 
Philadelphia ; Miriam  O’Harrow  from  Carsonville, 
Michigan,  to  State  College  for  Women,  Tallahassee, 
Fla.  Death — Wilford  O.  Higgate  of  Philadelphia 
(Univ.  of  Penna.  ’82)  Nov.  28,  aged  66. 

Schuylkill  : Deaths — William  G.  Jones  of  Tama- 
qua  (Jeff.  Med.  Coll,  ’ii)  Jan.  3,  aged  46;  John  D. 
Riley  of  Mahanoy  City  (Univ.  of  Penna.  ’95)  Dec. 
31,  aged  61.  Nezi'  Members — ^William  J.  Monaghan, 
Hudson  County  Hospital,  Secaucas,  N.  J. ; Robert 
Dress,  Geisinger  Hospital,  Danville ; Elwin  Keich, 
Minersville;  H.  S.  Dunkelberger,  Valley  View;  Lewis 
M.  Schultz,  Port  Carbon.  Removal — G.  H.  Boyer 
from  New  York  City  to  Walter  Reed  Hospital,  Army 
Medical  Center,  Washington,  D.  C. 

Susquehanna:  Nezv  Members — David  T.  Brew- 
ster, Jr.,  Montrose;  George  W.  Newman,  Springville. 

Tioga  : Removal — Paul  A.  Gempel  from  Blossburg 
to  3735  Cedar  Ave.,  Cleveland,  Ohio. 

Venango:  Resigziation — William  E.  Fawcett,  Bay- 
field,  Wis. 

Washington  : New  Members — Francis  A.  Hare, 
Washington  Trust  Bldg.,  Washington;  John.  J.  Mc- 
Carthy, Avella.  Transfer — J.  Frank  Hufford  of  Wash- 
ington, from  Allegheny  County  Society. 
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PAYMENT  OF  PER  CAPITA  ASSESSMENT 

The  following  payment  of  per  capita  assessment 
has  been  received  since  December  i6th.  Figures  in 
first  column  indicate  county  society  numbers;  second 


column. 

State  Society 

numbers : 

1924 
Dec.  16 

Columbia 

40 

■^7365 

$5-00 

Clearfield 

69 

7366 

500 

Jan.  5 

Philadelphia 

1987-1989 

7367-7369 

12.50 

12 

Crawford 

49 

7370 

2.50 

16 

Luzerne 

255 

7371 

500 

1925 

Dec.  16 

Erie 

1-9,  11-16 

108-122 

75.00 

Columbia 

I-I9 

123-141 

9500 

Lehigh 

1-3 

142-144 

1500 

Butler 

3-5 

145-147 

1500 

Clearfield 

I 

148 

500 

24 

Montour 

4-6 

149-151 

1500 

Bradford 

1-4 

152- 155 

20.00 

York 

18-29 

156-167 

60.00 

Northampton 

2-18 

1&-184 

85.00 

26 

Montgomery 

1-21 

185-205 

105.00 

27 

Montour 

7 

206 

500 

Clinton 

7-8 

207-208 

10.00 

29 

Somerset 

1-2 

209-210 

10.00 

31 

Mifflin 

4 

21 1 

500 

Washington 

1-39 

212-250 

19500 

Montgomery 

22-41 

251-270 

100.00 

Jan.  5 

Montour 

8 

271 

500 

Wyoming 

1-9 

272-280 

45.00 

Clinton 

10-13 

281-284 

20.00 

Montgomery 

42-52 

285-295 

5500 

Bradford 

5-7 

296-298 

1500 

Lancaster 

I 

299 

500 

Jan.  6 

Allegheny 

1-3,  8-538 

300-833 

2670.00 

8 

Northumberland  2-14 

834-846 

65.00 

Cambria 

1-14 

847-860 

70.00 

Adams 

10-18 

861-869 

4500 

Wayne 

3-12 

870-879 

50.00 

Wyoming 

10-12 

880-882 

15-00 

Mifflin 

5-6 

883-884 

10.00 

Mercer 

1-3 

885-887 

1500 

Clinton 

9.  14-17 

888-892 

25.00 

9 

Montour 

9-1 1 

893-895 

15.00 

Clarion 

1-15 

896-910 

75.00 

Susquehanna 

1-2 

911-912 

10.00 

Fayette 

1-42 

913-954 

210.00 

Mercer 

4 

955 

5.00 

10 

Cambria 

15-25 

956-966 

55-00 

York 

30-41 

967-978 

60.00 

Clinton 

18-21 

979-982 

20.00 

Somerset 

3-5 

983-985 

15.00 

12 

Delaware 

1-36 

986-1021 

180.00 

Schuylkill 

1-50 

1022-1071 

250.00 

Montgomery 

53-82 

1072-1101 

150.00 

Elk 

1-12 

1102-1113 

60.00 

Mercer 

5-16 

1114-1125 

60.00 

Jan.  12 

Northampton 

19-23 

1126-1130 

25.00 

Mifflin 

7-11 

1131-1135 

25.00 

Huntingdon 

20-21 

1136-1137 

10.00 

Montour 

12-13 

1138-1139 

10.00 

13 

Northumberland  15-19 

1 140- 1 144 

25.00 

Bradford 

8-15 

1145-1152 

40.00 

Clinton 

22-24 

1153-1155 

1500 

Mercer 

17-18 

1156-1157 

10.00 

Venango 

2-3 

1158-1159 

10.00 

15 

Lycoming 

1-53 

1160-1212 

265.00 

Berks 

1-60 

1213-1272 

300.00 

Cumberland 

1-16 

1273-1288 

80.00 

Juniata 

1-5 

1289-1293 

25.00 

Mifflin 

12-13 

1294-1295 

10.00 

Mercer 

19-21 

1296-1298 

1500 

16 

Luzerne 

1-7.  9-19 

Washington 

21-29,  31-62 

1299-1357 

295.00 

40-66 

1358-1384 

13500 

Butler 

6-13 

1385-1392 

40.00 

Somerset 

6 

1393 

5-00 

Susquehanna 

3-14 

1394-1405 

60.00 

Clearfield 

2-18 

1406-1422 

85.00 

Jan.  i6  Adams  19-21  1423-1425  15.00 

Union  1-8  1.^-1433  40.00 


FREDERICK  L.  VAN  SICKLE,  M.D. 

Executive  Secretary 
230  State  St.,  Harrisburg,  Pa. 

LEGISLATION 

The  first  gun  of  the  Pennsylvania  Legislature 
for  1925  was  fired  on  Tuesday,  January  6th, 
when  the  Legislature  convened.  After  a recess 
of  two  weeks  the  second  session  was  held  on 
January  19th,  and  from  that  time  on  we  may 
expect  the  battle  to  progress. 

Within  an  hour  from  the  second  session, 
Tuesday  morning,  about  400  bills  were  intro- 
duced, and  at  that  rate  the  members  of  the 
House  and  Senate  may  expect  to  be  completely 
submerged  in  paper  before  the  end  of  the  Ses- 
sion. 

It  is  too  soon  to  report  on  concrete  legisla- 
tion, but  it  may  be  well  for  the  members  who 
are  interested  to  become  acquainted  with  the 
two  committees  on  health  and  sanitation,  the 
one  of  the  House  and  the  other,  the  Senate.  We 
submit  them  for  your  information. 

Standing  Committee  oe  Pubiic  Health  and 
Sanitation  of  the  Senate 

Messrs.  Frank  P.  Miller,  Chairman,  Meadville,  Pa. ; 
Plymouth  W.  Snyder,  Hollidaysburg,  Pa. ; Augustus 
F.  Daix,  Jr.,  1613  N.  33d  St.,  Philadelphia,  Pa.; 
Robert  D.  Heaton,  Ashland,  Pa. ; M.  G.  Leslie,  6120 
Jenkins  Arcade,  Pittsburgh,  Pa. ; George  Woodward, 

M. D.,  708  North  American  Bldg.,  Philadelphia,  Pa. ; 
Cadwallader  M.  Barr,  606  Peoples  Bank  Bldg.,  Pitts- 
burgh, Pa. ; Morris  Einstein,  McClintock  St.  and 
Perrysville  Ave.,  Pittsburgh,  Pa. ; William  J.  Mc- 
Nichol,  1923  Cherry  St.,  Philadelphia,  Pa. ; Max  Aron, 
710  Lincoln  Bldg.,  Philadelphia,  Pa. ; William  D. 
Mansfield,  341  Sixth  Ave.,  McKeesport,  Pa. ; John  P. 
Harris,  Davis  Theater  Bldg.,  Pittsburgh,  Pa. ; Guy 
W.  Brown,  24  W.  Main  St.,  Uniontown,  Pa. ; Fletcher 
W.  Stites,  1420  Chestnut  St.,  Philadelphia,  Pa. ; Fred- 
erick T.  Gelder,  636  Main  St.,  Forest  City,  Pa. ; 
Miarvin  E.  Griswold,  255  W.  loth  St.,  Erie,  Pa. ; Wil- 
liam H.  Earnest,  3101  N.  Front  St.,  Harrisburg,  Pa.; 
Charles  W.  Sones,  Williamsport,  Pa. ; William  I. 
Betts,  Clearfield,  Pa. ; John  G.  Homsher,  Strasburg, 
Pa.  Ex  Officio. 

Standing  Committee  of  Pubiic  Health  and 
Sanitation  of  the  House  of 

REPRESENTATltneS 

Messrs.  James  J.  Heffernan,  D.D.S.,  Chairman,  324 

N.  52d  St.,  Philadelphia,  Pa. ; John  H.  Drinkhouse, 
1518  N.  19th  St,  Philadelphia,  Pa.;  Miss  Helen 
Grimes,  1699  Potomac  Ave.,  Dormont,  Pa. ; Mrs.  Lillie 
H.  Pitts,  4842  Larchwood  Ave.,  Philadelphia,  Pa. ; V. 
Albertson  Haines,  R.  F.  D.  i,  Bristol,  Pa.;  William 
F.  McCann,  2210  Penn  Ave.,  Pittsburgh,  Pa. ; Herman 
A.  Earley,  23  S.  Second  St.,  Harrisburg,  Pa. ; James 
Wettach,  1545  Spring  Garden  Ave.,  Pittsburgh,  Pa.; 
Arthur  Storer,  Tanner  Ave.,  Elizabeth,  Pa, ; Burd  P. 
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Evans,  Trappe,  Pa.;  Clifton  L.  Kelly,  704  Jenny  Lind 
St.,  McKeesport,  Pa. ; Arnold  M.  Blumberg,  430  Pine 
St.,  Philadelphia,  Pa. ; George  H.  Soffel,  55  Wyoming 
St.,  Pittsburgh,  Pa. ; Benjamin  H.  Patterson,  M.D., 
404  S.  Trenton  Ave.,  Wilkinsburg,  Pa.;  Mrs.  Martha 
M.  Pennock,  5539  Race  St.,  Philadelphia,  Pa. ; C.  W. 
Parkinson,  32  N.  Richhill  St.,  Waynesburg,  Pa. ; Henry 
R.  Nolte,  827  South  13th  St.,  Philadelphia,  Pa.; 
.Alfred  F.  Allman,  M.D.,  1639  South  22d  St.,  Phila- 
delphia, Pa. ; Aaron  B.  Hess,  607  North  Duke  St., 
Lancaster,  Pa. ; Samuel  S.  Horn,  335  Bushkill  St., 
Easton,  Pa. ; John  B.  Critchfield,  M.D.,  326  W.  Water 
St.,  Lock  Haven,  Pa. ; Edward  G.  Bray,  M.D.,  423 
Center  St.,  Mauch  Chunk,  Pa. ; Mrs.  Maud  B. 
Trescher,  113  South  3d  St.,  Jeannette,  Pa.;  L.  B. 
Hantz,  361  West  Market  St.,  York,  Pa.;  William  H. 
Prosser,  618  Collier  Ave.,  Carnegie,  Pa.;  Charles  I. 
Shaffer,  M.D.,  Ralphton,  Pa. ; Samuel  B.  Hart,  2021 
Waverly  St.,  Philadelphia,  Pa. ; Arthur  L.  Greenstein, 
538  Tasker  St.,  Philadelphia,  Pa. ; Lester  G.  Holtz- 
man.  Union  St.,  Millersburg,  Pa. ; George  A.  Hricko, 
1309  Main  St.,  Dickson  City,  Pa. ; Ray  D.  Leidich,  7 
Union  St.,  Tremont,  Pa. ; Harry  I.  Lauver,  R.  D.  2, 
Port  Royal,  Pa. ; William  J.  Munley,  434  Salem  St., 
Archbald,  Pa. 

It  will  be  noted  that  there  are  five  physicians 
in  the  House  and  one  in  the  Senate.  There  are 
two  dentists  and  two  pharmacists  in  the  As- 
sembly, all  but  one  of  whom  are  on  the  com- 
mittees. 

Up  to  the  time  of  writing  this  article  no  bills 
have  appeared  in  print  and  we  are  unable  to  pre- 
sent any  legislation  for  the  information  of  our 
readers.  However,  as  we  have  previously 
stated,  those  memhers  of  the  profession  who 
are  interested  in  the  welfare  of  legislation  as  it 
pertains  to  the  healing  art  have  a mission  to  per- 
form during  the  next  few  months. 

Many  of  you  no  doubt  are  acquainted  with 
the  members  of  the  foregoing  committees  and 
a personal  discussion  with  them  of  medical 
legislation  will  prepare  them  for  more  reason- 
able consideration  of  the  wishes  of  the  profes- 
sion. We  have  every  assurance  that  bills  will 
be  presented  to  create  separate  boards  for  ex- 
amination and  licensure  in  the  limited  practice 
of  chiropractic  and  naturopathy.  Bills  upon 
the  subjects  of  antivaccination  and  antivivisec- 
tion may  also  be  expected.  These  should  at 
least  receive  our  negative  consideration,  and 
the  members  of  the  House  and  Senate  should 
have  pointed  out  to  them  the  dangers  of  under- 
mining the  present  health  laws  and  lowering  the 
standards  of  medical  education. 

Other  legislation  will  be  presented  which  will 
appear  in  this  department  later.  In  this  con- 
nection we  would  state  that  the  Medical  Legis- 
lative Conference  will  issue  a weekly  bulletin 
containing  abstracts  of  bills  of  interest  to  the 
profession  with  comments  upon  each  for  the  in- 
formation of  the  profession.  A list  of  the 
officers  and  committees  of  the  county  societies 


is  being  prepared  to  whom  these  bulletins  will 
be  mailed.  Should  any  others  desire  to  receive 
this  weekly  bulletin,  the  Conference  will  be 
pleased  to  put  their  names  on  the  mailing  list 
promptly  on  request  to  Dr.  Thomas  D.  Mills, 
914  North  Second  St.,  Harrisburg,  Pa. 


“P-O-4”  Not  Admitted  to  N.  N.  R. — The  Council  on 
Pharmacy  and  Chemistry  reports  that  “P-O-4”  is  the 
proprietary  nondescriptive  designation  under  which 
Lehn  and  Fink,  Inc.,  New  York,  market  a preparation 
alleged  to  be  a mixture  of  two  parts  of  tribasic  mag- 
nesium phosphate  and  one  part  of  tribasic  calcium  phos- 
phate. The  preparation  is  claimed  to  be  a “therapeu- 
tically balanced”  mixture  which  is  “A  New  Antacid  for 
symptoms  of  hyperacidity,  such  as  ‘acid’  stomach,  pain, 
heartburn,  acid  regurgitation,  distress  and  gas.”  The 
Council  explains  that,  in  order  that  a correct  estimate 
of  the  therapeutic  value  of  tertiary  magnesium  phos- 
phate and  tertiary  calcium  phosphate  may  be  gained,  it 
is  important  that  physicians  use  them  under  their  proper 
names  and  base  the  selection  of  one  or  the  other  on  the 
requirements  of  the  particular  patient.  The  Council 
found  “P-O-4”  inadmissible  to  New  and  Nonofficial 
Remedies  because  the  use  of  a mixture  of  tertiary  cal- 
cium phosphate  and  tertiary  magnesium  phosphate  in 
fixed  proportions  under  a nondescriptive  name  is  irra- 
tional and  the  claim  that  it  is  “a  therapeutically  bal- 
anced” mixture  is  unwarranted.  {Journal  A.  M.  A., 
Sept.  13,  1924,  p.  861.) 


CHIROPRACTIC  AND  INFANTILE  PARALYSIS 

Comes  to  the  editorial  desk  a copy  of  the  De 
Kalb  (111.)  Daily  Chronicle  for  Oct.  25,  1924,  con- 
taining a brief  article,  presumably  an  advertisement, 
although  not  so  designated,  on  infantile  paralysis. 
According  to  the  information  disseminated  by  the 
Chronicle,  “infantile  paralysis  is  the  direct  result  of 
nerve  impingement  somewhere  along  the  contour  of  the 
spinal  column.”  Then  follows  a description  of  the 
symptoms  that  may  develop  with  infantile  paralysis, 
leading  up  to  the  suggestion ; 

Should  you  notice  any  of  these  symptoms  coming  upon  your 
child  you  should  converse  with  a chiropractor  immediately. 
He  will  adjust  the  segments  of  the  spine  and  restore  normal 
nerve  supply  to  the  part  of  the  cord  affected  and  reduce  the 
inflammation  before  any  damage  has  been  done. 

Presumably,  the  editor  of  the  De  Kalb  Daily  Chron- 
icle would  feel  aggrieved  if,  in  printing  this  stuff,  he 
were  accused  of  showing  an  almost  criminal  disregard 
of  the  public  health.  What  would  be  thought  of  a 
newspaper  that  would  urge  parents  who  had  children 
suffering  from  diphtheria,  scarlet  fever,  smallpox  or 
some  equally  virulent  disease  to  take  the  child  to  a 
voodoo  doctor  or  to  pronounce  incantations  over  the 
afflicted  little  one  or  to  rely  on  the  healing  power  of 
a horse-chestnut  or  a magic  ring?  Yet  none  of  these 
suggestions  is  more  iniquitous  than  that  which  would 
lead  the  public  to  believe  that  infantile  paralysis  is  due 
to  the  impingement  of  spinal  nerves  and  can  be  cured 
by  chiropractic  “adjustment.” — Jour  A.  M.  A.,  Nov.  15, 
1924. 


To  open  the  abdomen  of  any  sick  patient,  when  one 
has  little  or  no  idea  of  what  is  wrong,  is  to  my  way 
of  thinking  and  from  my  experience,  to  say  the  least, 
unwise. — John  B.  Deaver. 


County  Medical  Societies 


REPORTERS  OF  COUNTY  SOCIETIES 


Adams — Janies  P.  Dalbey,  M.D.,  Gettysburg. 
AulEoheny — Lester  Hollander,  M.D.,  Pittsburgh. 
Akmstronc — Jay  B.  F.  Wyant,  M.D.,  Kittanning. 
Bea\er — Franeis  H.  MpCaskey,  M.D.,  Rochester. 
Bedford — N.  A.  Timmons,  M.D.,  Bedford. 

Berks — Clara  Shetter-Keiser,  M.D.,  Reading. 

Blair — 'James  S.  Taylor,  M.D.,  Altoona. 

Bradford — Stanley  D.  Conklin,  M.D.,  Sayre. 

Bucks — Anthony  F.  Myers,  M.D.,  Blooming  Glen. 
Butler — L.  Leo  Doane,  M.D.,  Butler. 

Cambria — ^Joseph  J.  Meyer,  M.D.,  Johnstown. 

Carbon — lacob  A.  Trexler,  M.D.,  Lehighton. 

Center — James  L.  Seibert,  M.D^  Bellefonte. 

Chester — J.  A.  Perkins,  M.D.,  Coatesville. 

Clarion — James  M.  Hess,  M.D.,  Tylersburg. 
Clearfield — John  M.  Guigley,  M.I).,  Clearfield. 
Clinton — R.  B.  Watson,  M.D.,  Lock  Haven. 
Columbia — ,C.  B.  Yost,  M.D.,  Bloomsburg. 

Crawford — Cornelius  C.  Laffer,  M.D.,  Meadville. 
Cumberland — Calvin  R.  Rickenbaugh,  M.D.,  Carlisle. 
Dauphin — W.  Minster  Kunkel,  M.D.,  Harrisburg. 
Delaware — George  L.  Armitage,  M.D.,  Chester. 

Elk — Samuel  T.  McCabe,  M.D.,  Johnsonburg. 

Erie — Anna  M.  Schrade,  M.D.,  Erie. 

Fayette — John  D.  Sturgeon,  Jr.,  M.D.,  Uniontown. 
Franklin — Samuel  D.  Shull,  M.D.,  Chambersburg. 
Greene — Robert  W.  Norris,  M.D.,  Waynesburg. 
Huntingdon — ^John  M.  Beck,  M.D.,  Ale.xandria. 
Indiana — F.  J.  Kellam,  M.D.,  Ernest. 

Jefferson — W.  A.  Hill,  M.D.,  Reynoldsville. 

Juniata — Brady  F.  Long,  M.D.,  Mifflin. 

Lackawanna — ^G.  A.  Clark,  M.D.,  Scranton. 


Lancaster — J.  Sullivan,  M.D.,  Lancaster. 

Lawrence — William  A.  Womer,  M.D.,  New  Castle. 
Lebanon — W.  Horace  Means,  M.D.,  Lebanon. 

Lehic  H — Harold  E.  Hersh,  M.D.,  Allentown. 

Luzerne — H.  Irvin  Evans,  M.D.,  Ashley. 

Lycoming — W^esley  F.  Kunkle,  M.D.,  Williamsport 
McKean — Francis  DeCarla.  M.D.,  Bradford. 

Mercer — M.  Eilith  MacBride,  M.D.,  Sharon. 

Mifflin — F.  A.  Rumi,  M.D.,  Lewistown. 

Monroe — Walter  L.  Angle,  M.D.,  Stroudsburg. 
Montgomery — John  C.  Simpson,  M.D.,  Norristown. 
Montour — John  H.  Sandel,  M.D.,  Danville. 

Northampton — Frank  J.  Hahn,  M.D.,  Bath. 
Northumberland — Charles  H.  Swenk,  M.D.,  Sunbury. 
Perry — A.  R.  Johnson,  M.D.,  New  Bloomfield. 
Philadelphia — Franklin  M.  Crispin,  Philadelphia. 

I'OTTER — Ross  H.  Jcnes,  M.D.,  Coudersport. 

Schuylkill — Arthur  B.  Fleming,  M.D.,  Tamaqua. 
Snyder — -John  O.  Wagner,  M.D.,  Beaver  Springs. 
So.MERSET — H.  Clay  McKinlev,  M.D..  Meyersdale. 
Sullivan — ^P.  G.  Biddle,  M.D.,  Dushore. 

Susquehanna — Robert  B.  Mackey,  M.D.,  Montrose. 

Tioga — John  H.  Doane,  M.D.,  Mansfield. 

Union — Oliver  W.  H.  Glover,  M.D.,  Laurelton. 

Venanco — John  F.  Davis,  M.D.,  Oil  City. 

Warren — -M.  V.  Ball,  M.D.,  Warren. 

Washington — Charles  C.  Cracraft,  M.D.,  Claysville. 
Wayne — Hugh  Stevenson.  Ill,  M.D.,  Waymart. 
Westmoreland — Ellsmer  L.  Piper,  M.D.,  Export,  Pa. 
Wyoming — Herbert  L.  McKown,  M.D.,  Tunkhannock. 
York — Pius  A.  Noll,  M.D.,  York. 
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COUNTY  SOCIETY  REPORTS 


ERIE— JANUARY 

The  Erie  County  Medical  Society  met  January  6th  at 
the  Public  Library.  Dr.  William  Washabaugh,  the 
retiring  president,  gave  a most  interesting  paper  on 
version.  Version  has  been  known  and  practiced  since 
the  earliest  days  of  obstetrics  with  more  or  less  suc- 
cess ; in  the  early  days  it  was  practically  the  only  ef- 
fective way  known  to  give  real  assistance.  The  ab- 
dominal route  was  not  thought  of  nor  used,  until  the 
Seventeenth  Century  and  forceps  did  not  come  into  use 
until  late  in  the  Eighteenth  Century.  With  the  increas- 
ing use  of  forceps  it  was  necessary  to  resort  to  version 
less  frequently.  I,atterly,  more  difficult  labor  cases 
found  relief  through  surgery.  Thus  the  advantage  of 
version  was  still  further  lost  sight  of  and  less  used. 
Many  cases  could  be  better  managed  with  version  with 
less  risks  to  mother  and  baby  alike  than  by  delivery  by 
forceps  or  abdominal  section,  provided  one  elects  to  do 
it  at  the  proper  time.  Most  of  the  trouble  comes  by 
not  electing  the  procedure,  in  distinction  to  being  forced 
into  it,  for  there  is  a time  in  most  cases  when  it  can  be 
done  with  comparative  ease. 

A careful  prenatal  examination  of  the  patient  is  rec- 
ommended to  decide  whether  any  interference  is  neces- 
sary. Before  the  patient  falls  into  labor  while  the 
uterine  muscle  is  in  a state  of  more  or  less  relaxation 
is  the  best  time  to  get  information  as  to  position;  also 
by  either  rectal  or  vaginal  examination  finding  or  not 
finding  a presenting  part  in  the  pelvis  makes  the  posi- 
tion certain.  With  a little  practice  one  can  gain  as 
much  information  by  rectal  as  by  vaginal  examinations 
with  less  risk  of  infection  to  the  patient.  In  this  way 
version  can  be  done  at  the  most  advantageous  time ; that 
is,  when  the  membranes  are  unruptured  and  the  cervix 
is  completely  dilated,  with  little  or  no  engagement  of 
the  presenting  part. 


There  are  three  kinds  of  version ; cephalic,  in  which 
the  head  is  meant  to  present ; podalic,  the  foot ; and 
pelvic,  the  breech.  Most  writers  describe  three  meth- 
ods of  bringing  these  presentations  about — the  external, 
the  internal  and  the  combined.  Practically  there  are 
but  two  methods — the  external  and  a combination  of 
external  and  internal  methods. 

External  version  is  mostly  used  to  correct  transverse 
positions.  Here,  as  I have  just  mentioned,  we  realize 
one  of  the  many  advantages  of  careful  prenatal  ex- 
aminations, for  the  success  of  the  procedure  depends 
largely  on  the  early  recognition  of  the  condition  and  its 
proper  treatment.  The  most  favorable  time  is  consid- 
ered to  be  at  the  end  of  the  eighth  month,  although  it 
is  still  possible  if  attempted  in  the  very  early  stages  of 
labor,  before  the  pains  are  severe  or  the  membranes 
have  ruptured.  In  fact,  it  is  the  experience  given  by 
many  that  if  done  too  early,  the  original  position  is 
usually  reassumed. 

To  my  mind,  the  best  plan  to  follow  is  to  see  a 
transverse  position  at  the  first  sign  of  beginning  labor. 
Very  often  one  will  find  that  either  extremity  will  have 
presented  spontaneously  or  can  be  made  to  present  with 
little  difficulty.  If  spontaneous  version  has  taken  place, 
one  is  relieved  of  any  responsibility  should  the  case  be 
one  of  premature  separation  of  the  placenta,  for  such 
an  accident  might  happen  in  external  version,  although 
unlikely,  if  gentleness  is  practiced. 

Should  interference  be  necessary,  all  manipulations 
are  made  gently  through  the  abdominal  wall,  the  patient 
on  her  back,  knees  flexed  and  shoulders  slightly  ele- 
vated, the  bladder  and  rectum  being  empty. 

Of  course,  a cephalic  presentation  is  always  striven 
for,  but  if  a pelvic  presentation  should  result,  the  con- 
dition is  more  favorable  than  to  allow  a shoulder  to  be 
forced  down  in  the  pelvis. 

Breech  presentations  are  sometimes  converted  ' into 
cephalic  presentations  by  external  version,  but  I think 
it  is  better  in  theory  than  in  practice,  and  is  seldom 
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used.  There  is  always  some  reason  why  the  position 
has  been  assumed,  and  it  is  impossible  at  this  time  to 
determine  whether  or  not  it  may  present  an  obstacle  to 
delivery,  and  I am  sure  that  most  of  us  would  feel 
more  comfortable  with  a breech  presentation  than  with 
a bad  cephalic  one,  which  might  result  if  our  efforts 
were  thus  far  successful,  but  demanded  still  further 
interference. 

The  internal  and  combined  methods  of  doing  version 
will  be  considered  together.  In  the  internal  method, 
the  entire  hand  is  introduced  into  the  uterine  cavity, 
while  in  the  combined  or  Braxton  Hicks  method,  but 
one  or  two  fingers  only  are  introduced  into  the  uterus, 
the  other  hand  assisting  on  the  fundus. 

The  word  “internal”  would  imply  that  version  is 
accomplished  by  the  internal  manipulations  alone,  but 
whether  the  whole  hand  is  introduced  in  the  uterus, 
or  one  or  two  fingers  only,  the  other  hand  is  generally, 
if  not  always,  used  to  assist  externally,  so  that  both  are 
in  reality  combined  methods. 

Internal  version  is  by  far  the  most  useful  and  most 
employed.  In  a general  way,  as  Dr.  Shears  states,  it  is 
indicated  in  all  cases  in  which  a speedy  delivery  is  nec- 
essary and  in  which  such  delivery  cannot  be  accom- 
plished without  undue  risk  by  forceps.  Such  conditions 
may  arise  in  eclampsia,  marginal  placenta  praevia  in 
multiparae,  accidental  hemorrhage  and  prolapse  of  the 
cord.  Failure  of  the  head  to  engage,  due  to  face  or 
brow  presentation,  or  occipito-posterior  position,  or 
even  in  normal  position,  is  often  best  treated  by  this 
method. 

The  combined  method,  or  Braxton  Hicks,  is  used 
mostly  in  premature  separation  of  the  placenta  and  in 
certain  cases  of  placenta  praevia  in  multiparae. 

These  are  the  indications  for  this  form  of  treatment 
generally  accepted  by  the  leading  authorities  in  obstet- 
rics to-day. 

Dr.  Irving  Potter  of  Buffalo  has  personally  delivered 
over  16,000  cases  and  done  version  6,000  times.  He 
says  he  found  version  so  satisfactory  in  difficult  cases 
that  he  began  to  use  it  more  and  more  in  normal  cases, 
until  now  he  delivers  ninety  per  cent  of  all  his  cases 
this  way;  the  remaining  ten  per  cent  are  delivered  by 
abdominal  section.  The  following  conditions  are  gen- 
erally considered  essential  for  the  performance  of  in- 
ternal version : 

1.  The  cervix  must  be  dilated  enough  to  allow  the 
hand  to  pass,  and,  if  version  is  done  in  the  presence  of 
an  indication  for  extraction  also,  it  must  be  fully 
dilated. 

2.  The  pelvis  may  not  be  too  much  contracted — this 
in  view  of  the  extraction  to  follow. 

3.  The  uterus  may  not  be  in  tetany  or  retracted  over 
the  fetus,  that  is,  the  case  may  not  be  one  of  neglected 
transverse  presentation  with  the  uterus  on  the  point  of 
rupture. 

4.  The  child  must  be  mobile,  that  is,  not  engaged,  or 
in  the  process  of  spontaneous  evolution. 

5.  Unless  the  version  promises  to  be  exceptionally 
easy,  the  child  must  be  living. 

In  version  by  the  combined,  or  Braxton  Hicks 
method — the  first  condition — the  degree  of  dilatation  of 
the  cervix  is  not  essential  and  may  not  even  be  possible 
when  it  is  done  for  placenta  praevia,  prolapse  of  the 
cord  or  transverse  position.  Nor  is  it  always  practical 
to  wait  for  complete  dilatation  of  the  cervix  in  bad 
positions  of  the  head,  but  in  these  cases  the  cervix  is 
usually  dilatable  if  not  dilated. 

Dr.  Potter  has  his  patients  sent  to  the  delivery  room 
when  the  cervix  is  obliterated  and  the  os  dilated,  or 


nearly  so,  the  degree  of  dilatation  being  determined  by 
vaginal  and  not  by  rectal  examination.  Patient  is 
placed  on  table  and  fully  anesthetized  by  chloroform  to 
the  stage  of  surgical  anesthesia.  Dr.  Potter  washes 
and  sterilizes  his  hands  and  arms,  puts  on  a cap  and 
gown  and  long  rubber  gloves. 

The  patient  is  on  her  back,  with  limbs  in  Walcher 
position  or  in  modified  extension,  each  limb  being  held 
by  a nurse.  Dr.  Potter  uses  his  left  hand  always  in- 
ternally, same  hand  to  scrub  the  external  genitalia.  He 
introduces  first  one  finger  and  then  another  until  the 
whole  hand  is'  in  the  vagina,  the  patient  first  being 
catheterized.  After  scrubbing  the  vagina  comes  the 
ironing  out  of  the  perineum.  The  hand  is  introduced 
to  the  os  and  pulled  down  vigorously  to  the  rectum. 
This  is  done  repeatedly  for  several  minutes  or  until  the 
folds  are  all  ironed  out  and  the  perineum  relaxed. 
Once  the  hand  is  introduced  in  the  vagina  it  is  not  re- 
moved ; it  is  pushed  high  up  between  the  uterine  wall 
and  the  membranes,  the  fingers  gently  separating  the 
membranes,  being  careful  not  to  get  too  close  to  the 
placenta.  A towel  is  wrapped  around  the  wrist  to  catch 
any  of  the  amniotic  fluid  and  the  membranes  are  rup- 
tured high  up.  The  position  of  the  child  is  made  out, 
its  probable  size  and  that  of  the  pelvis  estimated  and 
the  position  of  the  cord  ascertained. 

At  this  time  Dr.  Potter  folds  the  baby’s  arms  across 
its  chest  and  flexes  the  chin  on  the  chest,  so  that  the 
ar  ns  may  not  become  extended  later  on  during  extrac- 
ticn.  Both  feet  are  grasped  and  brought  down  to  the 
vulva  to  the  knees,  the  right  hand  assisting  on  the  abdo- 
men. Now,  Dr.  Potter  says,  “Do  not  hurry.”  He  does 
not  withdraw  the  anesthetic  but  slowly  pulls  the  baby 
down  until  its  buttocks  are  resting  on  the  mother’s  peri- 
neum— the  babe’s  back  posterior.  He  grasps  a foot  in 
each  hand  and  by  gentle  downward  rotating  traction  he 
brings  the  back  anterior.  Gentle  traction  is  used  until 
the  scapulae  are  exposed.  He  delivers  the  anterior 
shoulder  first.  Rotation  anteriorly  and  delivery  of  the 
shoulder  under  the  pubic  arch  first  is  recommended  by 
other  obstetricians,  when  there  is  difficulty  in  delivering 
the  posterior  shoulder  over  the  perineum.  The  babe 
was  not  raised  until  the  face  appeared  at  the  vulvar 
orifice.  Up  to  this  time  no  pressure  was  made  on  the 
abdomen,  he  now  makes  pressure  on  the  occiput  above 
the  pubic  arch  with  his  right  hand,  inserts  a finger  of 
the  left  hand  in  the  baby’s  mouth  to  hold  the  chin  on 
the  chest  until  the  head  is  rotated  under  the  pubic  arch. 
If  there  is  any  delay  in  the  delivery  of  the  head  when 
the  mouth  appears  at  the  vulva,  the  mucus  is  wiped 
away.  Dr.  Potter  says  he  never  worries  about  mucus 
in  the  trachea.  He  gives  1-2,000  grain  atropin  for 
noisy  respiration.  He  never  uses  adrenalin  as  a stimu- 
lant, nor  does  he  hold  the  baby  up  by  the  feet  with  the 
head  down. 

An  ampoule  of  pituitrin  is  given  as  soon  as  the  baby’s 
head  leaves  the  os,  just  prior  to  its  delivery  through  the 
pelves.  The  cord  is  cut  almost  immediately  after  the 
birth  of  the  child,  and  a patent  spring  clamp  button 
applied  close  to  the  skin  margin,  which  causes  the  cord 
to  come  off  in  forty-eight  hours.  He  favors  immediate 
massage  of  the  uterus.  The  placenta  was  removed  by 
combined  efforts  at  traction  and  compression.  There 
was  very  little  postpartum  hemorrhage.  His  patients 
are  allowed  to  sit  up  in  bed  after  the  eighth  day,  and 
advised  to  assume  the  knee  chest  position,  night  and 
morning  after  the  tenth  day,  if  there  has  been  no  severe 
laceration. 

As  to  results,  Dr.  Potter  claims  a fetal  and  maternal 
mortality  which  compares  favorably  with  other  ob- 
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stetricians  with  a large  practice.  In  the  1922  Year 
Book  of  Obstetrics  he  claims  a fetal  mortality  of  6.7 
per  cent,  while  in  the  1923  Year  Book  in  another  group 
of  cases  he  reports  2.3  per  cent,  while  the  Chicago 
Lying-In  Hospital,  an  open  hospital,  where  deliveries 
are  conducted  by  different  obstetricians,  claims  only 
1. 1 7 per  cent. 

The  trend  of  the  times  is  toward  less  meddlesome 
procedures  in  obstetrics,  and  surgery  is  being  resorted 
to  for  relief  less  frequently.  Conservatism  is  the  key- 
note. 

Let  us  therefore  not  take  a step  backward  at  this,  the 
beginning  of  the  year  1925,  by  advocating  the  idea  of 
routine  version,  but  rather  be  alert  to  the  advantages 
of  version  and  use  it  only  when  clearly  indicated  as  the 
best  solution  of  our  obstetric  problems. 

Anna  M.  Schrade,  M.D.,  Reporter. 


LUZERNE-^JANUARY 

A regular  meeting  of  the  Luzerne  County  Medical 
Society  was  held  in  the  Medical  Building  and  was 
called  to  order  by  the  President,  Dr.  S.  M.  Wolf,  at 
8:30  p.  m.  There  were  78  members  and  four  visitors 
present.  This  being  the  first  meeting  of  the  year  re- 
ports from  all  committees  were  received.  The  Library 
Committee  reported  that  there  are  over  7,000  bound 
volumes  in  the  library.  Dr.  Malcolm  Guthrie  reported 
for  the  Committee  on  Public  Health  and  reported  the 
cases  of  smallpox  that  existed  here  the  past  few 
months.  Of  the  four  cases  there  were  two  deaths. 
These  two  were  severe  types  of  the  disease  and  neither 
of  them  had  been  vaccinated. 

Dr.  Agha  B.  Musa  and  Dr.  Martin  H.  Collier  were 
elected  to  membership. 

The  annual  banquet  will  be  held  on  January  14th  at 
the  Westmoreland  Club. 

There  are  at  present  about  six  cases  of  typhoid  fever 
in  Wilkes-Barre  and  vicinity. 

Dr.  Wolf,  the  new  President,  appointed  the  following 
committees  for  1925 : 

House  Committee:  Dr.  H.  L.  Whitney,  Dr.  J.  B. 
Tobias,  Dr.  J.  V.  Connole. 

Public  Health  and  Legislation:  Dr.  H.  B.  Gibby,  Dr. 
N.  Ross,  Dr.  G.  A.  Clark. 

Practice  of  Medicine  and  Surgery:  Dr.  W.  J.  Davis, 
Dr.  J.  W.  Cressler,  Dr.  S.  L.  Freeman. 

Library:  Dr.  L.  H.  Taylor,  Dr.  L.  T.  Buckman,  Dr. 
Dan  Daley. 

Program:  Dr.  H.  W.  Croop,  Dr.  C.  L Shaffer,  Dr. 
E.  L.  Meyers. 

Auditors : Dr.  M.  C.  Rumbaugh  and  Dr.  N.  L. 
Schappert. 

The  speaker  of  the  evening  was  Dr.  B.  B.  Vincent 
Lyon,  of  the  Jefferson  Hospital,  Philadelphia,  who  read 
a most  comprehensive  and  instructive  paper  entitled 
“What  to  Do  With  and  For  Our  Cases  of  Gall  Tract 
Disease.”  He  illustrated  his  method  of  gall-bladder 
drainage  by  the  use  of  the  tube  in  the  duodenum.  It  is 
eight  years  ago  that  this  work  was  begun  and  it  was  a 
question  whether  or  not  this  could  be  done  in  any  other 
way  than  by  surgery.  He  showed  figures  to  prove  that 
there  could  be  more  bile  drained  by  the  nonsurgical 
method.  He  stated  very  clearly  the  advantages  and 
limitations  of  this  method  of  treatment  and  read  some 
very  interesting  reports  of  the  results  which  had  been 
obtained  in  a large  series  of  cases.  He  illustrated  by 
the  color  of  the  bile  the  patency  of  the  gall-bladder  or 
the  hepatic  ducts  as  to  where  there  may  be  an  obstruc- 
tion; also  the  character  of  the  bile  may  give  informa- 
tion as  to  the  kind  of  obstruction.  He  said  the  period 


of  disability  in  catarrhal  jaundice  can  be  reduced  to 
one-half  by  this  method  of  drainage.  This  method  of 
treatment  certainly  has  a place  of  usefulness  in  the 
treatment  of  gall  tract  disease.  It  was  a most  instruc- 
tive lecture  and  well  deserved  the  praise  expressed  by 
the  members.  W.  J.  Davis,  M.D.,  Reporter. 


LYCOMING— JANUARY 

The  Lycoming  County  Medical  Society  closed  a most 
successful  year  with  its  annual  meeting  and  banquet 
January  9th.  The  President  of  the  State  Society,  Dr. 
J.  Norman  Henry,  was  present  and  gave  an  address  on 
“State  Medicine.”  He  emphasized  organization  and  its 
relation  of  service  to  others.  Health  problems  are  re- 
flected in  free  clinics  and  instruction  to  the  public.  He 
explained  the  present  situation  of  proposed  medical 
legislation,  and  referred  to  the  need  of  better  provision 
for  the  criminal  insane  and  the  responsibility  of  the 
Legislature  in  providing  relief  by  adequate  appropria- 
tion. 

Edmund  B.  Piper,  M.D.,  of  Philadelphia,  gave  an 
address  on  “The  Management  of  the  Complications  of 
Labor  and  the  Use  of  Mercurochrome  in  Septicemia.” 
His  remarks  were  based  on  the  following  outline : 

1.  Disproportion  between  mother  and  child. 

(a)  Generally  contracted  pelvis. 

(b)  Hunchback  and  other  anomalies. 

(c)  Overgrowth  of  child. 

2.  Faulty  mechanism. 

(a)  Due  to  anomalous  pelvis,  as,  long  symphysis 

and  contracted  posterior  sagittal. 

(b)  Due  to  rigid  cervix. 

(c)  Due  to  posterior  cervix  in  hollow  of  sacrum. 

(d)  Due  to  presentations  other  than  occiput  pos- 

terior. 

3.  Accidents. 

(a)  Placenta  praevia. 

(a)  Tuberculosis. 

4.  Intercurrent  Disease. 

(a)  Tuberculosis. 

(b)  Cardiac  disease. 

(c)  Pneumonia  and  influenza. 

(d)  Appendicitis. 

(e)  Intestinal  obstruction. 

5.  Eclampsia. 

The  following  officers  were  elected  for  1925 : Presi- 
dent, John  P.  Harley;  ist  V.  Pres.,  Geo.  C.  Davis; 
2d  V.  Pres.,  P.  Harold  Decker ; Secretary,  Walter  S. 
Brenholtz;  Treasurer,  John  A.  Campbell;  Reporter- 
Librarian,  Wesley  F.  Kunkle ; Censor,  Robert  K.  Re- 
walt;  Trustees,  W.  E.  Delaney  and  Robert  F.  Trainer. 

At  7 P.  M.,  sixty-four  sat  down  to  the  banquet  table 
among  whom  were  the  following  guests : Dr.  J.  Nor- 
man Henry  of  Philadelphia ; Dr.  Howard  C.  Frontz  of 
Huntingdon,  and  Dr.  Edmund  B.  Piper  of  Philadelphia. 
These  visitors  responded  to  toasts,  as  also  did  the  re- 
tiring president.  Dr.  A.  F.  Hardt,  and  President-elect 
John  P.  Harley.  Dr.  Lee  M.  Goodman  of  Jersey 
Shore  acted  as  toastmaster.  The  members  took  this 
occasion  to  express  their  appreciation  of  the  valuable 
services  of  Secretary  Brenholtz  by  presenting  him  with 
a purse. 

The  year  1924  has  been  one  of  the  most  successful 
that  the  Society  has  ever  experienced.  The  present 
membership  is  no  active  and  4 honorary  members.  The 
average  attendance  at  the  regular  meetings  was  61. 
Death  removed  from  us  Drs.  Charles  Schneider  and 
Horace  G.  McCormick. 
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President  A.  F.  Hardt  gave  a dinner  to  the  society 
in  August  when  83  were  present. 

The  following  physicians  read  papers  before  the 
society:  Dr.  Anthony  Bassler  of  New  York  City; 

Dr.  John  B.  Deaver  of  Philadelphia ; Dr.  Wu  of  Bloss- 
burg;  Dr.  C.  E.  Ervin  of  Danville;  Dr.  Edward  J. 
Klopp  of  Philadelphia;  Dr.  Frank  Knowles  of  Phila- 
delphia ; Dr.  Loyal  A.  Shoudy  of  Philadelphia ; Dr. 
Leon  Herman  of  Philadelphia;  and  Dr.  Horace  V. 
Pike  of  Danville.  Ten  physicians  of  the  local  society 
read  papers.  One  of  the  special  features  of  the  pro- 
grams was  the  case  reports  rendered  at  the  monthly 
meetings,  of  which  there  were  nineteen. 

The  outstanding  special  feature  of  the  society  is  the 
work  done  in  the  preparation  of  the  history  of  the 
Lycoming  County  Medical  Society,  which  will  soon  be 
in  shape  to  submit  to  the  printers. 

In  April  a public  cancer  meeting  was  held  at  which 
Dr.  Edward  J.  Klopp,  of  Philadelphia,  made  an  address 
on  “The  Prevention  of  Cancer.’’  It  was  well  attended 
by  the  public. 

At  the  annual  meeting,  January  9th,  1925,  the  society 
adopted  the  following  resolutions  denouncing  the  pro- 
posed 20th  amendment  to  the  Federal  Constitution : 

Whereas,  Congress  has  submitted  for  approval  or 
rejection  of  the  several  states,  a resolution  proposing  a 
Twentieth  Amendment  to  the  Federal  Constitution  pro- 
viding as  follows : 

Section  i.  The  Congress  shall  have  power  to  limit, 
regulate  and  prohibit  the  labor  of  persons  under  18 
years  of  age. 

2.  The  power  of  the  several  states  is  unimpaired  by 
this  article,  except  the  operation  of  state  laws  shall  be 
suspended  to  the  extent  necessary  to  give  effect  to 
legislation  enacted  by  Congress. 

We  believe  that  activity  is  the  universal  and  unchang- 
ing law  of  youth ; that  all  unnecessary,  aimless  and 
purposeless  idleness  of  mind  and  hand  is  a dangerous 
and  destructive  blight  on  the  economy  of  human 
progress. 

We  believe  that  this  is  especially  true  in  the  forma- 
tive years  of  life,  and  that  any  youth  reared  to  the  age 
of  18  under  such  a blighting  handicap  is  in  grave 
danger  of  acquiring  evil  traits  and  habits  that  spell 
monumental  failure  in  later  life. 

We  believe  this  is  Red  legislation  of  anarchistic  and 
bolshevistic  purposes  in  that  it  totally  usurps  the  right 
of  the  parent. 

We  know  that  every  state  in  the  union  has  a law, 
and  most  of  them  are  most  wise  and  excellent,  suffi- 
ciently regulating  the  problem,  and  that  the  proposed 
amendment  is  a wholly  unnecessary  interference  with 
exclusive  business  of  the  several  states ; that  it  is  a 
dangerous  and  vicious  centralization  of  governmental 
control. 

We  hereby  most  respectfully  yet  earnestly  urge  that 
our  Senator,  The  Hon.  Charles  W.  Sones,  and  our 
Representatives,  the  Hon.  Clyde  W.  Harer  and  the 
Hon.  Charles  Bidelspacher,  vote  and  work  for  the 
disapproval  of  the  proposed  twentieth  amendment  to 
the  Federal  Constitution. 

W.  F.  Kunkee,  M.D.,  Reporter. 


MIFFLIN— JANUARY 

The  annual  banquet  of  the  Mifflin  County  Medical 
Society,  held  at  the  Coleman  House,  Lewistown,  on 
Thursday  evening,  January  8th,  was  one  of  the  best 
attended  and  most  thoroughly  enjoyed  functions  ever 
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held  by  that  medical  organization.  A total  of  thirty- 
five  attended  the  banquet. 

After  transacting  the  necessary  routine  business,  the 
society  members  and  guests  assembled  around  the  ban- 
quet table  in  the  Coleman  House  dining  room  and  en- 
joyed a well  prepared  roast  chicken  dinner,  after  which 
a literary  program  of  more  than  usual  merit  was  ren- 
dered. Dr.  F.  A.  Rupp,  as  toastmaster,  first  introduced 
Dr.  B.  P.  Steele,  of  McVeytown,  who,  as  the  new 
president  of  the  county  society,  delivered  a short  in- 
augural address,  outlining  an  active  policy  for  the  year, 
and  asking  the  hearty  cooperation  of  all  the  members  in 
making  the  year  1925  a memorable  one  in  medical  his- 
tory of  the  county.  Dr.  Steele’s  address  was  well  re- 
ceived. 

It  is  said  that  all  men  and  some  women  can  keep  a 
secret,  and  that  reputation  of  both  sexes  was  well  main- 
tained regarding  an  unveiling  which  was  announced  as 
a special  feature  of  the  evening’s  banquet.  The  toast- 
master announced  that  the  unveiling  was  prepared  by 
the  program  committee  as  a surprise  for  the  ban- 
queters, and  to  say  that  it  was  a surprise  expresses 
only  mildly  the  sensation  when  the  subject  of  the  un- 
veiling was  revealed.  Dr.  J.  A.  C.  Clarkson  was  pre- 
sented by  the  toastmaster  to  deliver  the  unveiling  ad- 
dress. In  his  address,  before  referring  to  the  veiled 
easel.  Dr.  Clarkson,  in  the  name  of  the  society,  gave 
a well  worded  farewell  to  Dr.  and  Mrs.  Getter,  who 
will  shortly  leave  their  home,  Belleville,  on  an  extended 
trip  around  the  world,  upon  the  return  from  which,  it 
is  understood.  Dr.  Getter  will  retire  from  the  active 
practice  of  medicine  after  having  been  engaged  in  that 
arduous  work  for  forty  years. 

Dr.  Clarkson  then  referring  to  the  veiled  easel  said 
the  program  committee  had  a very  difficult  task  in  se- 
lecting a subject  for  the  unveiling.  It  was  thought  that 
the  handsomest  member  of  the  society  would  eventually 
be  chosen  by  the  committee  as  the  subject  for  the  un- 
veiling, but  to  avoid  any  jealousies  that  might  thus  arise 
that  idea  was  discarded.  Then  the  homeliest.  Naturally 
such  a suggestion  could  not  well  be  considered  when, 
as  Dr.  Clarkson  said,  “there  was  no  such  animal’’  in 
the  Mifflin  County  Medical  Society.  After  reviewing 
others  who  might  be  considered  as  fit  subjects  for  an 
unveiling  anywhere  at  anytime,  Dr.  Clarkson  asked 
Airs.  F.  A.  Rupp  to  remove  the  veil  from  the  easel,  and 
the  secret  was  revealed;  the  subject  was  a crossword 
pucsle!  With  dark  blocks  forming  the  two  letters 
M.  D.,  a crossword  puzzle  was  skilfully  arranged 
around  these  two  letters  and  the  questions  to  be  solved 
touched  upon  things  medical,  making  a very  unique  and 
up-to-date  form  of  entertainment  for  the  banqueters. 
The  toastmaster,  who  as  chairman  of  the  Program 
Committee  was  responsible  for  the  crossword  puzzle, 
led  the  banqueters  in  the  solution  of  the  puzzle,  which 
was  done  skilfully,  accurately,  and  quickly. 

After  the  solution  of  the  puzzle,  a rising  vote  of 
thanks  was  given  Dr.  Rupp,  chairman  of  the  Program 
Committee,  for  the  unique  evening’s  entertainment. 
Adjournment  followed.  F.  A.  Rupp,  M.D.,  Reporter. 


PHILADELPHIA  COUNTY 
December  10,  1924 

In  opening  the  meeting,  the  President,  Dr.  F.  Hurst 
Maier,  announced  the  organization  by  Mrs.  Wayne  Bab- 
cock in  Reading  last  October,  of  the  Eastern  Branch 
of  the  Women’s  Auxiliary  of  the  Medical  Society  of 
the  State  of  Pennsylvania.  Already  in  the  Western  and 
Southern  states  such  an  organization  has  been  of  great 
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value  in  the  entertainment  of  the  wives  of  physicians 
attending  conventions,  and  in  promoting  medical  legis- 
lation in  their  states.  Mrs.  Wm.  Parke  is  the  president 
of  this  section  and  it  is  earnestly  urged  that  wives  of 
physicians  here  enroll  in  large  number. 

Dr.  Salvas,  President  of  the  Philadelphia  Dental  So- 
ciety in  1923,  made  a few  remarks  expressing  the  ap- 
preciation of  the  dental  profession  for  the  invitation  to 
join  the  County  Medical  Society  and  assuring  the  med- 
ical society  of  the  cooperation  of  the  dental  profession. 

PROGRAM 

COMBINED  DENTAE  AND  MEDICAE  MEETING 

Dr.  C.  R.  Turner,  Dean  of  the  Dental  School,  Uni- 
versity of  Pennsylvanian  Closer  Cooperation  Between 
the  Dental  and  Medical  Profession.  This  meeting,  pri- 
marily intended  for  the  consideration  of  means  to  pro- 
mote cooperation  between  dentistry  and  medicine,  is  in 
the  interest  of  public  health  and  is  likewise  to  the  mu- 
tual advantage  of  the  two  professions.  How  can  we 
effect  the  most  expeditious  cooperation?  Viewing  the 
subject  from  the  perspective  of  historical  facts:  In 

earliest  antiquity  affections  of  the  teeth  formed  a divi- 
sion of  medicine.  Herodotus  and  Hippocrates  included 
dental  treatment  as  a division  of  medicine.  During  the 
Middle  Ages,  while  there  was  no  advance  in  science, 
medical  study  was  kept  alive  by  the  Arabians,  and  to- 
ward the  end  of  the  fifteenth  century  barber  surgery 
began  to  develop,  and  two  hundred  years  later  surgeons 
and  barbers  became  separated.  Dentistry  and  medicine 
were  definitely  separated  in  the  sixteenth  century,  but 
the  complete  separation  may  be  said  to  date  from  the 
publication  by  Pierre  Fauchard  in  the  early  part  of 
the  eighteenth  century  of  “Le  Chirurgien  Dentiste.” 
Dentistry  was  first  established  in  France  through  the 
efforts  of  Joseph  LeMaire,  but  it  was  not  until  1840 
that  there  were  any  number  of  worthy  practitioners. 
The  first  journal,  the  first  society  and  the  first  college 
were  established  at  about  this  time.  The  desirability 
of  teaching  medical  sciences  being  apparent,  dental 
schools  have  since  the  beginning  included  them  in  their 
curricula,  and  to-day  the  courses  in  anatomy,  physi- 
ology, biochemistry,  bacteriology  and  general  pathology 
are  comparable  to  or  identical  with  those  of  the  med- 
ical schools.  In  1880  the  publication  of  Miller’s  “Micro- 
organisms of  the  Human  Mouth’’  had  a profound  influ- 
ence on  dental  thought,  and  in  1910  the  paper  on  “Oral 
Sepsis’’  read  by  Sir  Wm.  Hunter  at  the  University  of 
McGill  called  the  attention  of  physicians  to  this  most 
important  subject. 

The  prerequisites  for  dental  students  have  increased 
from  a one-year  college  work  in  1921  to  two  collegiate 
preprofessional  years  in  1926.  Of  the  forty-three  den- 
tal schools  now  in  the  United  States  thirty-three  are 
departments  of  universities,  two  are  associated  with 
Class-A  schools,  three  are  negotiating  acceptance  into 
universities,  three  are  awaiting  conversion,  and  only  two 
are  commercial.  Dental  science  needs  increased  re- 
search facilities  and  more  affiliations  with  hospitals. 
Medicine  must  realize  the  importance  of  the  mouth  as 
a focus  of  infection,  it  must  have  some  knowledge  of 
dental  pathology  and  clinical  dentistry,  it  must  realize 
the  importance  of  teeth  and  understand  conservative 
dental  treatment,  it  must  realize  the  aid  offered  by  den- 
tal surgery  in  treating  fractures  of  the  jaw.  There 
are  no  intrinsic  differences  in  the  objectives  of  the  two 
professions.  It  is  a peculiarity  of  the  physical  sciences 
that  they  are  independent  as  they  are  imperfect,  and  it 
is  only  as  they  advance  that  the  bonds  which  really 
unite  them  become  apparent. 
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Dr.  Ralph  Pemberton,  of  the  University  of  Pennsyl- 
vania: The  Relations  of  Infected  Teeth  to  Systemic 
Affections.  The  purpose  of  the  paper  is  to  touch  on 
the  important  principles  involved  and  to  see  where  ex- 
perience and  directed  thought  are  leading  us.  The  most 
common  affections  to  be  considered  are  heart  disease, 
tlie  arthritides,  nephritis,  pancreatitis,  skin  disorders 
and  functional  nervous  disorders.  Of  one  hundred 
cases  admitted  to  the  Presbyterian  Hospital  60% 
showed  tonsil  and  sinus  involvement,  58%  dental  de- 
fects, 34%  genito-urinary  disease;  16%  showed  car- 
diac conditions,  12%  nephritis,  10%  arthritis.  The  most 
tangible  disease  with  regard  to  focal  infection  is 
arthritis,  and  of  400  cases  studied  during  the  war  74% 
presented  surgical  foci,  52%  diseased  tonsils,  3714% 
dental  defects  (30%  abscessed  teeth,  gingivitis  and 
pyorrhea),  12)4%  genito-urinary  source.  In  civilian 
life  the  dental  infection  is  probably  higher  than  nose 
and  throat.  Removal  of  foci  does  not  necessarily  im- 
prove the  conditions  they  have  caused.  The  exciting 
factor  of  arthritis  is  exposure  to  cold  and  46%  get 
well  in  the  presence  of  foci.  Chronic  cephalic  infection 
is  not  the  sole  determining  factor  in  gastric  ulcer  and 
muscular  rheumatism.  The  blood  stream  is  the  most 
evident  mechanism  involved  and  the  cause  may  be  some 
influence  on  a normal  physiologic  process,  a dissemina- 
tion of  bacteria  or  a functional  disturbance.  Sixty 
per  cent  of  arthritics,  who  show  a lowered  sugar  tol- 
erance, frequently  return  to  normal  after  the  removal 
of  foci  or  after  protein  therapy  or  after  restricted 
caloric  intake.  The  removal  of  foci  is  but  the  first 
brick  in  a fallen  row.  In  functional  diseases  and 
also  in  some  organic  disease,  hydrotherapy  or  massage 
may  return  the  patient  to  health  without  the  removal 
of  foci.  The  foci  may  be  the  result  of  metabolic  dis- 
orders and  the  untimely  removal  of  causative  foci  may 
cause  an  exacerbation.  We  must  guard  against  a too 
great  swing  of  the  pendulum. 

The  Teeth  in  Relation  to  Gastro-Intestinal  and  Other 
Disturbances,  Dr.  Judson  Daland:  The  enormous  prog- 
ress of  dentistry  in  the  past  ten  years  has  placed  it  in 
the  same  relation  to  medicine  as  the  other  specialties 
and  Dr.  Daland  appreciates  the  wisdom  of  the  officers 
of  the  County  Medical  Society  in  inviting  dentists  to 
associate  membership.  Chronic  dental  infections  in- 
clude those  of  the  pulp,  of  the  root,  granuloma,  involve- 
ment of  bone  or  periosteum,  remaining  roots  or  un- 
erupted teeth.  Teeth  are  the  common  cause  in  gastric 
ulcer,  cholelithiasis,  cholecystitis,  cholangitis,  pancrea- 
titis and  appendicitis.  Although  there  is  frequently  no 
scientific  proof  of  the  relationship  there  is  repeated 
clinical  evidence  after  removal  of  foci,  when  the  dis- 
ease clear  up.  If  an  autogenous  vaccine  is  given  before 
the  removal  of  a focus  there  may  be  an  increase  in 
symptoms.  We  are  in  great  measure  indebted  to  Rose- 
now,  who  from  his  standpoint  as  a bacteriologist  estab- 
lished through  animal  experimentation  the  relationship 
between  clironic  dental  infection  and  gastro-intestinal 
and  other  diseases.  He  discovered  that  the  strepto- 
coccus was  the  causative  agent  and  fulfills  Koch’s  law 
in  proving  the  relation  between  infected  teeth  and  or- 
ganic disease.  The  knowledge  of  focal  infections  is 
one  of  the  greatest  advances  of  modern  medicine,  open- 
ing up  their  etiology  and  treatment.  Chronic  dental 
infections  produce  infection  elsewhere,  as  in  the  tonsil. 
The  microorganisms  are  distributed  through  the  body, 
and  a poisonous  waste  product  plays  a very  large  role 
as  a toxin.  Eighty  per  cent  of  devitalized  teeth  are 
infected.  The  x-ray  is  not  always  reliable.  An  inti- 
mate knowledge  of  focal  infection  reveals  the  cause  of 


320  THE  ATLANTIC  MEDICAL  JOURNAL  February,  1925 


many  serious  diseases  and  makes  possible  successful 
prophylaxis  and  treatment. 

Methods  of  Dental  Extractions  to  Eliminate  Diseased 
Areas,  Dr.  James  R.  Cameron:  Extraction  of  teeth  is 
necessary  only  in  cases  where  foci  are  being  eliminated. 
The  performance  of  a major  dental  operation  in  all 
cases  of  extraction,  however,  is  unnecessary.  Patients 
from  whom  a number  of  teeth  have  been  removed 
should  be  kept  under  observation  for  some  days  and 
the  wound  cleansed,  thereby  eliminating  serious  sys- 
temic reaction.  If  the  diseased  process  has  gone  too 
far  for  simple  extraction  a gum  flap  may  be  raised 
and  turned  back,  bone  removed  for  inspection  of  the 
diseased  parts  and  the  teeth  and  pus  sac  removed.  In- 
complete curettage  is  worse  than  none  at  all,  exposing 
the  bone  and  leaving  in  the  wound  infective  material. 
It  is  an  impossibility  efficiently  to  curet  the  apical 
structure  through  a tooth  socket  and  no  tooth  socket 
should  ever  have  any  attempt  at  curettment  without  a 
previous  x-ray.  Curettage  in  acute  alveolar  abscesses  is 
absolutely  contraindicated.  Much  pathological  tissue  is 
overlooked  tlirough  incomplete  radiographic  study.  In 
difficult  e.xtractions  the  open  method  is  advisable,  and 
3%  mercurochrome  flooded  into  the  wound  in  infected 
cases  is  good  practice.  Infection  in  the  gum  around 
the  third  molar  frequently  extends  backward  to  the 
tonsil.  In  acute  alveolar  abscess  the  sooner  the  tooth 
is  extracted  the  better  for  the  patient.  Abscesses  of 
the  deciduous  teeth  should  be  given  immediate  radical 
treatment.  In  acute  infections  and  swellings  around  the 
teeth  and  jaws  hot  applications  should  be  avoided  as 
they  may  lead  to  osteomyelitis  or  submaxillary  abscess. 
Preoperative  examination  in  cases  of  extraction  should 
be  made  by  the  physician  to  determine  the  extent  of  the 
operation.  There  must  be  cooperation  between  the  phy- 
sician and  dentist. 

IN  DISCUSSION , Dr.  Emerson  R.  Sausser  said  that 
it  was  not  until  Hunter’s  paper  in  igio,  when  public 
interest  was  aroused  in  the  unclean  mouth,  that  the 
dental  profession  received  its  greatest  impetus  and  be- 
gan progress.  The  limitations  of  the  x-ray  must  be 
realized.  The  cooperation  of  the  medical  man  must  be 
obtained  for  the  extraction  of  the  pulpless  tooth. 
There  is  no  set  clinical  picture  for  apical  disorders. 
Reappearance  of  systemic  symptoms  after  the  removal 
of  a focus  means  either  that  they  are  residual  or  that 
the  focus  was  incompletely  removed.  An  exacerbation 
may  occur  through  the  lymphatics  after  a wholesale  ex- 
traction. Exodontists  want  the  patients  properly  in- 
structed by  the  family  physician.  Dr.  Robert  H.  Ivy 
asked  how  to  determine  whether  the  foci  are  causing 
the  systemic  symptoms  and  suggested  that  a culture 
from  the  focus  be  incubated  with  the  patient’s  blood. 
If  antibodies  have  been  produced  in  the  blood  against 
the  organism  they  will  not  grow.  A local  anesthetic 
of  novocain  and  adrenalin  restricts  hemorrhage,  gives 
ample  time  for  die  operation  and  allows  for  the  taking 
of  cultures  without  contamination. 

It  was  claimed  that  regenerative  processes  can  be 
produced  in  any  tooth.  Dr.  Robinson  stressed  the  im- 
portance of  pyorrhea  and  blood  analysis  and  regretted 
that  nothing  had  been  said  on  these  important  subjects. 
Dr.  Cameron  closed  by  saying  that  deciduou§  teeth,  if 
not  healthy,  must  be  extracted  in  order  that  the  infec- 
tion shall  not  spread  to  the  permanent  buds  in  the 
mandible. 

January  14^  1925 

The  meeting  was  presided  over  by  the  retiring 
President,  Dr.  F.  Hurst  Maier  until  the  installation  of 


the  new  President,  Dr.  Arthur  C.  Morgan,  who  then 
took  the  chair. 

A Talk  on  the  Proposed  Twentieth  Amendment: 
Hon.  Francis  Rawle:  Home  Rule.  The  subject  is  one 
of  vital  importance  since  it  involves  the  preservation 
of  the  institutions  handed  down  to  us  by  the  fathers. 
Our  form  of  government  means  home  rule  by  the  states, 
with  only  such  national  matters  as  war,  peace,  currency, 
interstate  commerce,  etc.,  controlled  by  the  national 
government.  Other  matters  not  national  are  distinctly 
the  rights  of  the  states.  What  common  ground  have 
the  various  states  with  their  very  diverse  industries  in 
correcting  child  labor?  Children  should  be  protected 
but  the  changes  of  law  necessary  should  be  made  not 
by  constitutional  amendment  but  by  changes  in  state 
laws.  A short  cut  was  attempted  in  1916,  when  a law 
was  passed  providing  that  any  goods  manufactured  in  a 
mill  where  a child  had  been  employed  could  not  be 
shipped  within  thirty  days  of  such  employment.  This 
act  and  another  similar  to  it  were  declared  unconsti- 
tutional by  the  Supreme  Court,  hence  the  adherents  of 
this  movement  turned  to  a Constitutional  Amendment 
which  would  give  to  Congress  the  power  to  limit,  regu- 
late or  prohibit  labor  of  persons  under  18  years  with  a 
suspension  of  state  laws  were  there  a conflict  between 
Congress  and  the  state.  The  adherents  jeopardized  the 
movement  by  their  method.  Thirty-six  legislatures 
must  pass  it.  There  is  no  real  trouble  in  getting 
through  laws  properly  to  protect  children,  and  it  would 
be  much  better  were  our  efforts  so  expended.  From 
1921  to  1923  the  minimum  working  age  was  raised  in 
fourteen  states,  the  hours  of  labor  were  decreased  in 
sixteen  states,  provisions  for  law  enforcement  were  im- 
proved in  twelve  states  and  there  was  better  compulsory 
school  attendance  in  sixteen  states.  From  1910  to  1920 
the  number  of  states  not  prohibiting  night  work  fell 
from  twenty-eight  to  seven,  and  although  there  were 
in  1920  in  the  United  States  1,500,000  more  children 
than  in  1910  there  were  900,000  less  at  work.  Since 
the  movement  is  rapidly  going  on  to  such  fruition  why 
this  method  of  constitutional  amendment?  Each  state 
should  control  its  own  children;  by  the  loth  Amend- 
ment it  is  provided  that  powers  not  delegated  to  the 
United  States  by  the  Constitution  should  be  reserved  to 
the  states  respectively  or  to  the  people,  and  only  ex- 
ternal matters  should  be  national.  Home  Rule  is  be- 
coming more  and  more  acknowledged ; Great  Britain 
has  demonstrated  this ; legislatures  are  abrogating  to 
municipalities.  An  act  once  passed  by  Congress  is 
practically  unchangeable,  and  causes  a consequent  in- 
crease in  national  expense  with  the  growth  of  bureau- 
cratic government.  Surely  the  states  can  be  trusted  to 
care  for  their  own  children. 

Dr.  Edward  A.  Shumway:  Chronic  Carbon  Monoxid 
poisoning,  an  Increasing  Danger  to  Municipalities  from 
Automobile  Traffic.  This  subject  is  not  new  and  the 
literature  is  constantly  increasing;  the  clinical  symp- 
toms and  pathology  are  already  known.  Aristotle  noted 
the  symptoms  of  coal  gas,  Valerius  Maximus  in  200 
B.  C.  mentioned  a method  of  killing  by  gas,  and 
through  the  centuries  down  to  today  poisoning  by 
carbon  monoxid  has  been  common  and  illuminating  gas 
a frequent  way  of  suicide.  Carbon  monoxid  poisoning 
is  the  cause  of  many  industrial  accidents,  since  it  is 
without  odor,  color  or  taste  and  is  formed  during  in- 
complete combustion.  Exhaust  gas  from  automobiles 
contains  from  four  to  twelve  per  cent  carbon  monoxid. 
The  deleterious  effect  of  the  gas  is  due  to  its  firm 
union  with  hemoglobin  and  the  resultant  decreased 
oxygen-carrying  capacity.  The  symptoms  of  acute 
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poisoning  are  as  follows : yawning,  weariness,  a feeling 
of  constriction  over  the  forehead  becoming  frontal 
headache  and  later  affecting  the  base  of  the  skull,  with 
a throwing  back  of  the  head,  dizziness,  nausea,  lassi- 
tude, confusion,  partial  loss  of  memory,  unconscious- 
ness. There  is  a persistent  weakness,  and  all  symptoms 
are  accentuated  by  eating  or  other  stimulation.  Fatal 
accidents  from  this  cause  have  lately  multiplied  rapidly 
through  running  engines  in  closed  garages  and  the 
danger  lies  in  the  sudden  loss  of  power  of  locomotion. 
Three  bulletins  on  this  subject  were  issued  by  the 
Board  of  Health  in  1924.  The  less  well-known  type 
of  poisoning  is  the  chronic  type — cases  showing  head- 
ache, burning  of  the  lids,  nervousness,  repeated  faint- 
ing, loss  of  consciousness,  weakness  of  heart  and  legs, 
vertigo  and  increasing  anemia.  They  are  revived  by 
fresh  air  and  cured  by  removal  to  another  locality, 
away  from  the  bad  furnace  flue  or  the  contaminated  air 
of  a busy  street.  Employees  in  repair  shops  commonly 
show  dizziness,  palpitation,  fatigue,  lack  of  concentra- 
tion, temporary  amblyopia,  dryness  of  throat  and  ex- 
cessive lacrimation.  There  may  be  loss  of  will  power, 
irritability  and  visual  hallucinations,  and  late  there 
occurs  a marked  anemia  (R.  B.  C.  1,500,000),  without, 
however,  destruction  of  the  cells.  Asthenia,  edema, 
atrophy  of  the  skin  and  muscle  changes  occur.  Ex- 
aminations of  the  air  on  Fifth  Avenue,  New  York, 
showed  that  in  moderate  traffic  on  windy  days  there  is 
no  health  hazard,  but  on  cloudy  sultry  days  with  con- 
gested traffic  there  is  definite  danger.  Henderson  and 
Haggard  suggest  that  all  large  cars  have  their  exhausts 
carried  upward,  since  the  exhaust  gas  has  the  same 
specific  gravity  as  air  but  is  lighter  because  heated. 
This  measure  might  be  made  compulsory  by  passing  a 
bill  for  an  extra  tax  on  horizontal  exhausts.  An  added 
danger  is  the  umiecessary  running  of  engines  on  high- 
ways, especially  trucks  and  taxis  which  do  not  have 
self-starters.  At  Broad  St.  Station  and  West  Phila- 
delphia the  cab  starters  frequently  exhibit  the  above- 
mentioned  symptoms.  The  cab  companies  should  be 
fined  if  more  than  a certain  number  of  cars  are  running. 
This  question  is  so  vital  to  the  health  of  our  citizens 
that  it  deserves  earnest  consideration  and  action. 

Dr.  Hubley  R.  Owen,  Chief  Police  Surgeon,  said  that 
the  coroner  is  finding  it  very  difficult  to  differentiate 
accidental  from  intentional  death  in  cases  of  carbon 
monoxid  poisoning.  Although  he  has  made  no  definite 
study  of  this  subject  as  yet.  Dr.  Owen  knows  that 
patrolmen  on  traffic  duty  in  the  middle  of  the  city  are 
more  troubled  with  headache,  digestive  disturbances  and 
muscular  weakness  than  are  the  other  patrolmen.  He 
demonstrated  an  instrument  used  for  the  detection  of 
carbon  monoxid  and  showed  the  apparatus  of  Hender- 
son and  Drake  which  has  now  been  adopted  by  the  po- 
lice as  tlie  best  machine  for  artificial  respiration.  This 
machine  yields  5%  carbon  dioxid  (to  stimulate  the 
respiratory  center)  and  95%  oxygen,  and  is  employed 
along  with  the  Shaeffer  method  of  resuscitation. 

Dr.  Theodore  H.  Weisenberg,  neurologist,  said  that 
carbon  monoxid  does  not  act  directly  upon  the  brain 
and  spinal  cord  but  by  a constricting  action  on  the 
muscular  coat  of  the  blood  vessels  cuts  off  the  supply 
of  oxygen  and  hence  produces  universal  destruction 
of  tissue  in  brain  and  cord.  The  manifestations  re- 
semble those  of  lues — manias,  deterioration,  convulsions, 
hemiplegias,  band-like  headache,  nausea  without  vomit- 
ing, etc.  There  is  edema  of  the  brain,  engorged  retinal 
blood  vessels  and  a rise  in  spinal  fluid  pressure  with 
subsequent  increased  blood  pressure.  Carbon  monoxid 
poisoning  presents  difficult  medico-legal  problems.  He 


would  have  the  Society  go  on  record  to  second  the 
remedial  sugestions  offered  by  Dr.  Shumway  and  urge 
Council  to  act. 

Dr.  Ziegler  stated  that  he  had  seen  many  cases  with 
hallucinations  and  approved  the  principle  of  the  Hen- 
derson-Haggard apparatus.  He  has  long  used  a mix- 
ture of  nitrous  oxid  and  oxygen  in  cases  of  suboxidation 
and  Dr.  Richards,  of  the  University  of  Pennsylvania, 
has  recently  advised  the  following  formula : nitrous  oxid 
15%;  CO2  10%;  oxygen  75%. 

A motion  was  passed  that  the  recommendations  made 
be  referred  to  suitable  committees  (Industrial  Relations, 
Chamber  of  Commerce,  Cooperative  Agencies)  and 
that  report  be  made  back  to  the  Society  through  the 
Board  of  Directors. 

Mary  A.  Hipple,  M.D.,  Reporter. 


WESTMORELAND— JANUARY 

The  regular  meeting  of  the  Westmoreland  County 
Medical  Society  was  held  at  the  American  Legion 
Home,  Greensburg,  Pa.,  Tuesday  evening.  Dinner  was 
served  at  6:30  and  enjoyed  by  60  members  and  guests, 
after  which  a short  business  meeting  was  held.  This 
society  has  shown  unusual  activity  during  1924  with  an 
average  attendance  at  the  monthly  meetings  of  60 
members.  Dinner  preceded  the  scientific  programs  and 
every  program  during  the  year  was  a postgraduate 
session  with  leading  teachers  from  Pittsburgh  and 
Philadelphia  as  the  instructors.  The  third  annual  clinic, 
held  in  Greensburg  last  May,  was  conducted  by  Drs. 
Deaver  and  Riesman  of  Philadelphia,  with  over  400 
physicians  and  surgeons  in  attendance. 

The  society  unanimously  adopted  the  budget  presented 
by  the  retiring  president  which  provides  for  annual  dues 
of  $15.00  in  order  that  similar  programs  for  1925  may 
be  given. 

The  retiring  president.  Dr.  W.  M.  Bortz,  Greensburg, 
made  a short  address,  thanking  the  members  for  their 
hearty  cooperation  and  reminded  the  physicians  that 
they  are  the  trustees  of  community  health  and  as  such 
should  more  fully  establish  the  confidence  of  the  people 
in  order  that  preventive  medicine  may  be  elevated  to  a 
higher  plane  of  efficiency.  We  should  sweep  our  own 
front  doors  and  become  better  equipped  to  treat  the 
sick,  in  order  that  the  increasing  number  of  cults  might 
not  be  considered  an  indictment  against  our  noble  pro- 
fession, and  meet  the  cults  with  wisdom,  justice  and 
tolerance.  Dr.  Bortz  introduced  the  president-elect,  Dr. 
M.  W.  Horner,  Mt.  Pleasant,  who  made  a few  well 
chosen  remarks  and  asked  that  every  officer  and  member 
cooperate  to  make  the  meetings  of  1925  profitable. 

The  speaker  of  the  evening  was  Dr.  Elmer  H.  Funk, 
Assistant  Professor  of  Medicine  of  the  Jefferson  Medi- 
cal College,  who  gave  a very  interesting  and  instructive 
talk  on  “Diagnosis  and  Treatment  of  Pulmonary 
Lesions  Simulating  Tuberculosis,”  illustrated  with  lan- 
tern slides.  Out  of  1200  patients  admitted  to  the 
Jefferson  Hospital,  diseases  of  the  chest  department, 
72  patients  or  6%  were  nontubercular,  such  as  cardio- 
renal, pneumonia,  asthma,  neoplasm,  syphilis,  bronchitis, 
malignancy,  foreign  body,  carcinoma  of  rectum  and 
aneurysm.  He  emphasized  the  importance  of  careful 
history  and  study  of  the  signs,  symptoms,  sputum  and 
laboratory  tests.  Pulmonary  tuberculosis,  in  the  adult, 
is  essentially  a disease  that  begins  at  the  apex  of  the 
lung  and  basal  signs  alone  are  negative.  The  routine 
use  of  the  x-ray  was  advised  as  a valuable  adjunct  and 
not  as  a verdict  in  the  diagnosis  of  tuberculosis.  The 
value  of  the  bronchoscope  was  emphasized  especially 
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in  the  diagnosis  of  pulmonary  neoplasm  and  foreign 
body.  The  common  impression  by  the  laity  and  many 
physicians  that  a foreign  body  in  the  lung  gives  rise 
to  early  symptoms  was  shown  to  be  erroneous,  except 
the  foreign  body  of  organic  material.  A metallic  for- 
eign body  may  be  present  without  early  symptoms  while 
the  organic  foreign  body  produces  early  signs  and 
symptoms  of  tracheobronchitis  with  severe  constitu- 
tional symptoms,  especially  in  children. 

Several  lantern  slides  were  shown  illustrating  condi- 
tions that  may  simulate  tuberculosis,  such  as  pleural 
effusion,  bronchiectasis,  emphysema,  tumor,  unresolved 
pneumonia,  carcinoma  (primary),  loculated  empyema, 
foreign  body,  pneumoconiosis  and  actinomycosis. 

Dr.  Lawrence  Litchfield,  of  Pittsburgh,  a regular  at- 
tendant and  welcome  guest,  also  Councilor  of  this  dis- 
trict, in  his  discussion  stated  that  it  was  a good  thing 
in  all  cases,  after  making  a diagnosis  of  pulmonary 
tuberculosis,  to  repeat  the  study  of  the  patient  as  if 
we  had  never  seen  the  case  in  order  to  lessen  the  possi- 
bility of  error  in  diagnosis. 

Dr.  J.  D.  Afilligan,  of  Pittsburgh,  a member  of  the 
society  in  1877  and  one  of  the  13  members  who  attended 
regularly  the  quarterly  meetings  at  that  time,  gave  an 
interesting  talk  on  “Ye  Olden  Times.”  He  was  presi- 
dent of  the  society  in  1883  when  the  membership  was  28. 

Dr.  C.  W.  McKee,  Greensburg,  and  Dr.  W.  H.  Taylor 
also  discussed  the  topic  and  Dr.  Funk  closed  the  dis- 
cussion. Ellsmer  L.  Piper,  M.D.,  Reporter. 


YORK— JANUARY 

The  annual  banquet  of  the  York  County  Medical 
Society  was  held  in  the  Colonial  Hotel  dining  room 
Thursday  evening  January  8th,  at  7:30.  A business 
meeting  preceded  tlie  banquet,  at  which  the  following 
officers  were  elected  for  the  coming  year ; 

President — Dr.  B.  W.  Shirey. 

1st  V.  Pres. — Dr.  G.  Emanuel  Spotz. 

2d  V.  Pres. — Dr.  Gibson  Smith. 

Sec.— Dr.  P.  A.  Noll. 

Treas. — Dr.  R.  E.  Butz. 

Librarian — Dr.  L.  W.  Fishel. 

Reporter — Dr.  W.  Newton  Long. 

Board  of  Censors — Drs.  Holtzapple,  Fackler,  and 
Barshinger. 

Trustees — Drs.  Melsheimer,  Klinedinst,  and  Bacon. 

District  Censor — Dr.  Alleman,  of  Hanover,  Pa. 

After  a very  enjoyable  banquet,  the  speaker  of  the 
evening,  Hon.  Franklin  Menges,  Congressman  from  our 
district,  gave  a very  interesting  talk  on  Reconstruction. 

Dr.  John  Gilbert  was  acting  toastmaster  in  the  ab- 
sence of  the  retiring  president.  Dr.  John  Meisenhelder, 
and  called  on  the  following  members  for  a few  appro- 
priate remarks : Drs.  Holtzapple,  A.  A.  Long,  Ellis 
and  Wallace. 

There  were  48  members  present,  and  a good  time  was 
enjoyed  by  all. 

W.  N.  IvONG,  M.D.,  Reporter. 


PENNSYLVANIA  NEWS  ITEMS 

DEATHS 

Dr.  John  J.  O’Neiel,  of  Highland  Park,  who  was 
graduated  from  the  University  of  Pennsylvania  School 
of  Medicine  in  1871,  died  on  December  i6th. 

Dr.  Joseph  C.  Ohail,  of  Allegheny,  who  was  born 
in  1865  and  was  graduated  from  the  University  of 
Pennsylvania  School  of  Medicine  in  1893,  died  on  Jan- 
uary 14th. 


Dr.  Wieeiam  T.  Mh-eer,  of  McKeesport,  aged  70 
years,  died  on  September  15th  of  cardiovascular  dis- 
ease. Dr.  Miller  was  licensed  to  practice  in  Ohio  in 
1881. 

Dr.  S.  Ceieeord  Boston,  of  Philadelphia,  who  was 
born  in  1872  and  was  graduated  from  the  University 
of  Pennsylvania  School  of  Medicine  in  1898,  died  on 
December  17th. 

Dr.  Thomas  O.  Weatherey,  of  Allentown,  aged  78 
years,  died  on  August  22d  of  pneumonia.  He  was  a 
graduate  of  Jefferson  Medical  College  of  Philadelphia, 
class  of  1880. 

Dr.  Eugene  T.  PeEibeE,  of  Philadelphia,  aged  60 
years,  died  on  December  5th  of  chronic  nephritis.  He 
was  a graduate  of  Jefferson  Medical  College  of  Phila- 
delphia, class  of  i80. 

Dr.  Thomas  M.  Fiee,  of  Millvale,  who  was  grad- 
uated from  Western  Reserve  University  School  of 
Medicine,  Cleveland,  Ohio,  in  1871,  died  on  December 
6th,  aged  75  years. 

Dr.  Wieeiam  H.  Kirk,  of  Doylestown,  aged  84 
years,  died  suddenly  on  December  30th.  He  was  a 
graduate  of  the  University  of  Michigan  Medical 
School,  Ann  Arbor,  class  of  1868. 

Mrs.  Mary  Hale  Piegrim,  wife  of  Dr.  Ralph  E. 
Pilgrim,  of  Harrisburg,  died  suddenly  on  January  19th 
of  cardiac  embolism,  aged  26  years.  Besides  her  hus- 
band two  children  survive  her. 

Dr.  Frederick  S.  Pickett,  of  Philadelphia,  who  was 
born  in  1865  and  was  graduated  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons,  New  York, 
in  1891,  died  on  Dfecember  17th. 

Dr.  John  Ceark,  of  Smethport,  aged  64  years,  died 
on  December  i6th  following  a long  illness.  He  was  a 
graduate  of  McGill  University  Faculty  of  Medicine, 
Montreal,  Quebec,  Canada,  class  of  1891. 

Dr.  Benjamin  A.  Tyeer,  of  Royersford,  aged  56 
years,  died  on  November  28th  of  heart  disease  and 
uremia.  Dr.  Tyler  was  graduated  from  the  Medico- 
Chirurgical  College  of  Philadelphia  in  1894. 

Dr.  Josiah  j.  Myers,  of  Berwick,  aged  64  years, 
died  on  December  8th  at  Clifton  Springs,  N.  Y.  Dr. 
Myers  was  a graduate  of  the  College  of  Physicians 
and  Surgeons,  Baltimore,  Md.,  class  of  1886. 

Dr.  John  D.  RieEy,  of  Mahanoy  City,  aged  61  years, 
died  of  empyema  on  December  31st  at  the  Pottsville 
Hospital.  Dr.  Riley  was  graduated  from  the  Univer- 
sity of  Pennsylvania  School  of  Medicine  in  1835. 

Dr.  Ambrose  M.  Gery,  of  Coopersburg,  aged  63 
years,  died  on  December  8th  of  a skull  fracture  re- 
ceived in  a street  car  accident.  Dr.  Gery  was  a grad- 
uate of  the  University  of  Vermont  College  of  Medi- 
cine, Burlington,  class  of  1883. 

Dr.  Eeder  Craweord,  aged  79,  the  oldest  practicing 
physician  in  Butler  County,  died  recently  at  his  home 
in  Mars.  Dr.  Crawford  was  a graduate  of  Jefferson 
Medical  College  of  Philadelphia,  and  was  a veteran  of 
the  Civil  War. 

Dr.  Wieeiam  G.  Jones,  of  Tamaqua,  died  on  Jan- 
uary 3d  following  a disability  which  resulted  from  a 
fall  three  years  ago.  Dr.  Jones  was  born  in  1878  and 
was  graduated  from  Jefferson  Medical  College  of 
Philadelphia  in  1911.  He  is  survived  by  his  widow, 
Mrs.  Mary  Felix  Jones,  and  a son,  William. 

Dr.  Peter  J.  Gibbons,  of  New  York  City,  died  on 
January  i6th.  He  was  a native  of  Pennsylvania  and 
practiced  for  some  years  in  Honesdale,  Pa.  He  was  a 
brother  of  Dr.  Richard  Gibbons  who  for  many  years 
practiced  medicine  in  Pittston  and  Scranton,  and  who 
later  removed  to  New  York,  where  he  practiced  up 
until  the  time  of  his  death. 
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Dr.  Edwin  M.  McConnei.1,,  of  Grove  City,  died  on 
January  i6th  following  a stroke  of  apoplexy.  Dr.  Mc- 
Ccnnell  was  born  in  1862  and  was  graduated  from 
Western  Reserve  University  School  of  Medicine, 
Cleveland,  Ohio,  in  1888.  During  the  World  War  he 
joined  the  Medical  Corps  and  served  for  two  years  at 
the  receiving  camps  near  New  York  City. 

Dr.  Philip  C.  Newbaker,  Montour  County’s  oldest 
physician,  and  a practitioner  of  medicine  for  55  years, 
died  at  his  home  in  Danville,  December  30th,  aged  81 
years.  He  was  descended  from  a family  of  pre- 
Revolutionary  War  days,  his  great-great-grandfather 
having  emigrated  from  Germany  in  1749.  Dr.  New- 
baker  was  graduated  from  the  Jefferson  Medical  Col- 
lege of  Philadelphia  in  1869.  He  was  a Civil  War 
veteran,  having  served  two  enlistments. 

Dr.  David  Gregg  Metheny,  Professor  of  .Anatomy 
at  Temple  University,  Philadelphia,  died  recently  fol- 
lowing an  illness  of  five  days.  He  was  51  years  old 
and  is  survived  by  a wife,  Mrs.  Ida  Lee  Patterson 
Metheny.  Dr.  Metheny  was  born  in  Pittsburgh,  the 
son  of  a medical  missionary.  His  early  childhood  was 
spent  with  his  parents  in  Turkey.  When  he  was  16, 
he  returned  to  America,  where  he  entered  Geneva  Col- 
lege, later  going  to  the  University  of  Michigan.  In 
1^6  he  received  his  medical  degree  from  Jefferson 
Medical  College.  He  later  studied  abroad,  receiving 
several  degrees  from  the  Universities  of  Edinburgh 
and  Glasgow. 

Dr.  John  Marshall,  Emeritus  Professor  of  Chem- 
istry and  Toxicology  at  the  University  of  Pennsyl- 
vania and  one  of  Philadelphia’s  most  eminent  medical 
specialists,  died  at  his  home  on  January  Sth  after  a long 
illness.  He  was  nationally  known  as  an  expert  in  the 
study  of  poisons.  Dr.  Marshall  was  born  in  Reading 
in  185s  and  in  1878  was  graduated  from  the  University 
of  Pennsylvania  School  of  Aledicine,  after  which  he  spent 
some  time  studying  abroad.  He  was  early  associated 
with  Dr.  S.  Weir  Mitchell  in  the  study  of  snake 
venoms  and  other  animal  poisons,  and  in  addition  to 
his  laboratory  work  and  his  teaching.  Dr.  Marshall 
acted  as  dean  of  the  Medical  Department  of  the  Uni- 
versity from  1892  to  1902.  He  is  survived  by  his  wife, 
a son  and  a daughter. 

BIRTHS 

Born  on  Christmas  morning  to  Dr.  and  Mrs.  J. 
W.  Mann,  of  South  Williamsport,  a daughter. 

Born  to  Dr.  and  Mrs.  GalEn  Castlebury,  of  Wil- 
liamsport, a son,  Franklin  Martin,  December  i8th. 

Born  to  Dr.  and  Mrs.  Harold  Baker,  of  Muncy,  a 
son,  Donald  Reeder  Baker,  the  latter  part  of  November. 

Dr.  and  Mrs.  Harold  J.  McLaren,  of  New 
Brighton,  have  announced  the  birth  of  a daughter, 
Elizabeth  Anne,  December  22d. 

ITEMS 

Dr.  Philip  R.  Cleaver  and  Miss  Minnie  Mat- 
thews, of  Johnstown,  were  married  on  November  27th. 

Dr.  Henry  B.  Davis,  of  Lancaster,  has  been  elected 
to  the  Philadelphia  Roentgenological  Society. 

Dr.  and  Mrs.  J.  B.  Lowman,  of  Johnstown,  left  on 
January  2d  to  spend  the  winter  in  Miami,  Florida. 

Dr.  Louis  A.  Wesner,  of  Johnstown,  has  returned 
from  New  York  City  where  he  was  taking  some  post- 
graduate work  in  surgery. 

Dr.  D.  Leonard  Pratt,  of  Towanda,  one  of  the  old- 
est practicing  physicians  in  northern  Pennsylvania,  has 
been  critically  ill  at  his  home. 

Dr.  John  H.  Musser,  Jr.,  of  Philadelphia,  has  ac- 
cepted the  chair  of  medicine  at  Tulane  University,  New 
Orleans.  He  began  his  duties  on  January  ist. 

The  corporate  name  of  the  Philadelphia  Associa- 
tion for  the  Prevention  and  Relief  of  Heart  Disease, 


has  been  legally  changed  to  The  Philadelphia  Heart 
Association. 

Dr.  Thomas  W.  Jackson,  of  Bristol,  who  has  been 
acting  as  full  time  health  officer  for  Bucks  County, 
has  resigned  and  gone  to  Florida  for  the  winter  to  re- 
gain his  health. 

Dr.  W.  E.  Matthews,  of  Johnstown,  had  a narrow 
escape  from  serious  injury  on  December  i6th  when  his 
car  was  struck  by  a street  car.  His  auto,  a new  Buick 
coupe,  was  completely  destroyed. 

The  Jeeeerson  Medical  College  is  planning  to 
celebrate  its  centenary  in  May,  1925,  by  an  elaborate 
program.  Public  notice  will  be  given,  but ‘it  is  desired 
that  graduates  of  the  College  shall  make  note  of  the 
fact  at  this  time. 

Dr.  F.  a.  Rupp,  of  Lewistown,  was  recently  pro- 
moted to  the  rank  of  Lieutenant-Colonel  in  the  Medi- 
cal Reserve  Corps,  and  Dr.  W.  H.  Kohler,  of  Milroy, 
to  the  rank  of  major.  Both  reserve  officers  are  active 
members  of  the  Mifflin  County  Medical  Society. 

The  Clinton  County  Medical  Society  has  taken 
up  the  subject  of  iodin  treatment  of  goiter  and  its  pre- 
vention. At  a recent  meeting  of  the  Society  the  public 
school  authorities  of  lAick  Haven  were  urged  to  insti- 
tute this  treatment  in  the  public  schools. 

The  Nason  Hospital  at  Roaring  Springs  is  the  re- 
cipient of  a gift  in  the  shape  of  a $70,000  endowment 
or  trust  fund  from  Mr.  D.  M.  Bare.  Mr.  Bare  has 
been  one  of  the  mainstays  of  the  institution,  and  it 
has  been  largely  through  his  help  that  tlie  institution 
has  been  able  to  function. 

Dr.  and  Mrs.  J.  P.  Getter,  of  Belleville,  left  on 
January  17th  for  a tour  around  the  world.  Upon  their 
return  Dr.  Getter  will  retire  from  the  active  practice 
of  medicine,  having  been  actively  engaged  in  his  pro- 
fession for  forty  years.  Dr.  H.  E.  Miller,  now  of  Mc- 
Alevy’s  Fort,  will  take  Dr.  Getter’s  practice  in  Belle- 
ville. 

A NEW  AND  NOVEL  APPLIANCE  for  the  home  is  illus- 
trated and  described  on  page  xx  of  this  Journal.  It  is 
described  under  the  trade  name  of  INCLIN-ATOR, 
and  is  a stairway  elevator  for  persons  unable  to  walk 
up  or  down  stairs  comfortably.  The  practicability  as 
well  as  novelty  of  this  invention  will  probably  appeal 
to  a great  many  who  are  interested  in  invalids  and  dis- 
abled persons. 

McAlew'’s  Fort,  Huntingdon  County,  Pa.,  is 
without  a doctor  at  the  present  time  owing  to  the  re- 
moval of  Dr.  H.  E.  Miller  to  Belleville.  This  town  is 
eighteen  miles  from  Huntingdon  and  about  fifteen  miles 
from  Petersburg.  There  is  no  doctor  in  that  section 
nearer  than  those  two  places.  It  is  a good  farming 
community,  and  the  people  in  that  section  are  able  to- 
pay  regular  medical  fees.  Any  inquiries  regarding  this 
location  sent  to  the  office  of  this  Journal  will  receive 
prompt  attention. 

HARRISBURG  ACADEMY  OF  MEDICINE 

A PRIZE  TO  BE  AWARDED  IN  I928 

Medical  men  of  Pennsylvania’s  Capital  City  and  vi- 
cinity in  1895  effected  an  organization  to  advance  the 
standards  of  medicine  and  to  establish  a medical  library. 
There  were  some  fifty  charter  members.  So  jirosper- 
ous  was  this  organization  that  in  less  than  a year  its 
members  were  able  to  erect  a two-story  brick  building 
as  a home  for  the  organization  free  of  debt.  The  mem- 
bership of  the  Academy  has  increased  and  its  aims  have 
been  carried  out  by  stimulating  a desire  for  the  best  in 
medical  literature  and  the  advancement  of  modern  sci- 
ence. To  increase  an  interest  in  laboratory  work  and 
to  stimulate  its  members  in  any  line  of  medicine  was 
the  prime  reason  of  Dr.  Frederick  W.  Coover  of  Har- 
risburg for  announcing  at  the  annual  banquet  of  the 
Academy  the  donation  of  a prize  of  $500.00  with  in- 
terest to  be  awarded  in  1928. 
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The  rules  governing  the  awarding  of  the  prize  are 
simple.  It  will  be  awarded  to  any  member  who  is  now 
under  forty-five  years  of  age,  who  in  1928  has  shown 
during  the  preceding  three  years  a record  of  faithful 
work  in  the  interest  of  humanity  in  general,  and  loy- 
alty in  advancing  the  interests  and  usefulness  of  the 
Academy  by  regular  attendance,  willingness  to  serve  for 
the  good  of  all,  and  by  example  in  his  everyday  life 
modestly  showing  skill  and  ability  as  well  as  kindness 
and  usefulness,  and  at  all  times  being  a true  physician 
and  Christian  gentleman.  The  Committee  to  award  this 
prize  will  be  the  five  oldest  living  ex-presidents  of  the 
Academy,  who  will  select  the  recipient  of  the  prize  by 
secret  ballots 

The  amount  received  by  the  prize  winner  is  expected 
to  be  spent  in  travel  and  study  in  European  countries 
during  the  following  year..  All  members  of  the 
Dauphin  County  Medical  Society  are  eligible  to  mem- 
bership in  the  Academy. 


GENERAL  NEWS  ITEMS 

The  American  Laryngological,  Rhinologic.ae  and 
Otolocical  Society  has  completed  arrangements  for  its 
1925  Convention,  which  it  will  hold  at  the  Ambassador 
Hotel,  Atlantic  City,  N.  J.,  May  22d-25th.  The 
American  Proctologic  Society  and  the  Association  for 
the  Study  of  Internal  Secretion  will  also  meet  at  that 
hotel  directly  following  the  L.  R.  and  O.  From  ad- 
vance reservations  already  received,  officers  of  the  three 
societies  believe  that  the  attendance  will  be  the  largest 
in  the  history  of  the  organizations. 

Dr.  Robert  A.  Lambert,  professor  of  medicine  in 
the  Sao  Paulo  Medical  School  and  associated  with  the 
Rockefeller  Foundation,  was  among  the  passengers 
who  arrived  in  New  York  January  19th,  on  the  Pan 
American  liner  “Pan  America,”  operated  by  the  Mun- 
son Line,  from  Rio  de  Janeiro.  Dr.  Lambert  said  that 
the  Rockefeller  Foundation,  in  cooperation  with  the 
Government  of  Brazil,  has  made  considerable  progress 
in  the  eradication  of  tropical  diseases,  particularly 
hookworm,  malaria  and  yellow  fever.  The  latter  will 
probably  be  wiped  out  entirely  within  two  years,  he 
added. 


ANNOUNCEMENT  OF  EDITORIAL  AND 
OTHER  CHANGES  IN  THE  BULLE- 
TIN OF  THE  JOHNS  HOPKINS 
HOSPITAL 

Beginning  January,  1025,  the  control  of  the  Bulletin 
of  the  Johns  Hopkins  Hospital  will  pass  to  the  Medical 
School,  and  the  publication  will  be  in  charge  of  an 
Editorial  Board  chosen  from  among  the  members  of 
the  faculty.  Correspondence  relating  to  all  business 
details  should  be  sent  direct  to  the  publishers,  Wil- 
liams and  Wilkins,  Mt.  Royal  and  Guilford  Avenues, 
Baltimore,  Md.  The  Bulletin  will  continue  to  appear 
monthly ; there  will  be  two  volumes  each  year,  the 
price  being  $3.00  a volume. 


ANNOUNCEMENT 

The  Ninth  Annual  Clinical  Session  of  the  American 
Congress  on  Internal  Medicine  will  be  held  in  Wash- 
ington, D.  C.,  March  9-14,  1925. 

Washington  clinicians  and  investigators  of  attainment 
will  devote  the  entire  session  to  amphitheatre  and  group 
clinics,  ward  “rounds,”  laboratory  conferences,  lectures, 
demonstrations  of  special  apparatus  and  methods,  and 
the  exhibition  of  unusual  scientific  collections.  Civilian 
and  governmental  services  are  united  in  the  aim  to  make 
the  week  useful  and  memorable. 

Practitioners  and  laboratory  workers  interested  in  the 
progress  of  scientific,  clinical  and  research  medicine  are 
invited  to  take  advantage  of  the  opportunities  afforded 
by  this  session. 

Address  inquiries  to  the  Secretary-General,  Frank 
Smithies,  1002  N.  Dearlx>rn  St.,  Chicago,  111. 


TO  PROMOTE  INTERCHANGE  OF  HEALTH 
AUTHORITIES 

Interchange  of  the  Public  Health  Officials  of  differ- 
ent nations  is  planned  by  the  Health  Committee  of  the 
League  of  Nations,  according  to  a report  to  be  filed 
with  the  Council  of  the  League,  a copy  of  which  has 
just  reached  this  country. 

The  first  interchange  this  year  will  take  place  in 
March  in  Great  Britain,  where  public  health  officials 
from  several  nations  will  spend  seven  weeks.  The  sec- 
ond interchange  will  take  place  in  Belgium  in  May,  and 
the  third  later  in  Jugoslavia.  The  Jugoslavian  Govern- 
ment has  offered  to  pay  the  traveling  expenses  of  all 
the  participants  of  this  exchange. 

The  Japanese  Government  is  making  an  arrangement 
for  a similar  interchange  in  Japan  in  the  Fall  to  coin- 
cide with  the  meeting  of  the  Far  Eastern  Association 
of  Tropical  Medicine. 

Other  interchange  plans  are  also  under  way ; one  for 
specialists  and  factory  inspectors,  and  one  for  public 
health  officers  who  have  specialized  in  the  protection 
of  maternity  and  child  welfare. 


NOTICE  OF  EXAMINATION  FOR  ENTRANCE 
INTO  THE  REGULAR  CORPS  OF  THE 
UNITED  STATES  PUBLIC  HEALTH 
SERVICE 

Examinations  of  candidates  for  entrance  into  the 
Regular  Corps  of  the  U.  S.  Public  Health  Service  will 
be  held  at  the  following-named  places  on  the  dates 
specified ; 

At  Washington,  D.  C March  2,  1925 

At  Chicago,  111 March  2,  1925 

At  New  Orleans,  La March  2,  1925 

At  San  Francisco,  Cal March  2,  1925 

Candidates  must  be  not  less  than  twenty-three  nor 
more  than  thirty-two  years  of  age,  and  they  must  have 
been  graduated  in  medicine  at  some  reputable  medical 
college,  and  have  had  one  year’s  hospital  experience  or 
two  years’  professional  practice.  They  must  pass  sat- 
isfactorily oral,  written  and  clinical  tests  before  a 
Board  of  medical  officers  and  undergo  a physical  ex- 
amination. Successful  candidates  will  be  recommended 
for  appointment  by  the  President  with  the  advice  and 
consent  of  the  Senate. 

Requests  for  information  or  permission  to  take  this 
examination  should  be  addressed  to  the  Surgeon  Gen- 
eral, U.  S.  Public  Health  Service,  Washington,  D.  C. 


UNITED  STATES  CIVIL  SERVICE 
EXAMINATION 

The  United  States  Civil  Service  Commission  an- 
nounces the  following  open  competitive  examination : 
Junior  Medical  Officer,  Assistant  Medical  Officer,  As- 
sociate Medical  Officer,  Medical  Officer,  Senior  Medi- 
cal Officer. 

Receipt  of  applications  for  these  examinations  will 
close  on  June  30,  1925.  They  are  to  fill  vacancies  in 
various  branches  of  the  Government  service. 

The  entrance  salaries  range  from  $1,860  a year  for 
junior  medical  officer  to  $5,200  a year  for  senior  medi- 
cal officer.  Higher  salaried  positions  are  filled  through 
promotion  where  practicable. 

The  eligibles  resulting  will  be  placed  on  registers 
and  certified  according  to  their  qualifications.  Eligibles 
are  desired  who  are  qualified  in  general  medicine  and 
surgery  and,  in  addition,  there  is  need  for  eligibles  in 
a large  number  of  specialties  which  are  named  in  the 
printed  announcement. 

Competitors  will  not  be  required  to  report  for  ex- 
amination at  any  place,  but  will  be  rated  on  their  edu- 
cation, training  and  experience. 

Full  information  and  application  blanks  may  be  ob- 
tained from  the  United  States  Civil  Service  Commis- 
sion, Washington,  D.  C.,  or  the  secretary  of  the  board 
of  U.  S.  civil  service  examiners  at  the  post  office  or 
custom  house  in  any  city. 
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ORIGINAL  ARTICLE 


PYELITIS;  DIAGNOSIS  AND 
TREATMENT* 

VICTOR  D.  WASHBURN,  M.D. 

WILMINGTON,  DELAWARE 

The  casual  remark  of  a colleague  to  the  effect 
that  in  the  light  of  present  day  knowledge  he 
was  certain  that  he  had  treated  many  cases  of 
pyelitis  in  his  earlier  years  of  practice  without 
any  idea  of  what  was  the  correct  diagnosis,  has 
suggested  to  my  mind  that  perhaps  here  was  a 
subject  that  might  be  discussed  to  our  mutual 
advantage. 

When  I began  the  practice  of  medicine,  I had 
certain,  well-defined  clinical  pictures  in  my  mind, 
placed  there  by  my  teachers  in  the  medical 
school.  By  bitter  experience  I was  to  learn  that 
these  clinical  pictures  were  not  always  true  to 
life. 

In  the  very  nature  of  things  my  experience 
was  not  unusual ; indeed  it  was  natural,  for  I 
am  of  the  medical  generation  which  saw  the  old 
system  of  training  and  observation  under  the 
guidance  of  an  ex{>erienced  preceptor  and  a two- 
year  course  of  lectures  in  a medical  college  re- 
placed by  the  system  of  premedical  collegiate 
training  and  four  years’  attendance  at  a medical 
college. 

It  was  obviously  impossible  for  a medical 
faculty  to  train  students  thoroughly  in  the  four 
short  years  at  their  command,  and  so  it  came 
about  that  the  student  was  drilled  in  the  physical 
findings  and  symptomatology  of  the  typical  case. 
It  followed  that  the  youngster  in  medicine  had 
to  learn  in  the  hard  school  of  experience  just 
how  differently  patients  may  react  to  the  same 
disease.  Singularly  enough  pyelitis  is  a disease 
which  illustrates  this  point  of  view  rather  well, 
indeed  it  can  be  said  that  the  manifestations  of 
pyelitis  may  be  anything  but  typical.  To  he  sure 
there  is  a clinical  picture  of  pyelitis  which  is 
clear  and  which  is  sufficiently  well  known  to 
prevent  any  difficulty  in  diagnosis,  but  the  real 
mission  of  this  paper,  aside  from  bringing  about 

*Fead  before  the  Medical  Society  of  Delaware,  Milford, 
October  15,  1924. 


a free  discussion  of  the  subject  by  men  who  are 
better  fitted  for  this  task  than  the  essayist,  is  to 
fix  attention  upon  a disease  which  is  sometimes 
rather  obscure  in  its  manifestations  and  yet  is 
capable  of  causing  considerable  damage  to  the 
human  organism. 

The  case  of  acute  pyelitis,  with  a history  of 
chill,  sharp  rise  in  temperature  reaching  perhaps 
103°  F.,  pain  and  tenderness  in  the  region  of  the 
kidney  which  may  extend  down  the  loin,  asso- 
ciated with  urinary  frequency  for  small  quan- 
tities of  urine  which  may  or  may  not  be  cloudy 
because  of  pus,  is  a clinical  picture  with  which 
most  of  us  are  familiar  and  which  presents  no 
great  difficulty  in  diagnosis.  But  sometimes 
these  cases  are  sent  in  with  the  provisional  diag- 
nosis of  appendicitis.  The  urinary  frequency 
may  not  be  noticeable,  the  urine  may  be  clear 
and  the  microscopic  examination  may  show  but 
five  or  ten  pus  cells  per  field.  The  blood  count 
may  or  may  not  reveal  the  presence  of  a leuko- 
cytosis. In  addition  to  the  tenderness  over  the 
right  kidney  there  may  be  muscle  spasm  in  the 
costovertebral  angle  which  may  extend  to  the 
right  side  of  the  abdomen.  In  such  cases  the 
differential  diagnosis  between  appendicitis  and 
pyelitis  presents  a real  problem.  Cystoscopy 
and  ureteral  catheterization  and  study  of  the 
urine  from  the  affected  kidney  may  be  expected 
to  make  clear  the  diagnosis.  Uncertainty  after 
this  procedure  should  be  followed  by  explora- 
tory abdominal  incision. 

There  is  another  type  of  pyelitis  in  which  the 
patient  gives  no  history  of  chill  and  in  which  the 
temperature  ranges  from  99°  to  100°  F.  The 
patient  usually  complains  of  frequency,  with  dis- 
comfort and  vesical  tenesmus  and  pain  in  the 
kidney  region.  Percussion  over  the  affected  kid- 
ney usually  elicits  pain.  The  blood  count  is  apt 
to  be  normal.  Pyuria  is  not  constant,  though 
jiresent  in  the  majority  of  such  cases.  Ureteral 
catheterization  is  again  the  method  of  precise 
diagnosis. 

So  much  for  the  average  case  of  pyelitis  pre- 
senting physical  findings  and  urinary  symptoms 
which  are  not  difficult  to  interpret,  esjiecially 
with  the  aid  of  the  cystoscope,  but  it  'is  the  case 
with  some  of  the  characteristic  features  missing 
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that  challenges  our  interest  and  study.  A few 
weeks  ago  I saw  with  Dr.  George  W.  Vaughan, 
of  Wilmington,  a woman  sixty-one  years  of  age, 
who  complained  of  urinary  frequency  day  and 
night,  together  with  pruritis  vulvse  and  hemor- 
rhoids. Repeated  examinations  of  the  urine  had 
failed  to  reveal  anything  of  interest ; bladder 
lavage,  medication  and  topical  applications  for 
the  pruritis  had  failed  to  give  relief.  Cystoscopy 
with  catheterization  of  the  ureters  showed  con- 
clusively the  presence  of  a pyelitis  on  the  right 
side.  Lavage  of  the  pelvis  with  a 2%  solution 
of  mercurochrome  gave  prompt  relief.  The 
picture  is  now  changed,  alkalization  of  the  urine 
and  topical  applications  are  helpful  and  the  pa- 
tient is  almost  free  of  symptoms. 

I have  under  observation  at  the  present  time 
a patient  who  came  under  medical  treatment  be- 
cause of  loss  of  weight  and  strength,  low  blood 
pressure  and  indefinite  abdominal  pain.  He  was 
referred  to  me  because  of  pyuria.  He  had  neither 
urinary  frequency,  tenesmus,  nor  tenderness 
over  either  kidney;  yet  ureteral  catheterization 
showed  that  the  urine  from  the  left  kidney  was 
hazy  and  had  twenty  pus  cells  per  low  power 
field,  and  that  on  the  right  side  there  was  ob- 
struction of  the  ureter,  that  the  urine  was  cloudy 
and  showed  the  micrococcus  tetragenus  in  pure 
culture.  The  pyelitis  may  not  be  responsible  for 
his  symptoms  but  it  obviously  needs  attention. 

The  diagnosis  of  pyelitis  may  be  made  by  the 
physical  findings  and  symptomatology,  but  in  the 
obscure  case  the  diagnosis  will  be  settled  only 
after  the  urologist,  the  roentgenologist,  the  in- 
ternist, and  the  laboratory  worker  has  each  done 
his  part. 

In  this  short  paper  on  the  diagnosis  and  treat- 
ment of  pyelitis  I had  not  intended  to  refer  to 
the  pathology  of  pyelitis  but  I find  that  this  is 
necessary. 

If  some  patients  have  pyelitis  with  pyuria  and 
others  do  not,  if  some  have  urinary  frequency 
and  vesical  tenesmus  and  others  are  free  from 
these  symptoms,  if  some  of  these  patients  come 
into  the  hospital  profoundly  toxic  and  others 
with  stomach  and  abdominal  symptoms  sugges- 
tive of  appendicitis,  while  others  are  but  slightly 
ill,  and  if  many  but  not  all  of  these  patients  have 
tenderness  and  muscular  rigidity  over  the  af- 
fected kidney,  there  must  be  a reason. 

Such  factors  as  the  power  of  absorption  of 
the  renal  pelvis,  the  avenue  of  infection,  whether 
through  the  ureter,  lymph  channels  or  blood 
stream,  as  well  as  the  probable  relationship  of 
obstruction  to  the  flow  of  urine  anywhere  along 
the  urinary  tract,  may  be  of  fundamental  im- 
portance in  diagnosing  the  case  and  arriving  at 
the  correct  method  of  treatment.  Nor  should 


syphilis  and  tuberculosis  be  overlooked  as  infec- 
tions capable  of  producing  symptoms  suggestive 
of  pyelitis.  Since  infections  elsewhere  in  the 
body  are  now  known  to  have  a definite  relation- 
ship to  renal  infection,  possible  foci  in  the  teeth, 
tonsils  and  prostate  must  be  considered  and 
searched  for. 

MagouM  has  shown  conclusively  that  the  kid- 
ney and  pelvis  is  capable  of  absorbing  certain 
dyes  and  bacteria,  and  that  bacteria  apparently 
pass  from  the  pelvis  of  the  kidney  into  the  blood 
stream.  These  conclusions  are  of  importance 
because  they  explain  the  clinical  picture  and 
course  of  certain  patients  who  manifestly  are 
seriously  ill  and  yet  who  maLe  a quick  recovery 
both  clinically  and  bacteriologically,  for  if  the 
pelvis  is  the  focal  point  and  it  is  cleansed  of  its 
infective  organism  by  any  method,  the  patient 
promptly  gets  well. 

Kretschmer^  has  shown  that  urine  may  regur- 
gitate from  the  bladder  back  into  the  pelvis  of 
the  kidney,  both  in  normal  and  pathologic  blad- 
ders. Infection  and  obstruction  along  the  uri- 
nary tract  may  easily  be  an  important  phase  of 
a given  case  of  pyelitis.  Kretschmer^  also  refers 
to  the  work  of  Francke  and  Stahr  in  demonstrat- 
ing that  the  lymphatics  of  the  large  bowel  pass 
over  to  the  capsule  of  the  right  kidney  and  prob- 
ably also  to  the  left  kidney.  This  is  of  clinical 
importance  in  considering  constipation  as  a pre- 
disposing cause  of  renal  and  pelvic  infection. 

Buerger^  in  a scholarly  and  comprehensive 
study  of  the  subject  has  put  it  so  aptly  that  I 
venture  to  quote  him  verbatim:  “First,  pyelitis 
is  usually  the  result  of  a hematogenous  infec- 
tion of  the  kidney  with  secondary  involvement 
of  the  pelvis ; second,  the  changes  in  the  kidney 
may  be  but  slight  and  temporary,  so  that  these 
are  not  demonstrable  except  in  the  severe  cases, 
or  the  renal  lesions  may  be  progressive  and  re- 
quire operative  intervention  ; third,  pyelitis  may 
be  the  consequence  or  secondary  extension  of 
infection  of  the  renal  parenchyna  of  various 
types,  although  the  Bacillus  coli  seems  to  be  the 
organism  most  commonly  found ; fourth,  pye- 
litis may  be  due  to  an  ascending  infection  either 
lymphatogenic  or  urogenic  (through  the  lym- 
phatics or  along  the  lumen  of  the  ureter)  and 
due  to  other  predisposing  causes  in  the  ureter, 
neck  of  the  bladder,  or  prostate ; and  fifth,  pye- 
litis may  be  induced  by  irritating  and  predispos- 
ing moments  in  the  kidney  itself,  such  as  tumor 
or  calculi.”  And  again  : “The  term  ‘pyelitis’  is, 
indeed  a bad  name,  for  it  does  not  mean  an  in- 
fection pure  and  simple,  but  signifies  a complex 
of  lesions,  renal,  parenchymal  and  pelvic,  sup- 
posedly attended  with  a definite  course  and 
symptomatology.” 
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The  treatment  of  pyelitis  is  rest  in  bed,  evacua- 
tion of  the  bowels,  liquid  diet,  forced  fluids  and 
acidulation  of  the  urine,  together  with  the  ad- 
ministration of  hexamethylenamin  by  mouth.  If 
by  the  second  day  the  patient  shows  no  evidence 
of  improvement,  cystoscopy,  catheterization  of 
the  ureters  and  lavage  of  the  kidney  pelvis  with 
a 2%  solution  of  nitrate  of  silver  or  a 2%  solu- 
tion of  mercurochrome,  is  indicated.  I prefer 
the  latter  chemical.  Alkalization  of  the  urine 
may  be  helpful  when  the  use  of  hexamethyl- 
enamin and  acid  sodium  phosphate  has  failed. 
These  measures  are  successful  in  the  majority 
of  cases  because  they  presuppose  the  establish- 
ment of  drainage.  It  is  understood,  of  course, 
that  dietetic  errors  must  be  corrected,  constipa- 
tion overcome  and  infected  tonsils  and  teeth  re- 
moved. The  patient  who  has  developed  pyelo- 
nephrosis  or  perinephritic  abscess  is  the  excep- 
tion and  necessarily  must  be  given  the  benefit  of 
appropriate  surgical  intervention. 

Havelock  Ellis®  in  his  preface  to  the  “Dance 
of  Life”  writes : “Thoroughness  is  often  an  ad- 
mirable ideal  but  it  is  an  ideal  to  be  adopted  with 
discrimination,  having  due  reference  to  the  na- 
ture of  the  work  in  hand.  An  artist,  it  seems  to 
me  now,  has  not  always  to  finish  his  work  in 
every  detail ; by  not  doing  so  he  may  succeed  in 

making  the  spectator  his  co-worker, ” 

I must  confess  that  in  this  point  of  view  I find 
a certain  sense  of  comfort  and  even  justification 
for  the  lack  of  thoroughness  which  is  so  appar- 
ent in  this  paper.  There  are  so  many  phases  of 
the  subject  which  seem  entitled  to  a place,  such 
as  pyelitis  in  children,  the  pyelitis  of  pregnancy, 
and  the  precise  methods  of  diagnosis  and  types 
of  infection — to  name  but  a few.  I shall  be  con- 
tent, however,  if  by  any  chance  I have  succeeded 
in  erecting  a framework  around  which  helpful 
discussion  may  arise  and  thoughtful  considera- 
tion of  an  important  topic  be  engendered. 

CONCLUSIONS 

1.  Pyelitis  may  present  varying  clinical  pic- 
tures and  develop  progressive  changes  in  pa- 
thology. 

2.  The  power  of  absorption  inherent  in  the 
kidney  and  pelvis  probably  accounts  for  the 
prompt  recovery  of  the  ordinary  case,  once  free 
drainage  is  established. 

3.  Correct  diagnosis  and  successful  treatment 
is  dependent  upon  the  fullest  cooperation  be- 
tween urologist,  roentgenologist,  internist  and 
laboratory  worker. 

4.  The  underlying  surgical  principle  of  drain- 
age, whether  it  be  through  the  urinary  tract  or 
by  surgical  procedure,  or  the  removal  of  focal 


infections  elsewhere  in  the  body,  is  probably  the 
most  important  factor  in  the  successful  treat- 
ment in  pyelitis. 
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DISCUSSION 

Dr.  j.  R.  Euliott  (Laurel,  Del.)  ; You  speak  of  the 
use  of  mercurochrome.  Would  you  tell  me  what  your 
experience  has  been  with  the  intravenous  use  of  mer- 
curochrome in  these  particular  cases? 

Dr.  Washburn  : I have  never  had  occasion  to  use 
it  except  for  definite  blood  infections  of  some  sort. 

Dr.  O.  S.  Apuen  (Wilmington,  Del.)  : I happen  to 
have  had  a couple  of  cases  myself,  one  of  which  died 
and  the  other  recovered.  In  the  one  that  got  well  I 
recognized  the  condition  from  the  first.  In  the  one  that 
died,  to  be  frank  about  the  matter,  I did  not.  He  com- 
plained of  pain  in  the  chest,  with  practically  no  urinary 
symptoms  at  all.  I went  over  him  carefully,  took  his 
blood  pressure,  which  was  very  little,  about  8o  systolic, 
and  probably  40  diastolic.  I treated  him  for  myocar- 
ditis. He  suggested  taking  a trip  to  Atlantic  City, 
where  he  stayed  about  two  weeks.  When  he  came 
home  he  came  to  my  office,  complaining  of  frequent 
urination,  so  I told  him  to  bring  some  urine  for  ex- 
amination (in  other  words,  some  pelvic  symptoms  had 
developed  at  that  time),  but  he  never  had  a chance 
to  do  so.  He  went  home  and  complained  of  terrible 
pain  in  the  bladder  and  inability  to  urinate,  temperature 
100°  F.  Examination  of  the  urine  disclosed  a number 
of  pus  cells.  He  gradually  became  worse,  and  late  in 
the  afternoon  we  took  him  to  the  hospital  where  he 
was  cystoscoped.  We  found  that  he  had  double  pyelitis. 

I called  in  a surgeon.  He  would  not  operate.  I think 
he  used  good  judgment.  The  patient  died  about  48 
hours  later. 

The  other  case  I sent  to  the  hospital.  She  had  chills 
and  fever.  She  was  cystoscoped  and  found  to  have 
double  pyelitis  with  colon  infection.  As  long  as  we 
irrigated  her  bladder  she  seemed  to  get  along  very  well. 
Finally  we  sent  her  home.  But  she  soon  developed 
chills  and  ran  a temperature.  We  then  sent  her  back 
to  the  hospital,  started  bladder  irrigations  again,  kept 
her  six  weeks,  continuously  irrigating  her  bladder.  She 
got  better.  She  has  been  home  since  the  third  of  June. 
Since  that  time  no  urinary  symptoms  have  developed, 
the  urine  is  negative,  and  she  has  put  on  several  pounds 
in  weight. 

Dr.  Albert  Robin  (Wilmington,  Del.)  : How  many 
pus  cells  do  you  feel  it  necessary  to  find  in  a micro- 
scopic field  before  you  would  make  a diagnosis  of 
pyelitis  ? 

Dr.  Washburn  (in  closing)  : I have  recovered 

urine  from  the  kidney  with  positive  culture  that  has 
had  10  pus  cells  per  field.  We  are  not  justified  in  rely- 
ing for  a diagnosis  upon  the  number  of  pus  cells  in  the 
urine  recovered  from  the  kidney;  or  in  other  words, 
my  answer  is  that  the  presence  of  leukocytes  in  the 
urine  does  not  signify  the  presence  or  absence  of 
pyelitis. 
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REPORT  OF  SPECIAL  COMMITTEE  ON 
THE  HOME  CARE  OF  COMMUNI- 
CABLE DISEASES  BY  THE 
VISITING  NURSES 

At  the  November  meeting  of  the  New  Castle 
County  Medical  Society  a special  committee, 
consisting  of  Drs.  Robin,  Chipman  and  Marshall 
presented  the  following  report : 

The  Visiting  Nurses  Association  of  this  city 
has  inaugurated  and  carried  on  a plan  by  which 
the  home  care  of  contagious  diseases  is  included 
in  their  service. 

The  safety  and  wisdom  of  this  departure 
from  the  usual  practice  was  questioned  at  one 
of  the  meetings  of  the  New  Castle  County  Med- 
ical Society,  and  the  matter  was  referred  to  a 
special  committee  for  a report. 

After  due  deliberation,  your  Committee  begs 
leave  to  present  the  following  views : 

1.  benefits  From  this  plan 

The  i>atient  receives,  at  least  once  daily, 
proper  nursing  care.  The  mother  or  any  other 
member  of  the  family  in  attendance  receives  in- 
structions from  the  nurse,  which  are  presumably 
sufficient  to  insure  adequate  care  between  the 
nurse’s  visits. 

The  Association  derives  marked  benefits  from 
this  plan  through  increased  prestige,  greater 
service  and,  therefore,  the  possibility  of  a 
stronger  appeal  for  financial  support. 

2.  THE  EVILS  OF  THIS  PLAN 

The  patient:  There  is  no  doubt  that  a child 
suflfering  from  a contagious  disease  is  infinitely 
better  off  in  a modern  hospital,  where  the  best 
nursing  care  is  provided  day  and  night,  and 
■complications  may  be  avoided  by  strict  super- 
vision. There  is  not  a physician  who  would  not 
prefer  to  treat  contagious  diseases  in  the  hos- 
pital. By  rendering  the  service  of  daily  visits, 
hospitalization  is  discouraged  and  the  efforts  of 
the  attending  physician  to  have  the  patient  re- 
moved to  the  hospital  are  thwarted  by  the  visit- 
ing nurse. 

The  family:  While  the  mother  does  receive 
some  instruction  on  the  care  of  the  sick,  her  in- 
telligence and  mental  background  are  not  such 
as  to  make  her  appreciate  the  finer  points  of 
technique.  To  her,  the  various  precautions  in- 
sisted upon  by  the  nurse  are  just  part  of  a ritual, 
performed  more  or  less  superficially,  and  she  is 
apt  to  be  lax  in  her  association  with  the  other 
members  of  the  family  or  the  neighbors. 

The  community:  It  has  not  been  shown  that  a 
visiting  nurse  may  not  become  a carrier  of  in- 
fection. In  the  first  place,  nurses,  even  with 
the  same  training,  differ  markedly  in  the  appli- 


cation of  the  principles  of  asepsis ; some  are 
naturally  more  careful  than  others,  and  no  de- 
gree of  training  or  siq^ervision  will  overcome 
entirely  a temj>eramental  defect.  In  the  second 
place,  our  knowledge  of  the  causative  agents  of 
the  communicable  diseases,  with  the  exception  of 
diphtheria,  is  so  incomplete  that  we  are  in  no 
position  to  lay  down  any  rules,  the  observance 
of  which  would  render  contact  safe.  That  in 
many  cases  contacts  escape  infection  is  a well 
established  fact ; but  it  proves  no  more  than  the 
famous  experiment  of  Pettenkofer  who,  to  dis- 
prove Koch’s  theory,  ate  a sandwich  of  a pure 
culture  of  cholera  spirilla,  and  escaped  infection. 
Not  all  persons  exposed  to  contact  develop  the 
disease.  On  the  other  hand,  the  rapidity  with 
which  gonorrheal  vulvovaginitis  spreads  through 
a children’s  ward  indicates  tliat  there  is  some- 
thing about  the  transmission  of  the  even  well- 
known  infections  that  is  still  beyond  our  ken. 
We  all  appreciate  the  grave  danger  lurking  in 
erysipelas.  The  obstetrician  has  learned  to 
dread  scarlet  fever  within  the  environs  of  a 
lying-in  woman.  The  surgeon  knows  from  bit- 
ter experience  of  tbe  frequent  occurrence  of 
what  we  may  well  call  occult  infection,  where 
the  source  cannot  be  traced.  How  can  we,  in 
tbe  face  of  these  indisputable  facts,  assert  that 
immersion  of  the  hands  in  lysol,  or  the  wearing 
of  a gown  previously  wrapped  in  a newspaper, 
renders  the  visiting  nurse  perfectly  safe? 

From  time  immemorial,  in  fact  as  far  back  as 
Moses,  the  principle  has  been  firmly  established 
that  quarantine  and  isolation  are  the  only  effi- 
cient methods  of  controlling  the  spread  of  com- 
municable diseases.  In  the  vast  majority  of 
homes  adequate  quarantine  is  impossible,  and 
therefore  every  enlightened  community  main- 
tains a hospital  for  contagious  diseases.  We  are 
fortunate  in  this  city  to  possess  such  an  insti- 
tution, and  our  endeavors  should  be  to  popular- 
ize the  idea  of  hospitalization  of  communicable 
diseases,  rather  than  to  encourage  the  people  to 
resort  to  makeshifts  in  the  home  care  of  these 
patients.  The  plan  of  the  Visiting  Nurses  As- 
sociation tends  to  do  just  that. 

Your  Committee,  therefore,  disapproves  of 
the  practice  of  home  care  of  contagious  diseases 
by  tbe  visiting  nurses,  particularly  since  they  are 
not  especially  trained  for  this  work,  and  no  pro- 
vision is  made  to  have  one  or  more  of  the  nurses 
devote  her  time  exclusively  to  this  special  branch 
of  nursing. 

Your  Committee  recommends  that  the  City 
Board  of  Health  be  urged  to  employ  a nurse 
especially  trained  in  contagious  diseases,  to  visit 
the  homes  of  the  patients  and  urge  hospitaliza- 
tion wherever  proper  quarantine  and  isolation 
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are  not  feasible.  Your  Committee  is  of  the 
opinion  that  unless  this  is  done,  the  good  that  is 
being  accomplished  by  our  present  system  of 
quarantine  of  communicable  diseases  is  nullified 
in  a great  many  cases. 


EDITORIAL 


AN  EVER-PRESENT  PROBLEM 

With  the  coming  of  January  and  its  usual  in- 
ventory and  stock  taking  season,  the  profession 
is  generally  in  the  habit  of  taking  stock,  too,  of 
its  assets  of  a materialistic  nature.  In  other 
words,  as  in  the  world  of  business,  we  too  must 
take  cognizance  of  the  fact  that  certain  bills  are 
receivable,  have  been  receivable  for  some  time, 
and  are  likely  to  remain  so,  unless  harsher  meth- 
ods are  used  than  is  usual  with  the  average  phy- 
sician. We  have  been  reminded  of  this  fact  by 
many  of  our  colleagues,  but  the  sad  part  is,  we 
needed  no  reminder  at  all. 

What  to  do  with  the  financially  delinquent  pa- 
tient is  an  ever-present  problem,  one  which  all 
physicians  must  face  at  some  time,  and  most  of 
us  most  of  the  time.  Our  profession  is,  we  fear, 
much  too  mealy-mouthed  when  it  comes  to  de- 
manding our  earnings.  Generations  of  profes- 
sional ancestors  have  considered  it  unbecoming 
in  a physician  to  demand  his  pay,  and  indeed 
many  of  them  have  been  derelict  themselves  in 
not  sending  out  bills  as  they  become  due  and 
payable.  And  yet  our  code  of  ethics  says  that 
we  must  teach  the  patient  his  financial  respon- 
sibility to  his  physician,  and  point  out  to  him 
that  modern  scientific  treatment  requires  also 
modern  business  methods.  But  while  the  pro- 
fession is  partly  to  blame,  the  bald  fact  remains 
that  there  are  too  many  accounts  on  every  doc- 
tor’s books  that  should  be  paid,  could  be  paid, 
and  must  be  forced  to  be  paid,  if  such  can  be 
done  at  all.  It  is  at  this  point  of  ways  and 
means  that  the  divergence  of  opinion  enters. 

What  is  the  best  way  to  induce  or  force  the 
“slow  pay”  or  “deadbeat”  patient  to  pay?  Some 
men  prefer  the  form  letter  system,  either  of 
their  own  composition  or  the  bought  ones,  and 
stop  at  two  or  three  such  letters ; but  we  believe 
the  net  results  of  such  temporizing  have  not 
been  very  productive.  If  one  of  the  bought  sys- 
tems be  used,  the  fourth  to  sixth  letters  are  sent 
out  by  the  company  selling  that  particular  serv- 
ice, and  usually  wind  up  with  a threat  of  legal 
action,  but  it  seems  that  the  average  patient  has 
no  nxore  regard  for  nor  fear  of  the  usual  threat- 
ening letter  than  he  has  for  the  physician,  so 
this  system  costs,  in  some  instances,  more  than 
it  brings  in.  A corrollary  to  the  above  system 


is  the  one  that  sends  the  patient  a statement  that 
his  account  is  still  unpaid,  and  that  if  not  paid 
on  or  before  a certain  date  the  physician  will 
advertise  the  account  for  sale,  since  every  one 
has  the  right  to  sell  such  assets  as  he  wishes  to 
jmrt  with.  Along  with  this  letter  goes  a copy 
of  a previous  listing,  so  as  to  show  the  debtor 
how  the  trick  is  worked,  and  he  is  given  to  infer 
that  many  of  his  neighborhood  friends  will  be 
sent  the  list  on  which  his  account  appears,  and 
this  is  actually  done  if  payment  is  not  forth- 
coming by  the  appointed  time,  the  names  and 
addresses  of  the  debtor’s  neighbors  being  gotten 
from  the  city  directory  and  telephone  listings. 
Now  it  is  most  unpleasant  for  Mrs.  Smith  to 
know  that  her  next  door  friend  knows  that  she 
owes  her  doctor  $25,  and  so  this  system  works,, 
sometimes,  but  at  best  it  is  a rather  polite  though 
strictly  legal  form  of  blackmail. 

Another  group  of  physicians  believe  the  best 
way  is  to  select  some  competent  collector,  gen- 
erally an  old  man  and  unbonded,  and  have  him 
dog  the  life  out  of  the  patient  till  he  pays  to  be 
let  alone.  This  may  work  on  some  people,  but 
some  deadbeats  are  so  hardboiled  that  they  do 
not  react  to  such  a stimulus  even  when  the  col- 
lector wears  a flaming  red  uniform  with  “Bad 
Bill  Collector”  lettered  on  his  back  and  cap. 
Besides,  it  is  often  a most  trying  job  for  the 
physician  to  get  the  money  from  the  collector, 
even  if  this  latter  gets  it.  Another  type  of  col- 
lector is  the  company  or  association,  but  there 
is  much  danger  of  an  incorrect  accounting  from 
them  unless  they  happen  to  be  located  in  the 
same  city  as  the  physician.  One  should  not  in- 
trust accounts  to  any  company  whose  collectors 
are  not  bonded.  The  results  from  either  of  these 
types  of  local  collectors  are  not  any  too  good, 
but  have  so  far  proved  probably  the  best  yet 
for  the  average  claim,  and  such  a form  of  col- 
lection is  certainly  the  most  used  one.  The  large 
collection  company  is  in  a favored  position  in 
one  important  item,  especially  if  they  are  large 
enough  to  have  branch  offices  in  several  cities, 
namely : a debtor  can  often  be  traced  to  another 
city  by  checking  up  with  all  their  branches,  when 
he  is  totally  lost  from  view  by  any  other  method, 
as  the  postal  regulations  seem  especially  designed 
to  protect  those  who  for  any  reason  suddenly 
change  their  addresses.  Even  so,  an  occasional 
item  is  recovered  by  the  mere  discovery  of  the 
new  address,  perhaps  a thousand  miles  away. 
The  ideal  collection  agency  may  yet  apj>ear,  and 
it  seems  to  us  that,  when  it  comes,  it  must  be  on 
a truly  national  scope. 

A third  group  prefers  some  legal  procedure 
from  the  very  outset.  Often  a letter  from  a 
good  attorney  will  bring  home  the  bacon,  but 
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oftener  it  does  not.  This  group  then  prefers  to 
place  the  claim  in  the  hands  of  a magistrate,  who 
usually  first  tries  out  some  form  letters  of  his 
own,  and  failing  here,  advises  that  judgment  be 
taken.  This  is  an  expensive  method  for  the 
doctor,  and  in  our  observation,  has  been  almost 
futile  unless  the  judgment  has  been  recorded  in 
the  upper  court,  when  it  must  be  paid  before 
property  can  be  transferred ; or  alse  execution 
must  be  made  on  the  original  judgment,  likewise 
an  expensive  way,  and  not  always  effective. 
These  methods,  or  the  sending  of  a constable  as 
a mere  collector,  would  be  highly  effective  if  the 
great  bulk  of  doctors  would  use  them,  but  there 
are  too  many  doctors  who  are  afraid  to  push 
their  legitimate  claims  before  even  the  lowest 
court ; they  would  rather  lose  the  bill  than 
“monkey”  with  legal  service,  especially  when 
the  doctor  around  the  corner  frowns  on  such 
methods.  Besides,  there  is  a widespread  feeling' 
among  the  public  that  the  doctor  who  sues  for 
any  bill  under  $i,ooo  must  be  hard  up,  and  if 
the  debtor  does  pay,  he  gets  his  revenge  by 
broadcasting  some  such  insinuation. 

So,  having  exhausted  the  usual  methods,  and 
finding  them  wanting  in  several  particulars,  we 
come  to  one  not  so  usual,  but  which  gives 
promise  of  yielding  better  results  than  any  here- 
tofore employed,  at  least  theoretically.  Briefly 
it  is  this : Let  the  county  medical  society  main- 
tain a black  list  of  delinquents,  and  also  maintain 
its  own  collection  agency.  A black  list  has  been 
decreed  legal  by  the  U.  S.  Supreme  Court,  if  the 
list  is  sent  only  to  bona  fide  members  of  an  or- 
ganization, and  in  a sealed  container.  Thus, 
each  physician  reports  monthly  or  quarterly  such 
names,  addresses,  dates,  and  amounts  as  he 
wishes,  to  his  society ; all  such  reports  are  tabu- 
lated, printed,  and  sent  to  each  member,  and 
from  time  to  time  the  society  notifies  the  public 
through  advertisements  in  the  local  press  that 
such  a list  is  in  existence.  This  alone  will  make 
many  pay  who  otherwise  would  not  pay.  Then 
when  these  claims  are  reported  it  is  the  duty  of 
the  society  to  try  to  collect  the  same,  either  by 
maintaining  its  own  collection  agency,  or  under 
contract  with  some  responsible  agency.  If  the 
society  be  small  the  latter  would  probably  be  the 
better  way,  and  if  it  be  a large  one  it  would  be 
better  to  maintain  their  own  collection  branch, 
as  is  done  in  several  county  and  city  societies. 
Under  such  a scheme,  a physician  would  have 
some  protection  when  taking  calls  from  people 
he  never  heard  of  before,  and  if  the  call  comes 
from  one  on  the  list  he  can  demand  his  fee  in 
advance  or  refuse  the  call.  On  the  other  hand, 
•the  public  would  gradually  be  educated  to  the 


point  where  they  expect  to  pay  their  doctor,  and 
will  do  so  gladly  instead  of  grudgingly ; where 
they  will  do  so  early  and  voluntarily  instead  of 
late  (or  not  at  all)  and  by  compulsion.  Nobody 
knocks  the  doctor  harder  than  the  man  who 
owes  him  money,  and  to  get  his  bill  paid  promply 
and  cheerfully  is  to  render  the  doctor  a double 
service. 

The  only  weak  point  in  the  above  system  is 
the  physician  himself ; some  one  will  be  loth  to 
report  names  for  fear  he  will  never  be  called 
again  by  that  patient.  It  seems  passing  strange 
but  undeniably  true  that  some  physicians  would 
rather  let  a bill  pile  up  bigger  and  bigger,  know- 
ing that  it  will  never  be  paid,  than  to  try  to  col- 
lect when  it  is  smaller,  at  the  risk  of  angering 
the  patient.  This  is  poor  reasoning,  but  not  all 
physicians  are  good  logicians.  The  other  angle 
of  this  weak  point  is  that  some  physician,  most 
likely  the  youngster  who  really  needs  the  money, 
will  answer  any  call,  day  or  night,  even  when  he 
knows  the  patient  is  a deadbeat.  The  only  way 
to  handle  such  a grabber  is  to  let  him  feel  the 
collective  disapproval  of  his  colleagues.  Every 
man  craves  the  respect  and  good  opinion  of  his 
associates,  and  it  should  not  be  long  before  Dr. 
Grabber  realizes  that  he  is  “in  dutch”  with  the 
men  he  must  look  to  for  professional  associa- 
tions. Of  course  the  mere  chronic,  hardboiled 
chaser  of  lucre  is  acid-proof  and  no  system 
would  hold  him  in  line,  but  fortunately  there 
are  few  such  creatures  anywhere. 

It  is  quite  remarkable  that  some  people  at 
times  must  be  forced  to  pay  their  physician,  but 
we  all  have  had  some  experiences  with  that  type, 
and  any  solution  that  makes  it  easier  for  the  pa- 
tient to  pay  and  for  the  doctor  to  collect  is  worth 
trying  out.  In  our  own  community  the  num- 
ber of  complaints  that  have  come  to  our 
hearing  within  the  last  six  months  is  en- 
tirely too  numerous,  and  we  frankly  think 
something  should  be  done  about  it.  The  situa- 
tion in  Wilmington  is  complicated  by  the  rela- 
tively large  number  of  homeopaths,  but  if  the 
matter  be  judiciously  handled  we  firmly  believe 
that  their  society  would  approve  of  and  dupli- 
cate the  action  of  the  regular  society.  Indeed 
some  of  the  loudest  complaints  have  come  from 
some  of  that  constituency.  At  any  rate,  at  a 
time  when  the  public  looks  with  too  little  favor 
on  the  medical  profession  and  with  too  much 
gusto  on  the  cults,  it  behooves  us  to  bring  them 
sharply  to  book,  at  least  financially.  As  to 
methods,  try  the  one  we  suggest — the  least  it 
will  do  will  be  to  bring  the  medical  society  closer 
to  the  profession  than  it  has  even  been,  of  itself 
a most  worthy  aim.  W.  E.  B. 
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general  microbiology.  By  Jean  Broadhurst,  Ph.D.,  As- 
sociate Professor  of  Biology,  Teachers  College, 
Columbia  University.  147  illustrations.  Philadelphia 
and  London : J.  B.  Lippincott  Company.  Price,  $3.00. 

Practical  Lectures.  Delivered  under  the  auspices 
of  the  Medical  Society  of  the  County  of  Kings,  Brook- 
lyn, New  York.  1923-1924  series.  132  illustrations  and 
3 color  plates.  New  York:  Paul  B.  Hoeber,  Inc., 
1925.  Price,  $5.50  net. 

Manual  for  Diabetics.  By  Gladys  L.  Boyd,  M.D., 
and  Marion  D.  Stalsmith.  Introduction  by  F.  G. 
Banting,  M.D.  i2mo,  cloth,  loi  pages.  New  York 
and  London : Funk  and  Wagnalls  Company,  1925. 

Price,  $1.50  net. 


BOOK  REVIEWS 

SEVENTY-FIFTH  ANNIVERSARY  OF  THE 
PHILADELPHIA  COUNTY  MEDICAL  SO- 
CIETY. James  M.  Anders,  M,.D.,  Editor,  pp.  128. 
This  souvenir  volume  of  the  Seventy-Fifth  Anni- 
versary of  the  Philadelphia  County  Medical  Society 


is  composed  of  addresses  which  were  delivered  on  that 
occasion,  with  the  classic  address  by  J.  Chalrners 
DaCosta,  M.D.,  delivered  in  1900,  when  the  Society 
held  its  semi-centennial  celebration,  included.  The 
speakers  were  Dr.  F.  Hurst  Maier,  the  President  of 
the  Society,  Dr.  Wilmer  Krusen,  Director  of  Public 
Health,  Philadelphia,  Dr.  J.  Solis  Cohen,  Dr.  James 
M.  Anders,  Dr.  J.  Parsons  Scliaeffer  and  President 
Warfield,  Wilson  College. 

Dr.  Anders  narrates  the  history  of  the  Philadelphia 
County  Medical  Society,  which  bore  a creditable  part 
in  the  remarkable  advances  in  the  science  and  art  of 
medicine  during  the  last  three-quarters  of  a century, 
but  especial  emphasis  is  placed  upon  the  Society’s 
extraordinary  activities  in  promoting  questions  of  public 
interest  and  more  particularly  as  these  affect  the  health 
of  the  community.  It  is  interesting  to  note  that  the 
founders,  many  of  whom  were  men  of  the  highest 
standing  in  the  medical  profession  of  America,  were 
keenly  alive  to  the  importance  of  the  public  relation- 
ships of  the  organization.  On  April  17,  1849,  just 
three  months  after  its  birth  the  Society  urged  the 
legislature  of  Pennsylvania  to  grant  to  each  county  in 
the  state  provision  for  the  general  practice  of  vaccina- 
tion against  smallpox.  A high  ethical  tone  character- 
ized the  Society  in  its  earlier  years. 

The  information  contained  in  this  souvenir  volume 
is  quite  worthy  of  permanent  preservation  and  should 
serve  to  enlighten  the  general  public  as  to  the  real 
concern  of  the  organized  medical  profession  for  its 
health  and  welfare. 

EAT  YOUR  WAY  TO  HEALTH.  A Scientific 
System  of  Weight  Control.  By  Robert  Hugh  Rose, 
A.B.,  M.D.,  Instructor,  Postgraduate  Medical  School, 
New  York.  Funk  & Wagnalls  Co.,  New  York  and 
London,  1924.  Cloth,  230  pages.  Price  $2.00. 

After  extensive  dietary  experiments  upon  himself, 
Dr.  Rose  became  interested  in  the  subject  of  weight 
control,  which  he  has  for  some  time  been  successfully 
applying  to  patients  under  his  care.  This  volume  ex- 
plains his  methods  in  a way  that  may  be  readily  under- 
stood by  the  intelligent  layman,  including  many  menus 
for  weight  reduction,  weight  increase,  and  maintenance 
of  weight.  We  can  recommend  it  as  a book  to  place 
in  the  hands  of  patients,  and  believe  it  would  also  be 
of  use  to  the  physician  who  treats  such  cases,  as  Dr. 
Rose  has  carefully  worked  out  dietary  details  which 
may  readily  be  adapted  to  meet  the  needs  of  most 
cases,  otherwise  normal,  but  needing  weight  control. 

MIND  AND  MEDICINE.  By  Thomas  W.  Salmon, 
Professor  of  Psychiatry  in  Columbia  University. 
Columbia  University  Press,  New  York. 

This  is  an  address  given  at  the  opening  session  of 
the  College  of  Physicians  and  Surgeons,  Columbia 
University,  September,  1923.  The  author  calls  atten- 
tion to  the  attitude  of  medicine  toward  insanity,  the 
psychoneuroses,  and  other  mental  problems,  with  some 
new  tendencies  which  will  bring  about  a new  attitude 
toward  mind  and  medicine.  He  states  that  if  these 
tendencies  become  a practical  guide,  we  will  witness' 
many  changes  in  medical  education,  medical  practicei 
and  medical  research.  These  changes  will  reflect  them- 
selves as  a great  advance  wherein  the  mysteries  of 
brain  and  mind  and  their  relation  to  each  other  will 
be  revealed.  J.  A.  J. 

MANUAL  OF  THE  DISEASES.  OF  THE  EYE. 
For  Students  and  General  Practitioners,  by  Charles 
H.  May,  M.D.,  Director  and  Visiting  Surgeon,  Eye 
Service,  Bellevue  Hospital,  New  York,  nth  Edition. 
New  York:  Wm.  Wood  & Co.,  1924. 

The  continued  favor  with  which  this  splendid  manual 
is  received  is  evidenced  by  the  new  nth  edition  which 
follows  a reprinting  one  year  ago  of  the  tenth  edition 
published  two  years  ago.  In  the  endeavor  continually 
to  improve  this  work  two  chapters  have  been  rewritten, 
numerous  additions  and  deletions  have  been  made 
throughout  the  text,  and  a new  colored  plate  added. 
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The  size  of  the  volume  remains  about  the  same,  which 
keeps  it  compact  and  convenient.  A new  translation, 
the  eighth,  in  Chinese  was  published  last  year.  The 
publishers  are  to  be  congratulated  on  the  excellent 
appearance  of  this  new  edition.  G.  H.  C. 

DISEASES  OF  THE  CHEST  AND  THE  PRINCI- 
PLES OF  PHYSICAL  DIAGNOSIS.  By  George 

William  Norris,  A.B.,  M.D.,  and  Henry  R.  M. 

Landis,  A.B.,  M.D.  With  a chapter  on  the  Elec- 
trocardiograph in  Heart  Disease  by  Edward  B. 

Krumbhaar,  Ph.D.,  M.D.  Third  edition,  revised. 

Philadelphia  and  London : W.  B.  Saunders  Company, 

1924.  Cloth,  $9.50  net. 

In  physical  examination  lies  the  path  by  which  is 
discovered  the  pathological  condition  of  the  individu- 
al. In  this  edition  can  be  found  a most  complete  and 
thorough  description  of  the  best  method  of  physical 
diagnosis  in  diseases  of  the  chest.  Part  I deals  with 
the  examination  of  the  lungs ; part  II,  the  examina- 
tion of  the  circulatory  system;  part  HI,  with  diseases 
of  the  bronchi,  lungs,  pleura,  and  diaphragm ; and 
part  IV,  with  diseases  of  the  pericaridum,'  heart,  and 
aorta.  This  edition  contains  907  pages  with  433  illu- 
strations. As  the  authors  state,  “In  writing  this  book 
we  have  learnt  much  and  it  is  hoped  the  reading  of 
it  will  continue  to  be  profitable  to  others.”  This  book 
should  find  a place  in  the  library  of  every  practitioner 
who  expects  to  keep  up  to  date  on  physical  examina- 
tion. 

PEDIATRICS  FOR  NURSES.  By  John  C.  Baldwin. 
M.D.,  Lecturer  in  Pediatrics,  Johns  Hopkins  Hos- 
pital School  for  Nurses ; Pediatrician  in  Charge, 
Florence  Crittenden  Mission  Nursery;  Pediatrician, 
Babies’  Milk  Fund  Association.  D.  Appleton  and 
Company,  New  York  and  London,  1924.  Pages  i 
to  261,  inclusive. 

The  author  gives  in  simple  language  that  can  be 
readily  appreciated  by  every  one  the  salient  points  that 
have  to  do  with  the  duties  of  the  nurse  who  is  going 
to  be  in  active  personal  contact  with  the  sick.  Very 
properly  there  is  little  reference  to  drugs,  although 
criticism  of  the  use  of  trade  names  instead  of  official 
U.  S.  P.  names  can  be  made. 

The  illustrations  are  practical,  but  the  use  of  masks 
by  nurses  when  handling  patients,  such  as  in  Figures 
I,  8 and  9,  is  overdrawn,  and  suggests  a too  meticulous 
attention  to  hygiene  and  sanitation  that  oversteps  the 
mark.  A.  C.  M. 

GOITER:  NONSURGICAL  TYPES  AND  TREAT- 
MENT. By  Israel  Bram,  M.D.,  Instructor  in  Clin- 
ical Medicine,  Jefferson  Medical  College,  Philadel- 
phia, Pa.  New  York : The  Macmillan  Company, 
1924.  Pp.  479.  Price  $6.50. 

Dr.  Bram  maintains  in  this  monograph  that  “(i) 
goiter  is  preventable;  (2)  all  early  goiters  are  curable; 
(3)  thyroidectomy  is  a failure  in  a large  percentage 
of  cases  operated  upon;  and  (4)  a large  percentage 
of  goiters  surgically  treated  are  perfectly  amenable 
to  nonoperative  procedures.” 

He  covers  the  anatomy  and  physiology  of  the  thy- 
roid, diagnosis  and  classification  of  goiter,  pathology 
of  nonsurgical  goiter,  and  the  medical  treatment  of 
the  various  types  that  in  his  experience  should  not 
be  subjected  to  surgical  procedures.  While  surgeons 
may  not  agree  with  Dr.  Bram  in  all  his  arguments, 
he  has  nevertheless  presented  a very  clear  elucidation 
of  his  point  of  view. 

ABT’S  PEDIATRICS.  Volume  IV.  By  Various  au- 
thors. Published  by  W.  B.  Saunders  Co.,  Philadel- 
phia and  London. 

This  volume  consists  of  1,270  pages  and  contains 
articles  on  pleura,  lungs,  thorax,  circulation,  heart, 
blood-vessels,  the  blood,  endocrine  organs,  spleen, 
lymph-nodes,  kidney,  bladder,  urine,  male  and  female 
genitals.  This  volume  compares  very  favorably  with 
the  three  excellent  ones  that  preceded  it. 


The  article  on  the  thymus  by  Dr.  Alfred  Fried- 
lander  of  Cincinnati,  Ohio,  is  of  considerable  interest. 
Friedlander  believes  that  it  is  at  present  impossible  to 
decide  positively  whether  the  thymus  is  a ductless 
gland,  whether  it  is  essential  to  growth  and  develop- 
ment, and  what  is  its  weight  at  different  ages.  In 
enlargement,  he  advises  daily  treatment  for  two  or 
three  days  if  the  symptoms  are  very  urgent. 

Other  noteworthy  articles  are  by  Dr.  Evarts  A. 
Graham  of  St.  Louis,  Mo.,  on  Surgery  of  the  Thorax; 
by  Dr.  Max  Seham  of  Minneapolis,  Minn.,  on  Elec- 
tiocardiography  in  Children;  by  Dr.  Lester  J.  Unger 
of  New  York  City,  who  strongly  recommends  the  use 
of  unmodified  blood  for  diseases  in  which  transfusion 
is  indicated  for  itself,  as  in  the  various  anemias,  etc.; 
by  Dr.  Louis  E.  Schmidt  of  Chicago,  who  in  writing 
on  Cystoscopy  and  Catheterization,  believes  it  is  safe 
to  use  the  cystoscope  for  the  female  in  the  first  weeks 
of  life  and  for  the  male  in  the  first  years  of  life.  As 
a rule  he  gives  children  an  anesthetic. 

One  cannot  lay  aside  this  fourth  volume  without 
feeling  that  it  contains  much  for  the  general  practi- 
tioner as  well  as  the  most  recent  knowledge  for  the 
pediatrician.  E.  E.  G. 

ANESTHESIA.  By  James  Tayloe  Gwathmey,  M.D., 
first  President  of  American  Association  of  Anes- 
thetists; Anesthetist  to  the  New  York  Skin  and 
Cancer,  Columbia,  and  Peoples  Hospitals ; Fellow 
American  Medical  Association  and  the  New  York 
Academy  of  Medicine.  With  collaborators  on  special 
subjects.  Second  revised  edition,  illustrated.  Cloth, 
799  pages.  New  York  and  London:  The  Macmillan 
Company,  1924. 

In  the  preface  to  the  first  edition,  the  author  states 
that  the  main  purposes  of  this  books  are:  “(i)  To 
give  in  a practical  and  utilizable  form  the  essentials 
of  the  subject  of  the  administration  of  anesthetics; 
(2)  To  save  the  busy  medical  practitioner  or  student 
the  labor  of  weeding  out  from  the  voluminous  litera- 
ture upon  the  subject  the  facts  which  he  must  constantly 
bear  in  mind  in  the  successful  practice  of  this  im- 
portant branch  of  medicine;  (3)  To  emphasize,  wher- 
ever possible,  the  thought  that  ‘to  bring  a living  being 
to  that  borderland  in  which  life  in  many  respects  so 
simulates  death  should  at  no  time  be  a fool’s  occupa- 
tion’ ; and  (4)  While  primarily  intended  as  a work 
for  the  active  practitioner  and  student,  to  suggest 
many  lines  for  further  research.” 

These  purposes,  so  admirably  carried  out  in  the  first 
edition,  are  strengthened  by  the  addition  of  new  matter 
to  bring  the  subject  up  to  date.  Particularly  interest- 
ing is  the  treatment  of  warmed  ether  vapor,  oxygen, 
rebreathing,  and  oil-ether  colonic  anesthesia.  The  in- 
creasing popularity  of  spinal  and  intravenous  anesthesia, 
and  of  local  and  paravertebral  anesthesia  render  Gwath- 
mey’s  discussion  of  these  methods  of  especial  value. 

The  subject  of  anesthesia  is  handled  as  only  an 
expert  in  this  line  could  handle  it,  and  we  take  pleasure 
in  recommending  the  book  to  all  who  are  interested 
in  anesthetics. 

CLINICAL  EXAMINATION  OF  SURGICAL 
CASES.  By  J.  Renfrew  White,  M.S.,  F.R.C.S., 
tutor  in  surgery,  Otago  Medical  School,  New  Zea- 
land, Pp.  134.  Cloth.  Price,  $2.50.  New  York: 
Macmillan  Company,  1924. 

This  is  a small  manual  aimed  to  assist  teachers  of 
surgery  in  training  students  to  make  a correct  diag- 
nosis by  a process  of  regional  examinations  and  elimina- 
tion, and  to  assist  house  surgeons  in  the  taking  of 
better  histories.  It  is  in  tabloid  style,  and  the  head- 
ings are  for  the  most  part  regional,  though  some  few  are 
pathological.  Combined,  they  suggest  a most  thorough 
history  and  examination,  and  for  such  use  the  book 
should  reach  a large  number  of  readers.  Special  meth- 
ods of  examination  are  included,  together  with  all  the 
routine  methods.  There  is  a blank  page  inserted  be- 
tween each  two  pages  of  text  for  notes.  In  its  class, 
the  book  has  much  to  recommend  it.  W.  E.  B. 
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ORIGINAL  ARTICLES 


SYMPOSIUM  ON  TYPHOID  FEVER 

THE  SYMPTOMATOLOGY,  CLINICAL 
COURSE  AND  COMPLICATIONS 
OF  TYPHOID  FEVER* 

THOMAS  B.  FUTCHER,  M.D. 

BALTIMORE,  MD. 

The  menace  from  typhoid  fever  in  this 
country  has  steadily  diminished  in  the  last  two 
and  a half  decades,  thanks  largely  to  improve- 
ment in  the  water  supply  of  our  urban  popula- 
tions and  to  vaccination  against  the  disease,  but 
it  has  not  been  entirely  lifted.  We  have  not 
yet  reached  the  desirable  situation  that  exists 
in  the  British  Isles  and  many  of  the  continental 
countries  of  Europe,  where  the  local  medical 
health  officer  regards  it  as  a stigma  on  his  repu- 
tation if  an  occasional  case  of  the  disease  or  a 
small  epidemic  breaks  out  in  his  district.  Here 
we  take  it  too  much  as  a matter  of  course  that 
cases  of  typhoid  should  occur  in  a community 
at  this  season  of  the  year,  and  unless  there  is  an 
actual  epidemic,  we  regard  a limited  number  of 
cases  as  “normal.” 

Typhoid  fever  is  a preventable  disease  and  can 
and  will  eventually  be  practically  stamped  out 
in  this  country.  Individual  cases  or  epidemics 
are  due  chiefly  to  some  preexisting  case  con- 
taminating our  water  supply  or  to  some  ambu- 
lant case  or  “carrier”  contaminating  our  food  or 
milk.  Many  of  our  small  epidemics  at  the  pres- 
ent time  are  due  to  individuals  who  are  per- 
mitted to  care  for  active  cases  or  who  are 
themselves  “carriers”  of  the  disease  as  a result 
of  having  previously  suffered  from  it,  and  who 
handle  the  food  and  milk  supplied  to  individual 
households  or  to  the  general  community.  This 
menace  will  be  gradually  lessened  when  those 
responsible  for  the  people’s  health  secure  legis- 
lation making  it  compulsory  that  every  member 
of  the  community  shall  be  vaccinated  and  cooks 
and  dairy  workers  shall  be  investigated  as  pos- 
sible “carriers.” 

The  influence  of  inoculation,  first  introduced 

* Read  before  the  Section  on  Medicine  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  8,  1924. 


by  Sir  Almroth  E.  Wright,  in  the  prevention  of 
typhoid  is  well  illustrated  by  the  fact  that  it 
has  entirely  disappeared  from  the  permanent 
force  of  the  United  States  Army.  It  is  further 
demonstrated  by  a comparison  of  the  typhoid 
statistics  of  the  Spanish-American  and  World 
Wars.  In  the  former,  with  a mean  strength 
of  107,973,  there  were  20,738  cases  and  1,580 
deaths.  The  total  battle  casualties  were  only 
243.  In  the  latter,  the  average  strength  in  the 
army  of  the  United  States  from  September  i, 
1917,  to  May  2,  1919,  was  1,130,052,  the  total 
number  of  typhoid  deaths  being  31.  In  the 
American  Expeditionary  Force  during  the  same 
period,  with  an  average  strength  of  991,344, 
there  were  102  deaths  from  typhoid. 

The  experience  of  Philadelphia  is  one  of  the 
best  illustrations  of  the  effect  of  good  sanitation 
and  of  providing  a city  with  pure  water  in  pre- 
venting the  annual  outbreaks  of  typhoid  in  an 
urban  community.  Formerly,  Philadelphia  ob- 
tained its  water  supply  from  the  Schuylkill  River 
and  vied  with  Baltimore  in  the  appalling  number 
of  typhoid  cases  each  year.  With  the  turning 
in  of  filtered  water  to  blocks  of  100,000  people, 
as  the  filtration  plant  was  installed.  Dr.  A.  C. 
Abbott  15  to  20  years  ago  showed  most  graph- 
ically the  striking  fall  in  the  typhoid  fever 
curve  in  these  sections  of  the  city  as  compared 
with  previous  conditions. 

We  have  to  face  the  happy  outcome,  from  a 
health  standpoint,  that  typhoid  fever  in  urban 
communities  where  our  medical  schools  are 
located,  is  now  of  rare  occurrence,  as  all  teach- 
ers of  medicine  well  know.  The  cases  are  now 
so  few  that  it  is  scarcely  possible  to  get  enough 
material  to  demonstrate  the  usual  manifestations 
of  the  disease  and  not  enough  to  illustrate  its 
numerous  complications.  On  October  4th, 
1924,  Dr.  Warfield  T.  Longcope,  Professor  of 
Medicine,  Johns  Hopkins  University,  in  giving 
his  first  clinical  lecture  of  the  college  term,  said 
“I  wish  to  present  to  you  a rare  disease.”  He 
demonstrated  two  cases  of  typhoid  fever,  the 
only  cases  in  the  Johns  Hopkins  Hospital  at  the 
present  time.  Contrast  this  with  our  experience 
when  I became  connected  with  the  hospital  staff 
in  1894,  and  for  ten  years  afterwards.  Then,  at 
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this  season  of  the  year,  our  general  wards  were 
practically  filled  with  typhoid  cases,  almost  to  the 
exclusion  of  all  others. 

What  does  this  mean  ? It  signifies  that  typhoid 
has  practically  ceased  as  a disease  in  urban  com- 
munities, and  it  is  well  known  that  nearly  all  of 
our  hospital  typhoid  cases  come  from  the  sur- 
rounding country,  or  have  contracted  the  dis- 
ease while  travelling  or  spending  their  vacations 
in  the  country.  It  means,  further,  that  the 
student  who  graduates  to-day  does  not  get  the 
proundins:  in  the  clinical  manifestations  and  the 
treatment  of  the  disease  that  was  acquired  by 
the  graduate  of  two  decades  ago.  Typhoid  fever 
has  become  essentially  a disease  of  rural  com- 
munities, and  it  is  in  these  communities  that  the 
last  stand  against  the  disease  will  have  to  be 
made.  We  have  to  face  the  fact  that  a genera- 
tion of  doctors  is  now  going  out  into  practice, 
who,  from  lack  of  teaching  material,  are  not  so 
well  trained  in  its  recognition  and  treatment  as 
those  who  were  graduated  twenty  years  ago. 

It  seems  to  the  writer  that  the  officers  of  the 
Medical  Section  of  your  State  Society  have  acted 
wisely  in  selecting  typhoid  fever  as  a topic  for 
discussion  at  this  meeting.  Having  become,  even 
in  rural  communities,  much  less  common  than 
formerly,  it  is  well  that  typhoid  should  be  again 
brought  to  the  attention  of  the  profession.  In 
any  obscure  case  with  continued  fever,  particu- 
larly at  this  season  of  the  year,  eternal  vigilance 
is  necessary.  Typhoid  fever  should  always  be 
suspected  and  the  laboratory  riiethods  of  diag- 
nosis now  at  our  disposal — blood  cultures  and  the 
Widal  agglutination  test — should  be  utilized  as 
early  as  possible.  Otherwise,  an  unrecognized 
case  may  lead  to  a house  epidemic  in  an  unpro- 
tected family  or  even  to  a more  extensive  epi- 
demic in  the  community. 

Mode  of  Infection:  Typhoid  fever  is  essen- 
tially a water-borne  disease.  It  is  due  in  most 
great  epidemics  to  contamination  of  the  water 
supply  by  the  excreta  bearing  the  bacillus  ty- 
phosus, first  isolated  by  Eberth  in  1880. 

Milk  constitutes  the  medium  of  infection  in 
many  small  epidemics.  It  may  become  infected 
by  contact  contamination,  through  washing  the 
cans  or  bottles,  or  diluting  the  milk  with  con- 
taminated water.  When  due  to  direct  contact 
the  milk  may  become  infected  by  a chronic  car- 
rier. Usually  the  gall-bladder  is  the  seat  of  in- 
fection in  most  of  these  cases..,  In  others  the 
infection  may  be  in  the  bladder  or  pelvis  of  the 
kidney.  H.  H.  Young  found  the  urine  infected 
with  typhoid  bacilli  eleven  years  after  the  origi- 
nal attack.  The  milk  may  be  infected  by  a case 
of  ambulatory, typhoid,  or  the  bacilli  may  reach 


March,  1925 

his  hands  from  direct  handling  of  a typhoid 
patient. 

Carriers  as  food  handlers  are  always  a menace. 
It  is  only  necessary  to  refer  briefly  to  “Typhoid 
Mary,”  a cook  from  New  York,  reported  by 
Soper.  She  had  been  employed  in  seven  families 
during  a period  of  years  (often  under  an  as- 
sumed name)  and  in  each,  shortly  after  her 
entrance,  typhoid  fever  developed.  In  all, 
twenty-eight  cases  were  directly  traceable  to  her. 

Direct  contact  is  the  cause  in  many  house 
epidemics.  Flies  play  an  important  role  occa- 
sionally. In  the  Spanish-American  War  they 
were  believed  to  have  been  the  most  important 
agents  in  spreading  the  disease. 

Oysters,  when  brought  to  the  mouths  of 
fresh  water  streams  to  permit  them  to  fatten, 
have  been  known  to  spread  the  disease  when 
those  streams  have  been  infected. 

Ice,  ice  cream,  butter  and  cbeese,  and  green 
vegetables  have  been  shown  to  be  sources  of 
infection.  Although  the  typhoid  bacillus  is  be- 
lieved to  lose  its  viability  in  a few  hours  when 
adherent  to  dust  particles,  especially  if  exposed 
to  the  sun  and  without  moisture,  dust  may  carry 
the  infection  when  it  contaminates  food,  and  it 
was  believed  to  have  played  a considerable  factor 
in  the  epidemic  during  the  Boer  and  Spanish- 
American  Wars. 

It  must  at  once  be  recognized  that  in  dealing 
with  the  symptomatology,  clinical  course  and 
complications  of  typhoid  fever,  time  will  permit 
only  a brief  report  of  the  essential  points,  and 
necessarily  there  must  be  many  omissions. 

Incubation  Period:  After  infection  occurs, 
the  period  of  incubation  before  the  first  symp- 
toms occur  is  extremely  variable.  The  Commis- 
sion for  the  Spanish-American  War  gave  the  av- 
erage incubation  period  in  780  cases  as  ten  and 
a half  days,  the  shortest  being  six  days.  In  a case 
reported.,  by  Duflocq  and  Voisin,  in  which  a girl 
swallowed  a culture  of  typhoid  bacilli  jvith  sui- 
cidal intent,  headache  developed  on  the  third  day. 
On  the  fourth  day  there  was  fever  and  on  the 
eighth  day  epistaxis  and  rose  $pots. 

Typhoid  Fever  Primarily  a Typhoid  Septi- 
cemia: Before  dealing  with  the  usually  accepted 
stages  of  the  disease,  it  should  be  emphasized 
here  that  typhoid  fever  is  primarily  a typhoid 
septicemia.  Although  infection  probably  takes 
place  in  the  majority  of  cases  through  the  ali- 
mentary tract,  it  is  well  known  that  in  the  first 
week  the  typhoid  bacillus  can  rarely  be  isolated 
from  the  stools,  whereas,  with  proper  cultural 
methods,  the  organism  has  been  obtained  from 
tbe  circulating  blood  in  at  least  75-%  of  the 
cases,  and  probably  can  be  isolated  in  all  cases 
if  frequent  blood  cultures  are  made.  It  must 
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be  emphasized  here  that  the  blood  culture  method 
is  by  far  the  earliest  means  of  arriving  at  a 
diagnosis  of  typhoid  fever.  The  typhoid  agglu- 
tinins are  often  slow  in  their  development  and 
it  may  be  the  end  of  the  second  or  third  week 
before  the  Widal  test  will  be  found  to  be  posi- 
tive. In  a jjersonal  case,  with  rej>eated  tests,  the 
Widal  remained  negative  until  the  ninetieth  day 
— the  day  before  the  patient  left  the  hospital. 
It  is  only  after  hyperplasia  of  the  Peyer’s  jjatches 
and  agminated  follicles  has  gone  on  to  ulcera- 
tion in  the  second  and  third  week,  that  the  ty- 
phoid organism  is  recoverable  from  the  stools. 
No  doubt  some  typhoid  bacilli  are  given  off 
from  these  ulcers,  but  it  is  an  interesting  fact 
that  at  autopsy  it  has  been  shown  that  the  largest 
number  of  organisms  are  recoverable  in  cultures 
from  the  duodenum,  the  number  diminishing 
as  one  passes  down  the  intestinal  tract.  The 
conclusion  has  been  drawn  from  this  that  the 
bacilli  in  the  intestine  are  eliminated  chiefly  in 
the  bile,  from  which  they  can  be  almost  con- 
stantly isolated. 

Prodromai,  Symptoms;  Typhoid  fever  being 
essentially  a general  septicemia,  with  secondary 
hyperplasia  and  ulceration  of  the  lymphoid  tis- 
sue of  the  lower  ileum  and  colon  as  the  out- 
standing pathological  picture,  it  is  natural  to 
expect  that  careful  inquiry  will  reveal  certain 
prodromal  symptoms  during  the  period  of  incu- 
bation or  invasion.  These  are  usually  malaise, 
dull  headache,  impaired  appetite  and  lack  of  en- 
durance. 

Stages  of  the  Disease:  Although  typhoid 
fever  presents  great  variation  in  its  clinical  pic- 
ture, the  great  majority  of  the  cases  conform  to 
a fairly  definite  course.  This  has  led  to  a division 
of  the  disease  into  various  stages  following  the 
prodromal  period.  These  are  as  follows : ( i ) 
The  first  week  is  the  period  of  onset  or  invasion, 
during  which  there  is  a gradual  increase  in  the 
severity  of  the  symptoms.  (2)  The  second  and 
third  weeks  correspond  to  the  fastigium,  or  in 
other  words,  the  period  of  the  height  of  the 
disease.  (3)  The  fourth  week  is  the  period  of 
decline.  (4)  The  fifth  week  usually  marks  the 
period  of  beginning  convalescence.  The  prog- 
ress of  the  specific  pathological  changes  in  the 
Peyer’s  patches  follows  closely  this  division  into 
weekly  periods. 

Symptoms:  The  prodromal  symptoms  often 
merge  gradually  into  those  of  the  period  of  in- 
vasion or  onset.  In  fact  the  prodromal  symp- 
toms should  be  regarded  as  those  of  the  onset 
of  the  disease.  Usually,  however,  the  symptoms 
of  onset  are  those  of  the  prodromal  stage  in  an 
exaggerated  form.  The  headache  and  general 
aches  and  pains  become  more  niarked.  The 


most  common  symptoms  are  headache  and  anor- 
exia. Chilly  sensations  are  usual,  though  an 
actual  chill  is  much  less  common  than  in  most 
of  the  other  acute  infectious  diseases.  It  is 
interesting  to  know  that  it  occurred  at  the  onset 
in  334  out  of  1,500  cases  analyzed  by  T.  McCrae* 
at  the  Johns  Hopkins  Hospital.  To  show  the 
great  variability  of  the  symptoms  complained  of 
by  the  patient  at  onset,  I shall  enumerate  them 
as  McCrae  found  them  in  this  series.  In  order 
of  frequency,  they  were  as  follows : headache, 
anorexia,  diarrhea,  abdominal  pain,  general 
malaise,  vomiting,  cough,  chilly  sensations,  chills, 
epistaxis,  fever,  nausea,  constipation,  backache, 
sweating,  general  pains,  weakness,  delirium,  diz- 
ziness, stiffness  of  the  neck,  sore  throat,  herpes, 
deafness,  insomnia,  photophobia,  intestinal  hem- 
orrhage, convulsion,  joint  pains,  syncope,  jaun- 
dice, retention  of  urine,  otitis  media,  hiccough 
and  bone  lesions.  I wish  to  emphasize  the  fre- 
quency of  cough  and  an  actual  bronchitis  at  the 
onset,  as  it  may  lead  the  physician  to  think  that 
the  essential  trouble  is  a respiratory  infection 
and  may  jnit  him  off  his  guard.  Cough  occurred 
in  393  cases. 

The  fever  of  invasion  is  usually  of  the  step- 
ladder  type,  often  reaching  at  the  end  of  the 
first  week  to  103°  or  104°  F.  (39.4°  or  40°  C.). 
I wish  to  emphasize  the  pulse-temperature  ratio 
as  a very  important  aid  in  making  an  early 
clinical  diagnosis.  The  pulse  rate  is  relatively 
slow  as  compared  with  other  acute  specific 
fevers.  It  is  not  uncommon  to  find  the  pulse 
only  80  to  90  per  minute  with  a temperature  of 
104°  F.  The  pulse  is  often  dicrotic.  I wish  to 
make  a vigorous  plea  for  the  use  of  the  tempera- 
ture chart  in  recording  the  temperature  and  pulse 
curve  in  all  sus]>ected  typhoid  cases,  whether 
treated  in  their  homes  or  in  a hospital.  In  this 
way  this  characteristic  pulse-temperature  ratio  is 
at  once  graphically  presented  to  us.  Such  a 
chart  is  also  of  the  utmost  value  in  the  early  rec- 
ognition of  the  two-  most  serious  complications 
of  the  disease — perforation  and  hemorrhage — 
which,  however,  usually  occur  later  in  the  dis- 
ease, viz.,  in  the  second  and  third  weeks.  In 
both  there  is  generally  a sudden  drop  in  the 
temperature  and  a corresponding  sudden  rise  in 
the  pulse  curve.  I wish  to  say  further  at  this 
point  that  I feel  tliat,  wherever  possible,  every 
case  of  typhoid  should  be  treated  in  the  nearest 
available  good  hospital.  By  so  doing,  the  case 
ceases  to  be  a menace  to  the  other  members  of 
the  family  and  the  better  facilities  available  in 

* McCrae  analyzed  the  first  1,500  cases  from  the  records  of 
the  Johns  Hopkins  Hospital  and  utilized  this  material  exten- 
sively in  the  preparation  of  his  admirable  article  on  typhoid 
fever  in  Vol.  I of  Osier  and  McCrae’s  “Modern  Medicine.” 
As  the  writer  had  the  privilege  of  observing  a great  many  of 
these  cases,  frequent  reference  will  be  made  to  this  series. 
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hospitals  for  the  prompt  handling  of  these  two 
complications  have  saved  and  will  save  many 
lives. 

In  the  first  week  the  tongue,  though  furred, 
is  still  moist.  The  breath  is  usually  foul.  Epis- 
taxis  is  quite  common.  The  spleen  is  often  en- 
larged. This  enlargement  was  felt  at  some  time 
during  the  course  of  the  disease  in  1,075  (®r 
71.6  per  cent)  of  McCrae’s  series.  Rose  spots 
often  begin  to  make  their  appearance  towards 
the  end  of  the  first  week  but  are  more  common 
later.  They  were  present  in  80  per  cent  of  all 
cases  and  in  93.2  per  cent  of  white  patients  in 
the  Johns  Hopkins  series. 

Abdominal  pain  and  tenderness  in  the  lower 
right  quadrant  may  be  a prominent  early  feature 
and  has  at  times  been  so  conspicuoi»^  ^hat  it  has 
lead  to  an  exploratory  operation. 

Diarrhea,  with  the  so-called  “pea-soup”  stools 
is  rather  the  exception  than  the  rule.  Constipa- 
tion is  more  common  in  the  first  week  and  even 
throughout  the  disease.  When  diarrhea  occurs 
it  is  frequently  due  to  purgatives  that  have  been 
administered. 

As  already  stated,  during  the  first  week,  blood 
cultures,  when  repeated,  will  show  a positive 
growth  of  bacillus  typhosus  in  practically  all 
cases,  but  in  the  great  majority  of  patients  the 
Widal  still  remains  negative. 

In  the  days  before  the  blood-culture  method 
came  into  use  and  in  the  pre-Widal  days,  the 
total  leucocyte  and  differential  count  was  of 
great  value  in  helping  to  make  an  early  diagno- 
sis. The  characteristic  features  are  a leukopenia 
of  from  3,000  to  6,000  per  c.mm.  and  a relative 
increase  of  the  large  mononuclears  at  the  ex- 
pense of  the  polymorphonuclears. 

During  the  second  and  third  weeks,  the  p>eriod 
of  the  fastigium,  all  the  symptoms  become  exag- 
gerated. The  temperature  assumes  the  continu- 
ous type,  without  the  morning  remissions  of  the 
first  week.  The  patient  is  more  toxic,  the  tongue 
becoming  dry  and  coated  and  sordes  are  likely 
to  occur.  It  is  at  this  stage  that  delirium,  pick- 
ing at  the  bedclothes,  and  tympanites  are  most 
likely  to  occur.  This  is  the  period  when  eternal 
vigilance  must  be  exercised  in  watching  for  the 
early  manifestations  of  perforation  and  hemor- 
rhage, for  it  is  at  this  stage  that  the  ulcerative 
process  in  Peyer’s  patches  is  at  its  height. 

In  a case  of  average  duration,  defervescence 
begins  to  show  itself  some  time  during  the 
course  of  the  fourth  week.  This  is  usually  by 
lysis,  and  manifests  itself  by  a morning  drop  in 
temperature  with  an  evening  rise — the  character- 
istic remittent  type  of  fever  of  this  p>eriod.  Oc- 
casionally the  temperature  drops  by  crisis,  but 
this  is  exceptional. 


Towards  the  end  of  the  fifth  week  or  early  in 
the  sixth  the  temperature  returns  to  normal  in 
uncomplicated  cases  and  the  patient  may  be  con- 
sidered convalescent.  Not  infrequently,  after 
the  fever  has  run  its  course,  there  may  be  a post- 
febrile  period  of  hypothermia  and  bradycardia. 
This  was  most  frequently  found  in  the  days 
when  the  caloric  value  of  the  typhoid  diet  was 
lower  than  it  is  now  with  the  more  liberal  feed- 
ing permitted  during  the  course  of  the  disease, 
and  when  the  average  typhoid  patient  showed 
more  emaciation  than  he  does  at  the  present  day. 
Both  may  be  considered,  in  large  part,  manifes- 
tations of  inanition. 

Recrudescence  and  Relapse:  Occasionally 
after  the  tem]>erature  has  returned  to  normal  for 
the  full  twenty-four  hours  there  may  be  a tem- 
porary rise  lasting  a few  days,  but  without  the 
return  of  the  classical  manifestations  of  the  dis- 
ease. Such  exacerbations  are  spoken  of  as  re- 
crudescences. They  may  be  occasioned  by  ex- 
citement, too  much  exertion,  indiscretions  in  eat- 
ing, and  by  constipation  or  diarrhea. 

To  constitute  a true  relapse,  at  least  two  of  the 
three  most  important  symptoms  of  the  disease 
must  be  present,  namely,  a characteristic  fever 
curve,  enlargement  of  the  spleen,  and  rose  spots. 
There  must  also  have  been  a normal  temperature 
for  at  least  twenty-four  hours.  Relapses  occurred 
in  172  or  1 1.4  per  cent  of  the  Johns  Hopkins 
Hospital  series.  McCrae  found  that  in  an  analy- 
sis of  28,057  cases  reported  by  various  observers 
there  were  8.8  per  cent  of  relapses.  The  average 
interval  between  the  original  attack  and  the  re- 
lapse was  six  days,  and  the  longest  period  43 
days  in  McCrae’s  series.  The  relapses  are  usu- 
ally of  shorter  duration  and  milder  than  the 
original  attack.  Time  will  not  permit  a review 
of  the  theories  that  have  been  advanced  to  ex- 
plain relapses.  It  is  sufficient  to  say  that  their 
cause  is  still  shrouded  in  mystery. 

Another  type  of  relapse  met  with  is  the  “inter- 
current relapse.”  In  this  type  there  is,  during 
the  febrile  period  of  the  disease,  an  exacerbation 
of  the  fever  and  an  intensification  of  the  general 
symptoms.  These  attacks  may  be  protracted  and 
severe  and  are  responsible  for  many  of  the  cases 
that  run  on  for  months. 

Second  Aitacks:  It  is  appropriate  at  this 
point  briefly  to  refer  to  the  question  as  to 
whether  a patient  can  have  more  than  one  attack 
of  typhoid  fever.  One  attack  undoubtedly  pro- 
duces a high  degree  of  immunity,  but  as  with 
other  acute  specific  fevers,  it  is  held  by  some 
good  observers  that  a second  attack  may  occur, 
although  it  is  undoubtedly  rare.  One  is  always 
suspicious  that  the  previous  so-called  typhoid 
fever  has  not  really  been  true  typhoid  but  has 
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been  either  a paratyphoid  A or  paratyphoid  B 
infection,  which  would  not  render  the  individual 
immune  against  true  typhoid. 

Chills  in  Typhoid:  Osier,  the  greatest  stu- 
dent of  typhoid  this  country  ever  produced,  often 
referred  to  the  various  conditions  under  which 
chills  may  occur  in  this  disease.  His  classifica- 
tion was  as  follows : 

( 1 ) Chills  at  onset,  already  referred  to. 

(2)  Those  ushering  in  complications,  such  as 
pneumonia,  pleurisy,  otitis  media,  perforation, 
hemorrhage,  phlebitis,  cholecystitis,  periostitis, 
etc. 

(3)  Chills  due  to  the  administration  of  coal- 
tar  products  for  the  reduction  of  temperature. 

(4)  Those  due  to  malaria  complicating  ty- 
phoid. 

Complications:  Typhoid  complications  are 
protean  in  their  variety  and  it  is  to  them  that 
typhoid  becomes  such  an  interesting  though 
worrying  disease  to  the  clinician.  The  most  im- 
portant ones  may  be  referred  to  briefly  by  taking 
them  up  in  connection  with  the  various  systems. 

(i)  Alimentary  Tract:  Those  involving  the 
alimentary  tract  include  the  most  serious  compli- 
cations met  with.  In  the  foreground  come  intes- 
tinal hemorrhage  and  perforation. 

Intestinal  hemorrhage  may  be  slight  in  amount 
or  so  profuse  as  to  be  rapidly  fatal  in  spite  of 
every  effort  to  combat  it  and  its  effects.  In  the 
whole  domain  of  our  typhoid  experience  there 
is  nothing  more  terrifying  than  the  profuse,  rap>- 
idly  fatal  hemorrhages  in  typhoid.  At  the  onset 
there  is  sometimes  acute  abdominal  pain.  The 
patient  suddenly  shows  great  collapse,  becomes 
pale,  and  breaks  out  in  a profuse  perspiration. 
There  is  a sudden  drop  in  temperature  and  rapid 
rise  in  the  pulse  rate,  and  in  a few  minutes  or 
hours  death  occurs.  Fortunately,  the  majority 
of  intestinal  hemorrhages  are  not  so  serious,  and 
with  transfusions  and  other  methods  at  our  dis- 
posal, the  patient  survives.  Among  a total  of 
23,271  collected  cases  there  were  1,641  cases  of 
hemorrhage,  or  7 per  cent.  In  the  Johns  Hop- 
kins series  there  were  118  cases,  or  7.8  per  cent. 

The  figures  concerning  the  occurrence  of  ty- 
phoid perforation  vary  greatly.  There  were  40, 
or  2.6  per  cent,  in  McCrae’s  series.  The  collec- 
tive statistics  of  34,916  cases  showed  3.1  per 
cent.  I shall  not  even  attempt  to  describe  the 
symptoms,  as  this  would  constitute  a paper  in 
itself  and  it  is  better  to  leave  it  untouched  than 
to  treat  it  inadequately.  I wish,  however,  to 
emphasize  the  importance  of  never  disregarding 
the  slightest  complaint  of  abdominal  pain  in  ty- 
phoid in  the  second  and  third  week,  as  such  pain 
may  be  the  manifestation  of  the  preperforative 
stage  of  this  complication  or  the  first  indication 


of  actual  perforation.  Early  recognition  of  its 
occurrence  is  most  vital  in  saving  the  patient’s 
life.  The  experience  of  keen  clinicians  and  good 
surgeons  in  hospitals  has  demonstrated  that  the 
vast  majority  of  these  cases  can  be  saved  by 
operation  if  this  is  performed  within  a very  few 
hours  after  the  occurrence  of  the  perforation. 

Other  complications  in  connection  with,  the  di- 
gestive tract  are  parotitis,  which  occurred  in  14 
of  McCrae’s  series,  esophageal  stricture  (of 
which  I have  seen  one  case),  cholecystitis,  and 
typhoid  abscess  of  the  liver. 

(2)  Respiratory  System:  Bronchitis  often 

ushers  in  the  disease.  Statistics  show  that  lobar 
pneumonia  may  occur  in  some  epidemics  in  10 
per  cent  of  the  cases.  This  is  not  the  general 
experience,  however.  It  occurred  in  only  1.5 
per  cent  of  the  Johns  Hopkins  series.  Broncho- 
pneumonia is  usually  a terminal  event.  It  oc- 
curred in  37,  or  35  per  cent,  of  the  autopsy  cases 
in  our  series.  Infarction  may  occur.  Hemopty- 
sis may  occur  in  the  so-called  hemorrhagic  ty- 
jjhoid  cases.  Pleurisy  may  occur.  It  was  pres- 
ent in  32,  or  2.1  per  cent,  in  McCrae’s  cases.  I 
well  recall  one  of  these  cases  in  which  the  indi- 
vidual was  tapped  several  times  over  a period  of 
weeks.  The  fluid  was  literally  turbid  owing  to 
the  presence  of  countless  billions  of  typhoid 
germs. 

(3)  The  Circulatory  System:  A true  typhoid 
endocarditis  has  been  described  in  which  the 
typhoid  organism  has  been  isolated  from  the 
vegetations.  Pericarditis,  usually  complicating 
pneumonia,  occurs.  The  most  common  cardiac 
complication  is  myocarditis,  resulting  from  the 
typhoid  toxemia,  and  these  cases  must  be  care- 
fully guarded  during  convalescence.  Occasion- 
ally it  is  a cause  of  sudden  death  during  the 
course  of  the  disease. 

Thayer  has  made  a special  study  of  the  effect  of 
typhoid  in  the  production  of  arteriosclerosis  and 
concluded  that  it  was  a definite  etiological  factor. 
Arterial  thromboses  occur.  The  writer  has  ob- 
served a fatal  case  of  thrombosis  of  the  cerebral 
arteries  during  the  course  of  typhoid  fever  in 
one  of  his  confreres  on  the  staff  of  the  Johns 
Hopkins  Hospital. 

Typhoid  phlebitis  is  the  commonest  of  the 
acute  vascular  complications  of  typhoid.  It 
occurred  in  41  cases  of  McCrae’s  series  or  2.7 
per  cent.  The  commonest  vein  involved  is  the 
femoral.  This  was  implicated  in  23  of  the  41. 
I wish  here  to  utter  a word  of  warning.  Al- 
ways tell  the  patient’s  family  that  the  patient  is 
liable  to  have  persistent  swelling  of  the  involved 
leg  the  rest  of  his  life  and  thus  spare  yourself 
the  criticism  that  this  unfortunate  sequel  has 
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been  due  to  improper  treatment — a charge  not 
infrequently  made. 

(4)  Nerifous  System:  Psychoses  are  not  un- 

common, are  often  distressing  and  persistent, 
and  may  require  institutional  management. 
Kraeplin  has  classified  them  under  three  head- 
ings: (a)  the  initial  delirium;  (b)  febrile 

psychoses,  and  (c)  asthenic  p>sychoses. 

Hysterical  manifestations  of  various  types 
may  occur.  Catatonic  symptoms  may  present 
themselves.  In  one  of  our  cases  a man  had  for 
weeks  an  hysterical  polypnea,  in  which  the 
respiratory  rate  was  from  60  to  80  per  minute. 
It  ceased  during  sleep. 

Cole  has  studied  the  meningeal  manifesta- 
tions. He  divided  them  into  three  groups : 
(i)  Those  with  symptoms  of  meningitis  in 
which  no  lesions  were  found  or  no  relationship 
between  bacteria  and  the  symptoms ; this  has 
been  termed  meningism.  (2)  Those  in  which 
the  typhoid  bacillus  was  found  in  the  cerebro- 
spinal fluid  but  without  any  lesions  of  a sup- 
purative character ; these  may  be  termed  serous 
meningitis.  (3)  Cases  of  purulent  meningitis. 
Cole  collected  13  cases  of  this  type  from  the 
literature  in  which  the  typhoid  organism  was  ob- 
tained by  culture. 

Multiple  neuritis  is  not  uncommon.  Local 
neuritides  occur.  Tender  toes,  a neuritic  mani- 
festation, is  very  common,  and  has  been  thought 
to  be  more  frequent  in  typhoid  since  hydro- 
therapy has  been  in  vogue. 

(5)  The  Urinary  System:  Typhoid  bacilluria 
occurs  probably  in  at  least  20  to  30  per  cent  of 
the  cases.  The  onset  may  occur  with  acute 
nephritic  manifestations,  the  so-called  nephro- 
typhus  of  the  Germans  or  forme  renale  of  the 
French.  A true  typhoid  pyelitis  is  recognized, 
as  is  also  a typhoid  cystitis.  Cystitis  due  to 
various  organisms  occurred  in  32,  or  2.1  per 
cent,  of  the  Johns  Hopkins  series. 

(6)  Cutaneous  System:  Furunculosis  is  not 
uncommon.  Gangrene  and,  in  children,  noma 
may  occur.  Subcutaneous  abscesses  develop  in 
the  late  stages.  Bed-sores,  although  they  have 
markedly  diminished  in  recent  years  due  to  bet- 
ter nursing,  may  occur  even  with  the  most  scru- 
pulous care,  and  sometimes  occur  in  severe  cases 
in  spite  of  the  most  vigilant  attention.  If  badly 
infected  they  may  cause  the  temperature  to  re- 
main elevated  and  long  delay  the  convalescence. 

(7)  Special  Senses:  The  eye  may  be  the 
site  of  various  complications,  as  Bull  and 
de  Schweinitz  have  pointed  out.  Conjunctivitis 
may  occur  in  severe  cases.  Bull  has  described 
retinal  hemorrhages  in  the  hemorrhagic  type. 
Thrombosis  of  the  central  retinal  arteries  occurs 
but  is  rare.  There  may  be  paralysis  of  the  intra- 
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and  extra-ocular  muscles.  Amblyopia  has  been 
described. 

The  ear  complications  are  comparatively  com- 
mon. Otitis  media  is  the  most  frequent.  It  oc- 
curred in  21,  or  1.4  per  cent,  of  McCrae’s  series. 
Deafness  without  any  discoverable  lesion  occurs 
comparatively  frequently.  Recovery  is  usually 
complete.  It  may  be  due  either  to  a neuritis  or 
to  a local  meningitis. 

(8)  Osseous  System:  During  the  course  of 
the  disease  periostitis  is  the  most  common  osse- 
ous complication.  It  occurs  in  from  0.5  to  1.3 
per  cent  of  McCrae’s  cases.  The  ribs,  clavicles 
and  bones  of  the  extremities  are  most  frequently 
involved.  It  may,  on  the  other  hand,  occur  dur- 
ingf  convalescence  or  even  months  after  the 
initial  attack.  Actual  typhoid  necrosis  or  osteo- 
myelitis not  infrequently  develop  weeks  or 
months  after  convalescence,  and  sinuses  dis- 
charging typhoid  bacilli  may  persist  for  months. 

Reference  must  be  made  to.  the  condition 
known  as  “typhoid  spine,”  attention  to  which 
was  first  drawn  by  Gibney  in  1889.  Roentgen 
rays  reveal  the  fact  that  it  is  due  to  a peri- 
spondylitis. The  first  manifestation  usually  pre- 
sents itself  late  in  the  course  of  a mild  attack  of 
the  disease  and  may  persist  for  months.  Pain 
of  a most  annoying  character  is  the  dominant 
feature  and  may  be  very  disabling.  It  is  usually 
in  the  lower  dorsal  or  lumbar  region  and  may 
radiate  around  the  body  or  down  the  legs. 

Arthritis,  though  rare,  does  occur.  It  was 
present  in  8 of  McCrae’s  series.  It  may  go  on 
to  suppuration.  Keen  has  emphasized  the  fact 
that,  when  the  hip-joint  is  involved,  dislocation 
may  occur. 

Mortality  : Death  in  typhoid  results  from 
(i)  the  intensity  of  the  toxemia;  (2)  severe 
localization  of  the  infection — kidneys,  gall- 
bladder, or  lungs;  and  (3)  from  complications 
and  sequelae. 

In  580  fatal  cases  reported  by  Curschmann 
from  Hamburg  and  Leipzig  46.9  per  cent  died 
from  toxemia,  and  53.1  per  cent  of  localizations 
and  complications.  Perforation,  hemorrhage, 
pneumonia  and  nephritis  were  the  causes  of 
death  in  241  of  the  latter  group  of  305  cases. 

The  case  mortality  rate  of  typhoid  fever  gen- 
erally accepted  at  the  present  time  is  about  10 
l^er  cent.  The  mortality  rate  varies  greatly  in 
different  epidemics,  some  being  much  milder 
than  others.  The  mortality  in  Osier’s  wards  at 
the  Johns  Hopkins  Hospital  was  9.1  per  cent. 
The  death  rate  from  typhoid  fever  in  New  York 
City  for  1917  in  1,442  reported  cases  was  15.8 
per  cent.  The  average  annual  mortality  from 
1908  to  1917  in  a total  of  28,083  cases  was  15.18 
per  cent. 
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Paratyphoid  Infections:  No  attempt  has 
been  made  to  discuss  infections  due  to  bacillus 
paratyphosis  A and  bacillus  paratyphosis  B 
owing  to  lack  of  time.  Their  clinical  course  and 
symptoms  are  almost  identical  with  those  of  true 
typhoid,  but  as  a rule  they  run  on  an  average  a 
milder  course  and  the  complications  are  less 
severe.  They  must  be  differentiated  by  recog- 
nized cultural  and  serological  methods. 


TREATMENT  OF  TYPHOID  FEVER* 
LAWRENCE  LITCHFIELD,  M.D. 

PITTSBURGH,  PA. 

The  Study  of  the  treatment  of  typhoid  fever 
involves  the  solution  of  the  problem  of  typhoid 
fever  as  an  epidemic  disease,  and  the  determina- 
tion of  the  most  efficient  care  of  the  individual 
afflicted  with  that  disease. 

The  reduction  of  the  morbidity  of  typhoid 
fever — by  controlling  the  distribution  of  the  in- 
fective microorganisms  from  the  infected  indi- 
viduals and  by  the  establishment  of  an  efficient, 
active  immunity  in  the  individuals  of  a commu- 
nity before  they  are  exposed  to  the  disease,  by 
the  use  of  a triple  typhoid  vaccine — stands,  with 
the  limitation  of  smallpox  and  the  reduction  of 
the  mortality  from  diphtheria,  among  the  great- 
est triumphs  of  scientific  medicine.  This  most 
important  phase  of  the  treatment  of  typhoid 
fever,  its  prophylaxis,  will  be  exhaustively  and 
ably  handled  by  my  sucessor,  our  State  Secre- 
tary of  Health. 

The  discussion  of  the  treatment  of  patients  ill 
with  typhoid  fever  should  begin  with  specific 
treatment.  It  is  a disappointment  that  we  have 
no  approved  specific  treatment  for  a disease,  the 
natural  history  of  which  has  been  so  long  and 
so  meticulously  studied.  We  have  known  the 
cause  of  typhoid  fever  since  Eberth’s  discovery 
in  1880.  The  bacillus  of  typhoid  fever  can  be 
grown  in  vitro,  and  studied  at  will.  A satisfac- 
tory, active — although  not  permanent — immu- 
nity can  be  established  by  the  subcutaneous 
injection  of  a vaccine  made  of  dead  microorgan- 
isms (typhoid,  and  paratyphoid  A and  B)  at  a 
sufficiently  long  interval  before  exposure. 

The  attempt  to  moderate  the  course  of  the 
disease  after  its  inception  in  the  individual  pa- 
tient by  chemical  bactericides,  by  nonspecific  and 
by  specific  vaccines,  and  by  immunizing  sera — 
that  is,  by  the  establishment  of  an  active  or  a 
passive  immunity — has  not  yet  yielded  satisfac- 
tory results  or  led  to  the  establishment  of  any 
approved  methods.  This  failure  is  not  for  lack 

* Read  before  the  Section  on  Medicine  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  8,  1924. 


of  conscientious  effort  by  able  scientists  in  many 
countries — Germany,  China,  Japan,  Italy,  Great 
Britain,  South  America,  the  United  States, 
Spain,  etc. 

Under  chemical  attempts  to  clear  the  blood 
stream  of  the  invading  microorganism  (passive 
immunization),  may  be  mentioned  the  intra- 
venous use  of  isotonic  solutions  of  urotropin,  the 
intramuscular  use  of  calomel,  the  use  of  copper 
salts,  quinin  associated  with  antityphoid  serum, 
chinosol,  and  the  use  of  nonspecific  protein  vac- 
cines. None  of  these  methods  have  yielded  such 
results  as  to  lead  to  their  extensive  use. 

The  use  of  specific  typhoid  vaccines  to  stimu- 
late the  development  of  active  immunity  has 
been  quite  widely  studied  in  many  countries. 
The  vaccines  have  been  produced  by  a great 
variety  of  methods  since  Fraenkel’s  first  experi- 
ments in  1893.  The  reports,  while  somewhat 
conflicting,  are  encouraging,  particularly  in  long- 
drawn-out  cases,  especially  when  there  are  es- 
tablished foci  of  infection,  as  about  bones, 
joints,  etc,. 

As  to  the  attempt  to  develop  an  antitoxin — 
that  is,  an  antityphoid  serum  for  the  production 
of  passive  immunity — different  sera  have  been 
produced  by  various  methods,  but  the  results 
have  been  at  times  quite  alarming,  and  in  gen- 
eral the  reports,  as  yet,  far  from  encouraging. 
We  must  therefore  wait  with  confidence  for  the 
immunologist  to  develop  for  us  an  efficient  spe- 
cific treatment  for  the  patient  infected  with  the 
typhoid  bacillus. 

If  we  turn  our  attention  to  the  empyric  man- 
agement of  cases  of  typhoid,  we  may  get  helpful 
suggestions  from  the  study  of  the  causes  of 
death  in  typhoid  patients  in  the  order  of  their 
frequency. 

Toxemia:  It  is  estimated  that  50%  of  deaths 
from  typhoid  fever  are  due  to  toxemia.  If  we 
read  the  descriptions  of  typhoid,  written  before 
the  epoch-making  work  of  Shaffer  and  Coleman, 
we  find  noted  and  stressed  the  extreme  emacia- 
tion, the  dry,  fissured,  bleeding  tongue  and  lips, 
the  horrible  sordes  on  teeth  and  lips,  scant  urine 
with  high  color  and  high  specific  gravity,  and  ex- 
treme derangement  of  the  nervous  system. 
Now,  while  these  symptoms  were  formerly 
ascribed  to  the  specific  toxins  of  the  disease, 
when  we  read  a modern  description  of  a case  of 
typhoid  fever,  we  find  that  many  of  these  signs 
and  symptoms  no  longer  appear,  or  if  they  ap- 
pear they  are  much  less  severe.  Therefore,  they 
are  not  inherent  in  the  disease,  but  since  they 
have  disappeared  to  a greater  or  less  extent 
through  the  adoption  of  an  adequate  diet,  they 
must  have  been  the  symptoms  of  a lack  of  nutri- 
tion or  of  nitrogen  starvation,  due  to  the  fact 
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that  there  is  no  provision  in  the  body  for  a nitro- 
gen store,  comparable  to  the  provision  for  the 
fuel  store.  We  need,  not  “our  daily  bread,”  but 
our  daily  nitrogen,  for  we  may  have  fuel  enough 
stored  in  the  body  to  last  for  the  normal  course 
of  this  disease.  Our  “daily  nitrogen”  means  a 
sufficient  amount  of  food  to  keep  the  body  in 
nitrogen  equilibrium.  It  has  been  determined 
that  the  basal  metabolism  is  increased  enor- 
mously during  typhoid  fever,  possibly  50%, 
largely  due  to  the  fever  but  in  part  due  to  mus- 
cular activity  and  in  part  due  to  the  specific 
dynamic  action  of  the  large  amount  of  food  re- 
quired. The  higher  the  fever  and  the  more  rest- 
less the  patient,  the  higher  goes  the  metabolism, 
and  the  more  food  is  needed.  The  body  can  best 
be  kept  in  nitrogen  equilibrium  by  the  supply  of 
a moderate  amount  of  protein,  and  a very  liberal 
amount  of  carbohydrate  and  fat,  which,  by  their 
combustion,  serve  as  nitrogen  sparers,  so-called 
because  they  prevent  a metabolism  of  the  pro- 
tein tissues  of  the  body.  Half  a pound  of  mus- 
cle from  the  patient’s  body  may  be  thus  de- 
stroyed daily.  Shaffer  and  Coleman  found  it 
necessary  to  give  food  enough  to  yield  from  50% 
to  100%  more  energy  than  would  cover  the  heat 
production  in  order  to  maintain  nitrogen  balance. 
If  a patient  is  thus  kept  in  nitrogen  equilibrium 
many  of  the  signs  and  symptoms,  formerly 
ascribed  to  the  influence  of  the  typhoid  toxins, 
disappear  from  the  picture.  These  must  nat- 
urally be  ascribed  to  nitrogen  starvation  and 
dehydration,  without  which  typhoid  fever  offers 
us  an  entirely  new  picture. 

Time  does  not  permit  me  to  go  into  the  details 
of  modern  typhoid  feeding.  It  is  no  longer  a 
theory  but  an  established  fact.  Those  interested 
are  referred  to  the  classic  writings  of  Warren 
Coleman,  who  has  done  so  much  to  establish 
these  truths. 

Perforation  and  Hemorrhage  claim  re- 
spectively 15%  and  10%  of  the  deaths  from  ty- 
phoid fever.  Perforation  is  most  apt  to  occur 
in  cases  that  have  had  one  or  more  hemorrhages. 
Therefore,  on  account  of  the  danger  of  perfora- 
tion, hemorrhage  cases  should  be  handled  with 
especial  care.  All  food  by  the  mouth  should  be 
discontinued  at  once  with  the  first  signs  of 
hemorrhage,  and  for  the  purpose  of  limiting 
peristalsis,  water  by  mouth  should  be  discon- 
tinued and  given  in  sufficient  amounts  by  the 
rectum.  The  mouth  should  be  kept  scrupulously 
clean,  and  frequently  moistened  with  a few 
drops  of  water  or  finely  cracked  ice.  If  the  ice 
seems  to  stimulate  peristalsis,  it  should  be  dis- 
continued. All  unnecessary  muscular  activity 
must  be  avoided ; restlessness  must  be  con- 
trolled. After  an  alarming  hemorrhage,  bathing 


should  be  discontinued  and  even  bed-pans  should 
be  avoided.  Draw-sheets  and  cotton  pads  should 
be  substituted,  but  even  that  postponed  as  long 
as  possible.  The  rectum  may  be  cleared  by 
small  low  enemas  when  absolutely  necessary, 
but  high  enemas  are  contra-indicated.  Twenty 
or  thirty  grains  of  calcium  lactate,  given  four 
times  a day  by  mouth  in  only  enough  water  to 
hold  it  in  suspension,  seems  to  favor  the  coagu- 
lability of  the  blood  by  shortening  the  clotting 
time,  and  when  given  over  a long  period,  is  con- 
ducive of  an  absence  of  tympany.  I have  never 
seen  any  clinical  evidence  that  the  continued  use 
of  calcium  diminishes  the  coagulability  of  the 
blood.  In  some  cases,  it  is  advisable  to  use 
drugs  for  the  control  of  nervousness,  restless- 
ness, and  intestinal  peristalsis.  Morphin  will 
give  all  these  results  without  any  cardiac  depres- 
sion, but  it  favors  tympany,  and  masks  the 
symptoms  of  perforation.  If  used,  the  mini- 
mum amount  to  give  the  desired  results  may 
best  be  reached  by  giving  1/20  of  a grain  by 
hypodermic,  repeated  hourly  if  necessary.  Cold 
may  be  applied  over  the  lower  abdomen  by  the 
aid  of  a Leiter  coil  over  a piece  of  flannel.  Two 
hundred  c.c.  of  a 1%  solution  of  gelatin,  free 
from  living  tetanus  spores,  may  be  used  hypo- 
dermically, and  from  10  to  20  c.c.  of  a 1/200,000 
sterilized  epinephrin  solution  may  be  used  if  the 
blood  pressure  has  dropped  to  an  alarming  level ; 
but  the  blood  pressure  must  be  watched  care- 
fully as  the  epinephrin  is  repeated,  on  account 
of  the  danger  of  overdoing  this  treatment. 

The  treatment  of  typhoid  perforation  is  sur- 
gical, but  the  operation  must  be  done  early,  ex- 
peditiously, and  under  efficient  local  anesthesia 
— a real  Babcock  anesthesia,  which  leaves  the 
patient’s  cardiovascular  system  in  better  shape 
after  the  ojieration  than  it  was  before.  The 
diagnosis  of  typhoid  perforation  must  be  made 
before  general  peritonitis  and  shock  have  oc- 
curred— that  is,  before  a leucocytosis  and  other 
traditional  signs  and  symptoms  have  had  time  to 
develop.  It  is  the  writer’s  opinion  that  in  the 
old  days  this  diagnosis  was  not  made  as  early  or 
as  often  as  it  should  have  been,  and  on  this  ac- 
count, the  surgical  intervention  did  not  yield  the 
results  which  might  have  been  expected  of  it. 
As  soon  as  a perforation  is  suspected,  the  head 
of  the  bed  should  be  raised  (Fowler’s  position), 
and  the  surgeon  called  in  consultation. 

When  a typhoid  patient  has  lost  a large 
amount  of  blood  from  hemorrhage,  transfusion 
of  whole  blood  is  the  treatment  of  choice,  but  it 
should  not  be  resorted  to  unless  the  loss  of 
hlood  is  considered  to  have  been  alarmingly 
great.  If  suitable  blood  can  be  obtained  from 
a typhoid  convalescent,  it  is  probably  better  than 
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blood  from  any  other  donor.  The  frequency  of 
hemorrhage  or  of  perforation  in  a large  number 
of  cases  treated  by  modern  methods  of  feeding, 
showed  no  evidence  of  increased  hazard  in  that 
respect,  and  it  is  claimed  that  although  the  per- 
centage of  hemorrhage  and  of  perforation  is  not 
diminished,  the  death  rate  from  the  same  is  less 
under  full  caloric  feeding  than  under  the  old 
regime. 

Pneumonia  claims  io%  of  deaths  from  ty- 
phoid fever.  Guarding  the  patient  against  nitro- 
gen starvation  and  dehydration,  enforcing  strict 
attention  to  the  hygiene  of  the  mouth  and  re- 
spiratory tract,  providing  an  abundance  of  fresh 
air  with  the  minimum  amount  of  dust,  and  per- 
mitting only  the  minimum  amount  of  physical 
and  mental  activity,  should  give  our  patient  the 


vation,  and  warmth  applied  to  the  affected  ex- 
tremity. By  warmth  I mean  covering  with 
flannel  or  cotton  wool  to  protect  against  changes 
of  temperature.  Occasionally  a thrombophlebitis 
is  accompanied  by  marked  pain  and  restlessness, 
and  this  can  often  be  controlled  with  the  ice  bag 
or  the  cold  water  coil.  These  measures  must  be 
continued  until  the  disappearance  of  all  local 
heat,  tenderness  and  any  evidence  of  activity, 
and  then  for  some  time  thereafter.  About  two 
weeks  is  the  usual  time.  Then  a laced  linen 
.stocking,  carefully  fitted  to  the  limb,  should  be 
ordered  and  worn  for  several  years,  when  the 
patient  is  in  an  upright  position.  Embolism  of 
the  pulmonary  artery  sometimes  occurs  and  is 
necessarily  fatal  in  about  five  minutes.  In  a 
hospital  prepared  for  such  an  emergency,  the 


Fig.  I.  Healed  bed-sores.  Usual  effect  of  typhoid  toxins  on  Fig.  2.  Perfect  healing  has  been  brought  about  by  generous 
trophic  nerves.  feeding  and  frequent  cleaning  and  dressing  with 

balsam  Peru  and  iodoform  gauze. 


highest  possible  resistance  against  complicating 
infections,  such  as  pneumonia.  When  pneu- 
monia occurs,  it  should  be  treated  precisely  as 
pneumonia  is  treated  under  other  conditions 
with  the  earliest  possible  employment  of  Cole’s 
serum  in  type  I cases. 

Nephritis  claims  about  4%  of  the  victims  of 
typhoid.  If  it  occurs  under  the  modern  nutri- 
tional treatment  of  the  typhoid  patient,  it  prob- 
ably existed  before  the  typhoid  infection,  and 
its  treatment  must,  of  necessity,  be  a compro- 
mise. An  individual  with  chronic  nephritis  is 
seriously  handicapped  from  the  beginning  of  the 
typhoid  fever. 

Thrombophlebitis  is  a not  infrequent  com- 
plication of  typhoid  fever.  It  should  be 
promptly  recognized  and  treated  with  rest,  ele- 


embolism  could  be  removed  from  the  pulmonary 
artery  in  between  three  and  a half  to  four  min- 
utes. I have  not  yet  seen  the  rejxirt  of  a suc- 
cessful case  of  this  kind,  but  I have  seen  the 
operation  performed  on  the  cadaver  within  the 
time  given. 

Myocarditis  often  develops  in  the  course 
of  typhoid  fever,  and  indicates  rest  for  a suffi- 
cient time  to  allow  the  myocardium  to  recover 
its  normal  efficiency,  a matter  of  weeks,  not  days, 
the  time  to  be  regulated  by  the  effect  on  the 
pulse  of  slight  muscular  effort  tentatively  ap- 
plied. It  also  indicates  caution,  lest  the  patient 
overburden  his  weak  heart  by  putting  on  super- 
fluous adipose  tissue  during  the  prolonged  con- 
valescence. 

Suicide  is  one  of  the  causes  of  death  from 
typhoid  fever.  This  should  be  borne  in  mind, 
and  the  typhoid  patient  should  never  be  left 
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alone  by  day  or  by  night.  Delirium,  with  hallu- 
cinations that  the  building  is  on  fire,  that  he  has 
been  attacked,  and  the  like,  may  impel  the  pa- 
tient suddenly  to  dash  through  the  window,  or 
to  drink  anything  within  reach.  Only  criminal 
negligence  allows  this  to  occur. 

Bed  Sores  are  at  times  very  troublesome,  and 
the  rapidity  of  their  development  suggests  an 
affection  of  the  trophic  centers  in  the  spinal  cord. 
Air  mattresses  and  water  beds  are  indicated  in 


Fig.  3.  Ankylosis  of  the  knees  in  flexed  position  and  extreme 
emaciation  were  present  when  the  patient  was  brought 
to  the  hospital.  Perfect  function  was  recovered. 


such  a case,  and  stimulating  dressings,  such  as 
balsam  of  Peru  on  iodoform  gauze,  are  indis- 
pensable in  the  stage  of  convalescence. 

Bone  Involvement,  most  often  in  the  form 
of  periostitis,  is  not  only  diagnosed  but  success- 
fully treated  by  the  x-ray. 

General  Observation  : The  typhoid  patient 
is  particularly  subject  to  complications.  No 
organ,  or  part  of  the  body,  is  exempt,  and  a 
meticulous  daily  search  for  evidence  of  such 
complications  should  be  the  routine  practice.  If 
hypodermics  are  required,  tincture  of  iodin 
should  be  applied  before  each  use  of  the  needle, 
followed  by  its  removal  with  alcohol.  Slight 
subcutaneous  infections  from  the  needle  are 
prone  to  suppurate,  and  if  not  promptly  discov- 
ered and  evacuated,  these  abscesses  may  become 
a serious  menace. 

Tympanites  may  be  due  to  pernicious  intes- 
tinal flora.  This  may  be  corrected  by  a radical 
change  of  food,  as  by  the  abundant  use  of 
acidophilous  cultures.  An  examination  of  the 
stools  may  show  that  too  much  fat  or  too  much 
food  is  being  given.  • 


Constipation  ; Mild  laxatives  may  be  used 
freely  during  the  first  week.  After  that,  it  is 
safer  to  avoid  either  laxative  medicine  or  high 
enemas  because  of  the  danger  of  perforation  or 
hemorrhage  from  exciting  peristalsis. 

Insomnia:  When  nutrition  is  adequate,  in- 
somnia is  not  as  troublesome  as  it  used  to  be 
under  the  starvation  regime.  When  insomnia 
does  occur,  to  such  an  extent  as  to  demand 
treatment,  tepid  baths  and  warm  packs  are 
sometimes  efficacious.  The  mild  hypnotics, 
luminal  soda,  dial-Ciba,  or  the  bromids,  may 
sometimes  be  employed  with  caution.  If  the  in- 
somnia is  due  to  headache,  it  may  sometimes  be 
relieved  by  the  ice  bag.  Headache  during  the 
day  time  seems  to  be  aggravated  often  by  too 
much  light  in  the  sick  room. 

Medication  : The  average  case  of  typhoid 
fever  requires  no  medication.  When  the  pulse 
and  heart  sounds  indicate  a failure  of  the  cardio- 
vascular system,  digitalis  may  be  given,  the 
method  and  amount  depending  on  the  emer- 
gency. Also  caffein  may  be  used  hypodermically 
to  advantage,  in  doses  from  l to  6 grains.  Nux 
vomica  and  strychnin  are  apparently  helpful  by 
their  effect  on  both  the  digestive  tract  and  the 
cardiovascular  system.  In  cases  that  do  not  take 
their  nourishment  well,  cases  of  extreme  nerv- 
ousness, and  cases  with  a weak,  rapid  pulse,-  I 
believe  emphatically  in  the  beneficial  effects  of 
alcohol.  Speaking  before  the  Allegheny  County 
Medical  Society  in  1905,  I said  that  I believed 
“alcohol,  in  the  form  of  sound  old  whiskey  or 
brandy,  steadies  the  nervous  system,  stimulates 
the  digestive  function,  regulates  the  distribution 
of  the  blood,  and  takes  the  place  of  fats  and  car- 
bohydrates,” as  a si>arer  of  nitrogen  in  suitable 
cases.  After  thirty  odd  years  of  experience, 
and  in  spite  of  the  recent  and  authoritative  criti- 
cisms of  the  use  of  alcohol  in  disease,  my  convic- 
tion remains,  and  I continue  to  recommend  it  in 
what  seems  to  me  to  be  “suitable  cases.” 

Convalescence  : After  no  disease  is  patience 
in  convalescence  so  im})erative  as  after  typhoid 
fever.  The  patient  must  remain  under  close  sur- 
veillance and  careful  control,  both  as  to  physical 
exertion  and  as  to  the  food  taken.  The  patient 
should  not  sit  up  if  it  causes  an  elevation  of  the 
pulse  of  more  than  ten  beats  per  minute,  and 
should  not  be  on  his  feet  until  he  can  do  so 
without  increasing  the  pulse  rate  more  than  ten. 
While  time  is  required  for  the  reestablishment 
of  physical  efficiency,  the  appetite  and  digestion 
seem  to  recover  very  promptly.  At  the  same 
time,  with  the  disappearance  of  the  fever,  the 
basal  metabolism  has  fallen  markedly,  and  there 
is  great  danger  of  the  patient  putting  on  unnec- 
essary adipose  tissue.  The  patient  and  the  fam- 
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ily  are  prone  to  regard  fat  as  an  asset  instead  of 
seeing  it,  in  its  true  light,  as  a liability  under 
those  conditions. 


PUBLIC  HEALTH  MEASURES  IN  THE 
CONTROL  OF  TYPHOID  FEVER* 
CHARLES  H.  MINER,  M.D.f 

AND 

H.  E.  MOSESt 

HARRISBURG,  PA. 

In  1900  the  death  rate  from  typhoid  fever  in 
the  registration  area  of  the  United  States  was 
35.9  per  100,000  population.  In  1922  it  was 
7.5 — a reduction  of  approximately  80%.  This 
decrease  is  shown  on  Chart  No.  i. 

The  Journal  of  the  American  Medical  Asso- 
ciation since  1913  has  presented  a summary  of 
typhoid  fever  death  rates  in  cities  of  the  United 
States  of  over  100,000  population.  More  than 
one-fourth  of  the  country’s  residents  live  in 
these  cities  and  the  data  compiled  show  the  uni- 
versal decline  of  typhoid  in  these  large  centers 
of  population.  Fifty-seven  cities  in  1910  had 
21  million  population  and  a typhoid  death  rate 
per  100,000  of  19.59.  ^9^3’  with  a population 

of  27  million,  the  rate  had  fallen  to  3.45.  De- 
tails (from  the  Journal  of  the  American  Medical 
Association,  Vol.  82,  No.  5)  appiear  below: 

TOTAL  AVERAGE  TYPHOID  DEATH  RATE  (19IO-I923) 


Total  Pop’n  (S7  Cities)' 

Bstimated  by  the 

Typhoid 

U.  S.  Census 

Typhoid 

Death  Rate 

Bureau  Methods 

Deaths 

per  100,000 

1910 

20,996,035 

4,114 

19.59 

I9II 

21,545,014 

3,391 

15-74 

1912 

22,093,993 

2,775 

12.56 

1913 

22,642,972 

2,892 

12.77 

1914 

23,191,951 

2,408 

10.38 

1915 

23,740,930 

2,068 

8.71 

1916 

24,205,359 

1,842 

7.61 

1917 

24,740,068 

1,647 

6.65 

1918 

24,971,278 

1,557 

6.23 

1919 

25,526,186 

987 

3-87 

1920 

26,154,013 

921 

352 

1921 

26,561,469 

978 

3.68 

1922 

26,936,a^3 

851 

3-15 

1923 

27,365,408 

946 

3-45 

**(l2 

cities  omitted.  Full  data 

not  available.) 

The  most  important  factor  in  this  decline  has 
been  the  improvement  in  public  water  supplies 
by  sand  filtration  and  chlorination.  This  is  true 
not  only  in  Pennsylvania,  as  will  be  shown  later, 
but  throughout  the  country  in  general. 

* Read  before  the  Section  on  Medicine  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  8,  1924. 
t Secretary  of  Health,  Commonwealth  of  Pennsylvania, 
f Assistant  Chief  Engineer,  Department  of  Health,  Common- 
wealth of  Pennsylvania. 


In  the  Civil  War  and  the  Spanish-American 
War,  typhoid  fever  was  one  of  the  most  potent 
causes  of  sickness  and  death.  It  is  estimated 
that  during  the  Civil  War  there  were  in  the 
Union  Army  more  than  75,000  cases  with  over 
27,000  deaths.  At  that  time  but  little  was  known 
of  the  specific  cause  of  the  disease.  There  was 
a marked  reduction  to  be  noticed  during  the 
Spanish-American  War,  although  its  prevalence 
was  most  appalling.  The  situation  was  so  alarm- 
ing tliat  a Typhoid  Commission  was  appointed 
to  study  the  disease,  and  the  knowledge  gained 
in  that  study  has  had  much  to  do  with  the  mar- 
velous reduction  of  typhoid  fever  in  armies  since 
that  time.  The  evidence  indicated  that  the 
greatest  factor  in  the  spread  of  typhoid  fever 
in  the  camps  in  1898,  was  contact  or  comrade 
infection,  and  that  flies  undoubtedly  served  as 
carriers  of  the  infection.  As  to  its  incidence, 
one  statement  from  the  report  of  the  Commis- 
sion summarizes  the  situation,  namely:  “About 
one-fifth  of  the  soldiers  in  the  national  encamp- 
ments in  the  United  States,  in  1898,  developed 
typhoid  fever.” 

In  the  World  War  conditions  were  different. 
Every  soldier  was  protected  by  typhoid  vaccina- 
tion, and  better  methods  of  sanitation  among  the 
troops  and  in  the  camps  were  carried  out. 

In  the  report  of  the  Surgeon-General,  U.  S. 
Army,  Volume  I,  1919,  there  is  a striking  com^ 
parison  of  two-year  periods  of  typhoid  fever 
mortality  in  the  United  States  Army.  The  rates 
per  100,000  in  the  three  wars  discussed  above 
are  as  follows : 


Civil  War,  1861-62 1,961 

Spanish-American  War,  1898-99  . . . 967 

World  War,  1917-18  5 


In  Pennsylvania,  as  elsewhere,  it  required  the 
occurrence  of  severe  epidemics  to  bring  about 
the  enactment  of  adequate  health  laws.  Serious 
epidemics  occurred  in  the  state,  both  prior  to  and 
subsequent  to  1905,  when  the  Health  Depart- 
ment (the  successor  of  the  State  Board  of 
Health,  organized  in  1885,  which,  in  spite  of 
limited  authority,  was  of  great  service  to  the 
state  during  its  20  years’  existence)  was  organ- 
ized, some  of  which  rank  in  magnitude  with  the 
classic  epidemics  of  other  countries. 

The  Plymouth  epidemic,  so  ably  reported  by 
Dr.  L.  H.  Taylor  of  Wilkes-Barre,  occurred  in 
1885.  It  was  then  a mining  town  of  8,000  in- 
habitants, obtaining  its  public  water  supply  from 
a mountain  stream  draining  an  almost  uninhab- 
ited watershed.  An  occupant  of  one  of  the  few 
houses  on  the  watershed  visited  Philadelphia  and 
returned  home  ill  with  typhoid  fever  in  Janu- 
ary, 1885.  He  was  ill  for  many  weeks.  Undis- 
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infected  dejecta  were  thrown  on  the  snow  and 
frozen  ground  and  found  their  way  into  the 
stream  in  the  latter  part  of  March.  The  first 
case  of  typhoid  fever  appeared  on  April  9th,  the 
number  continuing  to  increase  rapidly  until 
1,104  persons  had  contracted  the  disease  and  114 
had  died. 

Typhoid  Fever 
Mortality  in  the  United  States 

REGISTRATION  AREA 
AND 

IN  PENNSYLVANIA 
BY  YEARS 


Chart  N9 1 

The  next  large  epidemic  ascribed  to  a con- 
taminated water  supply  occurred  in  Butler,  from 
October,  1903,  to  January,  1904.  Butler  then 
had  a population  of  18,000,  and  received  a fil- 
tered water  supply.  The  pumping  plant  was 
closed  for  a short  time  to  make  extensions,  and 
unfiltered  water  was  furnished  to  the  town. 
Two  weeks  later  the  first  cases  of  typhoid  fever 
appeared,  and  finally  there  were  1,348  cases  and 
III  deaths.  Prior  to  the  epidemic,  cases  of  ty- 
phoid fever  existed  on  the  watersheds  of  the 
streams  above  this  intake.  The  following  year 
the  Legislature  enacted  the  act  creating'  the 
Health  Department,  giving  it  jurisdiction  over 
public  water  works. 

An  epidemic  occurred  in  Scranton  in  1906 
and  1907.  At  that  time  Scranton  had  a popu- 
lation of  1 19,000  and  was  supplied  with  water 
secured  from  upland  streams  and  stored  in  large 


reservoirs.  The  water  supply  was  open  to  con- 
tamination at  various  points,  with  a village  of 
about  800  people  only  a mile  above  the  Elmhurst 
reservoir.  Railroad  tracks  also  crossed  the 
watershed.  In  some  manner  this  reservoir  be- 
came infected  during  the  latter  part  of  Novem- 
ber, 1906,  and  an  epidemic  of  1,155  reported 
cases  and  iii  deaths  followed.  The  water  sup- 
ply is  now  chlorinated. 

Other  epidemics  followed,  none  of  equal  mag- 
nitude, and  to  some  of  these  reference  will  be 
made  later,  but  as  indicative  of  the  results  of  the 
control  over  typhoid  fever  exercised  by  the  State 
Department  of  Health,  it  may  be  stated  that  in 
1906  there  were  3,917  deaths  from  typhoid 
fever — a rate  of  54.8  per  100,000  population. 
In  1923,  instead  of  nearly  4,000  deaths,  there 
were  438  deaths,  or  a rate  of  4.8,  representing 
a reduction  of  about  92%,  equivalent  to  a saving 
of  50,000  lives.  This  decline  in  typhoid  fever 
mortality  in  Pennsylvania  is  shown  on  Chart 
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Chart  N°  2 

No.  I ; also  a comparison  of  Pennsylvania’s  rate 
from  1906  to  1922,  inclusive,  with  the  U.  S.  rate, 
where  it  will  be  noted  that  from  1916  the  Penn- 
sylvania rate  was  consistently  below  the  rate  for 
the  entire  registration  area.  This  decline  is 
shown  in  a novel  manner  on  the  “Bull’s-Eye.” 
We  are  nearing  the  center,  but  a hard  task  con- 
fronts us  before  we  reach  the  “irreducible  mini- 
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mum.”  Morbidity  rates  are  shown  on  Chart 
No.  3 — in  1906,  342.5,  and  in  1923,  31  per 
100,000. 

The  Purity  of  Waters  Act  of  1905,  gave  the 
Commissioner  of  Health  jurisdiction  over  public 
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Chart  N93 

water  supplies  and  sewerage,  and  its  enforce- 
ment has  had  a marked  effect  upon  the  decrease 
of  typhoid  fever  in  Pennsylvania.  On  Chart  No. 
4 will  be  noted  the  coincidental  decline  of  ty- 
phoid as  public  water  works  improvements  were 
effected. 

One  instance  of  the  effect  of  filtered  water 
will  be  seen  in  the  record  of  Pittsburgh  (Chart 
No.  5),  formerly  typhoid  ridden,  now  among  the 
“Honor  Roll”  cities  of  the  country. 

The  part  water  plays  is  realized  when  we  con- 
sider that  in  Pennsylvania  nearly  6,000,000  peo- 
ple live  in  urban  communities,  mostly  served 
through  public  water  works.  All  but  one-half 
million  of  these  receive  water  either  filtered  or 
chlorinated.  To  accomplish  this,  there  are  172 
filtration  works  and  330  chlorination  plants. 

But  eternal  vigilance  is  the  price  of  safety. 
Plants  break  down,  operators  are  sometimes  lax 
and  the  Department  engineers  must  maintain 
strict  supervision  of  these  plants  to  assure  the 
safety  of  the  consumer.  Frequent  visits  are 
made,  samples  analyzed  and  reports  of  operation 
periodically  submitted  and  scrutinized. 


A few  years  ago  the  speaker  personally  inves- 
tigated a typhoid  fever  outbreak  in  a community 
of  about  3,000 , population  within  his  district. 
The  evidence  strongly  pointed  to  the  public  water 
supply  as  the  source  of  infection,  and  it  was 
ascertained  that  there  had  been  a lapse  in  the 
continuous  chlorination  of  the  supply. 

Extensions  of  sewer  systems  have  also  helped. 
Under  the  supervision  of  the  Department  new 
systems  have  been  built  and  others  extended, 
providing  facilities  for  removing  this  filth  from 
communities  and  permitting  abandonment  of 
privies  and  cesspools.  To-day  there  are  more 
than  200  sewage  treatment  works  helping  to 
keep  our  streams  cleaner  and  more  suitable  for 
water  supplies. 

Credit  must  be  given  also  to  other  factors  of 
control ; for  example,  increased  promptness  in 
reporting  of  cases,  improved  technic  in  handling 


PURE  WATER  5AVE5  LIVES 

A5  PURE  WATER  SUPPLIES  INCREASE -TYPHOID  DECREASES 

50.000  LIVES  SAVED  IN  18  YEARS 

PENNSYLVANIA 

Chart  N°4 

the  disease,  proper  disposal  of  dejecta,  hospitali- 
zation of  cases,  reduction  of  secondary  cases  by 
quarantine,  immunization  of  contacts,  control  of 
disease  on  dairy  farms,  improvement  in  milk 
supplies,  search  for  carriers,  and  persistent  and 
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continuous  effort  to  educate  the  public  concern- 
ing measures  of  sanitation. 

The  Department  has  a medical  officer  in  each 
county,  and  its  health  officers  are  scattered 
throughout  the  entire  state.  There  is  also  a 
mobile  force  of  medical  men,  nurses  and  engi- 

TYPHOID  FEVER  DEATHS 
PITTSBURGH  RESIDENT 
PER 

HUNDRED  THOUSAND  INHABITANTS 
IN 

CITY  OF  PITTSBURGH 
1898-1923 


neers  connected  with  the  central  office,  rendering 
it  possible  quickly  to  dispatch  trained  workers 
to  the  seat  of  an  outbreak. 

Typhoid  bacilli  increase  rapidly  in  milk.  A 
number  of  epidemics  of  typhoid  due  to  infection 
of  a milk  supply  have  occurred  in  Pennsylvania. 

In  the  summer  of  1910,  there  were  299  cases 
of  typhoid  fever  in  Wilkes-Barre  and  the  Wy- 
oming Valley.  At  the  beginning,  the  outbreak 
was  suspected  of  being  of  water-borne  origin, 
but  our  investigations  demonstrated  that  it  was 
due  to  milk  infection. 

In  1920,  there  were  at  least  179  cases  attribu- 
table to  milk  infection.  The  following  year  there 
were  204  cases,  no  of  which  occurred  in  Sha- 
mokin  and  were  ascribed  to  infection  of  milk 
served  by  one  dealer.  The  next  two  years  were 
not  marked  by  any  large  outbreaks  of  milk- 


borne  typhoid,  but  in  the  past  month  there  were 
21  cases  at  Connellsville,  which  were  proved  to 
have  been  infected  by  one  milk  supply. 

Ice  cream  has  been  responsible  for  outbreaks 
of  typhoid  fever,  and  one  instance  alone  may  be 
cited  to  show  the  widespread  effect  of  an  in- 
fected ice  cream.  This  occurred  in  1916,  and 
involved  a large  ice  cream  factory  obtaining  its 
raw  materials  from  a wide  area  and  in  turn 
shipping  its  products  over  an  extended  district 
where  typhoid  fever  cases  appeared  in  communi- 
ties having  no  immediate  relation  with  each 
other  and  having  only  the  common  factor  of  this 
one  ice  cream  supply.  The  raw  material  was  ob- 
tained from  18  creameries  and  10  large  dairy 
farms,  and  ice  cream  was  shipjjed  to  144  dealers 
in  1 14  localities  located  in  18  counties,  some 
points  being  150  miles  distant.  During  July  and 
August,  the  output  reached  as  high  as  40,000 
gallons  of  ice  cream  per  month.  The  epidemic 
raged  from  July  30th  until  September  20th,  dur- 

PENNSYLVANIA  STATE 
TYPHOID  EEVEE 
MORBIDITY  RATE  PER  100.000 
RURAL  RATE  HIGHEST 


OamN^S 

ing  which  time  1,851  cases  were  listed.  The  in- 
vestigation showed  that  there  were  17  cases  of 
typhoid  on  contributing  dairy  farms. 

Infected  water  cress  is  charged  with  a small 
outbreak  near  Philadelphia,  this  being  used  at  a 
wedding  breakfast,  and  some  of  the  victims  com- 
ing from  other  states.  Outbreaks  that  might  be 
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ascribed  to  shell  fish  have  been  relatively  unim- 
portant in  Pennsylvania.  This  is  likewise  true 
of  those  caused  by  raw  vegetables.  The  late  Dr. 
W.  G.  Weaver,  of  Wilkes-Barre,  reported  on 
an  outbreak  among  troops  at  one  of  the  state 
encampments  caused  by  an  infected  food  supply 
through  the  agency  of  a kitchen  helper,  a walk- 
ing  typhoid  fever  case. 

The  protection  of  private  and  semiprivate 
water  supplies  is  a problem  confronting  the  De- 
partment to-day,  and  the  success  or  failure  of 
our  efforts  along  this  line  is  certain  to  have  an 
effect  upon  typhoid  fever  in  the  rural  districts 
where  such  supplies  ordinarily  are  found.  The 
ease  with  which  a supply  may  be  contaminated 
is  shown  in  a small  outbreak  in  a village  near 
Johnstown  where  a part  of  the  village  is  supplied 
with  water  from  a hillside  spring.  Nineteen 
cases  occurred  in  a few  homes.  The  hillside 
above  the  spring  had  been  used  for  toilet  pur- 
poses by  men  working  on  a near-by  highway. 
One  of  them  had  recently  had  typhoid  fever. 
Heavy  rains  unquestionably  washed  infected 
material  into  the  spring  and  the  outbreak  fol- 
lowed. 

Reduction  of  rural  typhoid  is  a task  confront- 
ing the  Department.  Since  1909,  with  the  ex- 
ception of  two  years,  the  case  rate  in  Pennsyl- 
vania has  been  higher  in  the  country  than  in  the 
urban  districts.  Chart  No.  6 shows  this  graph- 
ically, and  this  has  been  plotted  on  the  basis  of 
residence  and  not  on  the  place  of  infection 
which  is  often  difficult  to  ascertain.  With  the 
increasing  use  of  the  automobile  the  urban 
dweller  travels  far  from  his  own  home.  This 
past  summer  18  cases  were  investigated  in  north- 
eastern Pennsylvania.  Seven  lived  in  Scranton 
and  each  one  had  been  away  from  home  on  auto- 
mobile trips  or  in  camps  prior  to  their  illness. 
The  other  1 1 resided  in  boroughs  and  had  trav- 
eled through  the  country  before  they  became 
sick. 

To  protect  the  traveling  public,  the  Depart- 
ment this  summer  undertook  to  examine  and  ap- 
prove water  supplies  along  state  highways  acces- 
sible to  the  public  at  eating  stands,  restaurants, 
automobile  camps  and  the  like.  To  this  end,  a 
traveling  laboratory  and  a sanitary  engineer 
traversed  more  than  2,000  miles  of  the  principal 
highways  of  the  state.  Where  a supply  was 
found  satisfactory  from  both  the  physical  and 
bacteriological  examination,  a metal  placard  an- 
nouncing it  as  a “Safe  Drinking  Water”  was 
posted.  It  is  planned  to  expand  this  work  next 
year  and  also  to  equip  another  traveling  labora- 
tory and  make  it  available  for  epidemiological 
work  where  disease  may  appear  in  epidemic 
form. 


The  seasonal  incidence  of  typhoid  in  this  state 
is  not  particularly  different  from  that  of  other 
states.  A comparison  is  shown  over  a ten-year 
period  on  Chart  No.  7. 

Prompt  reporting  of  typhoid  is  of  great  value 
and  has  always  been  one  of  the  chief  difficulties 
in  handling  the  disease.  Under  present  pro- 
cedure the  first  report  is  now  given  to  the  De- 
partment by  telegram,  followed  by  more  detailed 
information  a little  later.  The  case  is  kept  open 
on  our  records  until  the  cause  is  determined  and 
proper  measures  taken  against  a recurrence,  or 
after  searching  investigation,  marked  as  one  of 
undetermined  origin. 

On  the  map  of  Pennsylvania  are  shown  the 
counties  having  the  greatest  number  of  cases  of 
typhoid  fever  from  January  to  August,  1924, 
inclusive.  The  counties  shown  in  black  are  those 
where  the  case  rate  was  above  the  state  rate  for 


PENNSYLVANIA  Chart  N°  7 

at  least  half  of  this  eight-month  period.  Those 
in  lighter  tint  are  counties  which  were  above  the 
state  rate  less  than  half  of  the  time.  The  un- 
colored counties  are  those  which  did  not  exceed 
the  state  rate  in  any  one  of  the  eight  months. 

In  general,  it  will  be  noted  that  there  are  two 
principal  areas  where  typhoid  has  been  most 
prevalent,  and  our  records  indicate  that  this  is 
true  also  of  other  years  ; in  the  western  southern 
part  of  the  state  where  mining  towns  are  de- 
pendent largely  upon  private  water  supplies 
which  are  frequently  unsafe  and  not  wholly 
under  control  of  the  State  Department  of 
Health,  and  in  the  eastern  southern  part  in  the 
triangular  belt  of  limestone  formation.  This 
appears  as  a wedge  with  the  apex  in  Lehigh 
County  and  the  base  along  the  Maryland  line, 
extending  from  the  western  boundary  of  Frank- 
lin County  eastward  to  the  center  of  Chester 
County.  In  this  peculiar  formation,  fecal  mat- 
ter from  cesspools  and  outhouses  may  be  carried 
by  way  of  larger  or  smaller  subterranean  fis- 
sures and  underground  streanTS  through  the 


348 


THE  ATLANTIC  MEDICAL  JOURNAL 


March,  1925 


limestone,  later  appearing  in  springs  or  wells 
used  for  domestic  water  supply.  Here  water- 
tight sewage  receptacles  must  be  installed,  so  the 
contents  cannot  gain  entrance  to  the  underground 
water. 

Regulations  have  been  effective  for  several 
years  regarding  dairy  farm  typhoid.  Either  the 
cattle  must  be  removed  from  the  premises  or  the 
production  of  milk  undertaken  by  those  having 
no  contact  whatever  with  the  patient. 

Under  present  quarantine  regulations  every 
convalescent  from  typhoid  fever  is  considered  a 
carrier  until  there  have  been  received  from  the 
laboratory  at  least  two  successive  negative  re- 


were  found  several  months  after  apparent  re- 
covery from  typhoid,  in  the  feces  of  a young 
man  living  on  the  watershed  above  the  borough’s 
intake.  He  stated  that  during  his  convalescence 
body  discharges  were  at  times  deposited  in  the 
field  adjacent  to  the  stream. 

In  1915,  a carrier  was  found  in  connection 
with  a milk-borne  typhoid  outbreak  in  the  case 
of  a woman  who  helped  in  the  production  of 
milk  on  a dairy  farm,  but  in  whom  the  disease 
itself  was  not  recognized.  From  all  the  facts, 
an  epidemiological  diagnosis  of  transmission 
from  a chronic  typhoid  carrier  by  means  of 
milk,  was  established. 


Location  of  Typhoid  Fevep 
IN  Pennsylvania 


L£'GSA/D 


Count/es  above  State  Rate 

Counties  above  State  Rate 
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/ess  ttian  5 the  time 
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ports  from  sp>ecimens  of  stools  and  urine,  taken 
not  less  than  5 days  apart. 

Milk  control  activities  are  applied  also  beyond 
the  dairy.  The  Advisory  Board  regulations 
established  standards  for  milk,  either  as  raw  or 
pasteurized.  The  raw  milk  must  be  obtained 
from  tested  herds.  Those  engaged  in  the  han- 
dling of  milk,  both  raw  and  pasteurized,  must 
pass  a medical  examination.  Municipalities  are 
urged  to  adopt  regulations  for  the  control  of 
milk,  and  we  are  planning  to  equip  a third  trav- 
eling laboratory  for  work  among  the  mjlk  han- 
dling plants. 

Typhoid  carriers  have  been  found  in  Pennsyl- 
vania. In  1912,  a disastrous  epidemic  occurred 
in  the  borough  of  Troy,  with  232  cases  in  a 
population  of  slightly  less  than  1,400.  The  in- 
fection was  water-borne,  and  typhoid  bacilli 


At  Troy  in  1912,  antityphoid  vaccine  was  used 
on  a wholesale  scale,  this  being  the  first  instance 
in  the  state.  Fifty-seven  per  cent  of  the  total 
population  of  the  town  was  vaccinated,  three  in- 
oculations being  given  at  intervals  of  9 or  10 
days.  The  Commissioner  of  Health  in  the  1912 
report  stated : “It  seems  to  demonstrate  that 
vaccine  administration,  after  the  infecting  agent 
has  been  ingested,  does  not  lower  the  morbidity 
nor  modify  the  individual  case.” 

Since  that  time  there  have  been  other  instances 
where  more  or  less  wholesale  vaccination  was 
attempted;  for  example,  Washington,  Osceola 
Mills,  Shippensburg,  Arden  Mines  and  Irvona, 
this  latter  during  the  current  year.  It  is  difficult 
to  secure  reliable  data  as  to  the  effect  of  this 
work.  It  is  not  compulsory  and  it  has  been 
found  that  those  submitting  themselves  to  the 
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first  inoculation  ofttimes  lose  interest  before  the 
second  and  third  can  be  given.  At  Arden  Mines, 
for  example,  out  of  a total  population  of  ap- 
proximately 750,  about  450  received  the  first  in- 
jection of  the  serum  and  250,  mostly  children, 
the  third. 

With  all  the  precautions  now  taken  in  the 
treatment  of  typhoid,  it  is  not  the  man  who  is 
sick  in  bed  with  the  disease  who  is  the  source  of 
danger  to  the  community,  so  much  as  it  is  the 
convalescent  and  the  chronic  carrier  who  min- 
gles with  others  and  eliminates  from  his  bowels 

Pennsylvania  approaches 

THE 

Typhoid  Bull's-eye 


THE  SCORE  IN  1906  WAS  3917  DEATHS 
IN  1923  IT  WAS  438 

typhoid  bacilli.  This  condition  renders  the  abso- 
lute eradication  of  the  disease  a mighty  difficult 
problem. 

The  detection  of  carriers  is  of  the  greatest  im- 
portance, but  very  difficult  in  most  cases.  The 
search  must  follow  two  lines  of  investigation, 
the  clinical  and  the  laboratory,  and  in  view  of 
the  deficiency  in  the  laboratory  technic  in  gen- 
eral use,  the  clinical  has  usually  given  more 
productive  results.  A careful  history  of  the  sus- 
pect and  his  association  with  previous  cases 
often  lead  to  a solution  of  the  problem.  The 
laboratory  should  be  used  to  confirm  the  diag- 
nosis. It  is  claimed  that  persistent  infectious- 
ness is  usually  due  to  an  infected  gall-bladder 
and  that  the  removal  of  this  organ  will  stop  the 
discharge  of  bacilli.  It  has  proved  of  great 


value  in  many  cases,  but  it  has  failed  at  times 
when  the  liver  itself  has  been  diseased.  Typhoid 
carriers  may  be  in  good  health,  while  they  are 
continuously  discharging  bacilli  and  infecting 
others. 

We  know  that  in  many  instances  there  is  more 
or  less  direct  contagion.  One  member  of  the 
family  falls  a victim  to  typhoid  and  others  in  the 
household  are  infected.  In  rural  communities 
without  hospital  facilities,  one  patient  may  be 
the  source  of  a small  outbreak,  due  to  personal 
contact  with  his  neighbors. 

For  the  protection  of  the  public,  we  should 
make  sure  that  every  typhoid  bacillus  is  killed 
immediately  on  leaving  the  patient.  Under  no 
circumstances  should  undisinfected,  hastily  or 
carelessly  disinfected  excreta  be  disposed  of. 
The  attending  physician  and  the  nurse  have  a 
tremendous  resjx)nsibility  in  the  proper  disinfec- 
tion of  the  excretions  from  the  patient  and  of 
everything  which  may  be  contaminated  directly 
or  indirectly,  such  as  bedding,  clothing,  eating 
utensils,  the  floor,  furniture,  etc. 

The  strongest  weapon  in  prevention  is  thor- 
ough disinfection  before  disposal.  The  flush 
toilet  should  be  used,  if  one  is  available,  but  the 
ordinary  privy  must  be  fly  tight  and  properly 
located  with  respect  to  springs  or  wells.  A prop- 
erly located  trench  is  usually  safer.  Unfortu- 
nately the  diagnosis  of  typhoid  is  often  not  made 
in  the  mild  cases  and  these  may  be  the  source  of 
infection  of  many  others. 

It  is  the  duty  of  the  physician  in  charge  of 
every  case  suspected  of  being  typhoid  fever  to 
direct  the  nurse  and  the  family  in  the  extreme 
importance  of  disinfectants  and  their  proper  use. 
(This  may  seem  superfluous  to  a nurse  gradu- 
ated from  a training  school  of  repute.  Just  the 
same,  typhoid  is  not  the  common  malady  that  it 
once  was  and  nurses  do  not  care  for  the  number 
of  cases  in  the  hospital  that  they  did  formerly ; 
hence  careful  written  directions  should  be  supr 
plied.) 

It  is  absolutely  essential  that  flies  be  excluded 
from  the  sick  room  and  from  contact  with  the 
patient’s  discharges.  That  flies  may  serve  as 
carriers  of  infection  was  forcibly  impressed 
upon  those  of  us  who  were  present  in  military 
camps  during  the  summer  of  1898.  They 
swarmed  over  infected  fecal  matter  in  latrines 
and  then  visited  and  fed  upon  the  food  prepared 
for  the  soldiers  at  the  mess  tents,  with  the  deadly 
results  with  which  you  are  all  familiar. 

We  should  like  to  enforce  the  laboratory  ex- 
amination of  the  excreta  of  all  handlers  of  food 
in  hotels,  restaurants,  and  other  public  eating 
places.  Every  individual  in  an  infected  district 
should  be  considered  a possible  carrier. 


350 


THE  ATLANTIC  MEDICAL  JOURNAL 


March,  1925 


If  the  disease  is  prevalent  in  a family,  a mem^ 
her  of  which  is  engaged  in  milk  or  food  han- 
dling, he  must  move  out  of  the  infected  house 
at  once  and  never  be  permitted  to  have  access 
to  the  sick  room  or  touch  anything  that  has  come 
in  contact  with  the  patient. 

Universal  vaccination  against  typhoid  fever, 
as  demonstrated  in  the  World  War,  would  give 
the  best  results,  but  this  is  practically  impossible 
outside  of  army  control.  It  should  be  constantly 
urged  in  communities  where  typhoid  fever  is 
continuously  present  and  for  those  whose  occu- 
pations require  travel  or  which  otherwise  expose 
them  to  unsafe  water  supplies  or  other  sources 
of  infection.  It  cannot  be  a substitute  for  such 
control  measures  as  have  been  described.  The 
value  of  typhoid  vaccination  should  be  explained 
to  students  in  high  schools,  colleges,  and  univer- 
sities and  it  should  be  used  routinely  in  institu- 
tions, hospitals,  prisons,  reformatories  and  asy- 
lums. 

The  State  Department  of  Health,  local  boards 
of  health,  physicians,  sanitary  engineers,  nurses, 
and  health  officers  have  a common  responsibility 
in  the  eradication  of  this  disease.  The  important 
practical  point  in  regard  to  prevention  for  us  to 
remember,  is  the  high  virulence  of  the  excreta. 

DISCUSSION 

Dr.  David  Riesman  (Philadelphia,  Pa.)  : We  may 
at  times  doubt  whether  civilization  has  made  much 
progress  in  the  last  five  thousand  years.  But  when  we 
contemplate  what  has  been  accomplished  in  the  control 
of  some  of  the  infectious  diseases  that  used  to  deci- 
mate mankind,  much  of  the  doubt  vanishes.  A few 
weeks  ago  in  Toronto  I heard  Sir  David  Bruce’s  presi- 
dential address  on  the  Triumphs  of  Preventive  Medi- 
cine, in  which  among  other  achievements  he  showed  by 
means  of  graphic  charts  the  results  obtained  in  typhoid 
fever  by  general  sanitation  and  antityphoid  vaccination. 
No  more  eloquent  demonstration  of  the  value  of  scien- 
tific research  and  of  animal  experimentation  could  have 
been  given.  In  Philadelphia,  formerly  one  of  the  worst 
typhoid  ridden  cities  in  the  country,  the  death  rate  per 
hundred  thousand  population  has  fallen  from  41.7  in 
1910  to  1.7  last  year,  which  means  a saving  of  about 
eight  hundred  lives  a year.  In  Reading  the  death  rate 
has  dropped  from  42  per  100,000  to  2.7,  a saving  of  at 
least  forty  lives  a year. 

The  diagnosis  of  typhoid  fever  has  become  difficult, 
not  only  because  of  growing  unfamiliarity  with  the  dis- 
ease, but  also  for  another  reason.  When  all  fevers 
were  either  malaria  or  typhus,  diagnosis  was  easy — a 
fever  was  either  one  or  the  other.  When  typhus  and 
typhoid  were  separated  the  problem  became  a little 
more  complex,  and  now  when  we  have  paratyphoid  A 
and  B and  C,  as  well  as  the  somewhat  simjlar  colon 
infections,  diagnosis  is  infinitely  more  pomplicated.  On 
rare  occasions  the  psittacosis  bacillus,  the  bacillus 
tularense  and  other  microorganisms  of  animal  origin 
add  still  more  to  our  diagnostic  burden. 

But  even  that  does  not  exhaust  the  subject.  I have 
in  mind  a group  of  indeterminate  fevers  of  brief  dura- 
tion, rarely  more  than  ten  days  or  two  weeks,  that  are 
growing  in  frequency.  They  resemble  typhoid  or  para- 


typhoid fever,  but  do  not  belong  to  any  of  the  estab- 
lished groups  when  studied  by  the  usual  laboratory 
methods.  They  do  not  give  the  Widal  reaction  with 
known  organisms,  nor  can  the  latter  be  demonstrated 
by  culture  in  the  blood  or  feces.  Within  the  last  few 
months  I have  seen  six  such  cases.  I have  been  in  the 
habit  of  calling  them  entericoid  fever,  a name  that  may 
serve  as  a more  or  less  satisfactory  designation  until 
their  exact  etiology  is  determined. 

In  the  diagnosis,  which  has  been  well  covered  by  Dr. 
Futcher,  one  must  always  bear  in  mind  to  ask  whether 
the  patient  has  been  vaccinated.  While  preventive  vac- 
cination does  not  exclude  typhoid  fever,  it  makes  it  and 
paratyphoid  less  probable.  I also  believe  there  is  some- 
thing characteristic  in  the  odor  of  typhoid  fever  pa- 
tients. 

Regarding  relapses  in  typhoid  fever,  I believe  that 
we  can  sometimes  predict  them,  which  is  important,  as 
the  layman  is  very  apt  to  blame  the  physician  unjustly 
when  an  unforeseen  relapse  occurs.  The  criteria  I have 
used  in  predicting  a relapse  are  in  the  main  two.  First, 
if  one  can  demonstrate  that  the  spleen  is  still  large, 
even  though  the  temperature  is  normal,  a relapse  is 
probable.  Second,  danger  of  relapse  is  not  past  as 
long  as  the  temperature  is  only  normal.  It  must  be 
subnormal  and  the  pulse  must  be  subnormal  for  several 
days.  Then  the  relapse  is  much  less  likely  to  occur. 

The  Widal  reaction  is  often  absent  during  the  early 
stages.  It  may  not  appear  until  some  complication  such 
as  phlebitis  arises  or  until  a relapse  occurs. 

Of  the  diseases  that  may  be  mistaken  for  typhoid 
fever  and  vice  versa,  septic  endocarditis,  tuberculosis, 
influenza,  malaria,  meningitis,  and  the  peculiar  unilat- 
eral bronchopneumonia  to  which  I called  the  attention 
of  this  Society  several  years  ago,  may  be  mentioned. 
Tularemia,  the  disease  recently  described  by  Francis, 
should  also  not  be  forgotten. 

On  the  subject  of  treatment,  with  which  Dr.  Litch- 
field has  dealt  so  exhaustively,  I have  little  to  say.  I 
believe  in  liberal  feeding,  as  advocated  by  Coleman  and 
by  Litchfield. 

In  case  of  hemorrhage,  opium  is  the  principal  remedy. 
The  bowels  can  be  kept  safely  locked  for  several  days. 
For  the  intense  headaches  that  are  occasionally  present 
in  early  stages  of  typhoid  fever,  the  best  remedy  is 
leeching  over  the  mastoid  process.  In  long,  lingering 
cases  the  fixation  abscesses,  produced  by  the  injection 
of  sterile  turpentine,  is  at  times  useful. 

Dr.  Joseph  Sailer  (Philadelphia,  Pa.) : By  the 
courtesy  of  Dr.  Litchfield  I had  the  opportunity  of 
reading  his  paper  and  can  only  echo  what  Dr.  Riesman 
said  in  praise.  We  can  all  agree  that  specific  treat- 
ment does  not  at  the  present  time  exist.  The  proof  of 
specific  treatment  is  that  it  is  almost  universally 
adopted.  If  not  specific  the  adoption  lags.  An  illustra- 
tion is  the  result  when  antipneumococcic  serum  and 
typhoid  vaccine  were  offered.  One  has  been  universally 
accepted  and  the  other  is  still  uncertain.  The  prophy- 
lactic treatment  has  been,  as  we  have  heard  to-day  and 
for  many  years,  brilliantly  successful.  To  my  mind  the 
degree  of  self-congratulation  with  which  we  have 
treated  this  subject  of  prophylaxis  is  distinctly  de- 
plorable. We  should  not  at  the  present  time  be  satisfied 
with  it.  It  is  possible,  it  is  even  probable,  that  next  to 
yellow  fever,  typhoid  fever  is  a disease  which  will  be 
completely  eliminated  from  human  life.  There  is  no 
reason,  so  far  as  I know,  to  believe  that  persistent  ex- 
istence of  the  typhoid  bacillus  outside  of  the  human 
body  for  indefinite  periods  of  time  is  possible.  There- 
fore, when  vre  have  destroyed  all  the  bacilli  in  the 
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human  body  the  disease  will  cease  to  exist.  That  is  the 
aim  toward  which  we  should  strive  and  not  be  satisfied 
witli  the  reduction  of  incidence  of  the  disease  from  40 
to  4 per  cent.  We  must  go  further,  and  until  it  is  im- 
possible to  do  so  we  should  continue  to  strive  for 
progress. 

Typhoid  fever  offers  us  one  of  the  most  brilliant  and 
satisfactory  examples  of  the  extreme  danger  of  thera- 
peutics based  upon  a theory  as  to  the  nature  of  the 
disease.  Those  of  you  who  go  back  with  me  to  the 
nineties  remember  that  the  dominant  idea  in  the  treat- 
ment of  typhoid  fever  was  to  avoid  irritation  of  the 
ulcerated  mucous  membrane  of  the  intestines.  Starva- 
tion was  advised  to  accomplish  that  end,  keeping  as 
little  material  and  as  completely  assimilable  material  in 
the  intestinal  tract  as  possible,  and  we  gave  only  milk. 
Some  insisted  upon  giving  only  milk  for  weeks  after 
the  temperature  became  normal,  with  the  idea  of  pro- 
moting the  healing  of  these  supposedly  dangerous  ul- 
cers. We  know  now  that  this  is  not  necessary  and,  as 
Dr.  Litchfield  has  shown,  it  is  vastly  to  the  advantage 
of  the  patient  that  we  have  gotten  rid  of  this  idea  in 
the  treatment  of  the  disease.  It  is  entirely  possible  that 
in  the  treament  of  many  other  diseases  we  are  still  too 
largely  controlled  by  purely  theoretical  considerations. 
We  want  more  definite  knowledge  about  a great  many 
things. 

I think  you  will  all  feel  with  me  a great  sensation  of 
surprise  regarding  the  silence  of  the  speakers  on  one 
point.  In  the  nineties  you  will  recall  that  hydrotherapy 
was  the  nearest  thing  to  a specific  that  we  had.  Very 
careful  detailed  directions  for  giving  baths  filled  our 
medical  journals,  and  yet  to-day  hydrotherapy  is  per- 
haps one  of  the  least  important  methods  in  our  treat- 
ment. 

The  three  particular  elements  which  were  stressed 
by  Dr.  Litchfield  and  which  we  all  believe  in  at  pres- 
ent are  rest,  nutrition  and  watchfulness.  All  the  oth- 
ers have  been  eliminated  as  being  distinctly  less  impor- 
tant, so  in  the  absence  of  a definite  therapeutic  measure 
we  are  reduced  to  a rational  therapeutic  method,  and 
we  can  look  to  the  future,  I believe,  with  a good  deal 
of  confidence  for  the  complete  elimination  of  typhoid 
fever.  In  the  meantime,  by  watching  our  cases,  we  are 
going  to  have  a degree  of  success  in  their  treatment 
which  I am  sure  none  of  us  experienced  three  decades 
ago.  Of  course,  various  things  may  be  done  in  respect 
to  the  treatment. 

The  treatment  of  carriers  of  the  disease  by  removal 
of  the  gall-bladder  is  very  rarely  practiced  in  this  coun- 
try. It  is  possibly  of  considerable  importance,  but  until 
we  have  legal  means  of  accomplishing  it,  it  cannot  be 
generally  done,  and  until  we  have  laws  which  enable  us 
to  isolate  those  patients  who  are  known  to  be  carriers 
permanently  during  life,  not  much  can  be  expected. 
Unless  we  know  that  the  operation  is  entirely  success- 
ful, which  has  not  yet  been  demonstrated,  we  cannot  be 
sure  that  it  will  eliminate  the  danger  of  carriers.  To 
get  rid  of  the  disease  we  must  isolate  our  carriers  and 
for  years,  if  necessary,  sterilize  their  excreta. 

Dr.  C.  J.  Vaux  (Pittsburgh,  Pa.)  : Departments  of 
health,  state  and  city,  have  many  pressing  major  prob- 
lems in  preventive  medicine,  but  the  control  of  typhoid 
fever  to-day  is  not  one  of  them.  Departments  of  health 
in  this  state  have  an  interest,  however,  in  the  control  of 
typhoid  fever,  not  only  because  the  proper  factors  in 
control  are  definitely  known  and  rather  universally  ap- 
plied, but  because  of  the  fact  that  for  many  years  in 
public  health  organizations,  such  as  the  American  Pub- 
lic Health  Association,  the  efficiency  of  any  department 


of  health  in  this  country  has  been  very  largely  judged 
by  the  control  of  typhoid  fever  in  its  community.  When 
we  consider  that  in  the  city  of  Pittsburgh,  in  1923,  out 
of  four  thousand  deaths  from  communicable  disease 
(including  the  pneumonias  of  all  forms),  there  were 
only  twenty-three  deaths  from  typhoid  fever,  we  see  at 
once  that  as  a pressing  disease  factor  it  has  very  little 
interest  to  us,  at  least  so  far  as  morbidity  and  mortality 
are  concerned. 

Dr.  Miner  has  rightfully  stressed  the  fact  that  there 
are  other  things  in  the  control  of  the  typhoid  situation 
than  the  water  supply.  It  is  true  that  the  water  supply 
can  be  infected  and  cause  typhoid  in  a community. 
There  is  another  thing  about  a community  water  supply 
which  Dr.  Miner  has  stressed  and  which  I will  put  in 
other  words.  If  the  water  supply  is  not  acceptable  to 
the  community,  then,  whether  it  is  infected  or  not,  it  is 
a menace  to  the  community  for  the  reason  that  the 
people  will  get  their  own  water  supply,  which  means 
springs  and  wells  that  are  likely  to  be  infected  at  any 
time.  In  Pittsburgh,  between  1895  and  1905,  the  city 
had  the  unenviable  reputation  of  having  more  cases  of 
typhoid  than  any  other  city  in  the  United  States.  This 
is  no  longer  the  case,  and  it  is  pointed  out  that  the  rea- 
son is  that  we  have  put  in  an  English  type  slow  sand 
filter  plant  to  supply  the  water.  That  is  the  truth,  but 
not  all  of  the  truth.  A large  percentage  of  people  in 
Pittsburgh,  before  the  city  furnished  filtered  water,  did 
not  use  the  community  water  supply.  They  depended 
upon  springs  and  wells,  and  for  years  we  did  not  have 
a complete  sanitary  sewerage  system.  There  were  many 
outside  water  closets,  and  the  springs  and  wells  were 
being  contaminated.  No  one  knows  what  percentage  of 
the  cases  of  this  disease  was  due  to  the  public  water 
supply  and  what  to  the  springs  and  wells. 

In  1921,  we  had  250  cases  of  typhoid,  but  of  these 
cases,  138  occurred  in  one  of  our  valleys  which  is  pop- 
ulated almost  exclusively  by  Slavish  people  and  Italians 
who  work  in  the  mills  and  who  used  springs  and  one 
or  two  wells  for  their  water  supply  because  it  was 
cooler.  We  had  some  very  bad  rains,  and  on  top  of 
the  hill  were  some  outside  water  closets  which  over- 
flowed, infecting  this  local  water  supply.  In  that  valley 
alone,  we  had  138  cases  of  typhoid  fever.  Last  year, 
we  had  only  81  cases  of  typhoid  in  Pittsburgh,  and  of 
these,  twelve  were  traced  directly  to  a bootleg  dairy, 
where  they  had  three  goats  and  two  cows.  These 
twelve  cases  occurred  among  the  Italians  who  bought 
milk  from  this  dairyman.  We  believe  the  contamina- 
tion came  from  one  of  the  children  of  this  man.  We 
closed  his  dairy  and  after  that  we  had  no  more  cases  in 
the  neighborhood,  but  the  mother  of  the  boy  developed 
typhoid  fever  eight  weeks  later  and  was  treated  in  St. 
Francis  Hospital. 

The  water  supply  in  practically  every  large  commu- 
nity in  the  country  is  healthful,  and  no  matter  whether 
it  is  gotten  from  large  or  small  lakes,  rivers,  wells  or 
impounding  reservoirs,  and  whether  filtered  or  not,  we 
seem  to  be  having  very  little  typhoid  from  community 
water  supplies  at  present.  Throughout  the  country,  in 
practically  all  large  centers  of  population,  including 
New  York,  Boston,  Philadelphia,  Baltimore,  Chicago 
and  Pittsburgh,  chlorine,  in  some  form,  is  used  in  the 
water  supply.  This  seems  to  be  a most  beneficial  pro- 
cedure. In  Pittsburgh,  we  use  one  pound  of  liquid 
chlorine  per  one  million  gallons  of  water.  Our  water 
comes  from  the  Allegheny  River.  In  the  Allegheny 
River  watershed,  1,100,000  people  live  without  any  at- 
tempt at  proper  sewerage  disposal  whatever,  and  yet, 
through  natural  water  purification,  slow  sand  filtration. 
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and  the  addition  of  liquid  chlorin,  we  have,  we  think,  a 
perfectly  safe  water  supply. 

There  are  many  ways  in  which  we  get  typhoid  fever. 
It  is  true  that  the  community  water  supply  may  become 
infected  with  widespread  damage.  It  is  also  true  that 
if  the  people  are  not  satisfied  with  the  water  supply 
they  will  use  springs  and  wells  which  may  become  in- 
fected. Milk  is  a great  danger,  and  efficient  inspection 
of  dairies  and  distributors,  together  with  proper  pas- 
teurization of  all  ordinary,  commercial  milk,  is  neces- 
sary. 

Other  things  to  be  considered  are  flies  and  the  dis- 
posal of  garbage.  No  city  will  cut  down  its  tvphoid 
and  other  communicable  diseases  very  much,  unless  it 
takes  care  of  its  garbage,  for  this  is  the  greatest 
breeder  of  flies.  A complete  sanitary  sewerage  system 
is  necessary  in  order  to  eliminate  outside  water  closets. 

In  addition  to  all  of  these  factors  in  control,  where 
we  have  typhoid  in  any  community  we  have  direct  and 
indirect  contact  cases,  which  can  only  be  taken  .care  of 
by  quarantine  and  proper  nursing. 

It  is  my  belief  that  if  our  civilization  keeps  up,  as  we 
hope  it  will,  in  this  country  at  least,  typhoid  fever  will 
never  again  be  a major  problem  in  preventive  medicine, 
because  the  proper  factors  in  control  are  well  known, 
comparatively  easily  applied,  and  will  be  demanded  by 
the  people. 

Dr.  Albert  E.  Roussel  (Philadelphia,  Pa.)  ; It  is 
rather  interesting  to  note  that  the  city  of  Plamburg, 
Germany,  should  be  given  the  credit  for  first  .showing 
a marked  difference  in  their  typhoid  incidence  as  a re- 
sult of  the  cholera,  which  occurred  there  in  1893.  This 
was  rather  widespread  in  Europe  and  in  Hamburg  was 
very  severe.  They  derived  their  water  supply  from  the 
River  Elbe,  and  after  that  epidemic  they  used  slow  sand 
filtration.  Hamburg  was  one  of  the  great  typhoid 
cities,  ranking  with  Philadelphia  and  doubtless  with 
Pittsburgh.  I presented  that  argument  before  a com- 
mittee of  councils  asking  that  Philadelphia  install  a 
slow  sand  filtration  system,  which  subsequentl>  was 
done. 

During  the  Spanish-American  War  we  were  asked  to 
send  a special  train  down  to  Chattanooga  to  bring  back 
some  of  the  troops  who  were  ill  with  typhoid,  and  the 
train  was  sent.  Some  of  the  boys  died  on  the  way. 
The  rest  were  distributed  co  the  hospitals  and  they 
represented  the  real  old-fashioned  typhoid  fever.  In 
the  camps  at  Chattanooga  the  latrines  were  not  pro- 
tected from  flies  and  you  can  see  why  the  typhoid  ex- 
isted. That  was  typhoid  with  diarrhea,  with  a mor- 
tality of  about  25  per  cent. 

Very  little  has  been  said  about  the  Brant  treatment. 
That  was  extreme.  It  meant  tubbing,  with  all  its  dis- 
advantages, but  I think  the  greatest  reduction  in  the 
mortality  of  typhoid  fever  occurred  after  the  use  of 
hydrotherapy  and  I am  a little  sorry  to  see  that  while 
there  is  not  a tendency  to  omit  it  entirely,  it  is  appar- 
ently not  used  extensively.  Certainly  if  any  dear  friend 
of  mine  should  experience  typhoid  fever,  sponging  with 
cold  water  is  going  to  be  employed. 

There  is  no  specific  treatment.  The  employment  of 
vaccine  as  a prophylactic  has  proved  its  merits,  but  as 
a treatment  of  the  disease  is  not  used  at  present  to  any 
degree. 

Typhoid  in  children  has  not  been  mentioned  as  a comr 
paratively  light  disease  which,  as  a result,  often  is  not 
recognized.  The  same  is  true  of  yellow  fever.  It  may 
often  go  unrecognized  and  in  that  way  may  be  a source 
of  particular  danger.  An  intermittent  pulse  is  of  im- 
portance in  the  early  diagnosis  of  typhoid  fever. 


I wish  to  emphasize  Dr.  Riesman’s  remarks  by  stat- 
ing that  in  the  past  four  months  I have  seen  several 
cases  of  continued  fever  lasting  two  or  three  weeks, 
with  no  very  marked  symptoms.  The  patients  appar- 
ently were  not  very  ill,  experiencing  some  abdominal 
tenderness  and  constipation,  and  all  the  typhoid  tests 
were  negative.  I remember  that  after  the  epidemic  of 
influenza  in  1890  we  had  similar  cases  which  we  called 
intestinal  influenza,  and  as  we  caimot  disprove  an  intes- 
tinal influenza  I think  we  may  as  well  use  that  term 
to-day.  These  cases  are  not  typhoid  nor  paratyphoid  A 
or  B,  but  present  symptoms  analogous  to  all  these  types. 

Dr.  Edgar  M.  Green  (Easton,  Pa.)  : Considering 
how  many  cases  of  typhoid  fever  were  formerly  preva- 
lent, a symposium  of  this  kind  is  very  interesting.  It 
would  have  been  interesting  at  any  time  but  I think 
now  it  is  even  more  necessary,  when  cases  of  typhoid 
are  not  numerous  enough  for  the  young  man  to  learn 
the  signs  and  symptoms  of  a disease  which  was  so  prev- 
alent at  one  time.  I think  this  is  a very  important  step. 
The  whole  subject  has  been  covered  so  well  that  there 
is  very  little  to  add. 

Dr.  Litchfield  has  well  brought  out  the  point  that  the 
modern  treatment  and  feeding  in  typhoid  fever  has  done 
away  to  a great  extent  with  the  complication  of  toxemia 
which  formerly  was  so  prevalent.  Hemorrhage  which 
sometimes  occurs  so  profusely  is  one  of  the  most  alarm- 
ing symptoms  we  ever  meet.  Toxemia  is  a long- 
drawn-out,  exceedingly  serious  complication,  and  not- 
withstanding the  fact  that  modern  medicine  has  largely 
eliminated  this  it  does  still  occur. 

I wish  to  know  whether  any  of  the  men  have  had  any 
experience  in  conquering  this  with  hypodermoclysis 
with  normal  salt  solution.  I have  seen  several  cases  in 
which  much  good  was  accomplished.  While  some  of 
my  colleagues  have  criticized  this  procedure  and  thought 
I was  running  a risk,  I believe  it  is  of  value.  I have 
seen  no  cases  in  which  it  did  not  conquer  the  toxemia, 
and  would  suggest  that  those  of  you  who  have  this  com- 
plication in  any  of  your  cases  should  at  least  try  it. 

Dr.  John  D.  McLean  (Philadelphia,  Pa.)  : I think 
that  all  the  speakers  have  voiced  the  most  important 
thing  in  the  treatment  of  typhoid  fever,  and  that  is  its 
early  diagnosis.  I think  all  of  us  have  realized  that 
typhoid  fever  in  one  patient  only  in  a community  is 
comparatively  rare,  and  that  if  we  do  find  such  a pa- 
tient he  is  a source  of  infection  for  others.  A de- 
plorable condition  has  really  existed  in  some  of  the 
epidemics  in  other  states,  as  well  as  this,  because  this 
disease  was  not  recognized  in  its  incipiency.  I should 
like  to  urge,  therefore,  upon  the  doctors  of  Pennsyl- 
vania and  other  states,  that  if  they  are  not  positive,  if 
they  just  merely  suspect  that  a patient  has  typhoid 
fever,  that  they  do  that  thing  for  which  Dr.  Sailer 
pleads — isolate  their  patients. 

I want  to  cite  but  one  instance  of  an  epidemic  among 
school  children  who  drank  from  a well  just  across  the 
fence  in  a field  near  a schoolhouse.  That  well  was  in- 
fected by  a child  who  lived  in  a house  where  they  had 
a bathroom  and  toilet  facilities,  but  their  pipe  leading 
to  a cesspool  ran  near  the  well.  Unfortunately  for 
those  thirty-five  little  ones  in  this  school,  that  pipe 
broke  near  the  well  and  the  well  was  contaminated. 
These  children  could  have  been  protected  from  typhoid 
if  someone  had  suspected  that  the  boy  in  that  house 
might  have  had  typhoid  fever,  and  they  could  have 
been  further  protected  when  that  pipe  to  the  cesspool 
was  laid,  had  they  assured  themselves  that  it  was  not 
near  the  well.  It  is  only  a little  thing,  but  it  gave  ty- 
phoid to  thirty-five  children. 
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Another  thing,  and  to  me  a big  thing,  in  solving  the 
typhoid  fever  problem  in  Pennsylvania  is  the  question 
of  milk  from  dairy  farms.  In  every  case  where  they 
are  selling  milk  to  a community,  every  one  of  the  cows 
should  be  carefully  looked  after  and  everyone  on  the 
farm  should  be  kept  under  observation,  and  if  there  is 
anyone  on  that  farm  who  is  suspiciously  ill  he  should 
not  be  allowed  to  handle  milk. 

I am  going  to  differ  somewhat  from  some  of  the 
speakers  here  and  some  I have  heard  voice  themselves 
in  other  audiences  tlian  tliis.  1 do  not  believe  we  have 
many  typhoid  carriers.  I think  they  are  comparatively 
rare  and  that  many  so-called  carriers  are  patients  suf- 
fering with  typhoid  fever  who  have  not  been  confined 
long  enough  to  make  them  noninfectious.  There  are  a 
few,  not  many,  and  I wish  to  plead  that  when  any  of 
you  have  a case  of  typhoid  fever,  or  someone  who  is 
ill  on  a dairy  farm,  you  will  report  or  control  it 
promptly  so  that  the  community  will  not  be  infected. 

One  thing  more,  especially  to  those  who  teach  medi- 
cal students : teach  them  to  suspect  the  development  of 
typhoid  fever,  and  what  some  of  the  symptoms  are,  im- 
pressing them  with  the  value  of  early  recognition. 

Dr.  Futcher  (in  closing)  : I wish  only  to  express 
my  great  appreciation  of  the  excellent  papers  read  by 
my  associates  and  of  the  admirable  discussion  that  has 
taken  place  in  connection  with  this  typhoid  symposium. 
I think  the  interest  manifested  shows  that  there  are 
sufficient  members  of  this  State  Society  who  realize 
that  typhoid  still  is  an  important  disease  and  that  we 
still  have  an  urgent  problem  before  us  to  solve,  par- 
ticularly in  rural  communities. 

In  connection  with  the  question  regarding  hypo- 
dermoclysis,  I have  not  had  much  experience  with  it 
myself,  as  it  has  been  used  very  rarely  in  the  medical 
wards  of  the  Johns  Hopkins  Hospital. 

The  best  way  to  treat  typhoid  fever  is  to  prevent  it, 
and  as  Dr.  Riesman  and  Dr.  Sailer  have  so  well  said, 
it  is  a preventable  disease  and  undoubtedly  will  be 
eliminated  from  this  country  eventually.  There  are 
carriers,  it  is  difficult  to  know  just  how  many,  but  they 
will  not  live  forever.  Every  case  of  typhoid  originates 
from  some  other  case,  and  the  only  way  to  get  rid  of 
typhoid  is  to  protect  our  population  by  vaccination  and 
by  protection  of  our  water  supply.  Legislation  to  bring 
compulsory  vaccination  about,  will  be  difficult  to  obtain. 
We,  as  physicians,  have  a great  responsibility  to  per- 
form, particularly  at  the  present  time,  when  there  is 
one  motor  car  to  every  seven  inhabitants,  and  the  whole 
population  of  the  country  is  careering  around  and 
drinking  milk  and  water  which  stands  a chance  of  ty- 
phoid contamination.  I think  it  is  our  duty  to  urge  that 
every  member  of  every  family  under  our  care  be  prop- 
erly vaccinated  against  typhoid  and  paratyphoid  infec- 
tions. Only  in  this  way  can  we  protect  them  and  elimi- 
nate these  diseases. 


THE  TREATMENT  OF  CHRONIC  SUP- 
PURATIVE OSTEOMYELITIS* 

JOHN  H.  JOPSON,  M.D. 

AND 

NORMAN  S.  ROTHSCHILD,  M.D. 

PHILADELPHIA,  PA. 

The  subject  of  osteomyelitis  offers  little  today 
that  is  entirely  new  or  novel.  It  rather  presents 

* Read  before  the  Section  on  Surgery  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  7,  1924. 


a field  in  which  for  several  years  minor  improve- 
ments and  modifications  have  been  introduced 
from  time  to  time,  making  generally  in  the  di- 
rection of  progress.  Also  a clearer  under- 
standing of  the  pathology  and  diagnosis  of  the 
various  lesions  furnishes  the  basis  for  a more 
logical  plan  of  treatment.  Being  one  of  the 
common  and  important  surgical  lesions,  it  is 
worth  while  occasionally  to  review,  before  such 
a section  as  this,  the  present  day  attitude  of 
surgery  toward  this  subject.  While  we  are  con- 
cerned mainly  with  the  question  of  adequate 
treatment  of  the  infectious  process,  the  question 
of  prophylaxis  and  of  the  limitation  of  bone 
destruction  in  the  established  case  may  be  also 
worthy  of  our  attention.  It  is  not  desirable  at 
this  time  to  differentiate  too  sharply  between  the 
two  great  groups  of  suppurative  osteomyelitis, 
viz.,  the  hematogenous  and  the  traumatic.  They 
present  differences  which  are  not  unimportant  in 
the  individual  case.  In  the  chronic  stage,  how- 
ever, the  same  general  plan  of  treatment  is  ap- 
plicable to  both  varieties.  We  are  not  concerned 
at  all  in  this  discussion  with  the  tuberculous,  the 
typhoidal,  or  luetic  types  of  infection. 

The  hematogenous  variety  of  osteomyelitis  is 
of  great  importance  to  the  general  practitioner, 
the  pediatrist,  and  the  internist,  from  the  stand- 
point of  diagnosis.  It  is  far  more  common  in 
cliildren  than  in  adult  life,  although  it  may  ap- 
pear in  the  latter  in  the  most  virulent  form.  In 
children  it  begins  as  a para-epiphysitis.  The 
importance  of  an  early  diagnosis  has  been  em- 
phasized to  a generation  of  medical  students 
and  practitioners.  It  is  one  of  those  common 
surgical  conditions  which,  like  empyema  and 
appendicitis,  is  usually  seen  first  by  the  medical 
man,  with  whom  then  lies  the  responsibility  of 
an  early  diagnosis  and  the  request  for  a surgical 
consultation. 

We  hear  much  today  of  the  passing  of  the 
general  practitioner.  It  would  seem  that  we 
would  always  need  a group  of  men  with  a broad 
general  knowledge  of  medicine  in  its  various 
branches,  and  skilled  in  diagnosis — physicians 
competent  to  separate  into  their  various  groups 
the  diseases  coming  under  their  observation,  as 
family  practitioners,  if  you  will,  and  to  assign 
tliem  each  to  the  specialist  in  whose  field  they 
belong,  when  their  treatment  demands  special 
skill  and  training.  Suffice  it  to  say  that  in  acute 
hematogenous  osteomyelitis  there  is  great  need 
of  such  ability  to  diagnose  promptly,  and  to  refer 
as  promptly  to  the  surgeon.  There  are  few  other 
lesions,  not  excepting  appendicitis  and  intestinal 
obstruction,  in  which  early  operation  does  so 
much  to  prevent  mortality  and  to  lessen  morbid- 
ity. 
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The  traumatic  variety,  arising  as  it  does  by 
infection  from  without,  and  as  the  result  of 
wounds  and  compound  fractures,  is  the  sur- 
geon’s lesion  from  the  beginning.  Fortunately 
prophylaxis  is  often  possible,  and  its  principles 
are  well  understood.  Prompt  and  thorough 
sterilization,  and  operative  treatment  where  in- 
dicated, are  usually  effective  preventive  meas- 
ures. Wound  debridement,  removal  of  foreign 
bodies,  and  the  judicious  treatment  of  compound 
fractures  are  usually  successful  in  preventing 
the  graver  lesions  of  osteomyelitis.  It  is  not 
ahvays  judicious,  however,  to  attempt  to  con- 
vert compound  fractures  of  the  major  bones  into 
simple  fractures  at  one  step.  Internal  fixation 
of  compound  fractures,  which  are  always  poten- 
tially infected,  is  not  justified  if  it  means  plating, 
screwing,  or  otherwise  drilling  the  bone.  The 
avoidance  of  meddlesome  bone  surgery  is  the 
path  of  safety.  Osteomyelitis  of  a bone  like  the 
femur  or  the  tibia  may  be  an  almost  incurable 
infection.  It  is  not  safe  to  imperil  even  a small 
percentage  of  patients  by  the  general  adoption 
of  such  measures  as  bone  plating  and  primary 
suture,  if  a more  conservative  plan  offers  a 
slower  but  safer  road  to  recovery.  Fortunately, 
we  have  such  measures  at  hand  in  the  way  of 
laboratory  control,  chemical  sterilization  (Carrel- 
Dakin)  and  delayed  primary  or  secondary  sut- 
ure. Sterilization  and  wound  healing  are  of 
primary  importance.  Alignment  and  fixation  of 
bones  must  not  be  practiced  at  the  price  of  bone 
infection. 

The  problem  of  treatment  in  the  established 
and  chronic  case  of  osteomyelitis:  Bone  is  a 
tissue  in  which  the  ordinary  processes  of  repair 
after  infection  can  be  traced,  as  in  the  soft 
parts,  although  there  is  a difference  in  nomen- 
clature, and  a great  lengthening  in  the  time 
over  which  the  process  is  extended.  Necrosis 
corresponds  to  slougliing,  and  granulation  is  re- 
sponsible for  the  separation  of  the  slough  in  both 
cases.  Involucrum  formation  is  akin  to  scar 
tissue.  Repair  eventually  takes  place  in  bone, 
however,  by  the  development  of  a highly  spe- 
cialized tissue  of  slow  growth,  which  finally 
takes  on  the  histological  characteristics  of  the 
original  structure.  Drainage  continues  until  in- 
tection  is  eliminated,  and  usually  until  bone 
healing  is  accomplished.  Atrophy  and  secondary 
infection  of  surrounding  bone  are  complicat- 
ing features.  Skeletal  function  must  be  pre- 
served in  operative  treatment.  At  all  stages  in 
the  disease  the  surrounding  soft  parts,  includ- 
ing muscles  and  tendons  and  the  neighboring 
articulations,  are  imperilled  by  or  share  in  the 
pathological  processes.  Elimination  of  local  in- 
fection. and  preservation  and  restitution  of 


function  must  go  hand  in  hand.  Short  cuts  to 
recovery  at  present  are  few,  often  disapp>ointing, 
and  sometimes  dangerous. 

The  common  pathological  picture  is  somewhat 
as  follows.  A patient  is  in  good  or  fair  condi- 
tion, or  exhausted  by  chronic  sepsis.  Both  types 
are  common.  Sinus  formation  presents  in  the 
shape  of  one  or  several  narrow  tracts,  granula- 
tion-lined and  infected  throughout,  and  passing 
by  long  or  short,  straight  or  tortuous  paths  to 
the  infected  area  of  the  bone,  with  more  or  less 
soft  part  involvement  and  resulting  atrophy, 
stiffness,  deformity  and  disability,  and  frequently 
with  an  obstructed  circulation  and  an  edematous 
condition  of  the  limb.  There  is  a pathological 
cavity  in  the  bone,  central  in  true  osteomyelitis, 
peripheral  in  many  traumatic  types,  and  often 
containing  a sequestrum  or  several  sequestra 
l_\'ing  loose ; or  a portion  of  the  wall  or  the 
entire  circumference  may  be  undergoing  gradual 
separation  after  local  death  of  bone.  Granula- 
tion tissue  lines  the  cavity,  and  around  or  border- 
ing it  is  a shell  of  living  bone.  This  is  composed 
either  of  old  bone  which  has  survived  the  infec- 
tion, or  of  new  bone  (involucrum)  which  is  at 
first  laid  down  as  undifferentiated  osseous  mate- 
rial, and  which  later  undergoes  canalization,  and 
conversion  into  true  bone. 

The  x-ray  has  added  immeasurably  to  our 
ability  to  determine  the  exact  pathology  which  is 
present,  the  stage  of  repair,  and  the  time  for 
radical  operation.  This  subject  has  been  admir- 
ably handled  by  Phemister.  His  paper  will 
repay  the  most  careful  study.  Study  of  the 
plates  taken  at  various  angles  determines  the 
presence  of  sequestra,  their  number,  size,  shape, 
location  and  stage  of  separation.  The  condition 
of  the  surrounding  viable  bone  is  determined  by 
the  same  inspection.  Dead  bone  preserves  in 
its  interior  a degree  of  density  which  enables  one 
to  distinguish  it  in  the  x-ray  from  the  living  but 
atrophied  bone  in  its  immediate  neighborhood. 
When  free,  it  is  separated  from  the  living  bone 
by  a dark  zone  of  varying  width.  Its  surface, 
when  exposed  to  attack  by  granulations,  is  eroded 
and  rough.  Articular  or  surface  planes  may 
preserve  their  characteristic  contour  undisturbed. 
The  tendency  is  towards  absorption  and  extru- 
sion, but  as  the  gap  between  it  and  living  tissue 
widens,  the  process  of  destruction  becomes  slow- 
er, and  finally  practically  ceases.  Cortical 
sequestra  involving  the  entire  bone  are  surround- 
ed by  involucrum.  The  neighboring  bone  becomes 
atrophied  through  disuse.  This  is  appar- 
ently due  to  a lessening  in  the  amount  of  bone 
matrix,  rather  than  a change  in  its  chemical  com- 
position. The  atrophy  is  most  marked  along 
the  Haversian  canals,  and  the  bone  throws  a 
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fainter  shadow  than  normal  on  the  x-ray  plates, 
perhaps  streaked  along  the  canal  lines  or  spotted 
in  cancellous  areas.  New-formed  bone  is  at  first 
of  low  density,  due  to  its  spongy  texture,  and 
shows  no  distinct  line  of  demarcation  from  old 
living  bone. 

In  the  early  stages  of  osteomyelitis,  and  as  a 
preliminary  to  radical  treatment,  free  drainage  is 
necessary.  Radical  measures  are  sometimes  con- 
tra-indicated in  chronic  cases  in  the  presence  of 
extensive  suppuration  and  undrained  collections. 
Here  we  must  content  ourselves  with  free  in- 
cisions and  the  removal  of  large  and  accessible 
sequestra.  Blood  transfusion  in  selected  cases 
is  highly  beneficial,  along  with  the  usual  suppor- 
tive and  hygienic  measures  useful  in  chronic 
sepsis.  Such  preliminary  treatment  paves  the 
way  for  future  radical  treatment  by  permitting 
at  least  partial  sterilization  by  the  Carrel-Dakin 
technic. 

More  than  twenty  years  ago'^Nichols  laid  down 
certain  principles  in  regard  to  the  radical  opera- 
tion for  osteomyelitis.  They  were  mainly  appli- 
cable to  the  cases  of  extensive  necrosis  seen  in 
the  hematogenous  osteomyelitis  of  children, 
where  the  greater  part  of  the  bone  is  involved. 
The  choice  of  treatment  was  between  three 
m.ethods:  (i)  Removal  of  the  sequestrum  at  an 
early  stage  before  the  involucrum  has  been  laid 
down,  but  when  the  still  elastic  periosteum  is 
beginning  the  deposition  of  bone  in  its  deeper 
layers.  This  stage  is  usually  about  the  end  of 
the  eighth  week  after  onset.  The  method  is 
mainly  applicable  to  those  parts  of  the  limb,  the 
forearm  and  leg,  where  a neighboring  parallel 
bone  is  present  to  act  as  a supporting  splint. 
(2)  Removal  of  the  necrotic  fragment  when 
the  involucrum  has  reached  a stage  of  develop- 
ment strong  enough  to  carry  on  the  function  of 
the  shaft,  usually  after  twelve  weeks.  (3)  Re- 
m.oval  of  the  sequestrum  when  the  involucrum 
has  become  a dense  bone  case,  granulation  lined, 
and  practically  a cortical  bone.  This  stage  is 
reached  after  some  months,  and  persists  indef- 
initely. 

Many  years  ago  a controversy  was  waged  be- 
tween Ollier  and  Sedillot  over  the  value  of  com- 
plete subperiosteal  resection,  as  compared  with 
open  incision,  and  drainage  of  the  medullary 
cavity.  The  latter  was  vindicated,  as  Broca 
points  out,  and  as  Ollier  apparently  conceded 
by  his  later  practice.  We  believe  Nichols’  views, 
while  sound  enough,  were  a stimulus  to  more 
radical  surgery  than  was  sometimes  necessary. 
In  our  experience,  cases  requiring  complete  re- 
moval of  the  diaphysis  are  rare  today.  If  the 
periosteum  be  preserved,  however,  as  it  always 
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should  be,  restoration  of  the  bone  occurs,  and  in 
time  is  complete. 

The  progress  in  x-ray  diagnosis  has  resulted 
in  more  accurate  visualization  of  the  stage  of 
repair  than  when  Nichols  wrote.  The  radical 
operation  should  not  be  performed  when  ne- 
crotic bone  is  still  adherent.  One  cannot  accu- 
rately distinguish  the  point  of  contact  between 
dying  and  living  bone,  and  the  incised  surface 
may  be  expected  to  undergo  further  infection 
and  necrosis.  If  one  has  any  faith  in  vaccines, 
and  the  French  surgeons  are  reported  by  Tuffier 
to  have  such  faith,  they  could  well  be  utilized 
in  this  intermediate  stage.  Serum,  freshly  pre- 
pared, and  of  a strain  corresponding  to  the  local 
infection,  we  have  thought  has  some  influence 
m limitation  of  the  process  in  the  acute  stages, 
w'hen  bacteremia  has  recently  been  present,  and 
is  perhaps  still  present.  It  is,  of  course,  of  no 
value  in  the  definitive  treatment  of  chronic  local 
lesions.  Heliotherapy,  local  and  general,  is  also 
a field  admitting  of  further  trial,  and  there  is 
some  encouragement  to  be  seen  in  the  results. 
Blood  transfusions  in  anemic  and  septic  indi- 
viduals we  have  already  mentioned  as  of  value. 
As  a preparation  for  radical  measures  they  may 
be  of  life  saving  importance. 

Definitive  treatment  of  local  lesions:  The 
main  problems  are  removal  of  sequestra  with 
preservation  of  osteogenetic  function,  and  the 
securing  of  wound  healing.  The  second  prob- 
lem has  been  the  most  difficult  of  solution.  In 
every  bone  there  is  an  avenue  of  approach  which 
IS  the  one  of  election.  J.  E.  Thompson  has  dealt 
with  this  subject  with  his  accustomed  care  and 
anatomical  knowledge.  Accurate  knowledge  of 
regional  anatomy  is  necessary  to  avoid  injury  to 
neighboring  structures  and  to  secure  adequate 
exposure.  It  is  no  longer  considered  necessary 
to  include  sinuses  in  the  incision,  although  it 
may  be  desirable.  If  we  approach  the  bone  at 
a point  where  it  is  subcutaneous,  it  is  at  the  edge 
of  such  an  area  and  not  at  its  center.  Our  object 
is  to  remove  the  roof  of  the  bone  cavity  at  a 
point  where  muscle  covering  is  present.  Such 
muscle  covering  wall  fall  into  the  cavity  after 
operation. 

We  prefer  to  operate  in  a bloodless  field, 
using  the  Esmarch  tourniquet.  Much  blood  is 
thereby  saved,  and  a clear  field  is  always  present 
without  loss  of  time  by  sponging  or  packing. 
The  bone  is  opened  by  chisel,  gouge,  or  in  what- 
ever nonshocking  way  appeals  to  the  surgeon. 
The  cavity  being  thoroughly  exposed,  the  main 
sequestra  are  sought  for  and  removed.  Gran- 
ulations are  then  removed  by  curetting,  small 
cavities  often  containing  minor  sequestra  are  un- 
covered and  cleared,  diverticula  opened  out,  and 
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areas  of  rarefying  osteitis  removed.  As  a re- 
sult of  this  treatment  a cavity  of  varying  size 
remains.  Sometimes  a perforation  of  good  size 
is  present,  extending  through  the  bone.  Remov- 
al of  the  wall  on  one  side  of  such  a j>erforation 
is  usually  necessary  to  insure  healing.  Unless 
sound  healing  of  the  cavity  is  obtained,  recur- 
rence of  infection  and  chronic  sinus  formation 
will  occur. 

Measures  employed  for  obliteration  include 
open  treatment  and  packing,  with  healing  by 
granulation.  This  is  an  old  accepted  method, 
v/ith  frequent  reinfections,  very  tedious,  and 
oftentimes  giving  a weak  scar.  Allowing  the 
cavity  to  fill  with  blood  clot,  with  or  without 
previous  chemical  cauterization  by  powerful 
reagents,  or  packing  with  milder  antiseptics,  and 
finally  suturing  over  the  clot  is  another  of  the 
older  methods.  Osteogenesis  takes  place  under 
experimental  conditions,  even  in  a large  clot- 
filled  cavity,  but  the  method  is  successful  only  in 
the  case  where  absolute  asepsis  is  ensured,  and 
this  is  almost  or  quite  impossible  in  dealing  with 
the  cavities  of  osteomyelitis.  Again,  the  cavity 
has  been  packed  with  organic  and  inorganic  sub- 
stances, sponge,  decalcified  bone,  pastes  of 
plaster,  cement,  copper  amalgam,  magnesium 
compounds,  etc.,  and  all  of  these  measures  in 
turn  have  been  abandoned.  There  remain  of 
the  older  methods  the  inverted  skin  flaps  of 
Neuber,  the  fat  transplants  of  Chaput,  and  the 
iodoform  paste  of  Mosetig  Moorhof.  We  be- 
lieve the  shelf  operation,  presently  to  be  de- 
scribed, is  superior  to  the  Neuber  method,  and 
is  applicable  to  the  same  class  of  cases.  The 
transplantation  of  fat  into  cavities  previously 
cleaned  by  operation  and  sterilized  by  Dakini- 
zation  is  mainly  applicable  to  the  cavities  in  the 
ends  of  bones,  where  shelving  and  muscle  filling 
are  not  possible,  or  are  not  easily  practiced.  The 
method  is  to  some  extent  on  trial,  but  a goodly 
number  of  successful  cases  are  now  on  record. 
In  operating  in  these  areas  of  cancellous  bone, 
it  is  easy  to  make  the  mistake  of  removing  too 
much  living  tissue.  The  walls  of  the  cavity  are 
themselves  so  subject  to  fatty  infiltration  that 
the  temptation  is  great  to  make  too  extensive  an 
excision.  For  the  iodoform  paste,  which  has 
been  extensively  used  in  the  past,  we  believe 
there  remains  a contracted  field.  We  should 
reserve  it  for  those  narrow  canals  which,  by 
their  situation  and  anatomical  difficulties  in  the 
way  of  approach  and  exposure,  or  absence  of 
appropriate  collapsible  soft  parts,  are  not  easily 
treated  by  other  operative  measures. 

For  many  years  one  has  seen  the  best  results 
follow  extensive  removal  of  the  walls  of  bone 
cavities.  The  success,  for  example,  which  the 


elder  Ashhurst  achieved  was  mainly  due  to  such 
radical  operation.  The  object  of  the  shelf  ope- 
ration as  performed  today  is  to  convert  the  cav- 
ity into  what  is  practically  a shallow  grove  on 
that  side  of  the  bone  which  is  covered  by 
muscle.  This  requires  removal  of  three-fifths  of 
the  circumference  of  the  bone  in  the  case  of 
central  cavities.  If  too  great  an  extent  be  re- 
moved, the  weakening  may  result  in  fracture, 
which  may  take  place  during  or  after  operation. 
This  is  an  undesirable  but  not  disastrous  com- 
plication, as  union  occurs  quite  readily.  The 
ends  of  the  cavity  must  be  likewise  sloped  down- 
ward toward  the  base.  The  periosteum  is  care- 
fully elevated  and  preserved  throughout.  While 
it  and  the  muscles  are  still  retracted,  the  cavity 
is  firmly  packed  with  gauze  saturated  in  Dakin’s 
solution,  and  the  dressing  and  bandage  applied 
before  the  tourniquet  is  removed.  It  is  well  to 
protect  the  bone  by  splinting.  In  the  lower  ex- 
tremities, the  Thomas  splint  and  the  overhead 
Balkan  frame  constitute  the  ideal  dressing. 

The  after  treatment  is  of  great  importance. 
The  packing  is  removed  in  from  two  to  three 
days,  or  as  soon  as  this  can  be  done  without 
exciting  bleeding.  The  first  dressing  may  be 
done  under  nitrous  oxid  anesthesia,  in  dealing 
with  large  cavities.  We  now  begin  again  a 
steady,  thorough  Carreling  of  the  wound,  which 
is  an  integral  part  of  the  technic.  In  some  cases 
secondary  suture  can  be  practiced  when  the  bac- 
terial count  is  sufficiently  controlled.  The  bone 
is  guarded  from  strain  during  healing  until 
hypertrophy  sufficient  for  function,  as  deter- 
mined by  x-ray  study,  occurs.  Regeneration 
usually  takes  place  from  the  cells  of  periosteum 
and  endosteum,  the  bone  cells  of  the  lacunae, 
and  calcareous  elements  deposited  directly  from 
the  blood.  This,  at  least,  is  the  modern  concep- 
tion. The  methods  of  after  treatment,  support, 
splinting,  etc.,  should  be  such  as  to  leave  the 
neighboring  joints  free  for  mobilization  and  phy- 
siotherapy. 
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DISCUSSION 

Dr.  John  B.  Lowman  (Johnstown,  Pa.) : Osteo- 
myelitis, to  my  mind,  is  a very  much  neglected  disease. 
We  ought  not  to  have  so  high  an  incidence  as  we  do — 
especially  of  acute  osteomyelitis  in  children.  This  is 
merely  a question  of  early  diagnosis,  and  judging  from 
my  experience,  there  are  in  hospitals  more  neglected — 
from  a diagnostic  standpoint — cases  of  this  disease  than 
of  any  other.  We  do  not  fail  to  think  of  appendicitis 
when  a patient  shows  right-sided  tenderness,  but  when 
a child  presents  a rise  in  temperature,  a little  tenderness 
in  the  leg,  etc.,  we  usually  think  only  of  rheumatism 
and  permit  the  case  to  go  on  until  the  patient  is  brought 
to  the  hospital,  septic. 

Drs.  Jopson  and  Rothschild  have  covered  the  subject 
very  well,  and  some  of  the  operative  procedures  de- 
scribed have  been  new  to  me.  As  pointed  out  by  them, 
the  x-ray  is  of  great  assistance  in  deciding  when  to 
operate,  as  the  choice  of  the  time  of  operation  is  of 
considerable  importance.  The  treatment,  I think,  is 
purely  a matter  of  sterilization,  as  Dr.  Jopson  has 
shown  in  his  paper.  One  thing  he  did  not  mention  that 
I have  had  to  do  where  we  found  marked  spongy  de- 
struction of  the  whole  shaft,  was  resection  and  trans- 
plantation. In  several  instances  I have  seen  transplants 
work  very  well. 

Dr.  Jopson’s  discussion  on  when  to  close  the  wound, 
covers  a very  important  point.  The  bacterial  count 
means  a lot,  not  only  in  osteomyelitis,  but  in  many  other 
conditions  also.  If  this  count  is  i to  4,  it  is  pretty 
safe  to  close  the  wound. 

I was  certainly  very  much  interested  in  the  technic 
of  these  operations. 

Dr.  Daniel  A.  Webb  (Scranton,  Pa.)  : There  is  not 
very  much  expected  from  the  last  speaker  on  the  pro- 
gram of  the  day  and  the  subject  has  been  so  well 
covered  that  there  is  nothing  I can  add  to  it.  One 
would  think  if  anyone  could  have  gotten  anything  good 
out  of  the  war  it  would  have  been  the  surgeons,  next 
to  the  profiteers  (the  latter  got  theirs).  It  is  reasonable 
to  suppose  that  we  surgeons  should  have  learned  some- 
thing, particularly  of  surgery  of  the  bones,  but  the 
lamentable  fact  remains  that  we  are  very  nearly  where 
we  were  previous  to  1914.  We  have  the  Carrel-Dakin 
treatment,  it  is  true;  but  in  that  very  treatment  there 
are  some  contradictory  elements  that  in  great  measure 
neutralize  its  efficiency. 

The  ideal  condition  for  the  Carrel-Dakin  treatment 
is  a cavity  or  trough  into  which  you  can  insert  your 
small,  numerously  perforated  tube  and  allow  the  solu- 
tion to  remain  in  situ.  That,  on  the  other  hand,  is 
contradictory  to  one  of  the  elementary  principles  of 
surgery;  namely,  that  we  should  have  through-and- 
through  drainage.  It  is  contrary  to  the  very  principles 
we  have  learned  in  our  medical  schools  to  permit  tubes 
to  remain  in  a pus  pocket.  Our  natural  inclination  is 
to  employ  through-and-through  drainage  and  probably 
to  insert  a rubber  drain,  in  that  respect  destroying  the 
efficiency  of  the  Carrel-Dakin  treatment.  This  is  par- 
ticularly true  of  soft  tissue  and  doubly  true  of  the 
cancellous  tissues.  You  cannot  there  have  the  intimate 
contact  with  the  tissue  that  you  can  have  in  soft  tissue. 

Of  course  Dr.  Jopson’s  contention  is  based  on  safe 
grounds : first,  on  the  laboratory  technic ; namely, 

sutures  only  when  he  has  the  proper  bacterial  count. 
You  know  how  we  floundered  in  France  in  1910  and 
1917,  trying  acriflavine  and  other  things,  and  finally 
coming  back  to  the  elementary  principles  of  through- 
and-through  drainage  of  wounds — Carrel-Dakin  plus 


checking  up  of  the  method  by  means  of  the  laboratory 
bacterial  count.  When  Dr.  Jopson  does  that  method, 
of  course  he  is  on  safe  ground.  I should  not  say  that 
I have  had  the  experience  in  it  to  make  my  opinion 
worth  while,  particularly  as  regards  bony  tissue,  but 
it  was  a success  in  France.  Debridement  is  nothing 
more  than  removal  of  infected  tissue,  bringing  the 
bacterial  count  to  a minimum,  and  then  doing  an  ordi- 
nary culture,  as  Dr.  Jopson  is  doing  in  bone  surgery. 
That  is  the  reason  for  his  good  results. 

His  other  point  is  checking  up  with  the  x-ray.  I 
regret  to  say  that  as  my  years  progress,  my  familiarit}' 
with  this  method  of  diagnosis  progresses  in  inverse 
ratio.  I could  not  trust  myself,  and  I do  not  know 
where  I could  go  for  help  in  the  diagnosis  of  beginning 
sequestration  of  bone.  In  fact  you  cannot  always  tell 
diseased  bone  from  normal  bone  when  you  cut  down 
on  it,  and  this  is  one  of  the  big  arguments  against 
early  operation.  Of  course,  when  the  bone  is  lying 
loose,  recognition  is  easy.  If  cleansing  methods  are 
applied  the  bone  will  regenerate.  I am  glad  to  hear 
Dr.  Jopson  add  his  third  strong  point  against  early 
removal  of  sequestra,  because  we  do  not  know  when 
we  have  diseased  bone.  We  sometimes  remove  bony 
tissue  when  it  is  not  necessary. 

You  who  knew  Murphy  in  ’93-’94  remember  his 
strenuous  argument  as  to  whether  new  bone  regen- 
erated with  or  without  periosteum.  This  is  still  sub 
judice.  It  is  safe  to  leave  as  much  as  you  can. 

Dr.  Jopson  has  two  strong  points  in  the  treatment  of 
bone.  I am  not  in  a position  to  judge  as  to  the  amount 
of  bone  that  should  be  removed.  He  knows  better ; he 
sees  more  cases.  He  emphasized  the  important  points, 
however,  and  the  lesson  we  have  to  learn  from  Jopson 
is  the  fact  that  he  checks  up  his  work  with  laboratory 
tests  and  with  the  x-ray,  and  that  he  is  ultraconserva- 
tive in  the  preservation  of  diseased  bone. 

Dr.  W.  Wayne  Babcock  (Philadelphia,  Pa.)  : This 
subject  is  a most  interesting  and  important  one  and  as 
has  been  said  the  diagnosis  may  be  difficult,  especially  in 
children  in  whom  it  is  so  very  important  to  make  the 
diagnosis  early.  The  child  suddenly  develops  an  acute 
condition,  with  high  fever,  chills  and  often  delirium, 
and  the  local  symptoms  at  the  onset  are  not  very 
evident.  There  is  no  local  swelling  or  redness,  and 
tenderness  of  the  affected  bone  may  be  elicited  only  by 
continued  firm  pressure,  when  the  child  shrieks  out  with 
pain,  although  no  tenderness  was  evident  at  the  begin- 
ning. It  may  be  necessary  to  go  over  the  hones  of 
the  child’s  body  carefully  in  order  to  make  an  early 
diagnosis. 

At  the  onset,  if  the  infection  is  located,  as  it  rarely 
is,  under  the  periosteum,  a simple  subcutaneous  punc- 
ture and  division  of  the  periosteum  by  a tenotome  will 
relieve  the  tension,  and  at  times  give  immediate  relief. 
In  the  more  common  osteomyelitis  the  early  drilling 
of  one  or  several  holes  into  the  bone  with  a gimlet 
through  a simple  puncture  wound,  will  often  abort  the 
process  if  carried  out  in  the  first  forty-eight  hours. 
Later  comes  the  second  stage  with  pus  occupying  the 
marrow  cavity.  A free  opening  and  ample  drainage, 
by  osteotomy  is  now  necessary.  Then  comes  the  third 
stage  of  chronic  bone  infection  with  sequestration  and 
sinus  formation  which  tends  to  persist  for  one  or  more 
years. 

I was  especially  impressed  by  the  chronicity  of  this 
stage  in  the  wounds  of  war.  I think  there  were  more 
bone  infections  in  our  Army  hospitals,  on  this  side  at 
least,  than  any  other  type  of  chronic  infection.  At 
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Fort  McPherson  there  were  between  i,ooo  and  2,000 
during  1918  and  1919.  They  were  Dakinized  and 
operated  and  reoperated  upon.  Some  improved  enough 
to  go  home ; some  developed  nephritis  or  other  second- 
ary infection  and  died,  and  many  continued  unrelieved. 
In  the  spring  of  1919,  the  problem  was  so  great  that  it 
seemed  to  me  we  ought  to  find  some  more  efficient 
method  of  treatment. 

The  difficulty  with  the  Carrel-Dakin  treatment  was  to 
eliminate  infection.  After  operation  the  soft  tissues 
would  overhang  the  bone,  preventing  free  access  of 
the  Dakin  solution  and  infection  would  continue.  If 
we  put  in  gauze  to  keep  the  wound  freely  open,  the 
bone  became  infected  under  the  gauze.  We  could  not 
keep  enough  flow  under  or  through  the  gauze  to  elim.i- 
nate  infection.  Sometimes  we  thought  we  had  suc- 
ceeded, a report  would  come  from  the  laboratory  that 
there  were  no  bacteria  present;  but  the  next  day  or 
the  day  after,  as  we  were,  perhaps,  ready  to  close  the 
wound,  evidence  of  infection  would  again  be  reported. 
Although  we  had  a special  Carrel-Dakin  laboratory 
and  specially  trained  doctors  and  nurses,  no  bone  infec- 
tion at  this  hospital  was  brought  to  an  aseptic  operative 
closure  by  the  method. 

We,  therefore,  took  250  patients,  including  the  worst 
bone  infections,  and  tried  to  sterilize  and  immediately 
close  their  wounds.  In  these  old  cases,  the  infection 
of  tlie  bone  is  superficial;  it  does  not  extend  into  the 
bone  to  a depth  of  over  two  or  three  millimeters,  nor 
are  the  granulating  soft  tissues  deeply  affected.  There- 
fore, we  reasoned,  if  we  could  find  a germicide  that 
would  penetrate  to  a depth  of  three  or  more  millimeters, 
and  that  then  could  be  removed  without  too  great 
tissue  damage,  an  aseptic  wound  would  remain  that 
could  be  closed. 

We  cast  about  for  something  to  do  this,  and  the  only 
powerful  depth  sterilizing  agent  that  we  found  that 
would  not  destroy  the  skin  adjacent  to  the  wound  was 
chlorid  of  zinc.  We  therefore  injected  the  sinuses  and 
filled  the  septic  cavities  with  a saturated  solution  of 
chlorid  of  zinc,  and  left  it  in  for  three  to  five  minutes, 
following  it  with  an  alkaline  ethereal  solution  of 
methylene  blue  to  show  where  that  chlorid  of  zinc  went. 
We  then  tlioroughly  cut  out  all  blued  and  chlorided  bone 
and  soft  tissue.  Chlorid  of  zinc  is  such  a powerful 
escharotic  that  we  were  bound  immediately  to  cut  out 
all  of  the  chlorided  tissues.  The  bone  was  freely  ex- 
posed, all  dead  bone  and  sequestra  removed,  the  bone 
contoured  to  form  shallow,  saucer-like  cavities  over 
which  was  placed  living  liberated  muscle,  and  the  skin 
closed. 

The  striking  fact  was  that  over  60  per  cent  of  these 
cases  promptly  healed.  One  of  the  first  patients,  with 
a large  sequestrum  of  the  fibula,  went  home  on  a fur- 
lough, healed,  in  two  weeks.  With  the  large  wounds 
hematomata  were  not  imcommon,  and  in  a proportion 
of  cases,  from  some  technical  defect,  a second  steriliza- 
tion and  closure  were  required.  But  the  method  was 
attended  with  danger.  The  injection  under  pressure  of 
chlorid  of  zinc  in  acute  sinuses  or  more  rarely  in 
chronic  sinuses,  sometimes  will  be  followed  by  erosion, 
so  that  chlorid  of  zinc  will  enter  veins  or  capillaries, 
be  carried  to  vital  centers  and  give  rise  to  a _ sudden 
death.  If  chlorid  of  zinc  is  held  in  the  blood  without 
reaching  the  centers  for  three  to  five  minutes,  it  is 
decomposed  and  becomes  innocuous.  A tourniquet 
should  therefore  be  applied  during,  and  for  three 
minutes  after  the  injection.  If  a tourniquet  cannot  be 
applied,  tlien  the  zinc  should  not  be  injected  but 
packed  into  the  sinuses  on  cotton  pledgets. 


After  five  years  of  experience,  I cannot  but  speak 
of  this  as  a remarkably  efficient  method  of  immediately 
arresting  an  osteomyelitic  process.  One,  of  course, 
must  have  sufficient  skill  promptly  to  excise  all  chlo- 
rided tissue ; otherwise,  the  method  is  dangerous  from 
the  possibility  of  a secondary  hemorrhage  or  contin- 
ued erosion. 

Dr.  George  M.  Dorrance  (Philadelphia,  Pa.) : 
There  are  one  or  two  points  I should  like  to  speak  of. 
Dr.  Jopson’s  operative  technic  is  perfect.  However, 
some  of  the  patients  are  too  sick  to  be  fit  for  any 
operative  procedure,  and  have  many  sinuses.  These 
patients  should  be  put  out  in  the  sun — not  the  leg 
merely,  but  the  entire  body.  This  treatment  is  not  new 
for  this  condition.  It  was  used  in  New  York  in  1874 
by  Dr.  Sayre.  He  put  his  old  osteomyelitis  cases  in 
the  yard  of  a hospital  in  that  city  and  found  that  he 
did  not  have  to  operate,  except  in  a comparati\'ely  few 
cases  to  remove  sequestra.  Under  this  treatment  the 
patients  will  gain  15  to  20  pounds ; then  they  can  be 
operated  upon.  Give  the  sun  treatment  in  gradual 
doses,  good  food  and  absolute  rest.  It  is  the  same 
treatment  as  in  tuberculosis  and  is  worth  trying. 

Dr.  Jopson  (in  closing)  : I am  much  obliged  to  the 
gentlemen  who  came  here  from  a distance  to  discuss 
this  paper. 

What  Dr.  Webb  said  in  regard  to  the  importance  of 
dependent  drainage  reminds  me  of  a story,  told  many 
years  ago  by  Dr.  Solis-Cohen,  of  an  old  theologian 
who  was  told  that  his  views  were  not  orthodox.  “You 
know  St.  Paul  said  so  and  so.”  “Yes,”  he  said,  “that 
is  where  Paul  and  I differ.”  In  other  words,  I be- 
lieve dependent  drainage  is  unnecessary  wnere  the 
Dakin  method  can  be  employed. 

I am  familiar  with  Dr.  Babcock’s  very  laudable  and 
ingenious  attempt  to  sterilize  bone  sinuses  completely. 
I make  no  criticism  of  it  because  I have  never  done  it. 
So  many  men  condemned  the  Carrel-Dakin  treatment 
without  a knowledge  of  it,  that  I try  not  to  criticize 
a thing  that  I have  not  done  myself.  The  results  seem 
admirable  to  me,  but  I would  point  out  that  the  method 
seems  not  without  danger  and  should  therefore  be 
received  with  caution. 

As  to  heliotherapy,  we  mentioned  that  along  with 
the  other  methods  of  treatment,  but  time  did  not  per- 
mit me  to  read  the  entire  paper. 


THE  PRACTICAL  APPLICATION  OF 
PROTEIN  THERAPY  IN 
OPHTHALMOLOGY* 

BEN  WITT  KEY,  M.D. 

NEW  YORK,  N.  Y. 

I appreciate  very  keenly  the  invitation  ex- 
tended to  me  by  your  Chairman  to  address  this 
Section  of  the  Medical  Society  of  the  State  of 
Pennsylvania— a society  so  well  known  for  its 
splendid  organization  and  for  its  high  standards 
of  medical  endeavor.  I speak  to  you,  therefore, 
with  some  temerity ; the  more  so  because  I feel 
that  I know  so  little  about  the  subject  I intend 


* Read  before  the  Section  on  Eye,  Ear,  Nose  and  Throat 
Diseases  of  the  Medical  Society  of  the  State  of  Pennsylvania, 
Reading  Session,  October  8,  1924. 
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to  discuss.  My  study  of  it,  however,  has  been 
laborious  indeed,  but  very  earnest,  though  filled 
with  many  doubts  and  too  often  discouragement. 

In  this  paper,  I shall  not  review  the  history 
of  this  therapy,  or  discuss  the  theory  of  the  non- 
specific reaction  and  its  probable  mechanism  of 
effect.  Nor  will  I touch  upon  the  now  changing 
standards  of  bacterial  activity,  of  specificiiy  and 
immunity  in  this  connection.  Nor  can  I but 
refer  to  what  is  known  today  as  “colloid  chem- 
istry,” and  the  “colloidal  state”  of  given  sub- 
stances (according  to  August  Lumiere  and 
Kopoczewski ) . Although  these  theoretical  and 
chemical  phases  of  the  subject  are  of  intense  in- 
terest, and  we  hear  recently  from  Prof.  Lumiere 
that  “the  mechanism  of  the  mysterious  colloids 
holds  in  suspense  the  future  progress  of  biol- 
ogy,” the  time  allotted  to  me  will  permit  but 
passing  reference  to  them.  I will,  therefore, 
confine  my  remarks,  as  far  as  possible,  to  the 
practical  application  of  protein  therapy  in  oph- 
thalmology. 

Now,  since  there  is  no  longer  any  doubt  that 
the  positive  systemic  reaction  to  protein  injec- 
tion is  a valuable  therapeutic  measure,  it  has 
become  a matter  of  some  debate  as  to  the  rela- 
tive value  of  different  forms  of  protein  or  dif- 
ferent preparations  of  the  same  form.  Also  the 
problem  of  dosage  and  the  timing  of  the  injec- 
tion in  relation  to  other  treatment  offers  a field 
for  investigation  which  up  to  this  time  has  not 
even  been  approached. 

In  respect  to  the  former — that  is,  to  the  selec- 
tion of  the  most  suitable,  highly  potential  pro- 
tein available — antidiphtheritic  serum-,  as  it  is 
now  prepared,  offers  perhaps  the  best  form  of 
foreign  protein  for  administration  to  the  human 
being.  Because  milk  varies  in  its  potential  and 
toxic  action,  numerous  commercial  preparations 
are  now  undergoing  exp>erimentation.  Normal 
horse  serum,  “aolan,”  “yatrencasein,”  “ciba” 
(cibalbumin,  aseptic  solution  of  egg  albumen), 
albumose,  proteose,  nonspecific  vaccines,  etc., 
have  not  as  yet  been  shown  to  possess  with  any 
certainty  a more  reactive  and  potential  effect 
than  that  of  antidiphtheritic  serum.  “Aolan” 
has  been  heralded  as  a preferable  form  because 
it  does  not  produce  a systemic  reaction.  This  is 
strange,  since  a positive  systemic  reaction,  that 
is  to  say,  a moderate  rise  in  temperature,  et  cet- 
era, is  necessary  in  order  to  establish  the  pre- 
anaphylactic  stage  of  hypersensitivity  and  there- 
by increase  resistance  which  is  the  therapeutic 
effect.  Furthermore  the  dosage  and  reaction  of 
other  preparations  are  uncertain.  The  dosage  of 
the  serum  is  certainly  more  definite  and  its 
anaphylactic  effects  are  more  clearly  understood. 


Banzhaf’s  method  of  preparing  the  serum  by 
isolating  the  antitoxin  globulins,  permits  the  use 
of  a concentrated  serum,  which  lessens  the  inci- 
dence of  serum  sickness  and  facilitates  the  ad- 
ministration of  large  doses.  According  to  Park, 
this  method  gives  a concentration  of  about  six 
times  the  original  potency.  Darier,  Frogier  and 
others  claim  to  have  shown  that  it  is  ten  times 
more  potent  than  normal  horse  serum,  which 
may  be  due  not  only  to  its  high  concentration 
and  method  of  preparation,  but  also,  perhaps, 
to  the  constituents  attributed  to  the  diphtheria 
bacillus  or  toxin.  Moreover,  the  theory  as  to 
the  properties  and  structure  of  antibodies  in  im- 
munity lends  striking  evidence  (Vaughan, 
Kraus,  Ichikawa,  Ludke),  that  there  is  a direct 
antagonist,  a special  antigen  or  protein  (globulin) 
in  the  serum  more  active  than  a mere  animal 
protein  (milk,  egg  albumen),  the  method  of 
concentration  of  the  serum  adding  to  the  concen- 
tration of  the  antibody  elements  in  the  serum. 
If  there  is  any  virtue  to  be  had  in  the  nonspecific 
diphtheritic  elements  (colloids?)  in  the  serum, 
there  is  a decided  advantage  and  preference  in 
antidiphtheritic  serum  over  other  forms  of  pro- 
teins employed  in  this  therapy.  Furthermore, 
the  facility  of  obtaining  and  administering  suit- 
able doses  of  antidiphtheritic  serum  is  a distinct 
advantage  not  to  be  overlooked. 

As  for  anaphylaxis,  a concentrated  serum  is 
not  so  likely  to  produce  serum  sickness  as  whole 
serum,  since  a smaller  quantity  of  it  is  injected. 
The  history  of  previous  anaphylactic  conditions, 
previous  diphtheria,  status  lymphaticus,  asthma 
or  hay-fever-like  attacks  in  persons  proved  sus- 
ceptible in  a stable  and  horse  environment,  are 
well  established  as  probable  contra-indications 
to  serum  injections.  I have  not  observed  serious 
anaphylactic  effects  in  any  case  (now  144  cases 
treated),  and  doses  have  varied  from  1,000  to 
5,000  units,  with  a total  in  one  case  of  12,000 
units  (given  in  3,000  and  2,000  unit  doses). 
These  doses  are  pitiably  small  when  contrasted 
with  those  frequently  given  even  for  prophylac- 
tic purposes  in  diphtheria  (5,000  to  10,000 
units),  not  to  mention  those  employed  for  the 
full  therapeutic  effect  (10,000  to  20,000  units). 
Shall  we  discard  morphin,  quinin,  the  salicy- 
lates, and  other  dependable  drugs  because  they 
possess  toxic  effects  and  because  the  rare  case 
has  an  idiosyncrasy  to  them.  Antidiphtheritic 
serum  only  justifies  the  same  reasonable  conclu- 
sion ; that  it  is  harmless  in  small  doses,  suffi- 
cient to  produce  a moderate  systemic  reaction 
just  short  of  anaphylaxis. 

The  time  of  injection  and  the  size  of  the  dose 
have  been  given  much  consideration  and  have 
been  referred  to  with  some  empliasis  in  my  pre- 
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vious  reports.  The  matter  of  anaphylaxis  is  of 
importance  in  this  regard  because  sufficiently 
large  doses  are  essential,  just  as  they  are  in  the 
treatment  of  diphtheria,  in  order  to  produce  a 
suitable  reaction  and  effect.  This  is  necessary 
because  the  serum  is  almost  immediately  effec- 
tive (ten  minutes  after  injection,  Rosenau),  and 
this  stage  of  pre-anaphylactic  effect,  representing 
the  incubation  period  of  disease,  is  the  period  of 
gradually  increasing  sensitivity  of  the  body  cells 
to  the  protein  or  disease  element  (bacteria)  as 
a measure  of  body  defense  against  the  invader. 
The  first  stage  of  anaphylaxis  is  known  to  be 
one  of  exhilaration  and  stimulation,  followed  by 
one  of  depression,  paresis,  arrest  of  breath- 
ing, etc.  For  this  reason,  it  is  my  practice, 
after  cauterizing  an  active  ulcer  of  the  cornea, 
to  have  the  serum  injected  as  soon  as  jxjssible. 
For  the  same  reason,  we  find  an  explanation  for 
the  constant  observation  that  the  effect  of  the 
serum  is  manifest  always  within  twenty-four  to 
forty-eight  hours  after  injection,  the  time  of 
hypersensitivity  and  cellular  reaction.  It  is 
clear,  therefore,  that  the  time  of  the  injection  is 
important,  as  well  as  the  size  of  the  dose  and 
the  relation  to  local  treatment. 

In  this  connection  I think  you  will  agree  that 
it  is  a matter  of  common  knowledge  among 
ophthalmologists  of  long  clinical  experience,  that 
a case  of  hypopyon-keratitis  in  a strong  healthy 
young  individual  is  rarely  seen ; and  when  such 
cases  are  observed,  local  measures  alone  quickly 
yield  the  usual  good  results.  The  problem  of 
cause  and  effect  is  obvious.  The  question  of 
virulence  of  the  infecting  microorganism  on  the 
one  hand  and  the  defensive  powers  of  the  host 
on  the  other  is  evident.  This  has  been  brought 
very  forcibly  to  my  mind  in  a series  of  experi- 
ments on  rabbits  which  I have  made  in  Eno 
Laboratory  of  the  New  York  Eye  and  Ear  In- 
firmary during  the  past  several  months.  In  an 
effort  to  secure  a fixed  virus  of  staphylococci 
(staphylococcus  pyogenes  aureus)  by  means  of 
establishing  the  virulence  of  ocular  selectivity, 
and  then  by  suitable  dilution  of  this  virus,  I have 
obtained  that  dilution  which  will  produce  by 
])uncture  of  the  corneal  stroma  the  slightest,  but 
active,  ulceration  of  the  punctured  area.  (One 
colony  of  the  24  hour  culture  of  staphylococci  in 
10  c.  c.  of  boullion  was  cultivated  for  24  hours, 
when  .01  c.  c.  of  the  boullion  was  diluted  in  300 
c.  c.  of  normal  salt  solution,  thus  making  a 
dilution  of  i to  30,000).  You  see  at  once  that 
by  this  more  certain  means  of  controlling  the 
virulence  and  dosage  of  the  infecting  micro- 
organism, the  matter  of  resistance  becomes  the 
more  direct  unknown  quantity  in  the  problem  of 
cause  and  effect,  It  was  found  that  the  dilution 


must  be  remarkably  great  (i  to  30,000)  in 
order  thus  to  secure  the  minimum  dosage  of 
fixed  virus  that  will  produce  the  slightest  active 
ulceration  of  the  rabbit’s  cornea.  The  practical 
value  of  this  is  clear  to  all,  because  we  are  able 
thereby  to  study  the  relative  value  of  different 
forms  of  protein  as  well  as  the  dosage  of  the 
protein  necessary  to  produce  the  therapeutic 
effect,  and  from  this,  one  can  more  definitely 
measure  the  resistance  of  the  animal  to  the  inocu- 
lation. Furthermore,  it  makes  one  realize  how 
minute  must  be,  as  a rule,  the  average  quantity 
of  microorganisms  first  infecting  the  eye  in  a 
clinical  case  of  hypopyon-keratitis  or  even  in  a 
penetrating  wound,  and  therefore,  if  a highly 
potential  protein  cmi  be  injected  before  the  in- 
fection has  become  overwhelming,  a satisfac- 
tory result,  which  otherwise  may  have  been  a 
calamity,  is  deserving  of  our  knowledge  of  these 
facts. 

Having  chosen  that  form  of  protein  which  we 
believe  to  be  the  most  effective  for  our  purpose, 
what  are  the  indications  in  which  we  are 
justified  in  administering  it?  These  may  be  enu- 
merated as  follows : ulcus  serpens  and  hypopy- 
on-keratitis, infection  after  penetration  and 
panophthalmitis,  idiopathic  iritis  and  iridocy- 
clitis (hidden  focal  infection?),  keratomalacia 
and  sympathetic  ophthalmia,  and  for  prophylactic 
purposes  in  certain  cases.  It  has  been  employed, 
however,  for  disease  of  almost  every  anatomic 
element  of  the  eye,  also  for  the  different  infec- 
tions to  which  the  eye  is  exp>osed  and  without 
regard  for  the  p>athologic  or  bacteriologic  diag- 
nosis. These  observations  are  obviously  con- 
fusing and  doubtful  and  do  not  contribute  at 
this  time  to  the  real  value  of  the  therapy  or  to 
solving  the  problem  of  its  effect  on  the  organism. 

It  is  quite  obvious  that  the  best  opportunity 
for  observing  the  clinical  effects  of  the  serum 
is  offered  by  cases  of  penetrating  wound  of  the 
cornea  with  infection,  because  the  only  effec- 
tive local  treatment  is  that  of  hot  fomentations 
and  atropin,  antiseptics  being  of  little  value ; 
whereas,  in  ulcus  serpens  with  hypopyon,  the 
effect  of  cauterization  and  antiseptics  cannot  be 
as  clearly  separated  in  many  cases  from  the 
effect  induced  by  protein  injection.  However, 
numerous  cases  of  hypopyon-keratitis,  in  spite 
of  intensive  and  persistent  local  treatment,  do 
not  react  until  serum  injection  is  given. 

The  character  of  the  infection  which  seems 
most  susceptible  to  protein  effects  is  that  re- 
sulting from  invasion  of  the  refracting  media  of 
the  eye  by  the  staphylococcus  pyogenes  aureus 
and  the  pneumococcus.  Numerous  authentic 
results  have  also  been  observed  in  idiopathic 
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iritis  (presumably  from  a hidden  focus  of  in- 
fection). 

Now  as  to  the  method  of  treatment,  may  I 
recommend  the  following  outline:  Intramuscu- 
lar injection  is  much  preferred  to  subcuticular, 
intravenous  or  oral  administration,  as  variously 
advocated  by  different  observers.  Two  to  five 
thousand  units  (representing  2 to  6 c.  c.)  of 
antidiphtheritic  serum,  varying  with  the  age  and 
weight  of  the  patient,  is  injected  at  the  earliest 
possible  moment,  this  dose  being  repeated  or 
modified  in  forty-eight  hours,  depending  on  the 
reaction  observed  after  the  previous  injection. 
A third  and  even  fourth  dose  may  be  given,  at 
forty-eight  hour  intervals,  without  fear  of  ser- 
ious anaphylactic  symptoms,  if  the  previous  dose 
has  failed  to  produce  a local  and  quite  active 
systemic  effect.  Four  c.  c.  (about  3200  units) 
is  the  average  dose  employed  and  seems  to  be 
just  as  effective  as  larger  doses. 

Obviously,  protein  injection  should  never  be 
relied  upon  alone  to  combat  an  infection,  since 
no  claim  is  made  for  it  as  a germicide.  In 
hypopyon-keratitis,  I have  always  cauterized  the 
ulcer  with  phenol,  followed  immediately  by  al- 
cohol (50%)  ; and  in  advanced  cases  multiple 
incisions  are  made  through  the  ulcerated  area, 
followed  by  the  cauterization.  This  is  done 
because  the  ulcer  is  of  the  violent  type,  almost 
invariably  located  centrally,  most  frequently  oc- 
curring in  patients  past  middle  life,  and  to  delay 
local  intensive  measures  in  order  to  observe 
serum  effect  would  prove  little  and  risk  much. 
In  cases  of  penetrating  wound  with  infection 
early  observed,  where  hot  fomentations  and  atro- 
pin  are  the  only  local  means  of  value,  and  in 
cases  of  beginning  ulcer  of  the  cornea,  in  both 
of  which  classes  of  cases  the  threshold  of  resis- 
tance of  the  i>atient  is  made  higher  by  protein 
injection,  local  treatment  has  proved  to  be  un- 
necessary. This  has  been  borne  out  by  personal 
observation  clinically  and  by  animal  experimen- 
tation as  well,  both  of  which  I have  previously 
shown  and  reported.  This  does  not  argue  in 
any  sense,  however,  against  the  necessity  for  the 
employment  of  local  intensive  measures,  but  is 
mentioned  merely  for  the  purpose  of  demon- 
strating the  efficacy  of  the  systemic  reaction  in 
cases  where  the  invading  microorganism  has  not 
become  overwhelming; 

A local  measure,  which  I have  used  in  some 
cases,  and  believe  to  be  of  value,  is  that  of  sub- 
tenon injections  of  warm  hypertonic  (2  per 
cent)  salt  solution  given  a few  hours  after  in- 
jection of  the  serum,  for  the  purpose  of  in- 
creasing the  flow  of  lymph,  increasing  the 
permeability  of  the  capillaries  and  stimulating 
leukocytic  activity. 


Up  to  this  time  I have  used  protein  injections 
in  144  cases  (including  24  cases  of  ulcus  ser- 
pens ; hypopyon-keratitis,  68  cases  ; panophthal- 
mitis, 16  cases;  penetrating  wound  with  infec- 
tion, 30  cases — 24  after  accidental  penetration,  6 
postoperative ; idiopathic  iritis,  3 ; sympathetic 
ophthalmia,  2)  most  of  which  have  been  re- 
ported in  detail.  I have  employed  32  rabbits  in 
experimental  observation  of  the  protein  reaction, 
some  of  which  results  have  been  published.  A 
recitation  of  detailed  case  reports  or  a demon- 
stration of  animal  experiments  at  this  time, 
would  be  unfitting  and  unnecessary.  Two  typi- 
cal case  reports  in  illustration,  however,  m;ay  be 
presented : 

Case  I 

J.  S.,  aged  6 years,  was  admitted  to  New  York  Eye 
and  Ear  Infirmary,  February  21,  1919,  suffering  with 
pustule  of  cornea  (phlyctenular).  Phlyctenular  con- 
junctivitis had  been  present  for  the  last  month.  Ex- 
amination revealed  the  usual  type  of  severe  involve- 
ment by  phlyctenular  pustule.  On  admission,  the  usual 
catharsis  and  feeding,  with  local  hot  bathing  and  ad- 
ministration of  atropin  and  argyrol  were  carried  out 
until  March  15th,  three  weeks  after  admission,  when  a 
line  of  hypopyon  appeared.  On  March  i6th,  there  were 
2 mm.  of  hypopyon,  and  the  comeal  process  and  iritic 
reaction  were  more  violent.  Without  any  change  in  the 
local  or  general  treatment  and  without  any  surgical 
interference  or  cautery,  1,000  units  of  serum  were  in- 
jected. In  twelve  hours,  the  hypopyon  had  completely 
disappeared,  and  the  conjunctival  and  corneal  reaction 
was  improved ; in  forty-eight  hours,  the  eye  was  al- 
most entirely  quiet,  and  three  days  afterward,  March 
22d,  the  patient  was  discharged,  the  eye  being  open  and 
only  slightly  injected. 

It  cannot  be  doubted  that  here  a systemic  in- 
fluence is  causative  in  the  pustule  with  hypopyon 
and  that  it  is  promptly  met  by  the  systemic  ef- 
fect of  the  serum. 

Case  II 

F.  C.,  a man,  aged  29,  was  admitted  March  27,  1922, 
with  a penetrating  wound  of  the  cornea;  no  hypopyon. 
The  third  day,  in  spite  of  the  usual  intensive  local 
treatment,  hypopyon  of  2 mm.  developed  over  night. 
The  lips  of  the  wound  were  whitish ; the  entire  cornea 
was  hazy,  and  there  was  the  usual  iritic  reaction.  Not 
until  hypopyon  developed  was  the  serum  injected  (3,000 
units).  A peculiarly  violent  local  and  constitutional 
reaction  followed  (great  edema  of  the  injected  arm, 
temperature  101.5°  F.,  nausea  and  headache,  mild  ery- 
thema of  arm  and  body),  but  in  twenty-four  hours 
there  was,  coincident  with  this  general  reaction,  relief 
of  ocular  pain  and  definite  reduction  in  the  hypopyon, 
which  disappeared  entirely  in  forty-eight  hours.  Daily 
improvement  (clearing  of  the  anterior  segment)  al- 
lowed his  discharge  ten  days  later. 

This  complete  reversal  in  the  behavior  of  an 
anterior  infection  can  be  attributed  only  to  sud- 
den systemic  stimulation  (“omnicellular  plasma- 
activation”  of  Weichardt)  and  increased  local 
resistance. 
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And,  finally,  what  are  the  clinical  effects  upon 
the  organism  to  be  observed  after  protein  injec- 
tion? These  may  be  outlined  as  follows:  ist, 
the  systemic  reaction,  and  2d,  the  focal  or  thera- 
peutic effect. 

The  systemic  reaction  is  expressed  (depend- 
ing on  the  character  and  amount  of  the  agent 
injected  and  the  sensitization  of  the  particular 
individual  to  it)  by  a slight  chill,  rise  in  tem- 
perature, variations  in  pulse  and  blood  pressure, 
sweating,  nausea,  nervous  irritability,  skin  reac- 
tion, glandular  activity,  permeability  of  the 
capillaries,  lymphagogue  effect  and  certain  varia- 
tions in  the  blood — such  as  concentration,  altered 
coagulability,  leukocytic  response,  increased  anti- 
ferment and  alteration  in  the  antibody-titer  of 
the  serum  of  the  patient.  The  study  of  this  re- 
action has  grown  out  of  nature’s  own  method 
of  resistance  and  repair,  constantly  demonstrated 
by  the  reaction  from  counter  irritants,  vaccines, 
enzymes,  drugs,  yeasts,  colloidal  metals,  bac- 
teria, etc.  It  is  believed,  therefore,  that  in  a 
similar  manner  there  is  brought  about  in  the 
body  true  tissue  stimulation  and  activation,  the 
therapeutic  effect  being  produced  by  altering 
the  reactivity  of  the  whole  organism,  rather  than 
by  directly  influencing  the  cause  of  the  patho- 
logic process. 

The  focal  or  therapeutic  effect  observed  in 
cases  of  hypopyon-keratitis  may  be  numerated 
as  follows:  In  from  twenty-four  to  forty-eight 
hours  after  the  initial  injection,  the  hypopyon 
is  reduced  or  has  disappeared;  if  not,  a compli- 
cation (as  occurred  in  four  cases,  three  of  these 
syphilis  and  one  unaccounted  for)  may  be  found 
to  explain  the  effect.  Hypopyon  may  reappear 
with  increased  corneal  and  conjunctival  reaction 
when  injection  of  the  serum  is  delayed  or  dis- 
continued (as  reported  in  detail  in  seven  cases 
of  a series  of  twenty-three  cases),  but  almost 
invariably  disappears  promptly  when  injection 
of  the  serum  is  resumed  (the  same  local  treat- 
ment being  administered).  Besides  the  notice- 
able effect  in  hypopyon,  there  is  relief  of  pain, 
rapidly  subsiding  conjunctival  and  iritic  reaction 
and  a clearing  away  of  ulcer  debris,  such  as  does 
not  usually  occur  in  these  cases,  the  ulcer  itself 
taking  on  a clear  and  clean  appearance  early  in 
the  process  of  repair.  The  result  of  this  prompt 
healing  and  clearing  away  of  ulcer  debris  is 
found  in  the  surprisingly  mild  opacities  which 
remain,  and  in  many  instances  the  vision  ob- 
tained is  far  beyond  expectations. 

The  effects  to  be  observed  in  cases  of  pene- 
trating wound  with  infection  are  in  every  way 
similar  to  those  occurring  in  cases  of  hypopyon- 
keratitis,  the  anterior  segment  clearing  remark- 
ably, and  in  some  instances  almost  as  rapidly  as 


the  infection  had  developed.  In  overwhelming 
infection  and  panophthalmitis,  although  no  cura- 
tive effect  can  be  exp>ected,  there  is  often  relief 
of  pain,  and  the  anterior  segment  gradually  be- 
comes clear,  transparent  and  free  of  hypopyon. 
In  idiopathic  iritis,  when  the  focus  of  infection 
cannot  be  found,  antidiphtheritic  serum  has  been 
employed  with  success  that  I hardly  dare  to 
quote.  I have  used  it  in  three  cases  only,  but 
could  not  be  sure  whether  the  curative  effects 
could  be  attributed  to  the  protein  or  to  other  in- 
tensive measures  employed.  In  ulcus  serpens, 
before  hypopyon  develops,  the  results  are  quite 
uniform,  and  indicate  the  type  of  case  particu- 
larly adapted  for  the  administration  of  protein 
therapy.  In  these  cases,  in  early  cases  of  pene- 
trating wound,  and  in  most  of  the  cases  of 
hypopyon-keratitis,  the  therapeutic  value  of  pro- 
tein therapy  is  undoubtedly  demonstrated. 

In  conclusion,  I do  not  wish  to  be  regarded  as 
overenthusiastic  about  this  subject,  but  I feel 
bold  enough  to  challenge  you  to  administer  anti- 
diphtheritic serum  in  your  next  five  cases  of 
penetrating  wound  with  infection  or  of  hy- 
popyon-keratitis, before  the  infection  has  be- 
come overwhelming,  and  then  draw  your  own 
conclusions. 

Furthermore,  I wish  to  affirm  that  “colloid 
chemistry”  in  medicine  has  come  to  stay,  and 
the  sooner  systematic  and  serious  research  of 
the  varieties  and  forms  of  protein  (animal, 
vegetable  and  bacterial)  and  their  particular 
reactions  to  infection  is  made,  the  more  valuable 
will  become  our  therapeutic  strength  to  combat 
disease. 

On  the  other  hand,  I wish  to  state  with  some 
seriousness,  that  we  should  not  draw  conclusions 
about  protein  effects  too  quickly  but  rather  we 
should  sift  the  data  and  take  stock,  as  it  were, 
from  time  to  time,  as  to  what  has  been  shown 
to  be  reasonably  true  about  it.  We  cannot  ac- 
cept much  that  we  hear  and  read,  for  protein 
therapy  is  too  popular  to-day  to  be  all  that  is 
claimed  for  it.  It  is  not  a “cure-all”  by  any 
means.  In  such  instance  the  credulity  of  the 
laity,  and  even  of  the  profession  is  at  stake. 

DISCUSSION 

Dr.  Hunter  W.  Scarlett  (Philadelphia,  Pa.) : Dr. 
Key  is  to  be  congratulated  on  the  interesting  presenta- 
tion this  afternoon,  as  well  as  on  his  splendid  work, 
both  clinical  and  experimental,  along  the  lines  of  non- 
specific foreign  protein  therapy  in  ocular  infections. 
A careful  study  of  his  papers  published  in  the  Journal 
of  the  American  Medical  Association,  the  Archives  of 
Ophthalmology  and  others,  will  reveal  a more  compre- 
hensive idea  of  this  subject  than  he  has  been  able  to 
present  to-day. 

Cow’s  milk  was  one  of  the  first  substances  used  in 
foreign  protein  therapy  of  the  eye,  and  still  seems  pop- 
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ular  in  some  localities,  especially  in  Europe.  As  the 
previous  speaker  has  pointed  out,  however,  it  varies  in 
its  potential  and  toxic  effect,  and  the  reaction  it  pro- 
duces cannot  be  so  well  controlled  as  that  of  diphtheria 
antitoxin.  Besides,  some  serious  complications  follow- 
ing its  use,  have  been  reported. 

Bargy  used  milk  in  over  3,000  cases  and  concluded  it 
was  not  the  panacea  for  ocular  diseases  that  some  ad- 
vocates believed  it  to  be.  Speaking  of  foreign  protein 
therapy  in  general,  he  said  it  was  beneficial  in  inflam- 
matory conditions  of  the  anterior  segment  of  the  eye, 
especially  for  the  rapid  relief  of  pain,  edema  and  secre- 
tion. He  advocated  its  use  in  penetrating  wounds  as  a 
prophylaxis,  in  postoperative  infections,  gonococcic 
blenorrhea  and  for  lessening  the  edema,  pain  and  secre- 
tion in  acute  attacks  of  trachoma,  although  it  was  not 
a curative  measure  in  the  latter  condition.  Mazzei  re- 
ported good  results  in  trachomatous  pannus,  while 
Darier  recommended  it  in  parenchymatous  keratitis 
for  the  relief  of  pain  and  photophobia. 

Marin  Amat  thinks  foreign  protein  acts  through  its 
influence  on  the  spinal  sympathetic  nervous  system,  and 
by  stimulating  the  production  of  proteolytic  ferments. 
The  probable  mode  of  action,  however,  is  as  Dr.  Key 
has  just  mentioned,  by  a general  cellular  stimulation, 
glandular,  muscular,  nervous  and  osseous,  and  by  a local 
permeability  of  tissue  and  capillaries,  thus  increasing 
the  local  lymphogogic  action. 

The  subconjunctival  use  of  normal  salt  solution  at 
the  time  of  injection  of  antidiphtheritic  serum  proved 
efficacious  in  two  cases  Dr.  Shoemaker  had  under  his 
care  at  the  Germantown  Hospital.  Both  were  types  of 
hypopyon-keratitis,  and  in  each  the  pain  departed  within 
24  hours,  while  the  hypopyon  disappeared  in  36  hours. 

Another  case  described  to  me  by  Dr.  Shoemaker  was 
one  of  postoperative  stitch  abscess  following  a 
strabismus  operation.  There  was  marked  swelling  of 
the  conjunctiva  and  lids  with  a profuse  purulent  secre- 
tion. Thirty-six  hours  after  the  injection  of  10,000 
units  of  diphtheria  antitoxin  the  edema  had  subsided 
and  the  secretion  had  disappeared. 

Experimenting  on  24  rabbits  at  the  Bryn  Mawr  Hos- 
pital laboratory.  Dr.  Belk  and  I were  unable  to  come 
to  any  definite  conclusions,  because  the  infected  eye  in 
all  but  three  cases,  either  went  on  to  rapid  destruction 
or  appeared  to  heal  spontaneously.  Thirteen  were 
treated  with  Coley’s  fluid,  4 with  diphtheria  antitoxin, 

I died,  and  6 were  used  as  controls.  In  one  series  in 
which  diphtheria  antitoxin  was  used,  the  control  ani- 
mals recovered  as  quickly  as  the  treated  ones ; although 
in  another  series  in  which  2 were  treated  with  diph- 
theria antitoxin  and  2 with  Coley’s  fluid,  the  former 
seemed  to  recover  more  quickly  than  the  latter.  One 
interesting  point  presented  itself  in  these  experiments, 
and  that  was  the  presence  of  a so-called  negative  phase 
immediately  after  the  injection  of  the  foreign  protein, 
when  the  resistance  of  the  animal  appeared  to  be 
lowered,  and  the  infection  progressed  more  rapidly  for 
about  24  to  36  hours.  Then  if  the  animal  had  not  beerf 
overwhelmed  with  too  virulent  an  invasion,  recovery 
took  place. 

From  a clinical  standpoint  the  most  striking  effects 
produced  are  the  almost  immediate  relief  from  pain  and 
photophobia,  and  the  disappearance  of  hypopyon  and 
secretion.  We  have  just  had  a striking  example  of  this 
in  a boy  g years  old,  who  was  admitted  to  the  Bryn 
Mawr  Hospital  with  a penetrating  wound  of  the  left 
eye.  He  developed  a severe  iridocyclitis  with  marked 
pain,  photophobia  and  infection  of  the  lips  of  the 


wound.  Twenty-four  hours  after  injection  of  1,000 
units  of  diphtheria  antitoxin,  the  eye  became  white, 
lacrymation  and  photophobia  stopped,  the  pain  ceased, 
and  the  lips  of  the  wound  became  clean.  The  entire 
cornea,  which  before  was  hazy  throughout,  became 
transparent. 

I should  like  to  ask  Dr.  Key  if  he  thinks  diph- 
theria antitoxin  is  the  best  foreign  protein  solely 
because  the  dosage  and  intervals  between  administration 
can  be  better  controlled,  or  because  there  is  a factor  in 
the  antitoxin  itself?  From  his  remarks  about  the  use 
of  a concentrated  serum  I inferred  that  he  thought  the 
latter  to  be  true,  at  least  to  some  extent.  If  so,  then 
we  possess  in  diphtheria  antitoxin  a paraspecific  serum 
for  certain  ocular  infections. 

I should  also  like  to  ask  (i)  Why  doses  of  antitoxin 
given  to  animals  in  experimental  work  are  not  in  pro- 
portion to  the  weight  of  the  animal  as  compared  to 
human  weight?  (2)  In  what  manner  is  concentrated 
serum  less  likely  to  give  anaphylactic  shock?  (3)  Is 
anaphylaxis  more  dependent  on  interval  of  injection 
than  any  other  factor,  intervals  of  10  days  or  more  be- 
ing dangerous? 

Dr.  Key  (in  closing)  : I had  hoped  someone  would 
give  us  his  experience  with  milk  Injections.  This  is 
becoming  a very  popular  method  of  giving  foreign  pro- 
tein, and  I had  planned  to  speak  of  my  experience  with 
it,  but  the  time  allotted  would  not  permit  I have  used 
milk  in  a number  of  cases,  and  in  every  instance  I have 
decided  I would  never  give  it  again — this  because  the 
reaction  observed  was  either  unusually  violent,  or  no 
reaction  whatever  could  be  noted. 

Dr.  Scarlett  asks  about  the  interval  between  injec- 
tions of  serum — whether  it  is  perhaps  dangerous  ten 
days  after  the  first  injection.  You  may  seem  very  much 
surprised  to  know  that  I have  given  the  serum  in  small 
doses  (4  c.c.)  over  a period  of  three  weeks  and  have 
not  seen  any  serious  anaphylactic  effects.  I have  used 
it  for  as  long  as  a month  in  two  or  three  cases,  be- 
cause the  cases  were  of  the  chronic  type  with  recurring 
hypopyon,  cases  in  which  the  hypopyon  reappeared  over 
night,  but  after  injection  would  disappear  in  twenty- 
four  to  forty-eight  hours. 

As  to  whether  antidiphtheritic  serum  has  any  para- 
specific effect,  of  course  I do  not  know.  I can  say  this, 
that  I am  now  carrying  on  a series  of  experiments  to 
compare  the  effect  of  antidiphtheritic  serum  with  that 
of  concentrated  horse  serum  (prepared  in  the  same 
manner  and  with  the  same  nitrogen  content  as  anti- 
diphtheritic serum).  Two  rabbits  are  injected  with 
antidiphtheritic  serum,  two  with  horse  serum  (concen- 
trated) and  two  are  used  as  controls.  The  results  of 
these  observations  may  yield  more  definite  information. 

It  is  also  asked  why  the  doses  to  animals  are  not  in 
proportion  to  the  weight  of  the  animals  as  compared 
to  humans.  The  guinea  pig,  rabbit  and  cat  vary  in  their 
sensitiveness  to  protein  injections.  Rabbits  tolerate 
protein  very  well,  almost  to  the  same  extent  as  the 
human.  Dr.  Kolmer  has  presented  this  relationship 
very  beautifully  in  his  book.  I do  not  know  what  the 
dosage  should  be,  but  we  are  trying  to  learn  something 
about  it.  If  we  produce  violent  inflammatory  reactions 
by  inoculation,  we  cannot  tell  just  how  much  serum  is 
necessary  to  produce  an  effect.  On  the  other  hand,  if 
we  produce  the  slightest  active  ulceration  of  the  cornea 
by  inoculation,  then  we  are  better  able  to  observe 
whether  certain  proteins  are  more  effective  than  oth- 
ers, and  what  dosage  is  necessary  to  produce  the  effect. 
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PARASITIC  INFECTIONS  OF  THE 
LUNG,  WITH  REFERENCE 
TO  DARK  FIELD* 

GEORGE  A.  CLARK,  M.D. 

SCRANTON,  PA. 

The  routine  examination  of  sputum  for  tuber- 
cle bacilli  is  usually  an  irksome  procedure  of 
very  little  interest.  This  is  true  not  only  in  the 
hospital  laboratories,  but  also  in  private  labora- 
tories and  practice.  The  specimens  are  sent  in 
without  a history,  and  are  frequently  rej>eated 
for  several  days.  A great  deal  of  care  in  the 
preparation  for  microscopic  examination  must 
be  exercised.  The  rice-bodies  must  be  fished  out 
from  the  sputum,  and  smears  made  of  correct 
thickness.  The  heating  of  the  slides  with  carbol- 
fuchsin,  followed  by  decolorization  and  counter- 
staining  is  a tedious  and  exacting  process.  This 
is,  however,  only  the  beginning  of  the  hard 
work.  The  microscopic  examination  requires 
time  and  patience  that  is  seldom  repaid  by  the 
proportion  of  positive  sputa  found. 

In  order  to  keep  up  interest  in  this  work, 
which  is  so  exacting,  a routine  was  developed 
that  proved  of  considerable  interest  in  stimulat- 
ing the  careful  examination  of  sputa.  As  far  as 
possible  the  patients  were  instructed  as  to  the 
methods  of  collecting  the  specimen.  The  first 
thing  in  the  morning  the  teeth  and  the  mouth 
were  cleaned,  and  repeatedly  rinsed  with  water. 
The  patient  was  instructed  to  expectorate  into 
a sterile  container  only  such  material  as  was 
coughed  up  from  the  lungs.  As  soon  as  the  spu- 
tum was  brought  to  the  laboratory  it  was  poured 
into  shallow  petri  dishes.  The  character  of  the 
sputum  was  then  carefully  examined.  Three 
more  or  less  definite  types  were  found:  first, 
tenacious  mucoid;  second,  semifluid  containing 
many  rice  bodies  ; third,  watery  sputum.  It  was 
in  this  last  group  that  we  became  especially  in- 
terested. 

In  examining  each  specimen  of  this  group  the 
possibility  of  infections  other  than  tuberculosis 
was  kept  in  mind.  Literature  shows  that  about 
ten  different  types  of  fungi  have  been  found  not 
only  in  the  sputum  but  in  the  lung  tissue  as  well. 
It  is,  therefore,  advisable  to  keep  in  mind  some 
of  the  most  common  of  this  group,  such  as 
aspergillus,  actinomyces,  leptothrix,  streptothrix, 
and  blastomyces.  Since  Castellani’s  report  of 
spirochetal  infection  of  the  lungs,  scattered  cases 
have  been  cited  from  almost  every  country. 
Clinical  reports  indicate  that  this  organism  may 
cause  acute  bronchitis  with  bronchopneumonia 
or  a chronic  destructive  lesion  of  the  lungs.  In 
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all  cases  of  watery  sputum  a careful  search 
should  be  made  for  the  spirillum  or  spirochaeta. 
It  occurred  to  the  writer  that  the  dark  field  ex- 
amination could  be  used  to  advantage  in  facili- 
tating this  work.  He  was  unable  to  find  any 
reference  in  literature  to  a previous  use  of  this 
procedure. 

The  following  microscopic  technic  was  used 
as  a routine  in  all  cases  of  watery  sputum. 

1.  A fresh  specimen  was  examined  under  a 
cover-slip,  care  being  taken  to  secure  from  the 
sputum  any  small  grain-like  particles  which  pre- 
sented a suspicious  appearance.  These  granules 
can  be  readily  picked  up  by  a capillary  pipette 
and  rubber  bulb.  The  excess  fluid  can  be  re- 
moved from  the  slide  by  a small  piece  of  filter 
paper  which  is  immediately  burned.  A search 
is  then  made  for  fungi,  which  are  classified  ac- 
cording to  their  arrangement  c f mycelial  threads 
and  spores. 

2.  The  dark  field  examination  was  prepared  in 
much  the  same  manner  as  the  fresh  specimen. 
It  was  frequently  found  necessary  to  mix  the 
sputum  thoroughly  with  a 2 or  a 5 c.c.  syringe. 
The  tip  of  the  syringe  was  placed  against  the 
bottom  of  the  petri  dish  and  the  fluid  aspirated 
and  injected  repeatedly  until  a smooth  emulsion 
resulted.  Under  the  dark  field  the  fungi  and 
spirochetes  could  be  readily  found  and  carefully 
examined. 

3.  Smears  were  made  and  examined  by  acid- 
fast  and  Gram  stains. 

In  this  way  three  types  of  parasitic  involve- 
ment of  the  lungs  were  found. 

ACTINOMYCOSIS 

Colebrook  has  isolated  twenty-one  strains  of 
actinomyces  as  found  in  man.  The  source  of 
this  infection  is  uncertain  and  there  are  many 
conflicting  views  reported  in  the  literature.  The 
most  common  source,  however,  seems  to  come 
from  vegetable  material,  especially  the  grains. 
Sanford  and  McGrath  analyzed  niney-six  cases 
reported  in  the  Mayo  Clinic  and  found  that 
about  eighty  per  cent  of  the  cases  are  found  in 
males.  The  large  majority  of  the  cases  are 
found  in  farmers,  cattle  raisers  and  stock  buy- 
ers. Lesions  of  the  head  and  neck  occur  twice 
as  often  as  in  other  parts  of  the  body.  Carious 
teeth  and  tonsillar  crypts  may  frequently  harbor 
the  organism  ; appendix  and  cecum  come  next  in 
frequency;  abdominal  wall  and  tongue;  then  in 
order  the  chest  and  lungs  and  nearly  every  other 
part  of  the  body. 

In  1921  Henrici  and  Gardener  reported  a case 
of  pulmonary  infection  with  a new  species  of 
acid-fast  actinomyces.  They  obtained  a pure 
culture  and  prepared  an  antigen  for  immunolog- 
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ical  studies.  The  patient  reacted  to  a skin  test 
of  i-iooo  dilution  injected  intracutaneously. 
They  later  used  this  antigen  as  a vaccine,  but 
were  forced  to  discontinue  it  because  of  the  pain 
and  reaction. 

Two  cases  were  reported  by  Besser  in  making 
x-ray  examinations  of  the  lungs  for  tuberculosis. 
Even  in  the  early  stage  there  is  frequently  in- 
volvement of  the  ribs. 

Three  cases  have  been  picked  up  in  the  routine 
examination  of  sputum. 

REPORT  OF  CASES 

Case  I : Mrs.  W.,  aged  27.  Laboratory  No.  1940  A. 
March  21,  1921. 

Family  History:  The  patient’s  mother  died  of  tuber- 
culosis at  the  age  of  forty-two. 

Personal  History:  One  year  previous,  the  present 
sickness  began  with  a morning  cough  that  brought  up 
small  amounts  of  cloudy,  serous  sputum.  Her  weight 
had  remained  stationary  during  the  last  ten  years  at 
about  one  hundred  and  twenty-five  pounds.  She  gave 
no  history  of  fever,  night  sweats,  pain  or  discomfort  in 
the  chest.  The  patient  consulted  her  family  physician 
in  May,  1920,  and  was  advised  to  go  to  a sanatorium. 
She  remained  in  the  State  Sanatorium  in  Maryland  for 
five  months.  For  the  first  two  weeks  the  patient  was 
kept  in  bed,  but,  as  she  did  not  have  any  night  sweats 
or  temperature  she  was  allowed  to  get  up.  Her  sputum 
was  examined  eighteen  times  without  finding  tubercle 
bacilli.  One  month  after  returning  home  she  was 
awakened  during  the  night  by  finding  a mouth  full  of 
blood-tinged  fluid.  For  several  weeks  following,  the 
sputum  in  the  morning  contained  small  amounts  of 
blood. 

A specimen  of  sputum  was  sent  into  the  laboratory 
for  examination  February  14,  1921.  The  sputum  was 
thin  and  watery,  with  fine  granules  scattered  through  it 
like  commeal.  There  was  a peculiar  musty  odor  to  the 
sputum  and  the  color  was  a dirty  brown  coffee  color. 
The  sulphur  granules  were  crushed  under  a cover  slip 
and  examined.  They  showed  the  rosette  formation  of 
the  actinomyces  with  small  round  hyalin  bodies  scat- 
tered among  the  mycelial  threads  around  the  edge.  The 
granules  were  next  crushed  between  slides  and  stained 
by  the  Gram  method.  They  showed  the  long  filaments 
or  mycelial  threads  nonsegmenting  and  occasionally 
branching.  Scattered  around  the  clumps  of  these 
threads  were  found  refractile  hyalin  bodies  about  the 
size  of  a yeast  cell  with  a tendency  towards  Gram- 
positive stain.  One  broth  culture  was  secured  showing 
long,  branching.  Gram-negative  threads,  but  with  no 
hyalin  buds  present.  Repeated  examination  of  this 
sputum  over  two  months’  time  showed  the  same  finding. 

X-ray  Report  by  Dr.  Von  Poswik:  The  right  apex 
reveals  heavy  markings,  and  there  are  peribronchial 
shadows  from  which  heavy  radiations  are  seen  going 
to  the  base.  The  left  apex  is  clear  anteriorly,  but  pos- 
teriorly shows  cloudy  markings.  The  chest  has  the  ap- 
pearance of  a tubercular  one  with  fibrosis. 

The  patient  was  examined  by  a lung  specialist,  Dr. 
Reifsnyder,  who  gave  the  following  report:  Old  lesion 
of  right  upper  lobe,  with  slight  evidence  of  cavitation 
and  present  activity.  Infiltration  of  left  upper  lobe 
with  apparent  new  activity.  Examination  would  seem 
to  denote  pulmonary  tuberculosis  of  long  standing  with 
present  extension  in  left  upper.  The  active  centers  are 


scattered  and  there  seems  little  evidence  of  toxemia. 
Patient  of  Dr.  McDonnell. 

Case  II : The  sputum  was  almost  identical  in  ap- 
pearance, consistency,  and  odor  with  the  one  just  de- 
scribed. Several  of  the  small  sulphur  granules  were 
examined  and  presented  the  rosette  formation  of  my- 
celial threads  with  a terminal  circle  of  buds.  Unfor- 
tunately this  case  would  not  come  in  for  a complete 
physical  examination.  The  patient  was  a foreigner  in 
a neighboring  town  and  had  worked  for  several  years 
in  the  mines. 

Case  hi  : On  August  23,  1924,  the  third  case  of  ' 
actinomycosis  was  picked  up  from  the  routine  examina- 
tion sent  in  by  the  Veterans’  Bureau.  This  patient’s  age 
was  thirty-one.  He  was  gassed  and  received  a shrapnel 
w'ound  in  the  chest,  causing  an  abscess  which  healed  at 
the  end  of  two  months.  The  patient  remained  in  ap- 
parently good  condition  for  the  next  year.  He  then 
developed  a morning  cough,  without  night  sweats  or 
loss  of  weight. 

Physical  Examination:  This  showed  an  absence  of 
the  seventh  and  eighth  rib  in  the  axillary  region.  No 
sinus  present.  The  pleura  was  thickened  and  there  was 
a marked  impairment  over  the  right  apex  with  a few 
moist  rales.  On  repeated  examination,  the  sputum 
showed  sulphur  granules  which,  when  crushed  under  a 
cover-slip  proved  the  typical  arrangement  of  actino- 
myces. 

In  examining  sputa  in  the  fresh,  by  stain  and 
the  dark  field,  one  is  impressed  by  the  diversity 
of  the  bacterial  flora,  oftentimes  with  numerous 
fungi  present.  The  surprise  is  further  increased 
by  having  the  same  sputum  sent  in  a week  or 
month  later  and  by  finding  at  that  time  the  same 
type  of  picture  presenting  itself.  It  seems  only 
reasonable  that  when  the  same  microscopic  pic- 
ture is  present  from  the  same  individual  over  a 
long  period  of  time  and  upon  repeated  examina- 
tions, that  the  bacteria  and  fungi  present  have 
some  relation  to  the  clinical  findings. 

The  different  types  of  fungi  in  the  lung  have 
received  very  little  attention  by  the  medical 
profession. 

Quacono  reports  a case  of  bronchopulmonary 
pseudotuberculosis  due  to  nocardial  fungi.  In 
his  experience  the  higher  fungi  that  most  fre- 
quently set  up  pathological  processes  in  the  lungs 
are  the  mouiliae,  oi'dia,  aspergilli,  penicillia, 
sporothrices  and  the  nocardiae. 

Grisby  and  Moore  report  a case  of  sporotri- 
chosis which  w’as  very  carefully  studied,  and  a 
pure  culture  of  the  organism  obtained  from  the 
lungs  as  well  as  several  abscesses  over  the  body. 

Beatty  and  Wallace  carefully  review  the 
bibliography  of  sporotrichosis  and  establish  a cri- 
terion for  its  diagnosis : first,  the  culture  test ; 
second,  sporo-agglutination  ; third,  sporofixation. 

Le  Blanc  found  sporotrichosis  of  the  lungs  in 
two  members  of  the  same  family. 

SPIROCHETOSIS 

The  genus  spirochaeta  was  introduced  by 
Ehrenberg  in  1838,  who  differentiated  it  from 
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the  spirillum  by  its  flexibility.  Schaudinn,  in 
1905,  thought  he  saw  an  undulating  membrane 
in  spirochaeta  refringens,  so  he  added  this  char- 
acteristic to  the  genus  and  considers  that  thus  its 
relationship  to  the  flagellated  protozoa,  genus 
trypanosoma,  is  indicated. 

Since  that  time  considerable  work  has  been 
done  but  the  classification  is  still  unsettled. 

Noguchi  in  his  recent  Harvey  Lecture  goes 
into  details  of  the  various  groupings  proposed. 
The  first  classification  quoted  is  as  follows : 

CLASSIFICATION  AFTER  GONDER— 1910 

Spirochaeta  (Chrenberg,  1838)  Type:  Spirochaeta 

plicatilis ; all  free  living. 

Cristispira  (Gross,  1910)  Type:  Cristispira  bal- 

bianii,  and  other  varieties  found  in  mussels. 

Spironema  (Vicillemin,  1905)  Type:  Spironema 

recurrentis,  and  other  parasitic  varieties  living  in 

blood. 

Treponema  (Schaudinn,  1905)  Type:  Treponema 

pallidum,  and  other  varieties  with  closely  set  spirals. 

Of  the  different  spirochaetae  mentioned  we 
are  especially  interested  in  those  found  in  the 
mouth. 

1.  Spironema  buccalis  (Cohn).  Length  lou  to  20u; 
thickness,  i/3u  to  2/3U.  It  has  3 to  10  irregular  coils. 

2.  Treponema  dentium  (Koch).  This  is  much 
smaller  than  the  previous  form.  It  is  as  thin  as  the 
pallidum  and  is  somewhat  similar  to  it  in  refraction, 
staining  qualities,  and  in  the  fixity  of  its  coils  during 
motion.  Neither  definite  undulating  membrane  nor 
nuclear  material  has  been  seen.  It  is  4u  to  I2u  long, 
and  has  4 to  20  regular  spirals  of  about  the  same  ap- 
pearance as  those  of  the  pallidum. 

3.  Treponema  macrodentium,  a form  in  appearance 
between  these  two,  has  been  found  in  the  mouth. 

4.  Spironema  refringens  is  also  found  in  the  mouth, 
but  it  is  especially  interesting  from  the  fact  that  it 
is  so  often  found  associated  with  the  treponema  palli- 
dum in  the  various  lesions  of  syphilis.  It  is  not  in 
such  large  numbers  as  the  pallidum  and  probably 
bears  the  relation  of  a restricted  secondary  invader. 
It  is  generally  longer  than  the  pallidum  and  much 
thicker. 

5.  Spironema  vincentii.  Accompanying  the  fusiform 
bacilli  in  Vincent’s  angina  are  many  spirochetes  simi- 
lar to  the  “middle  form”  found  in  the  mouth.  Whether 
they  are  identical  with  these  spirochetes  or  whether 
they  are  a special  variety  still  remains  to  be  deter- 
mined. 

Pilot,  Davis  and  Shapiro,  in  the  American 
Review  of  Tuberculosis,  describe  five  cases  of 
spirochetosis  of  the  lungs  in  association  with 
tuberculosis.  In  conclusion  they  state  that  spi- 
rochetes may  become  pathogenic  agents  in  the 
lungs,  causing  abscess  and  gangrene,  and  are 
usually  responsible  for  the  fetid  expectoration 
in  bronchiectasis  and  gangrene.  In  one  case  that 
showed  spirochetes  in  the  sputum,  at  autopsy 
they  were  observed  in  enormous  numbers  in  the 
lungs  but  chiefly  from  the  necrotic  walls  of  the 
cavities. 

Kline  and  Blankenhorn  state  that  spiroche- 


tosis of  the  lung  is  far  more  common  than  is 
generally  supposed.  The  fact  that  the  organisms 
are  poorly  stained  by  the  usual  laboratory  meth- 
ods and  do  not  grow  in  the  common  laboratory 
media  may  account  for  the  failure  in  the  past 
to  observe  them.  The  hypothesis  that  pul- 
monary gangrene  may  be  brought  about  by 
spirochetes  and  fusiform  bacilli  aspirated  from 
an  unclean  mouth  acting  on  the  previously  dam- 
aged lung  parenchyma  is  further  supported  by 
the  fact  that  the  organism  in  the  sputum  and  in 
the  human  pulmonary  lesion  produces  gangrene 
when  injected  into  traumatized  tissue  of  ani- 
mals. 

Rawson  reports  a case  following  peritonsillar 
abscess  in  which,  at  autopsy,  spirochetes  were 
found  in  the  lung  tissue. 

Kuizenga  speaks  of  a spirochaeta  bronchialis 
which  can  be  easily  distinguished  from  the  other 
spirochetes.  This  disease  seems  to  be  an  acute 
bronchitis  with  occasionally  bronchopneumonia, 
lasting  on  an  average  of  two  weeks.  The  high- 
est number  of  cases  occur  during  the  months  of 
April  and  May.  Although  not  prevalent,  in 
China  there  were  8,895  cases  around  Nanking, 
from  which  the  author  made  his  studies. 

From  South  America,  Persia  and  Quaranta 
report  a case  of  Castellani’s  bronchospiroche- 
tosis.  Although  this  is  the  first  case  described  in 
Argentina  the  author  does  not  believe  that  the 
condition  is  rare. 

The  spirochetes  are  very  resistant  to  the  com- 
mon methods  of  staining.  The  dark  field  exami- 
nation, however,  can  be  made  rapidly  and  the 
positive  results  are  surprisingly  high.  In  40 
or  50  cases  examined,  eight  or  nine  have  been 
found  to  be  positive.  By  positive  we  mean  to 
infer  that  a number  of  the  spirochetes  were 
found  in  each  dark  field  examined.  The  spiro- 
chetes seem  to  be  of  two  types.  A large, 
loosely  kinked  spirillum,  that  appears  to  be 
identical  in  morphology  with  the  spironema 
buccalis  that  is  a normal  habitant  of  all  mouths. 
These  are  usually  motile,  but  not  extremely 
active.  The  fusiform  bacillus  that  is  associated 
with  the  spirillum  in  Vincent’s  angina  could 
not  be  found  in  these  specimens  of  sputum. 
The  second  type  of  spirochetes  seemed  to  be 
identical  in  morphology  with  the  spirochaeta 
pallidum — a delicate,  tightly  kinked  spirochete 
of  six  to  eighteen  spirals,  with  progressive  as 
well  as  corkscrew  movement.  In  three  of  the 
cases  both  types  of  spirillum  were  found. 

CASE  REPORTS 

Case  IV : J.  K.,  Laboratory  No.  9517.  June  23, 
1924.  In  September,  1918,  the  patient  had  influenza 
while  in  France.  He  was  in  bed  for  two  months 
with  complications  of  pneumonia  and  delirium,  receiving 
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his  discharge  August,  1920.  From  November,  1918, 
until  August,  1920,  the  patient  was  treated  at  various 
camp  hospitals  for  tuberculosis.  During  his  stay  in 
the  hospital  he  had  a few  hemorrhages  from  his  lungs 
and  his  weight  dropped  to  lOS  pounds. 

At  the  time  he  presented  himself  the  patient  was  in 
a fairly  good  condition.  He  weighed  145  pounds  with 
his  clothes  on.  There  were  occasional  indefinite  pains 
in  his  chest.  The  patient  was  unable  to  work  because 
it  brought  on  symptoms  of  fatigue  and  loss  of  weight. 
He  did  not  have  any  night  sweats.  In  the  morning  he 
coughed  up  about  one-half  to  three- fourths  of  a cup 
of  watery  sputum,  which  had  a pungent,  disagreeable 
odor. 

X-ray  report  by  Dr.  F.  IV.  Davis:  Both  apices 

mottled.  Upper  and  lower  chest  show  ribbonlike 
densities,  and  there  are  also  calcified  glands  noted  in 
the  upper  left  chest.  The  right  diaphragm  shows 
adhesions.  Heart  normal  in  size  and  occupies  normal 
position.  Diagnosis:  chronic  pulmonary  tuberculosis. 

Sputum:  The  sputum  was  gray-brown,  watery  with 
musty  odor.  Many  small  opaque  yellowish  granules. 
Smear  showed  many  pus  cells  and  bacteria.  No 
tubercle  bacilli  found.  There  were  many  spirilla 
present  under  dark  field  examination.  Every  field 
contained  2 to  3,  the  majority  being  of  the  large  type. 
Spirilla  active. 

Case  V : Mrs.  H.,  Dr.  Gibbs.  November  4,  1923. 
Patient  was  a colored  woman  who  up  until  four  years 
before  was  in  good  health.  She  was  operated  upon 
and  a complete  hysterectomy  performed.  Since  that 
time  she  had  been  failing  and  had  lost  considerable 
weight.  She  was  a tall,  emaciated  woman,  breathing 
with  difficulty  and  coughing  spasmodically. 

November  4,  1923,  her  temperature  was  99.3,  pulse 
no,  respiration  28.  Examination  of  the  chest  showed 
a fixation  of  the  right  side  with  increased  expansion 
on  the  left  side.  Percussion  note  was  flat  up  to  the 
second  interspace  and  there  was  absence  of  breath 
sound.  Next  day  a thoracotomy  was  performed  and 
1000  c.  c.  of  clear  fluid  withdrawn.  She  was  tapped 
again  on  December  9th  and  the  same  amount  of  fluid 
withdrawn. 

Laboratory  No.  8681.  November  20,  1923 : 

Gross  specimen:  The  sputum  was  dark  grayish  in 
color,  watery  in  consistency,  with  numerous  cornmeal 
bodies  scattered  throughout.  These  bodies  were 
smaller  than  the  sulphur  granules  found  in  actinomy- 
cosis. They  seemed  to  represent  the  residue  from 
autolysis.  The  sputum  had  a musty  pungent  odor. 

Dark  Field  Illumination:  Upon  examining  the  spu- 
tum under  the  dark  field  one  was  immediately  struck 
by  the  large  number  of  spirochetes  present.  It  was 
not  uncommon  to  find  4 or  5 in  each  field.  These 
spirilla  seemed  to  be  of  two  types : first,  the  large 
spirillum,  similar  to  that  found  in  Vincent’s  angina, 
with  4 or  5 curves  (no  motility  could  be  made  out)  ; 
second,  a small  spirillum,  very  similar  to  the  spiro- 
chaeta  pallidum,  but  somewhat  larger  and  heavier  in 
appearance.  These  contained  8 or  10  curves.  There 
were  the  usual  number  of  bacteria  present,  some  of 
the  bacilli  being  actively  motile.  These  actively  motile 
bacilli  were  found  in  15%  of  all  the  third  type  exam- 
ined by  the  dark  field. 

Blood  Wassermann:  Negative. 

Treatment:  The  patient  was  given  six  injections  of 
neosalvarsan,  six  days  apart  with  a steady  improve- 
ment in  her  general  condition.  The  coughing  de- 
creased, temperature  remained  normal  and  the  night 
sweats  stopped.  The  patient  was  able  to  walk  4 or 


5 blocks  without  being  exhausted.  On  January  9th 
the  patient  had  a severe  chill  and  developed  lobar 
pneumonia  in  the  left  lung.  On  February  2nd  the 
patient  died  from  unresolved  pneumonia. 

Case  VI:  G.  P.,  Dr.  Davis.  Age  17.  The  patient 
did  not  give  any  family  history  of  tuberculosis.  She 
had  always  been  run  down  and  of  a delicate  constitu- 
tion. Ten  months  before  the  patient  gave  birth  to  a child 
and  since  that  time  had  been  failing  rapidly.  The* 
physical  examination  showed  the  typical  finding  of 
advanced  tuberculosis  involving  both  lungs. 
Laboratory  No.  9986.  April  19,  1924: 

Sputum:  Watery  sputum  with  musty  odor.  Smear 
showed  many  pus  cells,  bacteria  and  spirilla.  No 
tubercle  bacilli  found.  The  spirilla  were  actively 
motile,  with  a preponderance  of  small  type  simulating 
spirochaeta  pallidium.  There  were  eight  to  ten  spiro- 
chetes per  dark  field.  Negative  to  tubercle  bacilli. 
Laboratory  No.  40B.  April  24,  1924; 

Sputum:  General  appearance  the  same.  Many  bac- 
teria. Dark  field  examination  revealed  about  the  same 
number  of  spirilla  that  were  active.  Negative  to 
tubercle  bacilli. 

An  autopsy  was  performed  May  16,  1924.  The 
lungs  were  completely  studded  with  tubercular  nodules 
ranging  from  the  size  of  a buckshot  to  that  of  a 
walnut.  Fluid  expressed  from  the  parenchyma  of  the 
lung  and  examined  under  dark  field  presented  many 
small  spirochetes.  Sections  were  made  of  the  lung 
tissue  and  tubercle  bacilli  demonstrated  by  the  Good- 
pasture  method. 

Case  VII : V.  B.  Hartman.  Laboratory  No.  8685, 
November  21,  1923. 

Gross  specimen:  The  sputum  was  grayish  in  color 
and  somewhat  watery  in  consistency. 

Dark  Field  Illumination:  A few  of  the  large  spir- 
illa of  type  I were  found.  They  appeared  to  be  non- 
motile,  about  three  per  field. 

Case  VIH:  V.  B.  Taylor.  Laboratory  No.  9724, 
July  4,  1924. 

Gross  Specimen:  Watery  sputum  with  a musty  odor. 
Dark  Field  Illumination:  Very  few  spirilla  found, 
4 to  5 per  slide.  Small  type. 

Case  IX : H.  L-,  Carbondale.  Laboratory  No.  993B. 
July  23,  1924. 

Sputum:  Many  small,  tightly  kinked  spirochetes. 

Few  large  spirilla  of  Vincent’s  angina  type.  Small 
spirochetes  actively  motile,  and  2 to  3 per  field. 

Case  X : M.  A.,  Plymouth,  Pa.  Laboratory  No. 
910B.  July  17,  1924. 

Sputum:  Many  spirilla,  none  motile.  Small  type. 
Several  cases  of  fungus  in  the  sputum  were  found. 
One  case  showed  many  clumps  of  fungus  growths  of 
the  nocardia  type.  Up  to  the  present  time  it  has  been 
impossible  to  secure  further  specimens  from  these 
patients  in  order  to  check  up  the  findings.  There 
was,  however,  one  case  of  blastomycosis  which  had 
an  interesting  clinical  course. 

' Case  XI : Mary  — , aged  18,  was  admitted  to  the 
St.  Joseph’s  Maternity  Hospital,  March  3d.  On  the 
loth  she  was  delivered  of  a normal  child.  The  patient 
was  comfortable  for  the  next  four  days  and  then 
developed  a severe  pain  in  her  left  side.  She  coughed 
up  and  expectorated  a large  amount  of  yellow  thick 
mucus.  The  patient  continued  to  cough  and  expec- 
torate large  amounts  of  purulent  sputum  until  March 
17th.  At  that  time  her  temperature  went  up  to  104 
and  remained  elevated  for  several  days.  She  contin- 
ued to  run  a septic  temperature  with  the  same  type 
of  expectoration  for  the  next  few  weeks.  On  April 
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3(1  a lung  puncture  was  made  and  30  c.  c.  of  cloudy 
yellow  fluid  was  obtained.  The  patient  was  aspirated 
four  days  later  and  about  500  c.  c.  of  pus  was  ob- 
tained. The  17th  of  April  the  patient  was  operated 
upon  and  rib  resection  performed.  About  200  c.  c.  of 
pus  was  secured  at  the  time  of  the  operation.  No 
autopsy  was  secured. 

The  interesting  point  in  this  case  was  the  large 
amount  of  purulent  sputum  which  the  patient  coughed 
up  from  the  beginning  of  her  attack.  After  the  first 
week  tliere  was  a marked  dullness  in  the  axillary  and 
scapular  region  on  the  left  side.  The  case  seemed  to 
be  one  of  interlobar  empyema  with  degeneration  and 
necrosis  of  the  lung  tissue.  The  empyema  finally 
broke  through  to  the  pleural  cavity. 

Sputum:  Brown,  watery  and  purulent  in  appearance. 
Smear  showed  many  pus  cells  and  blastomyces.  The 
blastomyces  were  found  in  clumps  and  in  small  groups. 
No  tubercle  bacilli  found. 

Fluid  from  lung:  Many  pus  cells  and  streptococci. 
Few  diplococci. 

Sputum:  Great  many  blastomyces  both  in  large 

masses  and  small  groups,  by  stain  and  dark  field  ex- 
amination. 

Chest  fluid:  Streptococci  and  a few  diplococci. 

Culture:  Hemolytic  streptococci. 

CONCLUSIONS 

The  author  must  apologize  for  the  small  series 
of  cases  from  which  these  observations  have 
been  drawn.  The  examination  of  sputum  is 
only  one  of  many  examinations  that  occur  daily 
in  a private  laboratory.  Following  is  a summary 
of  the  cases  examined : 

Sputum  : Negative  to  tubercle  baccilli 

(one  year),  119 

“ Positive  to  tubercle  bacilli 

(one  year),  21 
“ Negative  to  dark  field 

(one  year),  16 
“ Positive  to  dark  field 

(one  year),  5 
“ Positive  to  actinomycoses 

(three  years),  2 
“ Positive  to  blastomyces 

(three  years),  i 

“ Positive  to  fungi 

(three  years),  2 

He  is  in  hopes  that  criticism  will  be  voiced 
by  those  who  have  the  opportunity  of  studying 
a much  larger  series  of  cases  in  tubercular  sana- 
toria and  hospitals  but  he  wishes  to  draw  to 
their  attention  the  possibility  of  finding  interest- 
ing material  from  a very  small  number  of  cases 
carefully  studied. 

1.  The  dark  field  examination  should  be  in- 
corporated into  the  routine  examination  of  the 
sputum. 

2.  Spirochaeta  and  spirilla  which  are  extreme- 
ly resistant  to  staining  methods  are  easily  ob- 
served. 


3.  The  motility  of  spirilla  and  bacteria  are  a 
most  striking  picture  when  observed  under  tbe 
dark  field. 

4.  The  fungi  are  more  clearly  seen  and  aie 
not  distorted  as  by  the  smear  method.  Peculiar 
arrangement  of  the  mycelial  threads  and  the 
structure  of  each  mycelial  segment  with  the 
small  glistening  arrangement  of  particles  may 
be  an  aid  in  helping  further  to  distinguish  the 
different  types. 
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DISCUSSION 

Dr.  W.  W.  G.  MACbACHbAN  (Pittsburgh,  Pa.)  : I 
think  we  are  indebted  to  Dr.  Clark  for  bringing  for- 
ward this  subject  of  parasitic  infections  of  the  lung. 
For  the  last  few  years  we  have  had  many  reports 
indicating  that  this  condition  is  widespread,  although 
I am  compelled  to  believe  that  the  actual  incidence  of 
these  conditions  due  to  fungus  growths  is  not  high. 
It  is  interesting  that  they  may  be  of  two  types.  True 
blastomycosis,  true  actinomycosis  and  true  sporotri- 
chosis are  highly  fatal,  and  yet  in  many  instances  we 
find  organisms  of  the  leptothrix  group  in  the  sputum, 
apparently  producing  no  trouble  whatever ; so  the 
first  problem  that  arises  is  what  causes  these  organ- 
isms to  invade,  for  when  they  do  invade  they  are 
highly  pathogenic. 

For  instance,  in  examining  tonsils  we  were  struck 
by  the  frequency  of  the  finding  of  organisms  resemb- 
ling leptothrix  or  actinomyces ; yet  how  few  cases 
do  we  see  that  produce  the  typical  reaction  in  the 
human  which  we  can  trace  to  these  fungus  growths 
in  the  tonsils,  although  if  we  analyze  these  little  yellow 
plugs  secured  from  the  tonsillar  crypts  we  find  the 
branching  fungus  not  unlike  actinomyces.  I think 
Wood  of  Philadelphia,  Injected  them  and  in  some 
instances  produced  actinomycosis  and  in  others  not. 

I think  it  is  particularly  important  to  make  a dark 
field  examination  of  the  watery  sputum.  It  is  per- 
fectly possible  that  certain  forms  of  fusiform  bacilli 
that  produce  this  foul  sputum  produce  surface  infection 
instead  of  infection  in  the  lung  itself.  A few  years  ago 
I saw  a case  in  which  we  found  the  leptothrix,  the 
branching  fungus,  in  a coal  miner  who  had  all  the 
symptoms  of  bronchiectasis.  He  was  expectorating 
almost  a quart  of  watery  sputum  a day  and  the  as- 
tonishing thing  in  his  case  was  that  on  the  use  of 
iodids  the  sputum  was  at  once  diminished  in  amount 
and  the  man  made  a good  recovery.  The  problem 
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always  comes  up,  are  we  dealing  with  tuberculosis  or 
not?  If  the  case  is  not  tuberculosis,  I believe  these 
fungus  growths  should  be  thought  of. 

I would  suggest  the  use  of  arsenic,  particularly  in 
cases  where  the  sputum  is  putrid.  We  recently  had 
an  opportunity  to  treat  a case  of  gangrene  of  the  lung 
and  the  patient  did  particularly  well  on  injections  of 
sodium  cacodylate.  We  thought  we  could  improve  his 
condition  more  rapidly  by  the  use  of  arsphenamin  but 
the  results  were  very  bad.  Immediately  afterward 
instead  of  being  improved,  the  condition  was  just  the 
opposite,  so  I would  suggest  that  you  be  careful  in 
using  arsphenamin  in  these  cases,  although  I think 
that  in  the  form  of  Fowler’s  solution  of  cacodylate 
of  soda,  arsenic  is  good  therapy. 

Dr.  Albert  E.  Rousele  (Philadelphia,  Pa.)  ; Some 
years  ago  I read  a paper  in  which  I reported  seventeen 
different  causes  for  pulmonary  hemorrhage  other  than 
tuberculosis,  and  this  would  include  some  of  the  spiro- 
chaetae  as  one  source.  Two  years  ago  in  my  service 
at  the  Polyclinic  Hospital  we  had  three  cases  durhig 
the  winter  service  of  a subacute  type  of  bilateral 
bronchopneumonia.  It  was  supposed  in  the  first  case 
that  we  were  dealing  with  postinfluenzal  pneumonia 
but  examination  of  the  sputum  showed,  in  addition  to 
type  IV  pneumococci,  some  spirochetes.  We  made 
use  of  neoarsphenamin  with  good  results.  Subsequent- 
ly during  that  winter,  once  in  my  service  and  twice 
elsewhere,  similar  cases  were  discovered  and  we  again 
used  neoarsphenamin  with  good  results.  I think  the 
clearing  up  of  the  spirochetes  was  doubtless  of  more 
importance  than  of  the  type  IV  pneumococci. 

Dr.  Clark  (in  closing)  : I fully  appreciate  the  diffi- 
culties of  drawing  any  conclusion,  etiological  or  thera- 
peutic, in  these  parasitic  involvements  of  the  lungs. 
They  need  a tremendous  amount  of  study  and  I am 
presenting  as  my  only  excuse  for  this  paper  a possible 
means  of  facilitating  that  study.  This  work  was 
stimulated  by  my  having  a large  number  of  Veterans’ 
Bureau  men  who  were  gassed  or  were  postinfluenzal 
cases  with  the  symptoms  of  chronic  tuberculosis  but 
without  the  positive  sputum,  and  in  many  instances 
without  the  loss  of  weight  or  increased  temperature. 
It  is  among  this  group  of  chronic  bronchial  irritations 
with  large  amounts  of  sputum  that  I think  study  along 
this  line  is  of  interest  to  the  investigator  and  of  advan- 
tage to  the  patient. 


THE  COMBINED  EXCISION  OF  THE 
TARSUS  IN  TRACHOMA* 

H.  H.  TURNER,  M.D., 

PITTSBURGH,  PA. 

This  subject  was  chosen  for  the  present  occa- 
sion with  the  purpose  of  bringing  freshly  before 
this  session  a procedure  which,  in  the  humble 
opinion  of  the  writer,  has  been  grossly  neglected 
in  this  country,  though  the  most  effective  and 
certain  measure  at  our  command  against  the 
dread  ravages  of  trachoma. 

Since  earliest  antiquity  the  control  of  trachoma 
has  been  a matter  of  greatest  moment  and  the 
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cause  of  great  discouragement  upon  the  part  of 
ophthalmologists.  True,  a large  percentage  of 
these  cases  were,  and  are,  amenable  to  medicinal 
measures  and  mechanical  manipulations,  such  as 
rolling  with  expression  forceps,  brossage  and 
grattage  in  various  forms.  However,  a very 
considerable  percentage  of  cases  are  not  con- 
trolled by  these  measures  but  continue,  apparent- 
ly unchecked,  over  the  course  of  years,  with 
secondary  changes  in  the  cornea  and  loss  of 
economic  vision.  The  futility  of  ordinary  treat- 
ment in  many  of  these  cases  is  evidenced  by  the 
all-too-frequent  failure  to  preserve  useful  vision. 

Prof.  Ricket  of  Paris,  was  the  first  to  reason 
that  excision  of  a diseased,  non-essential  tissue, 
was  the  most  logical  and  effective  method  of 
treatment.  In  the  year  1874  he  inaugurated  this 
phase  of  opththalmic  surgery  by  excising,  in 
selected  cases,  the  diseased  conjunctiva  of  the 
superior  culdesac.  In  1882  Prof.  Heisrath,  of 
Koenigsburg,  excised,  in  addition  to  the  diseased 
conjunctiva  of  the  fornix,  a small  strip  at  the 
upper  margin  of  the  tarsus.  Vossius  and  Von 
Kuhnt  later  improved  and  extended  the  scope 
of  the  procedure  by  excising  the  entire  tarsus 
to  within  mm.  of  the  lid  margin.  This 
procedure  has  since  remained  unchanged  and 
is  known  as  the  combined  excision. 

It  has  for  over  thirty  years  been  employed 
extensively  in  continental  Europe  with  from 
50  to  60%  of  cures  in  operative  cases  (which, 
if  anything,  is  too  conservative  a figure),  cures, 
in  the  sense  that  the  subjective  symptoms  have 
been  relieved  and  the  progressive  degeneration 
of  the  cornea  brought  to  a sudden  tennination. 

In  the  year  1898,  Dr.  Casey  Wood  published 
a monograph  in  which  he  describes  this  tech- 
nique for  the  first  time  in  American  literature 
and,  on  the  basis  of  his  results  in  50  operative 
cases,  warmly  recomniended  its  general  adoption. 
No  further  mention  appears  until  in  1909,  when 
Dr.  H.  W.  Wooton,  of  the  Manhattan  Eye, 
Ear  and  Throat  Hospital,  New  York,  published 
a report  based  upon  one  hundred  operative 
cases.  He  also  was  very  enthusiastic  and  warm- 
ly urged  its  adoption.  In  1916,  Dr.  George  F. 
Suker  of  Chicago,  presented  a paper  before 
the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  in  which  he  describes  the  results 
secured  at  the  Cook  County  Hospital,  Chicago, 
111.  Dr.  Fox,  of  Philadelphia,  who  has  honored 
me  by  consenting  to  open  the  discussion  on  this 
paper,  has  for  many  years  been  an  enthusiastic 
advocate  of  this  procedure.  He  has  this  summer, 
by  request  of  the  government,  spent  considerable 
time  in  teaching  this  technic  to  those  who  are  in 
charge  of  the  hospitals  located  among  the  In- 
dians. The  technic  as  outlined  by  Dr.  Wooton 
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is  given  verbatim  in  the  most  recent  edition  of 
Fuch’s  Textbook  on  Ophthalmology,  in  Dr.  de 
Schweinitz’s  great  work  on  Ophthalmology,  and 
in  the  Army  Medical  Manual  No.  3. 

In  spite  of  these  endorsements,  and  the  high 
percentage  of  surgical  cures,  the  profession  gen- 
erally has  been  very  slow  in  the  adoption  of  the 
procedure.  This  is  probably  because  of  two 
things,  indecision  as  to  the  selection  of  suitable 
cases  and  secondly  the  fear  of  some  untoward 
postoperative  result. 

It  is  not  within  the  scope  of  this  paper  to 
discuss  the  etiology  or  commonly  accepted  treat- 
ments employed  in  these  cases,  medicinal  or 
mechanical.  However  in  order  that  you  may 
fully  grasp  the  rationale  of  this  surgical  pro- 
cedure, it  is  perhaps  advisable  to  summarize 
briefly  the  salient  features  of  the  disease. 

Trachoma  is  essentially  a chronic  disease;  it 
is  readily  communicated ; it  affects  the  palpebral 
and  tarsal  conjunctiva  and  the  tarsus,  while  the 
bulbar  conjunctiva  in  most  cases  remains  un- 
affected. It  is  characterized  by  frequent  relapses 
and  by  the  tendency,  in  a large  percentage  of 
cases,  to  produce  secondary  changes  in  the 
cornea. 

Histologically  there  is  a lymphoid  infiltration 
of  the  involved  tissues  with  characteristic 
grouping  of  the  cells.  There  is  a marked 
thickening  and  roughening  of  the  conjunctiva, 
the  type  being  papillary  or  follicular  according 
to  the  predominating  element.  The  tarsus  usu- 
ally is  densely  infiltrated  and  very  much  thick- 
ened. As  the  disease  progresses,  scars  and 
fibrous  nodules  appear  and  a marked  distortion 
of  the  tarsal  plate  develops  because  of  the  con- 
traction of  scar  tissue  in  the  tarsus. 

It  then  no  longer  conforms  readily  to  the  cor- 
neal curvature  but,  with  the  added  element  of 
conjunctival  roughness,  causes  a constant  me- 
chanical irritation  to  the  delicate  corneal  surface 
which  is  richly  supplied  with  sensory  nerves. 
This  irritation  produces  an  intense  photophobia 
and  eventually,  in  25%  or  more  of  cases,  causes 
a defensive  reaction.  This  consists  of  a 
lymphoid  invasion  between  the  corneal  epi- 
thelium and  Bowman’s  membrane  with  the  for- 
mation of  new  blood  vessels  which  push  down 
from  the  limbus  above.  This  condition  may 
progress  to  such  an  extent  that  the  upper  two- 
thirds  of  the  cornea  becomes  flesh-like  in  ap- 
pearance, a “pannus  crassus”  or  “carnosus,” 
with  frequent  ulcers,  rendering  the  victim  en- 
tirely helpless  and  utterly  miserable.  This 
process  continues,  in  many  cases,  with  alternat- 
ing periods  of  relative  quiescence  and  exacerba- 
tion until  the  affected  tissues  are  destroyed,  the 


tarsus  replaced  by  scar  tissue  and  the  tarsal  and 
palpebral  conjunctiva  so  contracted  that  the 
culdesac  is  practically  obliterated,  the  bulbar 
conjunctiva  reflecting  directly  to  the  remains  of 
the  tarsus.  Unfortunately  this  consummation 
takes  place  only  after  years  of  suffering  and 
incapacity,  with  the  permanent  loss  of  useful 
vision  because  of  secondary  changes  in  the 
cornea. 

It  is  understood,  of  course,  that  the  excision 
of  the  tarsus  is  not  advocated  except  in  those 
cases  which  do  not  respond  in  a reasonable  pe- 
riod to  the  accepted  methods  of  treatment. 
When  the  integrity  of  the  cornea  becomes 
threatened,  however,  with  pannus  developing 
and  recurrent  ulcerations,  the  excision  of  the 
diseased  tissues  is  the  most  conservative  measure 
that  can  be  employed. 

This  operation  is  based  upon  the  hypothesis 
that  it  is  far  preferable  to  excise  the  involved 
tissues,  as  soon  as  the  corneal  integrity  is  threat- 
ened, thereby  producing  in  the  lid  by  instrumen- 
tation within  a few  minutes  the  status  which 
exists  after  the  disease  has  run  its  full  course 
and  removing  a very  great  menace  to  vision, 
rather  than  to  have  the  disease  progress  through 
years  to  the  same  termination  after  immeasur- 
able suffering  and  with  loss  of  economic  vision. 

As  the  disease  seldom  involves  the  narrow 
strip  between  the  sulcus  subtarsalis  and  the  lid 
margin,  this  procedure  removes  at  one  fell  swoop 
all  the  diseased  structures  of  the  upper  lid  and 
leaves  the  lid  soft  and  pliable,  readily  conform- 
ing to  the  corneal  curvatures  and  lined  with  nor- 
mal bulbar  conjunctiva  which  for  some  reason 
is  not  susceptible  to  this  disease.  Therefore, 
there  can  be  no  recurrence  in  the  operated  lid. 
Personally,  I have  never  found  it  necessary  to 
remove  the  inferior  tarsus. 

TECHNIQUE 

After  routine  cleansing  of  the  field  with  a 
1-5000  bichlorid  solution  and  a sterilization  of 
the  surrounding  skin  surfaces  with  a 10%  solu- 
tion of  tincture  of  iodin,  the  lid  is  held  by  the 
assistant  in  a position  of  double  eversion.  This 
is  done  by  grasping  the  margin  of  the  everted 
lid  with  two  tissue  forceps  and  drawing  it  up 
over  the  brow,  thus  exposing  the  upper  bulbar 
conjunctiva.  A sufficient  quantity  of  normal  salt 
solution  or  1%  solution  of  novocain  is  then  in- 
jected beneath  the  bulbar  conjunctiva  to  balloon 
it.  This  outlines  more  clearly  the  dividing  line 
between  the  normal  and  diseased  conjunctiva 
and  facilitates  the  dissection  of  the  conjunctival 
flap.  The  conjunctiva  is  then  buttonholed  at  the 
inner  or  outer  canthus  and  a small,  blunt-pointed 
scissors  or  other  blunt  dissector  introduced  be- 
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neath  the  conjunctiva.  A few  sweeping-  move- 
ments will  suffice  to  separate  the  conjunctiva  to 
the  limbus.  With  scissors  the  conjunctiva  is 
then  incised  along  a line  separating  the  normal 
from  diseased  conjunctiva.  Three  double-armed 
silk  sutures  are  then  inserted  through  the  margin 
of  the  conjunctival  flap,  one  through  the  center 
and  one  on  either  side  of  it  midway  to  the  angle. 
The  lid  is  then  allowed  to  take  the  position  of 
single  eversion  and  fixed  in  the  lid  clamp  to  give 
stability  and  to  render  the  field  of  operation  as 
nearly  bloodless  as  possible.  With  a sharp 
scalpel  an  incision  is  then  made  through  the 
tarsus  parallel  to  the  lid  margin  and  about  2 
millimeters  distant,  passing  from  one  end  of  the 
lid  to  the  other.  In  making  this  incision  one 
must  be  extremely  careful  not  to  injure  the 
delicate  aponeurosis  lying  immediately  beneath 
it,  as  an  injury  here  might  well  produce  a post- 
operative impairment  of  the  levator  function. 
Having  made  this  incision  to  the  aponeurosis, 
the  tarsus  is  carefully  separated  from  it  by  blunt 
dissection.  This  separation  is  completed  to  the 
upper  margin  of  the  tarsus,  into  which  the  ten- 
don of  the  levator  palpebrabrum  is  inserted. 

The  lid  clamp  is  now  removed,  and  as  soon  as 
bleeding  has  been  checked  sufficiently  to  con- 
tinue, two  small  incisions  are  made  at  the  ends 
of  the  lid  joining  the  two  major  incisions.  By 
careful  dissection  with  scissors  the  loosened 
tarsus  is  freed  from  its  attachment  to  the  levator 
and  the  conjunctiva  of  the  fornix  carefully  dis- 
sected loose,  being  extremely  careful  not  to  in- 
jure unnecessarily  the  delicate  fibers  of  Muller’s 
muscle  which  lie  directly  beneath  it.  The  lid  is 
now  allowed  to  return  to  its  normal  position,  and 
as  soon  as  bleeding  has  ceased  entirely  the  mar- 
gin of  the  bulbar  conjunctival  flap  is  sutured  to 
the  remaining  strip  of  tarsus.  This  is  accom- 
plished either  by  several  interrupted  sutures  tied 
on  the  skin  surface  over  small  pledgets  of  gauze 
or  by  a continuous  mattress  suture.  The  placing 
of  the  latter  is  greatly  facilitated  by  the  Fox 
fixation  forcep  which  stabilizes  the  lid  and  holds 
it  firmly  in  an  ideal  position.  An  exact  coapta- 
tion of  the  flap  margin  is  very  important  in  order 
that  healing  may  be  prompt  and  the  amount  of 
scar  tissue  minimized.  A solution  of  atropin 
is  then  instilled,  the  conjunctival  sac  and  the 
cutaneous  surface  of  the  lids  freely  anointed 
with  bichlorid  paste  and  a dressing  applied. 

The  dressing  is  not  removed  for  forty-eight 
hours,  when  the  field  is  cleansed  and  the  eye 
left  open.  Ordinarily  no  treatment  is  indicated 
at  this  stage  aside  from  flushing  three  times 
daily  with  boracic  solution  and  a free  application 
of  bichlorid  paste.  The  paste  serves  a twofold 
purp>ose,  it  not  only  keeps  the  field  sterile  but 


provides  lubrication,  thus  preventing  irritation 
of  the  cornea  by  friction  and  giving  a maximum 
smoothness  to  the  conjunctival  surface  in  heal- 
ing. The  sutures  are  not  removed  until  the 
fourth  or  fifth  day. 

The  reaction  to  op^eration  is  surprisingly  slight 
and  I have  yet  to  see  my  first  infection,  though 
I have  done  the  operation  about  seventy  times. 
Very  rarely  it  becomes  necessary  to  snip  off  a 
tiny  tag  of  granulation  tissue,  or  to  touch  some 
little  area  along  the  line  of  incision  with  silver 
nitrate.  This,  however,  is  not  a matter  for  con- 
cern and  in  no  way  imp>erils  the  result. 

As  a rule  the  pathology  in  the  lower  lid  is  con- 
trolled -without  particular  difficulty  after  the  dis- 
eased tissues  above  have  been  removed. 

One  of  the  features  of  this  procedure  which 
has  been  p>articularly  pleasing  to  me  has  been  the 
rapidity  with  which  even  a dense  pannus  will 
thin  out  and  in  many  cases  completely  disapp>ear 
following  op>eration.  Practically  complete  re- 
generation is  possible  when  Bowman’s  mem- 
brane has  escapied  involvement. 

In  the  late  cicatricial  stage  the  problem  is 
quite  different,  though  still  a mechanical  one. 
It  is  then  a matter  of  making  the  patient  com- 
fortable by  excising  a distorted  tarsus  which  is 
producing  a corneal  irritation  or  an  entropion, 
rather  than  an  attempt  to  preserve  the  corneal 
integrity. 

The  gratitude  of  these  patients  is  quite  pa- 
thetic and  where  both  eyes  are  involved  they  will 
usually  give  you  no  peace  until  the  second  eye 
has  been  operated  upx>n. 

As  stated  earlier,  this  pap>er  is  in  reality  a plea 
for  the  more  general  use  of  this  operation,  the 
results  of  which  are  so  certain.  Its  general 
adoption  and  prop>er  application  will  mean  the 
disappearance  of  that  pitiable  group  of  indi- 
viduals, far  too  numerous,  who,  after  unsuccess- 
ful treatment  by  one  or  several  ethical  practi- 
tioners, possibly  through  a p>eriod  of  years,  fall 
into  the  clutches  of  charlatans,  are  stripped  of 
all  their  scanty  supply  of  worldly  goods  in  the 
pursuit  of  relief,  and  finally  wind  up  practically 
blind  and  a charge  upon  their  family  or  the  state. 

DISCUSSION 

Dr.  L.  Webster  Fox  (Philadelphia,  Pa.)  : The  -writer 
of  this  paper  has  done  a signal  duty  in  bringing  this 
operation  to  the  attention  of  this  Society  for  purposes 
of  discussion,  and  I cannot  help  but  feel  highly  grati- 
fied by  the  honor  he  has  done  me  in  inviting  me  to  take 
part  in  this  discussion.  It  seems  to  be  a fact,  although 
a curious  one,  that  certain  well  tried  and  proven  treat- 
ments should  require  everlasting  propaganda  in  order 
to  keep  them  before  the  profession,  when  their  merits 
alone  should  maintain  their  preeminence.  The  profes- 
sion seems  to  be  greatly  impressed  by  something  that 


372 


THE  ATLANTIC  MEDICAL  JOURNAL 


March,  1925 


has  never  been  tried  before,  and  in  which  the  recent 
experiences  are  but  few  and  not  sufficiently  lasting  to 
ensure  proper  conclusions — meanwhile  neglecting  that 
which  has  given  dependable  results. 

As  Dr.  Turner  has  shown,  resection  of  the  tarsus  is 
by  no  means  a recent  operation,  and  considering  the 
antiquity  of  trachoma,  it  doubtless  was  employed  at  a 
much  earlier  date  than  the  established  records  would 
show.  No  disease  in  medicine  has  had  the  continuous 
attention  that  this  has,  and  yet  the  most  valuable  cura- 
tive treatment  has  been  the  subject  of  alternative  favor 
and  neglect.  It  has  never  been  dignified  by  disfavor, 
once  it  has  been  employed,  but  neglect  has  done  more 
to  relegate  it  to  the  discard  than  any  other  factor.  Dr. 
Turner,  therefore,  has  done  a good  work  in  attempting 
to  create  publicity  for  this  procedure. 

The  individual  case  of  trachoma  deserves  more  con- 
sideration than  it  usually  receives.  This  should  not  be 
taken  to  deprecate  the  methods  employed  in  handling 
group  trachoma  either  in  a prophylactic  or  curative 
sense.  But  the  individual  trachoma  case  progresses  to 
interference  with  sight,  once  it  has  begun,  just  the 
same  no  matter  what  kind  of  medical  treatment  is  em- 
ployed. This  is  a very  broad  statement,  but  the  excep- 
tions will  usually  be  found  to  be  based  upon  erroneous 
diagnoses. 

In  communities  where  the  occurrence  of  new  cases — 
epidemics,  so  to  speak — has  been  reduced  to  the  irre- 
ducible minimum,  we  will  find  a definite  number  of  old 
cases  that  have  made  the  rounds  of  the  clinics  and  are 
continuing  to  make  them,  in  which  no  progress  had  been 
made  in  the  amelioration  of  the  symptoms  or  cure  of 
the  disease.  This  is  doubtless  the  fact  that  actuated  the 
Doctor  in  accepting  this  form  of  treatment,  and  it  is 
also  equally  certain  that  the  gratifying  results  following 
resection  of  the  tarsal  cartilage  prompted  him  in  this 
missionary  work. 

I have  performed  the  operation  routinely  in  recent 
years  on  my  cases  at  the  Medico-Chirurgical  Hospital, 
Philadelphia,  and  have  been  more  than  pleased  with  the 
certain  and  definite  results  I have  obtained  with  it,  and 
as  Dr.  Turner  has  stated,  the  gratitude  of  the  patients 
for  the  relief  afforded  is  indeed  pathetic.  They  are  the 
best  judges ; they  had  had  everything  done,  and  they 
realize  when  relief  is  actually  afforded.  I do  not  al- 
ways resect  an  additional  sector  of  conjunctiva,  but  am 
guided  by  the  extent  of  the  disease,  so  there  is  really 
no  disagreement  between  Dr.  Turner’s  treatment,  in  the 
main,  and  my  own. 

It  gives  me  great  pleasure  to  have  the  essayist  refer 
to  my  work  among  the  Indians.  For  twenty-five  years 
prior  to  the  abandonment  of  the  Carlisle  Training 
School,  it  was  my  privilege  to  care  for  the  eyes  of  the 
Indian  pupils  of  this  school.  It  was  amazing,  the 
amount  of  trachoma  existing  among  them.  The  radical 
surgical  procedure — grattage  and  resection  of  the  tar- 
sus— which  I still  advocate,  were  employed  with  these 
patients. 

Later  inspection  of  the  reservations  in  the  far  West 
and  Alaska  impressed  upon  me  the  fact  that  among 
tl'.ese  wards  of  the  Government  we  had  more  cases  than 
we  had  any  reason  to  have,  and  many  more  than  we 
realized.  Dr.  Hubert  Work,  Secretary  of  the  Interior, 
in  a recent  address  (1923)  before  the  American  Acad- 
emy of  Ophthalmology  and  Oto-Laryngology  in  Wash- 
ington, D.  C.,  stated  that  on  record  June  30,  1923,  there 
were  340,000  Indians  in  the  United  States  and  that 
27,745  were  suffering  from  trachoma  (including  con- 
junctivitis follicularis) — almost  twice  as  many  as  had 
tuberculosis.  From  my  observation,  it  would  be  pre- 


suming not  at  all,  to  regard  all  these  cases  diagnosed 
as  follicular  conjunctivitis  in  the  Indian  as  real  tra- 
choma. These  figures  are  sufficiently  high,  but  an  at- 
tempt to  gain  an  idea  of  the  extent  of  trachoma  from 
this  is  misleading,  since  in  those  localities  and  reserva- 
tions where  the  disease  exists,  it  attains  an  incidence  of 
from  13  to  40%  of  the  particular  group.  The  dilution 
in  the  first  figures  stated  is  obtained  by  the  fact  that 
some  communities  have  none  at  all.  Stranger  yet,  those 
Indians  afield,  that  is,  not  attached  to  a definite  group 
or  locality,  show  the  highest  percentage  of  the  disease. 

In  1923,  a visit  to  the  Blackfeet  Reservation  in  Mon- 
tana, adjacent  to  Glacier  National  Park,  proved  to  my 
satisfaction  that  the  disease  was  assuming  alarming 
proportions  among  the  Indians.  This  inspired  me  to 
take  part  in  the  movement  for  the  reform  of  the  med- 
ical part  of  the  Indian  service.  From  the  surgeons  in 
charge  I leanied  that  at  this  time  there  were  351  cases 
of  the  disease  among  1,168  people,  a percentage  of  30.05. 
Consider  the  consternation  that  would  prevail,  should 
the  Berengaria  came  to  dock  with  351  cases  of  tra- 
choma ! 

As  the  result  of  my  interest,  as  evidenced  by  consid- 
erable correspondence  and  several  papers,  I was  invited 
this  summer  (1924)  to  inspect  the  reservation  again  and 
make  such  suggestions  as  conditions  seemed  to  justify. 
This  invitation  was  accepted  and  on  the  occasion  of  my 
visit,  facilities  were  placed  at  my  disposal  whereby  120 
cases  were  subjected  to  operation.  In  addition,  the  resi- 
dent and  district  surgeons  in  the  service  were  assigned 
to  me  for  instruction.  This  was  to  be  followed  up  by 
the  creation  of  centers  in  the  Indian  districts,  where 
those  instructed  by  myself  could  further  instruct  those 
surgeons  who  did  not  have  the  opportunity  to  be  pres- 
ent at  my  clinics.  In  one  instance  Dr.  Yates  was  de- 
tailed to  my  clinic  in  Philadelphia  for  instruction.  Dr. 
Perkins  from  the  Navajo  reservation.  Dr.  Stevens, 
Washington,  D.  C.,  and  Dr.  Barton,  from  Fort  Hall, 
were  assigned  to  the  Blackfeet  Hospital  for  special  in- 
struction. 

Dr.  Turner’s  plea,  it  would  seem  to  me,  is  not  so 
much  for  a discussion  as  to  the  technic  of  the  removal 
of  the  tarsal  cartilage,  with  or  without  combined  resec- 
tion of  the  conjunctiva  of  the  fornix,  as  it  is  for  a 
discussion  of  the  advisability  of  removing  the  same.  To 
my  mind,  neither  admits  of  discussion,  but  both  are 
entitled  to  greater  publicity.  My  technic  differs  slightly 
from  that  of  the  essayist.  Mine  is  the  easiest  way  for 
me — as  his  is,  doubtless,  the  least  difficult  for  him — but 
this  is  of  no  great  moment.  The  tarsus  should  be 
removed ! Naturally  it  can  never  be  as  beautifully  re- 
moved in  a diseased  and  scarred  upper  lid  as  in  a nor- 
mal one.  Very  fortunately  no  bad  results  follow  its 
removal  (in  these  cases),  no  matter  what  the  technic. 
The  advisability  of  removal  of  the  tarsus  is  a foregone 
conclusion  by  those  having  had  any  experience  with  the 
disease.  The  best  time  to  perform  it  is  perhaps  in 
doubt.  The  question  naturally  arises : if  it  does  so 
much  good  in  advanced  cases,  why  is  it  not  desirable  in 
early  cases? 

It  should  be  remembered,  however,  that  it  is  not  a 
treatment  directed  towards  the  disease  itself,  so  much 
as  it  is  the  treatment  for  the  most  pronounced  compli- 
cations of  the  disease — the  contracting  scar  formation 
with  its  sequel.  For  the  uncomplicated  granular  type 
of  disease,  grattage  is  indicated ; for  the  purulent  type, 
medicinal  applications  are  entirely  proper.  The  re- 
moval of  the  tarsus  is  for  the  late  cases  when  the 
cornea  shows  signs  of  involvement.  In  these  cases  the 
results  are  truly  marvelous. 
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In  conclusion,  I wish  to  congratulate  the  essayist  on 
his  courage  and  idealism  in  reopening  the  trachoma  sub- 
ject, and  to  thank  him  for  the  privilege  of  taking  part 
in  this  discussion  and  of  being  enrolled  in  his  propa- 
ganda for  the  revival  and  maintenance  of  this  most 
beneficial  surgical  procedure. 

Dr.  Edward  A.  Shumway  (Philadelphia,  Pa.)  ; I 
feel,  with  Dr.  Fox,  that  in  a large  majority  of  cases 
excision  of  the  tarsal  cartilage  alone  is  sufficient.  If  an 
incision  be  made  just  within  the  tarsal  border  of  the 
conjunctiva,  the  conjunctiva  dissected  up  carefully,  and 
then  the  cartilage  dissected  out  and  the  flap  of  con- 
junctiva replaced  and  secured  by  a mattress  suture,  I 
believe  that  this  operation  will  be  sufficient  in  the  ma- 
jority of  cases.  I am  confirmed  in  this  belief  by  the 
very  excellent  results  reported  from  the  New  York  Eye 
and  Ear  Infirmary.  The  large  number  of  patients  from 
the  East  Side  affords  them  a great  many  cases  of  tra- 
choma. Their  operation,  as  I understand  from  Dr. 
Robert  Reese,  is  practically  always  excision  of  the 
cartilage  and  not  of  the  conjunctiva.  They  have  some- 
times as  many  as  three  or  four  operations  which  are 
turned  over  to  the  house  surgeon  to  do  in  their  con- 
tagious wards. 

I have  been  particularly  influenced  because  of  the 
fact  that  I have  seen  one  or  two  bad  results  when  the 
conjunctiva  was  entirely  removed.  One  case  in  particu- 
lar was  operated  upon  in  New  York,  came  to  the  Uni- 
versity Hospital  in  the  service  of  Dr.  de  Schweinitz, 
and  I had  it  in  charge.  The  upper  lid  was  so  badly 
mutilated  that  the  skin  surface  was  turned  in  com- 
pletely and  attached  to  the  culdesac  above.  The  dis- 
comfort of  the  woman  was  very  marked.  In  her  case 
there  was  of  course  a faulty  technique.  I do  not  know 
who  did  it,  but  it  might  perfectly  well  occur  in  any  case 
in  the  late  stage  where  the  upper  culdesac  is  so 
atrophied  that  any  attempt  to  remove  the  conjunctiva 
may  result  in  the  inversion  of  the  lid  and  cause  much 
discomfort. 

I have  recently  performed  the  same  operation  in  a 
case  of  ocular  pemphigus  in  which  the  lid  was  markedly 
thickened  and  the  cornea  was  becoming  opaque.  The 
removal  of  the  very  much  thickened  tarsal  cartilage, 
after  a careful  dissection  upward  of  the  conjunctiva, 
gave  a marvellous  result.  The  cornea,  which  had  be- 
come so  opaque  on  one  side  that  I did  not  think  we 
would  ever  get  any  vision,  became  smooth  and  clear. 

In  my  opinion,  in  a large  proportion  of  cases  the  real 
trouble  is  from  the  irritation  of  the  thickened  cartilage 
rubbing  on  the  cornea,  and  if  you  remove  the  cartilage 
you  remove  the  pressure  on  the  eyeball,  and  the  eye  can 
subsequently  be  treated  with  a fair  chance  for  good 
results. 

Dr.  William  Zentmayes  (Philadelphia,  Pa.)  : I 
consider  this  operation  a very  great  advance  in  the 
treatment  of  trachoma.  The  relief  it  affords  the  pa- 
tient can  best  be  shown  by  stating  that  those  on  whom 
I have  performed  the  operation  in  the  wards  at  the 
Wills  Hospital  were  so  greatly  benefited  that  their 
friends  asked  their  surgeons  if  they  might  not  have  the 
same  procedure  done  in  their  cases. 

I think  the  operation  is  applicable  except  in  the  very 
early  and  the  very  late  stage  of  the  disease.  In  the  very 
early  stage  it  is  impossible  to  say  how  severe  the  con- 
dition is  going  to  be,  and  in  the  very  late  stage  there  is 
not  sufficient  conjunctiva  to  bring  forward  to  cover  the 
space  resulting  from  the  extirpation  of  the  tarsus.  One 
outstanding  indication  for  the  operation  is  pannus.  The 
operation,  however,  is  not  always  curative.  Some  of 


these  patients  have  relapses  associated  with  corneal 
ulcers. 

Dr.  Turner  (in  closing)  : I am  much  gratified  hi- 
the  discussions  and  feel  that  they  have  added  very  mate- 
rially to  the  value  of  the  matter  presented. 

The  remarks  of  Dr.  Fox,  especially,  should  carry 
much  weight.  He  was  one  of  the  very  first  in  this 
country  to  recognize  tlie  value  of  this  procedure — which 
he  has  employed  for  the  past  thirty  years — and  has 
probably  done  more  than  any  other  to  spread  the  gospel 
of  its  efficacy.  I feel  deeply  grateful  to  him  for  the 
part  he  has  taken  in  this  presentation. 

The  points  brought  out  by  Dr.  Shumway  are  very 
essential.  The  operator  must  in  every  instance  save  a 
sufficient  flap  of  conjunctiva  to  cover  the  defect  re- 
maining after  the  tarsus  and  diseased  palpebral  con- 
junctiva have  been  excised.  If,  in  order  to  have  a suf- 
ficiently large  flap,  it  is  necessary  to  retain  a portion 
of  the  diseased  conjunctiva,  it  should,  of  course,  be  re- 
tained; but,  if  there  is  ample  normal  conjunctiva  to 
answer  the  purpose,  why  retain  any  portion  of  the  dis- 
eased tissue?  This  is  a matter  calling  for  the  judgment 
of  the  individual  surgeon.  In  the  case  Dr.  Shumway 
cited,  there  was  either  mighty  poor  judgment  on  the 
part  of  the  operator  or  some  unknown  modifying  cir- 
cumstances or  conditions. 

Dr.  Shumway’s  observation  regarding  the  occasional 
indication  for  this  procedure  in  pemphigus  was  quite 
interesting.  We  see  a number  of  these  rare  cases  at 
Mercy  Hospital,  but  I have  not  as  yet  seen  a case  in 
which  surgical  intervention  was  desirable.  I shall  cer- 
tainly have  it  in  mind  in  future  cases. 

As  Dr.  Zentmayer  states,  in  the  later  stage  of  the  dis- 
ease, the  greater  portion  of  the  palpebral  conjunctiva 
has  already  been  destroyed,  so  that  only  the  removal  of 
the  distorted  tarsus  is  indicated. 

Finally,  if  this  presentation  may  further  the  more 
general  adoption  of  this  valuable  procedure,  its  purpose 
will  have  been  attained. 


ATYPICAL  OCCURRENCE  OF  PHYSI- 
CAL SIGNS  IN  A CASE  OF 
LOBAR  PNEUMONIA* 

JOHN  HOWELL  WEST,  M.D. 

EASTON,  PA. 

Edward  L.  Age  6.  On  the  first  day  of  the 
illness,  temperature  rose  from  normal  to  104° 
in  six  hours.  There  was  no  rigor  and  no  vomit- 
ing. The  boy  had  been  absolutely  well,  as  far 
as  could  be  ascertained,  up  to  the  time  of  onset 
of  illness.  When  first  seen,  patient  was  resting 
quietly,  respirations  were  36,  breathing  was  of 
the  abdominal  type,  and  particularly  easy  and 
free  from  discomfort.  There  was  no  expiratory 
moan,  and  very  slight  playing  of  the  alse  nasi. 
Prostration  was  immediate  and  severe.  The 
child  lay  quietly  in  bed,  and  showed  no  inclina- 
tion to  move  alxnit.  No  resistance  was  made  to 
examinations.  No  pain  was  complained  of.  The 
cheeks  were  flushed.  There  was  no  cough  and 
no  discharge  from  the  nose.  Pharynx  was 

•Read  before  the  Section  on  Pediatrics  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania,  Reading  Session,  October 
7,  1924- 
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slightly  reddened.  Ear  drums  were  normal. 
Skin  was  hot  and  dry.  Examination  of  chest 
was  negative,  breath  sounds  being  normal,  an- 
teriorly and  posteriorly.  Nq  rales  were  heard. 
Normal  resonant  notes  were  elicited  on  percus- 
sion. There  was  no  restriction  of  breathing. 
Both  sides  of  chest  seemed  equally  mobile.  The 
abdomen  was  soft  and  flaccid,  no  tenderness  be- 
ing complained  of  on  deep  pressure.  The 
bowels  had  been  regular  for  several  days  prior 
to  the  onset  of  illness.  No  history  of  dietary 
indiscretion  could  be  obtained.  Examination  of 
the  urine  was  negative.  White  corpuscles  num- 
bered 14,000. 

On  the  second  day  of  the  illness,  temperature 
was  103  4/5,  pulse  140,  respirations  44.  Pros- 
tration was  more  marked  than  the  day  before. 
There  was  pain  in  the  right  chest,  apparently 
referred  to  the  back.  The  pulse-respiration  ratio 
was  approximately  three  to  one,  in  variance  with 
the  normal  of  four  to  one.  Upon  examination, 
an  inverted  type  of  respiration  was  observed. 
Instead  of  the  normal  inspiration-expiration- 
pause,  we  found  expiration-inspiration-pause. 
There  was  still  no  expiratory  grunt,  but  moder- 
ate playing  of  the  alae  nasi  was  present.  Ker- 
nig’s  and  Brudzinski’s  signs  were  negative. 
There  was  no  hyperesthesia  or  photophobia. 
Knee-jerks  were  not  exaggerated.  Mentality 
was  clear.  Herpes  appeared  about  the  mouth. 
Both  cheeks  were  vividly  flushed.  Chest  was 
negative  to  palpation,  percussion  and  ausculta- 
tion. Breath  sounds  were  normal  over  both 
sides  of  chest,  and  were  heard  equally  well. 
White  corpuscles  rose  to  17,000. 

A slight  cough  developed  on  the  third  day, 
which  was  little  more  than  a slight  hack.  There 
was  no  expectoration.  Temperature  varied  be- 
tween 104  4/5  and  105  4/5.  Respirations  aver- 
aged 56,  and  at  times  ran  up  to  60.  The  pulse, 
which  was  of  good  volume,  but  not  bounding  in 
character,  averaged  154.  The  pulse-respiration 
ratio  was  not  lower  than  three  to  one.  Exami- 
nation of  chest  was  still  negative,  except  that  the 
right  side  did  not  move  quite  as  much  as  the  left 
with  respiration.  Breath  sounds  over  right  chest 
posteriorly  were  not  heard  as  well  as  on  left 
side.  The  white  cell  count  was  26,000.  Exami- 
nation of  the  urine  showed  a marked  trace  of 
albumin,  and  a moderate  number  of  hyalin  casts. 
Total  quantity  of  urine  in  24  hours  was  approxi- 
mately 12  ounces.  The  continued  high  tempera- 
ture, the  slight  cough,  the  pain  in  the  chest,  and 
the  altered  pulse-respiration  ratio,  together  with 
the  inverted  type  of  breathing  made  the  diag- 
nosis of  pneumonia  about  certain,  in  spite  of  the 
absence  of  characteristic  physical  signs  in  the 
lungs. 


On  the  fourth,  fifth,  and  sixth  days  tempera- 
ture averaged  between  104  and  105  3/5,  with 
respirations  48  to  60,  and  pulse  154  to  160.  The 
pulse  was  still  of  fair  volume.  Second  pulmonic 
sound  was  slightly  accentuated.  The  inverted 
type  of  respiration  was  very  noticeable,  there  be- 
ing a distinct  pause  at  the  end  of  inspiration. 
The  lungs  were  negative  on  these  days,  except 
for  some  impairment  of  mobility  of  the  right 
chest,  with  lessened  intensity  of  breath  sounds. 
The  left  chest  appeared  to  move  more  with  each 
respiration.  White  blood  count  taken  on  the 
sixth  day  was  22,400.  The  liver  was  palpable, 
one  cm.  beneath  the  costal  border  in  the  nipple 
line.  The  spleen  was  not  palpable.  Abdomen 
was  negative. 

On  the  seventh  day  a few  crackling  rales 
were  heard  at  the  inferior  angle  of  right  scapula. 
These  rales  were  heard  only  at  the  end  of  in- 
spiration. The  breath  sounds  over  this  area 
were  somewhat  subdued,  and  in  marked  contrast 
to  the  harsh  breathing  of  the  opposite  side. 
Slight  impairment  of  note  was  obtained  on  per- 
cussion over  this  area. 

On  the  eighth  day  an  area  of  impaired  reso- 
nance, about  the  size  of  a silver  dollar  was  out- 
lined beneath  the  inferior  angle  of  the  right 
scapula.  The  respiratory  murmur  was  feeble, 
and  there  was  restricted  motion  of  right  chest. 
Very  faint  bronchial  breathing  was  heard  over 
the  above  mentioned  area,  associated  with  many 
fine  crackling  rales.  Cyanosis  was  marked,  pulse 
was  weak  and  rapid,  at  one  time  reaching  165. 
The  first  sound  at  the  apex  had  a fairly  good 
muscular  quality.  The  second  pulmonic  sound 
was  slightly  accentuated. 

On  the  ninth  day  the  temperature  dropped 
from  103  2/5  to  98°,  in  ten  hours.  Cyanosis 
disappeared,  and  respirations  rapidly  dropped  to 
36.  Pulse  improved  in  volume,  the  rate  drop- 
ping to  120.  Examination  of  right  chest  re- 
vealed a definite  area  of  dullness,  which  ex- 
tended from  the  level  of  the  seventh  rib  poste- 
riorly, to  the  base  of  lung,  and  from  the  spine 
to  the  posterior  axillary  line.  Well  marked 
bronchial  breathing  and  bronchophony  were 
present.  Many  fine  moist  rales  were  heard,  both 
during  inspiration  and  expiration.  The  breath 
sounds  above  level  of  the  seventh  rib  on  the 
right  side,  and  over  the  entire  left  lung,  were 
markedly  accentuated. 

Convalescence  was  uneventful.  Temperature 
remained  down.  Bronchial  breathing  was  grad- 
ually replaced  by  bronchovesicular.  Respira- 
tions and  pulse  were  normal  on  the  i6th  day. 
Urine  still  showed  an  occasional  hyalin  cast. 

The  late  onset  of  physical  signs  in  pneumonia 
is  by  no  means  unusual.  Kerley  tells  me  that  he 
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very  often  sees  cases  of  pneumonia  in  children, 
with  negative  physical  signs  until  the  sixth  and 
seventh  day.  Holt  cites  a series  of  82  cases,  in 
which  signs  were  not  found  in  one  fourth  of  the 
number  until  the  fifth  day  or  later.  In  six  of 
them,  after  careful  examination,  no  consolida- 
tion was  found  until  the  seventh  day,  and  in  one 
case  not  until  the  twelfth  day. 

These  cases  have  long  been  considered  as  cen- 
tral pneumonias,  until  in  1916,  when  Mason 
found  that  early  x-ray  examinations  made  be- 
fore the  onset  of  physical  signs,  frequently 
showed  a triangular  shadow  with  the  base  at  the 
outside  of  the  lung  and  the  apex  extending  to- 
ward the  hilus.  When  the  shadow  reaches  the 
hilus,  physical  signs  are  found.  The  x-ray  is 
therefore  one  of  our  most  valuable  aids  in  the 
diagnosis  of  pneumonia. 

CONCLUSIONS 

It  is  usually  possible  to  make  an  accurate  diag- 
nosis of  pneumonia  by: 

(1)  The  sudden  onset  of  fever  of  sustained 
type. 

(2)  Rapid  respirations  with  relative  increase 
in  the  rate  of  respiration  over  that  of  the  pulse. 

(3)  The  inverted  type  of  respiration,  the 
pause  being  after  inspiration,  instead  of  expira- 
tion. 

(4)  Cough. 

(5)  High  leucocyte  count. 

(6)  Absence  of  other  findings. 

The  earliest  physical  signs  obtained  over  the 
lungs  are  often: 

( 1 ) A feeble  or  nearly  absent  respiratory 
murmur,  with  a corresponding  increase  over 
healthy  lung. 

(2)  Restricted  motion  of  affected  lung. 

(3)  An  occasional  fine  moist  rale  heard  after 
repeated  examinations  at  the  end  of  inspiration. 

DISCUSSION 

Dr.  Harry  Lowenburg  (Philadelphia,  Pa.):  Dr. 
West  has  studied  his  case  well  and  presented  the  facts 
in  an  excellent  manner.  Pneumonia  may  not  be  elimi- 
nated as  a diagnostic  possibility  at  the  beginning  of  any 
acute  febrile  disease  in  infancy  and  childhood.  Prob- 
ably a great  many  cases  are  diagnosed  pneumonia  that 
are  not  pneumonia  and  get  well.  There  are  also  many 
cases  that  are  pneumonia  that  for  a time  are  considered 
other  conditions,  and  they  get  well.  The  most  impor- 
tant diseases  probably  from  which  we  have  to  distin- 
guish pneumonia  at  the  onset  are  the  infectious  inflam- 
matory conditions  involving  the  central  nervous  system 
and  the  abdominal  organs.  This  has  particular  refer- 
ence to  meningitis  of  various  types,  excluding  the  tuber- 
cular form,  and  to  appendicitis  and  peritonitis. 

Many  cases  of  pneumonia  begin  suddenly,  with  con- 
vulsions, rigidity,  and  all  the  reflex  phenomena  that 
suggest  meningitis.  Whether  these  symptoms  are  serous 


meningitis  or  whether  they  are  due  to  toxemia  is  prob- 
ably still  a question.  These  cases  often  keep  us  wor- 
ried until  we  do  a lumbar  puncture  and  determine 
whether  or  not  we  have  an  inflammatory  condition  in- 
volving these  parts.  I believe  it  is  important,  where 
nervous  symptoms  are  present,  and  in  the  absence  of 
physical  signs  in  the  chest,  to  do  a lumbar  puncture  so 
that  no  time  may  be  lost  should  the  case  really  be  one 
of  meningitis. 

More  puzzling  than  this  type  of  case,  more  burden- 
some, and  attended  by  a great  responsibility  to  the 
physician,  are  those  cases  that  are  associated  with  ab- 
dominal pain  and  vomiting,  in  which  it  is  necessary  to 
make  a differential  diagnosis  between  appendicitis  or 
acute  peritonitis  of  the  pneumonic  or  suppurative  type. 
It  has  been  my  bad  fortune  to  sit  at  the  death  bed  of 
the  children  of  four  of  my  colleagues  at  various  times 
during  my  experience,  where  this  question  has  been 
brought  up,  whether  or  not  we  were  dealing  with  cases 
of  peritonitis  or  whether  they  were  cases  of  pneumonia. 
The  points  of  differentiation  are  very  few.  Frequently 
we  may  secure  a little  information  from  a blood  count, 
although  in  both  cases  we  have  polynucleosis  with 
leucocytosis.  In  the  abdominal  disease  the  leucocyte 
count  is  somewhat  lower,  usually  below  20,000,  while  in 
pneumonia  it  is  higher.  Of  course,  in  hospital  practice 
we  can  resort  to  the  x-ray,  and  in  the  hospital  with 
which  I am  connected  there  is  a fixed  rule  that  no 
child  under  three  or  four  years  of  age  goes  to  the 
operating  table  for  appendicitis  until  its  chest  has  been 
x-rayed. 

Then  again,  there  are  those  types  of  peritonitis  that 
appear  to  be  idiopathic.  It  is  only  lately  that  I have 
come  in  contact  with  probably  half  a dozen  children 
with  pneumococcic  and  streptococcic  peritonitis,  the 
etiology  of  which  could  not  be  learned.  We  can  make 
use  of  the  peritoneal  puncture.  This  has  been  done 
successfully,  particularly  in  New  York.  I think  a man 
by  the  name  of  Ratner  has  devised  a little  instrument 
whereby  a peritoneal  puncture  may  be  done  safely  in 
order  to  decide  whether  or  not  there  is  a peritoneal  in- 
volvement. 

This,  I take  it,  is  the  lesson  to  be  learned  from  this 
case — the  question  of  diagnosis.  In  this  particular  case 
the  diagnosis  revealed  itself  eventually  as  the  result  of 
careful,  painstaking,  bedside,  physical  examination. 
This  is  what  all  cases  require. 

There  is  another  type  of  pneumonia  that  causes  a 
great  deal  of  trouble,  and  that  is  the  apical  pneumonia 
in  young  infants  in  which  we  have  an  intermitting  tem- 
perature and  which  must  be  distinguished  from  suppu- 
rative processes.  The  apical  pneumonias,  which  are  no- 
toriously slow  in  presenting  their  physical  signs  to  the 
examiner,  are  particularly  difficult  to  distinguish;  but 
here,  too,  we  can,  by  careful  observation  such  as  the 
Doctor  practiced  in  his  case,  and  by  the  use  of  the 
x-ray,  usually  come  to  a satisfactory  conclusion. 

Dr.  West  (in  closing)  : I do  not  think  I have  any- 
thing further  to  add.  I want  to  thank  Dr.  Lowenburg 
for  the  discussion,  which  has  been  very  interesting.  The 
differentiation  made  between  a pneumonia  and  acute 
conditions  of  the  abdomen  is  a very  timely  subject. 
Veeder,  in  a recent  article  in  the  Medical  Clinics  of 
North  America,  states  that  the  differential  diagnosis  be- 
tween pneumonia  and  an  acute  abdomen  is  oftentimes 
extremely  difficult,  if  not  impossible  to  make.  He  also 
brings  out  the  fact  that  sometimes  a pneumonia  case  is 
operated  upon  for  appendicitis  after,  and  in  spite  of, 
very  careful  examination. 
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SURGICAL  ASPECT  OF  GOITER* 
CHARLES  H.  FRAZIER,  M.D. 

PHII,ADEI,PHIA,  PA. 

From  the  number  of  contributions  upon  the 
treatment  of  goiter  that  have  appeared  in  litera- 
ture in  the  year  just  passed,  one  gathers  evi- 
dence of  the  lively  interest  of  the  profession  in 
this  problem.  Internists  and  pathologists,  sur- 
geons and  roentgenologists  alike  find  in  the 
goiter  subject  a field  for  investigation  and  for 
the  expression  of  views,  chiefly  as  to  the  pa- 
thology and  treatment.  In  this  brief  communi- 
cation will  be  presented  my  experience  with  the 
last  185  consecutive  operations  for  toxic  goiter 
in  the  surgical  clinic  of  the  University  Hospital 
in  the  past  two  years.  Of  this  number  27  per 
cent  were  for  toxic  adenomata  and  73  per  cent 
for  exophthalmic  goiter.  In  this  series  there 
were  no  fatalities. 


table  I-  COMPARATIVE  TABLE  AS  TO  AGE  OF  PATIENTS 


WITH 

EXOPHTHALMIC  GOITER 

AND 

TOXIC  ADENOMATA 

Exophthalmic 

T oxic 

Age  in  Decades 

Goiter  Adenomata 

Total 

10  to  20  years  . 

8% 

9% 

8% 

20  to  30  years  . 

32% 

15% 

27% 

30  to  40  years  . 

32% 

29% 

30% 

40  to  50  years  . 

16% 

26% 

19% 

50  to  60  years  . 

8% 

12% 

10% 

60  to  70  years  . 

4% 

6% 

5% 

70  to  80  years  . 

3% 

1% 

In  so  far  as  the  surgical  management  of  the 
patient  is  concerned,  this  differentiation  as  be- 
tween toxic  adenomata  and  exophthalmic  goiter 
is  a matter  of  little  moment,  except  perhaps 
from  the  standpoint  of  preparation  for  opera- 
tion. The  toxic  adenomata  require  a longer  and 
more  careful  treatment  because  of  the  greater 
incidence  of  cardiac  complications. 

The  estimation  of  the  basal  metabolism  has 
been  the  deciding  factor  in  all  cases  about  which 
there  may  have  been  any  doubt  as  to  the  diag- 
nosis. Of  the  importance  of  basal  metabolic 
studies,  I feel  very  much  as  Smithies  (Annals  of 
Clinical  Medicine,  1923,  I,  38),  who  says  it  is 
difficult  to  understand  the  mental  somnolence  of 
one  who  ventures  upon  a therapeutic  regime 
without  serial  determinations  to  guide  or  control 
his  endeavors.  As  well  might  one  disregard  the 
temperature  and  leucocytic  figures  in  pneumonia 
or  typhoid  fever,  or  repeated  blood  pressure 
readings,  urine  studies  and  dietetic  tests  in 
threatened  eclampsia.  On  the  other  hand,  Crile 

*From  the  Goiter  Clinic  at  the  University  Hospital,  Phila- 
delphia. 


(New  York  State  Journal  of  Medicine,  1923,  23, 
482),  whose  experience  with  goiter  patients  is 
hardly  exceeded  in  this  country,  regards  the 
metabolic  rate  as  valuable  but  not  specific,  as 
indicating  the  type  of  lesion  but  not  identifying 
it,  nor  does  he  think  it  a guide  to  operability. 

It  seems  to  me  that  unless  we  can  adopt  a 
common  standard  by  which  to  identify  the 
doubtful  cases,  inevitably  a certain  number  of 
essentially  benign  cases  will  be  improperly  in- 
cluded in  the  toxic  group.  Nor  am  I disposed  to 
agree  with  Crile  when  he  says  that  the  metabolic 
rate  is  not  a guide  to  operability,  if  by  operability 
he  means  not  the  indications  for  operation,  but 
as  I judge,  the  operative  risks.  In  our  goiter 
clinic  we  have  placed  much  reliance  upon  the 
metabolic  reading  when  it  comes  to  the  choice  of 
operation,  that  is  whether  it  be  a preliminary 
ligation  or  a primary  subtotal  thyroidectomy. 
By  that  I do  not  mean  that  we  can  in  actual  fig- 
ures state  what  will  be  the  rate  above  which  a 
ligation  or  below  which  a thyroidectomy  may  be 
done  with  propriety,  but  when  taken  into  con- 
sideration with  other  evidences  of  toxicity,  nerv- 
ous instability  and  persistent  vomiting,  rather 
than  the  pulse  rate,  the  metabolic  rate  is  a useful 
guide  to  the  surgeon  as  to  the  tolerance  of  the 
patient  to  surgical  intervention.  For  example, 
if  the  metabolic  rate  upon  several  readings  is  not 
above  40  per  cent,  we  proceed  without  concern 
to  remove  the  gland  without  resort  to  a prelimi- 
nary ligation.  If,  as  Crile  says,  a patient  long 
subjected  to  the  stimulation  of  a hyperactive 
gland  cannot  endure  even  slight  demands  for 
increased  energy  transformation  which  may  be 
caused  by  slight  overwork  and  other  factors 
even  though  at  the  time  the  metabolic  rate  may 
be  but  a little  above  the  normal  range,  how  much 
less  tolerant  would  this  patient  be  to  the  insult 
of  opieration  if  the  metabolic  rate  were  still 
higher.  It  would  seem,  therefore,  if  his  prem- 
ises are  correct  that  the  metabolic  readings 
should  not  be  disregarded  in  the  choice  of  oper- 
ation and,  if  you  choose,  in  the  type  of  operation. 

There  is  nothing  to  be  gained  by  a discussion 
as  to  the  relative  value  of  the  various  treatments 
of  toxic  goiter.  There  is  but  one  clinic  in  the 
country  from  which  a carefully  prepared  com- 
parative statement  is  issued  presenting  impar- 
tially the  results  of  both  x-ray  and  surgical 
treatment.  I refer  to  the  Clinic  of  the  Massa- 
chusetts General  Hospital.  In  this  report  will 
be  found  a series,  not  large  to  be  sure,  but  care- 
fully observed  before  treatment,  x-ray  or  opier- 
ative,  and  for  a year  or  two  afterwards.  In  a 
series  of  67  cases  treated  during  the  past  three 
years  (Means  and  Holmes,  Arch.  Int.  Med., 
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1923,  31,  303)  there  were  44  cases  of  exophthal- 
mic goiter;  16  of  these  derived  no  benefit,  and 
of  14  with  toxic  adenomata  5 were  apparently 
cured.  In  other  words,  about  one-third  of  the 
exophthalmic  goiter  cases  and  two-thirds  of  the 
adenomata  did  not  recover  under  the  effects  of 
x-ray  treatment.  It  is  perfectly  evident,  there- 
fore, that  in  a certain  proportion  of  cases,  nota- 
bly the  exophthalmics,  x-ray  treatment  may  be 
beneficial  at  least  for  a time.  We  have  still  to 
learn  from  the  x-ray  advocates  more  specifically 
as  to  the  end  results,  and  as  to  the  percentage 
of  recurrences. 

My  own  attitude  toward  this  problem  when 
consulted  by  the  patient,  is  one  of  extreme  im- 
jjartiality  with  certain  restrictions.  I do  not 
think  it  worth  while  to  try  x-ray  in  the  toxic 
adenomata,  nor  do  I willingly  advocate  x-ray 
treatment  in  those  cases  in  which  there  is  al- 
ready evidence  of  organic,  particularly  cardiac, 
disease.  With  signs  of  decomp>ensation  or 
rhythmic  disturbances  well  established,  my  ad- 
vice to  that  patient  is  not  to  try  a course  of  treat- 
ment, which,  as  does  x-ray  treatment,  covers  a 
period  of  six  months.  During  this  time  there 
may  be  a deterioration  so  rapid  as  to  increase 
the  risk  of  subsequent  operation  manyfold. 

While  expressing  my  tolerance  and  impartial- 
ity as  to  x-ray  treatment,  I have  very  definite 
convictions  as  to  surgical  therapy.  In  the  per- 
centage of  recoveries  and  the  permanence  of  the 
results,  surgical  therapy  to-day  is  the  most  ef- 
fective means  of  arresting  the  symptoms  of  toxic 
goiter.  In  substantiation  of  this  statement  I may 
refer  the  reader  to  the  statistics  of  my  own  clinic 
as  well  as  to  those  of  goiter  clinics  elsewhere. 

TABLE  2.  table  compiled  FROM  QUESTIONNAIRES  RE- 
CEIVED FROM  75%  OF  TOTAL  NUMBER  OF  PATIENTS, 
SHOWING  RESULTS  OF  SURGICAL  THERAPY 


Reports  on  Exophthalmic  Toxic 

Questionnaire  Goiter  Adenomata  Total 

Entirely  well  29%  23%  27% 

Improved  71%  76%  73% 


The  ideal  plan  for  the  conduct  of  a goiter 
clinic  is  one  now  under  contemplation  at  the  Uni- 
versity Hospital  where  there  is  to  be  cooperation 
and  review  of  all  toxic  goiter  cases  on  the  part 
of  a staff  compxised  of  roentgenologist,  internist, 
surgeon  and  cardiac  specialist.  With  uniform 
records,  with  the  oppxirtunities  for  the  freest 
consultation,  with  a uniform  follow-up  system, 
the  welfare  of  the  patient  would  be  safeguarded 
and  a comprehensive  report  could  be  issued. 

Preparation  oe  Patient  : To  reduce  the  ele- 
ment of  risk  to  an  insignificant  figure  is  impera- 
tive, if  we  are  to  justify  surgery  as  the  be.st 
means  of  controlling  the  toxicity  of  goiter.  We 


are  assuming  that  the  patient  has  not  a persistent 
thymus,  that  there  are  no  outstanding  contra- 
indications to  operation  because  of  conditions 
not  related  to  the  thyroid.  While  our  program 
may  be  influenced  by  other  factors,  such  as  nerv- 
ous instability  or  excessive  vomiting,  my  con- 
cern is  chiefly  with  the  circulatory  apparatus  and 
especially  the  heart.  I am  quite  well  aware  of 
the  fact  that  the  percentage  of  cases  with  heart 
complications  is  small,  that  is,  cases  with  suffi- 
cient evidence  of  myocardial  injury  to  classify 
them  as  having  serious  heart  disease,  but  not  so 
small  as  reported  in  some  clinics  (Mayo  Clinic 
2%).  At  the  present  writing  I have  in  the  hos- 
pital three  cases  which  are  fibrillating,  and  one 
just  discharged.  Excluding  cardiac  enlargement 
or  cardiac  murmurs,  fourteen  per  cent  of  the 
cases  in  my  clinic  had  some  disturbance  of  the 
cardiac  mechanism,  including  decompensation, 
arrhythmia,  fibrillation  and  extra  systoles.  Cases 
with  signs  of  decompensation  with  dyspnea  or 
edema  of  the  extremities,  fibrillations  or  ar- 
rhythmia should  not  be  operated  upon  until 
every  effort  has  been  made  to  restore  the  heart 
mechanism  to  more  nearly  normal. 

TABLE  3.  TABLE  OF  CASES  WITH  CARDIAC 


COMPLICATIONS 

Exophthalmic 

T oxic 

Cardiac  Complications 

Goiter 

Adenomata 

Total 

Cardiac  enlargement 

24.0% 

15% 

20% 

Cardiac  murmurs  . . . 

33-0% 

18% 

28% 

Arrhythmia  

5-3% 

3% 

5% 

Fibrillation  

4.0% 

3% 

5% 

Precordial  pain 

2.6% 

15%  . 

4% 

Extra  systoles  

9% 

3% 

Thrill  

2.6% 

3% 

3% 

Decompensation  

1.3% 

1% 

Under  the  influence  of  rest  and  digitan  in 
grain  doses,  three  times  a day,  we  have  been  able 
to  restore  rhythm  or  correct  fibrillation  in  most 
cases.  In  one  case  quinidin  was  used,  but  with 
results  no  better  than  digitan.  In  all  cases  but 
one,  the  fibrillation,  if  it  had  not  altogether  dis- 
appeared before  the  operation,  had  disappeared 
afterward.  In  this  case  the  fibrillation  was  still 
present  when  the  patient  was  discharged,  al- 
though in  every  other  aspect  the  patient  had  im- 
proved. Even  without  arrhythmia  or  fibrilla- 
tion, when  the  pulse  rate  is  excessively  rapid  or 
when  there  is  evidence  of  myocardial  weakness, 
as  revealed  in  one  way  or  another  before  oper- 
ation, digitalization  before  the  operation  is  an 
excellent  practice  and  influences  favorably  the 
first  few  postoperative  days.  The  treatment  of 
the  myocardial  lesion  or  the  disordered  heart 
mechanism,  when  one  exists,  is  to  my  mind  the 
most  imixirtant  factor  in  the  preparation  of  the 
patient  before  operation,  and  in  every  instance 


378 


THE  ATLANTIC  MEDICAL  JOURNAL 


March,  1925 


the  advice  and  cooperation  of  the  internist  is 
absolutely  essential.  Electrocardiograms  may 
be  made  but  they  can  be  interpreted  only  by 
those  experienced  in  these  problems  and  appro- 
priate treatment  prescribed.  From  our  consult- 
ant I learn  when  the  maximum  benefit  of  pre- 
paratory treatment  has  been  derived,  whether 
the  risk  of  delay  is  greater  than  the  risk  of  im- 
mediate operation.  At  least  I obtain  an  opinion 
from  the  consultant  as  to  these.  In  the  final 
analysis  the  decision  must  be  made  by  the  oper- 
ator upon  whose  shoulders  the  responsibility  ulti- 
mately rests.  It  is  in  such  criteria  as  these  that 
experience  counts. 

Safety  of  Operation  : The  operative  mor- 
tality of  toxic  goiter  in  the  large  goiter  clinics  is 
exceedingly  low.  Mayo  and  Pemberton  (Annals 
of  Surgery,  1923,  78-145)  from  the  Mayo  Clinic 
quote  1.5  per  cent  for  exophthalmic  goiter  and 
3.24  per  cent  for  toxic  adenoma.  Crile  (New 
York  State  Journal  of  Medicine,  1923,  23,  482) 
quotes  a series  of  550  cases  of  hyperthyroidism 
(not  differentiating  between  exophthalmos  and 
adenoma)  with  a mortality  of  i.i  per  cent. 
In  the  ]>eriod  covered  by  these  quotations  I have 
had  185  operations  for  toxic  goiter  without  a 
death.  Prior  to  this  there  was  one  death  in 
1921,  one  in  1920  and  one  in  1919 — altogether 
three  operative  deaths  in  the  past  five  years. 


TABLE  4.  mortality  STATISTICS 
All  Forms  of  Goiter  T oxic  Goiter 


Years 

No.  of  Cases 

Deaths  No.  of  Cases  Deaths 

i90I-i8_ 

262 

8 Not  listed 

1919-21 

137 

4 97 

3 

1922-24 

236 

0 186 

0 

635 

12(1.9%)  283 

3 (1%) 

No  deaths  in  last  No  deaths  in  last 
278  cases.  198  cases. 

By  what  means  are  we  able  almost  to  elimi- 
nate risk  as  a factor  in  surgical  treatment  of 
toxic  goiter?  Crile  says,  in  regard  to  the  safety 
of  treatment  and  the  benefit  to  the  patient  that 
he  has  come  to  think  of  the  surgical  treatment 
of  hyperthyroidism  in  somewhat  the  same  way 
as  he  thinks  of  the  surgical  treatment  of  appen- 
dicitis. Eternal  vigilance  both  before  and  after 
operation  must  be  the  watchword.  The  personal 
equation  is  a factor  which  applies  to  the  surgical 
treatment  of  hyperthyroidism  as  it  applies  to  the 
management  of  no  other  disease  in  the  treatment 
of  which  operation  is  a factor.  Granting  a thor- 
ough, painstaking  examination  of  the  patient  as 
to  persistent  thymus,  substernal  extensions,  myo- 
cardial disease,  etc.,  and  appropriate  preparatory 
treatment,  the  selection  of  the  mode  of  attack 
becomes  at  once  the  most  important  factor  in  the 


safety  program.  The  fractional  method  in  the 
bad  risk  cases  is  essential.  Beginning,  if  need 
be,  with  boiling  water  injections,  from  that  to 
a unipolar  ligation  and  finally  to  the  subtotal 
thyroidectomy,  the  bad  risk  patient  may  be  pi- 
loted safely  through.  In  one  of  my  series,  al- 
though the  patient  had  had  the  benefits  of  rest 
for  a long  period  in  the  medical  service,  decom- 
pensation and  fibrillation  both  persisted.  Boil- 
ing water  injections  at  intervals  of  two  weeks 
were  persisted  in  until  the  improvement  was  such 
that  a ligation  of  first  one,  then  the  other  pole 
could  be  performed  without  great  hazard.  She 
recovered  from  this  to  such  a great  extent  that 
the  final  stage,  subtotal  thyroidectomy,  caused 
but  a mild  reaction. 

Altogether,  there  were  in  the  series  4 per  cent 
boiling  water  injections,  and  37  per  cent  prelimi- 
nary ligations  (30  per  cent  superior  bipolar,  5 
per  cent  unipolar,  and  2 per  cent  secondary 
inferior  pole  ligations).  My  percentage  of  pri- 
mary ligations  may  be  higher  than  in  other  clin- 
ics, but  the  outstanding  improvement  that  fol- 
lows ligation  is  such  that  whenever  one  is  in 
doubt,  one  naturally  chooses  the  operation  with 
the  minimum  risk. 

table  5-  classification  of  185  OPERATIONS  ON 
109  PATIENTS 

Classification  of  Operative  Treatment 


Subtotal  thyroidectomy  40.51% 

Unilateral  lobectomy  16.21% 

Ligation  bilateral  superior  30.25% 

Ligation  unilateral  superior  5-40% 

Ligation  bilateral  inferior  2.70% 

Boiling  water  injection 4.87% 


It  is  difficult  to  account  for  the  improvement 
that  follows  ligation,  an  improvement  I have 
estimated  might  be  expressed  in  figures  as  about 
40  per  cent.  In  his  studies  of  the  blood  supply 
of  the  thyroid  gland,  Mastin  (Surg.  Gyn.  & 
Obst.,  1923,  36,  69)  calls  attention  to  the  various 
channels  of  anastomosis  between  the  superior 
and  inferior  thyroid  arteries  on  the  same  side 
and  those  on  the  other  side  and  in  addition  to  an 
indirect  anastomosis  by  way  of  the  larynx, 
trachea  and  esophagus  by  which  the  blood  sup- 
ply of  the  thyroid  gland  may  be  reestablished 
after  ligation  of  all  four  arteries.  From  these 
observations  and  from  experience  with  thyroid- 
ectomies after  ligation,  it  is  perfectly  evident 
that  the  major  effect  of  ligation  is  not  to  be  at- 
tributed to  the  partial  interruption  of  the  blood 
supply.  This  has  been  my  conviction  for  a long 
time.  In  the  extraordinary  effect  of  a bipolar 
ligation,  we  must  take  into  consideration  the 
interruption  of  the  venous  and  the  lymphatic 
channels,  as  well  as  the  arterial,  thereby  dimin- 
ishing in  part  the  absorption  of  the  toxic  sub- 


March,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


379 


stance,  whatever  that  may  be.  More  than  that 
we  imply  by  polar  ligation  the  interruption  of 
the  impulses  by  way  of  the  cervical  sympathetic, 
for  while  we  do  not  believe  these  symp>athetic 
fibers  are  a primary  etiological  factor,  stimula- 
tion of  them  may  be  a factor  in  perpetuating  a 
vicious  circle. 

The  psychological  factor  in  the  preparation  of 
the  patient,  call  it  “anoci”  technic  if  you  choose, 
I still  maintain  is  an  important  safety  element 
in  the  bad  risk  cases.  The  other  day  the  mother 
of  a very  toxic  young  woman  betrayed  the  con- 
fidence I placed  in  her  as  to  the  probable  day  on 
which  her  daughter  would  be  operated  upon. 
The  day  before  the  contemplated  operation  the 
patient’s  temperature  and  pulse  rose  rapidly  and 
she  had  all  the  signs  of  a marked  exacerbation. 
I find  it  always  more  difficult  to  deal  with  those 
cases  whose  physicians  take  pains  to  explain 
our  methods  of  procedure  to  the  patient  before 
admission.  These  patients  are  always  much 
more  apprehensive  and  profit  less  from  the  rest 
in  bed  the  week  or  two  they  are  under  observa- 
tion before  the  operation. 

Upon  the  assumption  that  there  is  a possible 
insufficient  concentration  of  iodin  in  cases  of 
exophthalmic  goiter,  Plummer  has  suggested  the 
use  of  Lugol’s  solution  in  preparation  of  pa- 
tients for  operation.  We  have  employed  Lugol’s 
solution  routinely  now  in  all  our  exophthalmic 
goiter  cases  and  find  not  only  that  there  is  very 
substantial  improvement  in  the  condition  before 
operation,  but  that  there  is  much  less  reaction 
afterward.  It  is  also  true  that  in  a number  of 
instances  where  hitherto  we  would  have  been 
content  with  a preliminary  bipolar  ligation,  we 
have  been  able  to  proceed  at  once  with  a subtotal 
thyroidectomy.  We  are  of  the  opinion  that 
Lugol’s  solution  is  not  effective  in  the  toxic 
adenomata  and  we  do  not  know  what  the  effect 
of  Lugol’s  solution  might  be  when  given  in  cases 
not  to  be  operated  upon  for  any  length  of  time. 
Presumably  it  should  not  be  given  carelessly  or 
without  careful  supervision  of  the  patient,  al- 
though I recently  saw  a patient  who  had  been 
taking  it  off  and  on  for  a period  of  three  years, 
without  any  material  harmful  influence. 

On  previous  occasions  I have  emphasized  the 
importance  of  x-ray  examination  for  persistent 
thymus.  In  one  series  of  autopsies  a persistent 
thymus  was  found  in  8o  per  cent  of  patients 
who  had  died  from  exophthalmic  goiter.  These 
figures  seemed  to  me  too  impressive  to  be  disre- 
garded. And  so,  whenever  there  is  a suspicion 
of  persistent  thymus  the  latter  should  be  treated 
by  radiation  two  weeks  before  operation. 

My  anesthetist  and  the  technician  of  the  ap- 


paratus for  determining  the  basal  metabolism 
are  one  and  the  same  person.  The  apparatus  is 
kept  in  the  anesthetizing  room  so  that  the  patient 
is  accustomed  to  going  to  the  room  a number  of 
times  before  the  operation  for  metabolic  read- 
ings and  is  not  disturbed  by  this  visit  the  day 
set  for  the  operation.  Furthermore  it  is  advan- 
tageous that  the  anesthetist  should  know  the  pa- 
tient, and  frequently  I consult  the  anesthetist  as 
to  whether,  in  a given  case,  w'e  may  safely  pro- 
ceed with  the  operation. 


TABLE  6.  PRIMARY  TREATMENT  INSTITUTED  IN  CASES 
OF  EXOPHTHALMIC  GOITER  AND  TOXIC  ADENOMATA 


Exophthalmic  Toxic 


Operations 

Primary  ligations 

Primary  subtotal  thy- 
roidectomies   

Boiling  water  injections 


Goiter 

Adenomata 

Total 

JO. 66% 

26.48% 

56.88% 

26.68% 

73-52% 

41.29% 

2.66%> 

1.83% 

That  there  should  be  any  differentiation  be- 
tween the  toxic  adenomata  and  exophthalmic 
goiter  cases  from  the  standpoint  of  operative 
management  I question.  As  a class  the  toxic 
adenomata  are  often  more  hazardous  because  of 
the  greater  incidence  of  myocardial  disease. 
This  is  particularly  true  of  middle-aged  women, 
usually  after  the  menopause.  Marine  (Atlantic 
Medical  Journal,  1923,  26,  437)  says  that  many 
of  these  toxic  adenomata  are  primarily  meno- 
pause phenomena ; that  is,  the  symptoms  were 
due  primarily  to  the  menopause  and  aggravated 
by  the  injudicious  use  of  iodin  or  thyroid  ex- 
tract. However  true  this  may  be,  and  it  has  not 
been  confirmed  by  my  observation,  these  toxic 
adenomata  of  middle  life  are  a source  of  greater 
concern  than  any  of  the  toxic  group. 

In  the  selection  of  operation  I have  not  dis- 
tinguished between  the  toxic  adenomata  and  the 
exophthalmic  group,  although  in  this  my  prac- 
tice differs  from  that  of  other  clinics.  In  one 
of  these  clinics  above  quoted,  when  preliminary 
ligation  was  not  practiced,  as  in  the  toxic  ade- 
nomata, the  mortality  was  3.9  per  cent.  When 
preliminary  ligation  was  practiced,  as  in  the  ex- 
ophthalmics,  the  mortality  was  i.i  per  cent.  I 
am  quite  convinced  that  sufficient  improvement 
has  followed  ligation  in  the  toxic  adenomata  in 
my  clinic  to  justify  this  practice.  Apart  from 
my  personal  experience,  which  is  limited  as 
compared  to  other  goiter  clinics,  the  rationale  of 
the  procedure  seems  quite  evident.  There  are, 
of  course,  as  Wilson  (Am.  J.  Med.  Sciences, 
1923,  165,  738)  has  pointed  out,  differences  in 
the  pathology.  He  recognizes  in  them  a cell 
hypertrophy  and  hyperplasia  associated  usually 
with  some  colloid  storage,  differing  from  the 
true  exophthalmic  goiter  in  that  the  cells  are 
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under  high  functional  pressure  and  discharge 
their  secretions  directly  into  the  vessels.  But  if 
ligation  reduces  the  functional  activity  in  the 
hyperplastic  cells  of  exophthalmic  goiter,  why 
should  it  not  exercise  the  same  influence  over 
the  hyperplasia  of  the  toxic  adenomata.  As  a 
matter  of  fact  it  does. 

I have  but  a few  words  to  say  with  regard  to 
the  technic  of  ligation  and  thyroidectomy.  As 
to  ligation,  it  is  better  to  bisect  the  pole  and 
ligate  individually  the  divided  vessels  than  to 
encompass  the  pole  with  a single  mass  of  liga- 
ture. With  the  latter  there  is  the  possibility  of 
some  of  the  structures,  be  it  arteries,  veins, 
lymphatics  or  nerve,  escaping.  One  may  readily 
mistake  the  posterior  branch  of  the  superior 
thyroid  artery  for  the  main  trunk  and  the  re- 
sults of  such  a ligation  would  obviously  be  im- 
j)erfect.  Only  by  bisecting  between  ligatures  all 
the  constituents  that  enter  into  the  pole  can  one 
be  sure  that  nothing  has  been  overlooked.  It  is 
necessary  as  a secondary  operation  to  ligate  the 
inferior  thyroid  arteries  only  in  exceptional  in- 
stances. I have  resorted  to  it  but  five  times.  It 
may  be  as  de  Courcy  (Annals  of  Surgery,  1923, 
77,  397)  says,  that  in  addition  to  a 40  per  cent 
improvement  following  ligation  of  the  superior 
pole  there  will  be  a 20  per  cent  improvement 
after  inferior  pole  ligation.  I do  not  doubt  it, 
but  this  additional  surgical  step  is  not  essential 
and  is  therefore  not  endorsed. 

I will  not  dwell  upon  the  technic  of  thyroid- 
ectomy in  general.  Every  surgeon  has  devel- 
oped a method  where  by  he  can  remove  each  lobe 
and  the  isthmus  in  what  for  him  is  the  safest 
and  most  expeditious  way.  I will  say  a word 
or  two  about  what  I believe  are  three  important 
matters.  First,  as  to  the  amount  of  tissue  to  be 
removed ; The  temptation  is  to  leave  too  much 
rather  than  too  little.  The  danger  of  relapse  or 
of  imperfect  recovery  is  ever  present  if  enough 
tissue  is  not  removed.  I have  never  removed 
too  much,  although  in  my  earlier  experiences  I 
sometimes  removed  too  little.  A band  of  tissue 
which  clings  to  the  posterior  capsule  is  sufficient. 
Nature  is  very  good  to  the  surgeon  in  many 
ways  and  not  the  least  here,  as  I believe  if  the 
])atient  needs,  under  certain  stresses,  more  than 
the  surgeon  leaves,  a compensatory  hyperplasia 
will  make  up  the  difficiency. 

Secondly,  as  to  the  recurrent  laryngeal  nerve. 
Not  until  our  interest  had  been  directed  to  the 
surgical  treatment  of  recurrent  laryngeal  nerve 
paralysis  did  I realize  that  both  recurrent  laryn- 
geal nerves  could  be  damaged  by  experienced 
operators.  Within  the  past  year,  through  Dr. 
Chevalier  Jackson,  a number  of  bilateral  recur- 


rent laryngeal  palsies  following  thyroidectomies 
have  been  referred  to  me  for  nerve  anastomosis. 
From  my  observations  in  these  cases  on  the 
operation  table  I am  convinced  that  the  recur- 
rent laryngeal  nerve  is  injured  not  at  the  supe- 
rior or  inferior  pole,  but  at  the  inner  aspect  of 
the  lobe.  Here  there  is  a plexus  of  anastomos- 
ing veins  that  may  cause  troublesome  bleeding, 
and  in  attempts  at  control  the  operator  cuts  or 
crushes  the  nerve  with  a hemostat.  There  are 
two  working  rules,  which  if  followed  will  pro- 
tect the  nerve  from  injury.  The  first  is  this: 
at  the  inferior  pole  the  vessels  should  be  grasped 
with  hemostats  close  to  the  capsule.  The  second 
is,  never  attempt  to  resect  the  lobe  on  its  mesial 
aspect  below  the  level  of  the  trachea. 

The  after-effects  of  bilateral  recurrent  laryn- 
geal paralysis  are  distressing  enough,  such  as 
dyspnea  and  aphonia,  and  no  doubt  there  have 
been  a number  of  unreported  deaths  on  the  oper- 
ating table.  But  quite  apart  from  these,  injury 
to  the  recurrent  laryngeal  nerve  is  said  by  Pem- 
berton to  be  a factor  in  the  pulmonary  compli- 
cations of  the  operation,  although  in  our  clinic 
these  are  infrequent.  This  statement,  coming 
from  Pemberton  is  of  sufficient  importance  to 
stress  further  the  importance  of  protecting  the 
nerve  from  damage. 

The  third  point  in  the  discussion  on  technic 
has  to  do  with  transfusion.  No  matter  what  ef- 
forts may  be  made  to  control  hemorrhage  in  the 
granular,  vascular  tissue  of  active  exophthal- 
mics,  the  patient  may  lose  sufficient  blood  to  be 
the  decisive  factor  in  the  outcome  of  the  oper- 
ation. When  in  the  least  doubt  I transfuse  the 
patient  by  the  citrate  method  immediately  or  as 
soon  as  the  patient  is  returned  to  her  room. 
Transfusion  in  these  cases  at  once  transforms 
the  patient.  Whereas,  for  the  first  twenty-four 
hours,  one  might  be  apprehensive  as  to  the  pa- 
tient’s recovery,  one  leaves  the  hospital  on  the 
day  of  the  operation  with  a comfortable  sense  of 
assurance  that  the  patient  has  been  tided  over  a 
crisis  and  is  on  the  road  to  recovery. 

In  this  very  imperfect  review  of  the  surgical 
aspects  of  goiter,  I have  touched  only  upon  those 
questions  which  from  my  experience  seemed 
more  deserving  of  discussion  and  emphasis  than 
others.  In  this  series  of  185  operations,  repre- 
senting the  series  of  the  clinic  in  the  past  two 
years,  there  were  no  operative  deaths,  and  the 
security  of  the  patient  I attribute  only  to  the 
faithfulness  on  the  part  of  my  assistants  and 
nurses  in  their  attention  to  every  detail  pre- 
scribed in  our  manual  for  the  management  of 
the  toxic  goiter  patient. 
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A FEW  OF  MY  OWN  PERSONAL 

MISTAKES*! 

ELMER  HESS,  M.  D. 

RRIE,  PA. 

It  does  not  matter  how  careful  one  may  be 
in  the  study  of  any  given  case,  there  are  always 
opportunities  for  mistakes,  and  an  honest,  un- 
biased review  of  some  of  these  mistakes  is  good 
for  all  of  us.  One  hesitates  to  tackle  a subject 
like  this,  and  rightfully  so,  because  when  one 
admits  his  errors  there  is  always  room  for  criti- 
cism and  that  not  always  of  a constructive  na- 
ture. However,  I feel  that  if  we  discussed  our 
mistakes  as  thoroughly  as  we  discuss  our  tri- 
umphs that  we  could  all  learn  more  and  the  ma- 
terial would  be  much  to  our  mutual  advantage 
for  review.  With  this  point  in  view  and  to  start 
some  helpful  discussion  I want  to  present  to 
this  staff  a series  of  cases  that  were  diagnosed 
one  thing  and  which  either  autopsy  or  operation 
proved  to  be  something  else.  For  the  purpose 
of  inducing  general  discussion,  these  cases  will 
be  presented  with  their  histories,  physical  ex- 
aminations, laboratory,  x-ray  and  cystoscopic 
findings,  and  diagnoses,  together  with  the  oper- 
ation or  autopsy  findings. 

CASE  ONE 

Young  adult  male,  30  years  old,  had  been  suffering 
with  a severe  pain  in  the  right  side  for  several  days. 
Had  had  recurrent  attacks  of  this  pain  from  time  to 
time,  but  this  attack  had  been  by  far  the  most  severe. 
The  pain  had  come  on  suddenly  and  had  been  getting 
progressively  worse  and  at  the  present  time  was  accom- 
panied by  much  nausea  and  vomiting.  The  bowels  were 
absolutely  tied  up.  There  had  been  much  fever  and  the 
patient  was  gravely  ill.  Two  men  were  called  in  con- 
sultation, Dr.  and  myself,  and  the  physical  find- 

ings were  typically  those  of  an  acute  appendicitis  just 
about  to  rupture. 

The  patient  lay  curled  up  on  his  bed  with  the  knees 
flexed  under  his  chin.  It  caused  great  pain  to 
straighten  out  the  legs  so  that  tlie  abdomen  could  be 
examined.  The  entire  abdomen  was  as  rigid  as  a 
board,  with  excessive  tenderness  over  McBumey’s 
point.  It  was  apparent  to  all  three  physicians  that  the 
patient  was  an  emergency  case  of  appendicitis.  We 
advised  removal  to  the  hospital  and  immediate  opera- 
tion. At  the  hospital,  while  we  were  waiting,  a white 
cell  count  was  done  and  it  was  around  20,000.  This 
only  helped  to  confirm  our  diagnosis  and  the  appendix 
was  removed.  The  patient’s  appendix  was  slightly  in- 
flamed and  was  no  doubt  the  seat  of  some  pathological 
change,  but  we  felt  that  the  appendix  was  not  as  we 
had  expected  to  find  it.  The  patient  made  an  excellent 
operative  recovery,  the  temperature  returned  to  normal, 
the  white  count  fell  to  normal,  the  persistent  vomiting 
ceased,  the  bowels  opened  up,  the  rigidity  left,  and  the 
patient  was  discharged  from  the  hospital,  cured. 

Six  months  after  discharge,  the  physician  who  had 
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originally  seen  the  case  reported  to  me  that  the  patient 
was  again  ill  and  if  he  had  not  removed  the  appendix 
himself  he  would  swear  that  the  patient  had  never  had 
the  operation  done.  We  attributed  the  cause  of  the 
present  trouble  to  adhesions  forming  at  the  site  of  the 
first  operation,  for  in  a few  days  the  patient  was  re- 
lieved by  active  catharsis. 

Several  months  later  the  patient  went  of  his  own  ac- 
cord to  one  of  the  x-ray  men  in  town  and  had  a pic- 
ture taken  of  the  abdomen,  and  there,  nicely  situated  in 
the  lower  end  of  the  right  ureter,  was  a large  stone. 

I do  not  know  whether  this  patient  has  had 
the  stone  removed  yet  or  not  but  I recite  this 
case  to  bring  out  two  or  three  important  points. 
The  first  point  is  that  at  the  time  I made  this 
mistake  I was  interested  in  urology  but  was  do- 
ing some  general  work,  and  it  was  because  of 
my  intense  interest  in  urology  at  that  time  that 
the  mistake  rather  humiliated  me  and  at  the 
same  time  made  me  very  much  more  charitable 
toward  my  professional  friends  who  have  made 
the  same  mistake. 

Another  lesson  learned  at  this  time  was  that 
urinary  pathology  could  cause  so  much  trouble 
without  a single  subjective  or  objective  symp- 
tom referable  to  this  tract.  Of  course  the  x-ray 
would  no  doubt  have  solved  the  problem,  but 
who  would  have  taken  an  x-ray  in  the  face  of 
such  clinical  evidence  as  here  presented  itself  ? 

CASE  TWO 

R.  B.,  age  38,  was  sent  to  me  from  Union  City  with 
the  chief  complaint,  severe  pain  in  the  back;  no  radia- 
tion. Patient  had  had  this  pain  in  the  back  for  over 
two  years.  Had  had  spells  when  he  had  been  sick  in 
bed  for  two  weeks  at  a time,  with  the  diagnosis  of 
neuritis.  Had  been  bothered  more  the  past  two  weeks 
than  ever  before.  No  burning  on  urination.  No  fre- 
quency of  urination  at  the  time  but  has  had  short  spells 
of  frequency  during  the  two  years  previous.  Did  not 
think  he  had  ever  passed  any  gravel.  Never  passed 
any  blood.  No  nocturia.  No  dribbling.  No  difficulty 
starting  the  stream.  No  trouble  with  control.  Pain 
did  not  always  stay  in  exactly  the  same  place.  Pain 
was  referred  to  the  groin  but  never  to  the  penis  or 
scrotum.  Never  had  any  swelling  around  the  ankles. 
Appetite  good,  bowels  regular  until  the  last  two  or 
three  days.  Used  to  have  a good  deal  of  tonsillitis  but 
had  had  tonsils  removed  in  the  army.  No  dyspnea  or 
other  chest  symptoms.  No  indigestion  for  the  last 
eight  or  nine  years.  At  that  time  he  had  an  operation 
for  appendicitis ; since  then  had  had  no  gastro-intestinal 
disturbance.  Had  been  sleeping  poorly  during  the  last 
week  and  was  very  nervous  at  that  time. 

Previous  Medical  History:  Appendicitis  and  tonsil- 
lar operation  as  above.  Denied  chancre.  Had  had  a 
Neiserian  infection  years  ago  and  dated  all  of  his  trou- 
ble to  this. 

Family  History:  Father  died  of  bowel  trouble  at  51. 
Mother  died  at  50;  operation  for  cancer.  No  one  in 
the  family  had  ever  had  any  kidney  or  bladder  trouble. 

Physical  Examination:  Patient  was  a well  developed, 
slender  male.  The  eyes,  ears,  nose  and  tliroat  were 
negative.  The  teeth  were  bad,  showing  on  x-ray  ex- 
amination many  concealed  apical  abscesses.  The  heart, 
lungs  and  abdomen  were  negative,  as  were  the  extremi- 
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ties.  He  was  cystoscoped  and  x-rayed  and  the  follow- 
ing were  the  findings : 

The  sacrum  set  low  between  the  ilia,  the  transverse 
process  of  the  fifth  lumbar  vertebrae  impinging  on  the 
ilia.  There  was  a scoliosis  to  the  left,  most  marked 
at  the  third  lumbar  vertebra.  There  was  a rotation  to 
the  left  at  the  third  lumbar  vertebra.  The  right  kidney 
was  well  outlined  and  appeared  normal  in  size,  shape 
and  position.  The  left  was  only  partially  outlined,  and 
from  an  x-ray  standpoint  appeared  larger  than  the 
right.  There  were  several  phleboliths  shown  in  the 
pelvis. 

The  urine  showed  a four  plus  albumin  and  much  pus. 
The  Wassermann  was  four  plus.  The  urea  was  13.3 
mg.  per  100  c.c.,  and  the  blood  pressure  was  systolic 
130,  diastolic  90.  The  cystoscopic  findings  were  that 
the  right  ureter  was  surrounded  by  an  inflammatory 
areola,  while  the  urine  from  both  kidneys  was  cloudy 
and  the  right  kidney  showed  no  dye  output  in  half  an 
hour,  with  normal  output  from  the  left  kidney,  starting 
five  minutes  after  injection. 

The  opinion  rendered  at  that  time  was  that 
this  patient  had  a bilateral  pyonephrosis  second- 
ary to  apical  dental  infection;  that  he  had  an 
arthritis  of  the  spine  due  to  the  same  cause  and 
also  possibly  to  an  old  gonococcic  infection,  and 
that  he  had  a concomitant  lues.  He  was  sent 
back  to  his  physician,  who  was  asked  to  clean 
up  the  mouth  and  treat  his  syphilis  and  advised, 
because  of  spinal  pain,  to  put  him  on  a cast  for 
the  time  being.  After  the  first  few  doses  of 
salvarsan  and  the  removal  of  the  infected  teeth 
the  man’s  pain  had  so  completely  disappeared 
that  he  was  discharged  and  returned  to  his  work 
which  had  been  that  of  a carpenter.  The  physi- 
cian was  advised  to  keep  a close  tab  on  the  urine 
on  account  of  the  failure  of  the  right  kidney  to 
excrete  any  dye  at  the  time  of  the  cystoscopic 
examination.  This  failure  at  this  time  was 
attributed  to  a reflex  condition. 

Two  months  later  the  patient  was  again  re- 
ferred back  to  me  for  further  study  because  the 
urine  had  not  cleared  up  and  because  the  pain 
had  recurred,  although  not  so  severely  as  before. 
The  patient,  however,  was  unable  to  do  his  work 
and  had  again  begun  to  lose  weight.  He  was 
admitted  to  the  hospital  and  again  studied  rou- 
tinely. His  urine  still  showed  a four  plus  al- 
bumin and  the  microscopic  examination  showed 
thousands  of  pus  cells.  The  blood  Wassermann 
still  remained  four  plus,  the  urea  30  mg.  per 
TOO  C.C.,  blood  sugar  0.12%,  and  the  cystoscopic 
findings  at  this  time  were  practically  the  same 
as  two  months  previously,  namely,  a reddened 
right  ureteral  meatus  and  no  dye  excretion  from 
the  right  kidney.  The  pyelogram  showed  a nor- 
mal left  kidney  and  pelvis.  The  right  kidney 
showed  a moderately  enlarged  pelvis  with  oblit- 
erated calices.  The  x-ray  diagnosis  was  right 
hydronephrosis.  The  x-ray  opinion  at  this  time 
stated  that  there  was  some  trouble  between  the 


twelfth  dorsal  and  the  first  lumbar  vertebrae  and 
advised  a lateral  pyelogram.  During  this  time 
the  temperature,  pulse  and  respirations  were 
practically  normal.  The  urine  was  found  a day 
later  to  contain  many  tubercle  bacilli,  and  a diag- 
nosis of  right  renal  tuberculosis  was  made  and 
operation  then  advised.  Nine  days  after  admis- 
sion to  the  hospital  the  patient  was  nephrecto- 
mized. 

The  right  kidney  was  found  to  be  a part  of 
the  anterior  wall  of  an  enormous  psoas  abscess. 
In  fact  the  psoas  abscess  was  found  before  the 
kidney  and  the  kidney  was  then  removed,  the 
abscess  drained,  and  the  incision  closed  with  the 
cut  end  of  the  ureter  presenting  out  of  the  lower 
angle  of  the  wound. 

The  patient  was  immediately  turned  over  to 
Dr.  Davis,  who  placed  him  upon  a bisected  cast 
and  he  was  further  rayed.  Nine  days  after  the 
operation  the  definite  diagnosis  of  old  Pott’s  dis- 
ease in  the  last  dorsal  and  first  lumbar  vertebra 
was  made.  This  man  fortunately  has  completely 
recovered  after  a year’s  heliotherapy  and  casts, 
and  is  to-day  well.  The  last  we  heard  of  him 
was  that  he  had  gone  back  to  work  and  had 
gained  about  50  pounds  since  leaving  the  service. 

CASE  three 

Male,  aged  67,  was  admitted  to  the  service  with  the 
chief  complaint,  “excruciating  pain  in  the  back  and 
limbs,  which  the  patient  said  he  had  been  told  came 
from  badly  infected  teeth  which  had  been  removed. 
His  condition  had  been  getting  gradually  worse  during 
the  last  nine  weeks.  Outside  of  this  condition  the  pa- 
tient had  always  been  in  good  health.  He  had  always 
used  alcohol  moderately. 

His  physical  examination  was  practically  negative. 
His  right  leg  had  been  amputated  following  an  injury 
years  ago  and  the  x-ray  report  on  his  teeth  had 
caused  the  medical  service  to  have  them  all  removed 
prior  to  turning  him  over  to  the  urological  service. 

This  patient’s  study  showed  that  he  constantly  ran 
albumin,  and  pus  in  an  acid  urine.  At  times  the  urine 
was  filled  with  red  blood  corpuscles,  and  at  times  there 
were  showers  of  fine  granular  casts. 

The  red  count  showed  4 million;  whites  14,400;  Hb. 
69% ; Polyps  80% ; small  lym.  16%.  The  Wasser- 
mann was  negative;  the  blood  urea  21.4;  creatinin  1.5; 
sugar  0.11%.  Blood  culture  taken  during  the  course  of 
his  illness  was  negative. 

His  first  cystoscopic  examination  after  transfer  to 
the  service  showed  a bladder  capacity  of  12  oz.  with  a 
residual  of  5 oz.  The  entire  bladder  mucosa  was  con- 
gested and  inflamed  and  the  dilating  medium  was  filled 
with  pus  shreds  and  large  and  small  blood  clots  in  all 
stages  of  disintegration.  The  trigone  was  elevated  and 
the  seat  of  intense  inflammation.  The  ureters  were 
normal  in  size,  shape  and  position,  although  they  both 
were  surrounded  by  an  inflammatory  areola.  Because 
of  the  general  condition  of  the  patient  and  the  evident 
pain  he  was  suffering  the  examination  was  discontinued 
at  this  time. 

The  conclusion  drawn  from  the  findings  was  that 
there  was  a marked  cystitis  with  a possible  bilateral 
pyonephrosis. 


March,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


383 


Several  days  later  a pyelogram  was  made,  but  there 
could  be  no  conclusions  drawn  from  the  picture.  The 
patient  was  having  intense  pain  and  required  much 
morphin  to  control  it.  The  x-ray  picture  revealed  a 
suggestion  of  some  osteo-arthrosis  of  the  spine  in  the 
dorsolumbar  region,  and  a lateral  view  was  requested 
by  the  x-ray  men. 

This  patient  was  considered  by  the  nurses  as  a 
malingerer  and  for  a long  time  the  source  of  his  pain 
was  very  baffling.  My  conclusions  were  that  he  had  a 
bilateral  pyonephrosis  and  that  he  was  inoperable.  He 
was  treated  expectantly,  given  relief  from  his  pain,  and 
an  endeavor  made  to  help  his  kidney  condition  by  medi- 
cinal treatment.  He  gradually  grew  steadily  worse, 
complaining  more  and  more  bitterly  of  the  pain  in  his 
back,  and  died  about  a month  after  his  admission  to 
the  hospital.  His  pain  was  the  most  important  part  of 
his  clinical  picture. 

The  autopsy  findings  are  very  interesting.  Death, 
we  thought,  was  due  to  a general  sepsis  secondary  to  a 
bilateral  pyonephrosis  which  in  turn  was  secondary  to 
focal  infection  in  the  throat  and  abscessed  teeth. 

The  cystitis,  ureteritis  and  pyelitis  and  nephrosis 
were  all  found  at  autopsy.  There  was  also  found  a 
tuberculous  spine  with  an  enormous  cold  psoas  abscess 
extending  down  almost  to  Poupart’s  ligament.  This 
accounts  for  the  pain.  The  only  suggestion  of  anything 
wrong  with  the  spine  was  the  report  from  the  x-ray 
men  stating  that  there  was  an  osteo-arthrosis  of  the 
spine,  and  again  we  attributed  this  to  the  known  focus 
of  infection  in  the  mouth  and  throat. 

I sometimes  wonder  if  in  the  study  of  our 
cases  we  do  not  lose  sight  of  the  fact  that  even 
when  we  find  these  foci  of  infection,  the  under- 
lying cause  is  often  missed  because  we  stop  at 
this  point,  only  too  ready  to  consider  our  trou- 
bles due  to  such  foci,  later  to  awake  to  the  fact 
that  these  foci  may  not,  after  all,  be  the  under- 
lying cause  of  our  patient’s  disability.  Do  not 
think  for  a single  moment  that  I am  not  satisfied 
that  such  foci  are  not  usually  the  cause  of  our 
troubles,  for  they  are ; but  I want  to  call  par- 
ticular attention  to  the  fact  that  after  they  have 
been  found  and  eliminated,  our  work  is  often 
only  begun  and  other  pathology  may  exist  sim- 
ply camouflaged  by  the  infection  and  its  pre- 
dominance of  symptomatology. 

CASE  FOUR 

Male,  aged  45,  with  the  chief  complaint,  “hemorrhage 
from  the  bladder.”  The  present  condition  began  with 
extreme  hematuria  and  retention.  Catheterization  gave 
him  only  slight  relief  and  only  a little  urine  was  ob- 
tained. He  had  been  sick  for  the  past  twenty  years 
and  had  always  had  trouble  with  his  bladder.  He  was 
operated  upon  twenty  years  before  for  a stricture  of 
the  deep  urethra.  Had  had  pus  in  his  urine  for  the 
past  five  years  and  had  used  the  catheter  frequently  for 
the  past  two  years. 

Physical  Examination:  Teeth  bad,  tonsils  inflamed. 
Neck  showed  some  enlargement  of  the  glands.  Heart 
sounds  fair,  no  murmurs,  some  myocarditis.  Lungs 
negative.  Hands  and  feet  deformed  and  he  complained 
of  rheumatic  pains.  He  had  a large  suprapubic  tumor 
upon  admission  to  the  hospital  and  looked  exsangui- 
nated. Dr.  Croyle  catheterized  him  and  evacuated 


about  a quart  of  formed  blood  clot.  His  pulse  was  90, 
and  his  temperature  was  subnormal.  The  following 
morning  he  was  cystoscoped  and  nothing  could  be  seen 
because  the  bladder  was  filled  with  blood  clots  and  at 
this  time  about  another  quart  of  disintegrated  blood 
clots  and  bloody  urine  was  evacuated.  An  occasional 
glimpse  of  the  bladder  wall  was  obtained  during  this 
washing  and  the  notes  show  that  a diverticulum  was 
suspected.  His  condition  was  so  bad  that  it  was  deter- 
mined to  open  the  bladder  at  once  suprapubically  under 
local  anesthesia  and  see  if  the  bleeding  points  could  be 
found  and  an  attempt  made  to  stop  the  hemorrhage. 

The  operation  was  done  under  1%  novocain,  and  a 
large  diverticulum  was  removed  from  the  left  lateral 
wall  of  the  bladder  and  pus  was  seen  coming  from  the 
left  ureter.  The  removal  of  the  diverticulum  was  easy, 
and  the  bleeding  seemed  to  be  coming  from  the  mucosa 
surrounding  this  pouch.  After  the  removal,  the  bladder 
stopped  bleeding.  A catheter  was  placed  in  the  ureter 
through  the  open  bladder  and  allowed  to  drain  through 
the  suprapubic  wound  into  a test  tube.  Nothing  but 
clear  pus  came  through. 

The  postoperative  diagnosis  was  large  left  pyone- 
phrosis, diverticulitis  of  bladder  and  pancystitis.  The 
patient  was  given  an  intravenous  injection  of  saline 
solution  before  leaving  the  operating  room  and  seemed 
in  fair  condition.  The  following  morning  his  pulse 
had  come  down  from  140  to  100  and  his  temperature 
was  about  normal.  We  then  did  a pyelogram  through 
the  catheter  and  found  a large  dilated  tortuous  ureter 
and  a suggestion  of  a large  pyonephrosis  although  no 
definite  findings  could  be  ascertained. 

We  were  never  able  to  get  a sufficient  specimen  of 
urine  to  have  an  examination.  His  reds,  even  after  all 
the  hemorrhage,  were  4,360,000;  whites  14,000.  Differ- 
ential showed  75%  polys  and  15%  smalls.  Blood  urea 
19.4;  creatinin  14;  sugar  0.12%;  and  Wassermann  was 
negative. 

This  man  lived  nine  days,  gradually  growing  weaker 
and  weaker,  although  his  drainage  was  good  and  he 
was  eating  fairly  well  and  drinking  plenty  of  water. 
I considered  death  due  to  sepsis  and  sudden  cardiac 
failure. 

The  patient  was  autopsied  and  an  enormous  diver- 
ticulum was  found  down  against  the  posterior  walls  of 
the  rectum,  which  were  very  thick.  The  mass  was 
firmly  plastered  to  the  rectum  and  the  interior  was 
filled  with  thick  pus.  The  left  kidney  was  enlarged 
and  acutely  inflamed.  Death  was  then  attributed  to 
sepsis  secondary  to  this  diverticulum,  and  myocarditis. 

Final  Diagnosis:  Diverticulitis,  pancystitis,  left  pyo- 
nephrosis and  hemorrhagic  nephritis  and  cystitis.  The 
remarkable  part  of  this  case  is  that,  even  with  the  blad- 
der open  and  after  a careful  inspection,  this  enormous 
diverticulum  escaped  detection. 

CASE  FIVE 

Male,  aged  about  65,  was  sent  to  me  with  the  request 
that  I remove  his  prostate  gland.  He  was  in  very  poor 
condition,  and  so  I refused  to  examine  him  unless  he 
become  a hospital  patient.  Two  weeks  after  seeing 
him  in  my  office  I had  him  admitted  to  St.  Vincent’s 
Hospital,  with  the  chief  complaint,  “constant  dribbling 
of  very  foul-smelling  urine.” 

History  of  Present  Illness:  Patient  had  had  trouble 
with  his  bladder  for  the  past  seven  years  and  during 
the  last  year  had  been  getting  constantly  worse.  Had 
a great  deal  of  bowel  trouble.  He  dated  the  dribbling 
back  to  a time  the  year  before,  when  he  had  an  attack 
of  acute  retention  and  had  to  be  catheterized.  Since 
that  time  he  had  had  constant  dribbling  of  a foul- 
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smelling  urine.  He  complained  of  some  suprapubic  dis- 
tress. His  general  health  had  always  been  good.  He 
had  smoked  moderately  and  had  never  been  a drinking 
man.  For  the  past  three  months  he  had  been  unable  to 
do  any  work  of  any  kind. 

Previous  History:  This  was  practically  negative,  ex- 
cept for  a severe  fall  26  years  before,  which  crippled 
him  so  that  for  a long  time  he  was  unable  to  walk. 

Family  History:  Mother  died  at  32  of  typhoid  fever. 
Father  died  at  78  from  an  accident.  One  brother  died 
after  an  accident.  Had  one  sister  living  and  well.  His 
first  wife  gave  birth  to  several  healthy  children,  but 
the  second  wife  had  several  miscarriages  and  died  of 
some  paralytic  condition.  She  was  a widow  and  had 
no  children  when  she  married  the  patient. 

Physical  Examination:  Teeth  in  fair  condition.  Ton- 
sils slightly  inflamed.  No  palpable  glands  in  neck. 
Heart  and  lungs  negative.  Abdomen  flabby  and  pen- 
dulous but  otherwise  negative.  No  enlargement  of  the 
prostate  gland  by  rectal  palpation.  Blood  pressure 
120-60.  Urine  on  every  examination  showed  four  plus 
albumin,  triple  phos.  crystals,  many  pus  cells,  and  some 
mucus.  Reds  4,620,000;  whites  8,900;  Hb.  74%; 
polys.  68;  smalls  16;  urea  18.6;  creatinin  0.9;  sugar 
o.ii;  Wassermann  negative.  Again  15  days  later  when 
this  man  was  in  very  desperate  shape  his  blood  urea 
was  26.1,  creatinin  1.6,  sugar  0.14%. 

At  the  time  of  the  first  cystoscopic  examination  a 
small  amount  of  urine  was  collected  from  the  left  kid- 
ney and  this  urine  cultured  colon  and  staphylococci. 
He  was  cystoscoped  the  day  after  admission  and  the 
following  were  the  findings : 

There  was  a small  enlargement  of  the  prostate  gland, 
median  lobe.  There  was  some  dilatation  of  the  internal 
sphincter.  There  was  considerable  trabeculation  of  the 
bladder  wall  and  some  areas  of  inflammation  of  the 
bladder  mucosa.  Pus  was  seen  coming  in  small  quan- 
tities from  the  right  ureter  and  there  was  no  dye  re- 
turned from  either  ureter  in  quite  a long  time.  He  was 
so  distressed  by  the  examination  that  we  stopped  be- 
fore we  would  have  ordinarily,  and  he  was  sent  to  his 
room. 

His  x-ray  examination  showed  nothing  of  diagnostic 
import. 

He  was  put  to  bed  and  observed.  A retention  cathe- 
ter and  bladder  irrigations  were  prescribed.  A strict 
dietary,  forcing  the  fluids,  and  supportative  and  stimu- 
lative treatment  were  instituted. 

His  general  physical  examination  showed  a fixed 
pupil,  positive  Romberg,  and  absence  of  knee  jerks.  He 
was  again  cystoscoped  several  days  later  and  the  find- 
ings of  the  previous  cystoscopy  confirmed.  I failed  to 
say  the  bladder  capacity  was  1,200  c.c.  and  the  residual 
urine  found  was  800  c.c.  Due  to  the  suspicion  that  we 
might  be  dealing  with  a tabetic  condition,  a spinal 
puncture  was  done  and  the  following  is  the  report : 
The  fluid  came  out  under  considerable  pressure.  The 
cell  count  was  normal.  The  Wassermann  at  all  dilu- 
tions was  negative,  and  the  gold-sol  test  proved  posi- 
tive with  a definite  luetic  curve. 

I want  at  this  time  to  add  another  notation.  No  intra- 
urethral  instrumentation  or  manipulation  was  painful 
and  the  constant  dribbling  of  the  urine  had  never  dis- 
turbed him  by  pain  or  burning. 

My  opinion,  at  the  time  was  tabes,  based  on  the  fol- 
lowing points:  (i)  Absolute  inability  to  hold  the  urine. 
(2)  Anesthetization  of  the  urethra.  (3)  The  bowel 
disturbance.  (4)The  cystoscopic  picture.  (5)  The 
gold-sol  test.  (6) The  clinical  signs  of  positive  Rom- 
berg, fixed  pupils  and  lost  knee  jerks.  (7)  That  the 


patient  had  a bilateral  pyonephrosis,  ureteritis  and 
cystitis  was  attributed  to  the  ease  with  which  the  uri- 
nary tract  is  infected  by  any  instrumentation  in  paraly- 
sis of  the  bladder  in  tabes.  (8)  All  of  the  blood  chem- 
istry was  against  a renal  insufficiency. 

Drs.  Tredway  and  O’Donnell  were  called  in  to  see 
the  case.  Dr.  Tredway  held  out  for  a renal  diagnosis 
as  primary,  and  Dr.  O’Donnell  held  out  for  the  tabetic 
diagnosis.  It  is  only  fair  to  state  that  Dr.  O’Donnell 
saw  this  man  while  he  was  still  up  and  around  the 
ward,  while  Dr.  Tredway  saw  him  about  24  hours  be- 
fore he  died,  while  he  was  semi-comatose. 

Until  the  last  three  days  the  temperature,  pulse  and 
respirations  were  normal.  Three  days  prior  to  death 
the  patient  became  stuporous  and  was  confined  to  his 
bed.  He  gradually  sank  into  coma  and  died  on  the 
23d — 14  days  after  his  admission  to  the  hospital.  The 
final  diagnosis  was  general  urological  infection  super- 
imposed upon  a tabetic  bladder. 

Autopsy  Findings:  Well  nourished  male  with  a 

plump  body,  5 feet  6 inches  tall,  weighing  165  pounds. 
Everything  was  normal  until  the  kidneys  were  reached. 
The  right  kidney  weighed  360  gms.,  the  left  370  gms., 
and  both  were  surrounded  by  dense  adhesions.  The 
right  kidney  had  been  completely  destroyed  and  had 
been  replaced  by  dense  organized  necrotic  tissue  through 
the  center  of  which  ran  a corded  inferior  vena  cava. 
In  the  center  of  this  large  dense  mass  was  a staghorn 
calculus  of  enormous  dimensions  surrounded  by  broken 
fragments  of  calculi  and  considerable  pus.  The  ureter 
was  large,  sclerotic,  and  filled  with  pus  and  debris,  with 
a large  stricture  at  the  point  of  entrance  to  the  bladder. 
The  left  kidney  was  filled  wtih  small  abscesses  and  the 
parenchyma  was  almost  completely  destroyed,  the 
pelvis  and  ureter  being  filled  with  pussy  urine.  There 
were  a few  stones  in  the  hepatic  duct.  The  brain  and 
cord  were  not  opened  because  there  was  absolutely  no 
evidence  in  any  of  the  tissues  of  any  luetic  lesions. 

The  final  diagnosis  was  that  death  was  caused  by 
uremic  sepsis  due  to  bilateral  pyonephrosis  and  right 
calculus  pyonephrosis. 

Several  things  stand  out  in  this  case  that  in 
my  opinion  are  worthy  of  further  note.  The 
unusual  blood  chemistry  shows  that  the  uremia 
was  of  septic  origin  rather  than  azotemic  in 
character.  The  peculiar  gait  that  the  patient 
had,  instead  of  being  due  to  tabes,  was  due  to 
an  extensive  injury  to  the  hip.  The  family  his- 
tory of  the  marriages  was  only  incidental,  but 
suggestive  of  syphilis.  The  overflow  of  the 
malodorous  urine  was  no  doubt  due  to  septic 
paralysis  of  the  musculature  as  was  also  the  lack 
of  urethral  sensation.  The  repeated  negative 
Wassermanns  and  the  positive  gold-sol  test  were 
likely  caused  by  the  general  sepsis  also.  The 
fixed  pupil  and  the  absence  of  knee  jerks  may  be 
likewise  explained,  although  I do  not  offer  this 
explanation  because  I have  never  had  an  expe- 
rience like  this  and  should  like  to  hear  these 
points  discussed.  I have  no  explanation  to  offer 
for  the  failure  of  the  x-ray  to  show  this  stone, 
which  was  enormous  and  showed  a definite 
shadow  after  removal  from  the  body.  I am 
glad,  however,  that  things  turned  out  as  they 
did,  because  had  I seen  that  stone  in  the  kidney 
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I feel  sure  that  I should  have  been  tempted  to 
try  to  remove  the  right  kidney  at  the  first  oppor- 
tune moment  and  that  I should  have  killed  my 
patient  on  the  table,  as  the  vena  cava  was  run- 
ning right  through  the  renal  mass  and  I should 
have  had  a fatal  hemorrhage. 

I wish  to  express  my  sincere  thanks  to  Dr. 
Davis,  Dr.  O’Donnell,  Dr.  Tredway,  the  internes 
and  Dr.  C.  H.  McCallum  for  the  aid  and  time 
they  have  given  and  the  assistance  they  have 
been  in  helping  me  with  these  cases.  Dr.  Mc- 
Callum and  the  internes  have  done  all  of  the 
autopsies  on  my  service  this  year  and  have  come 
up  here  at  all  hours  of  the  night  to  help,  and 
while  their  help  has  very  often  proven  my  diag- 
nostic efforts  were  incorrect,  still  I know  I have 
learned  a lot  as  a result  of  my  mistakes  and  it 
is  my  hope  that  the  frank  presentation  of  these 
few  of  the  many  errors  that  I have  committed 
will  prove  of  equal  value  to  you  in  your  work. 


PITTSBURGH  ACADEMY  OF 
MEDICINE 


ABSTRACTS 


SPECIFIC  CURES  FOR  PULMONARY 
TUBERCULOSIS 

C.  HOWARD  MARCY,  M.D. 

One  reason  that  the  search  for  a tuberculosis 
cure  is  of  perennial  interest  lies  in  the  univer- 
sality of  the  disease.  So  that  despite  failure 
after  failure  in  the  field  of  specific  therapy,  it 
is  hardly  remarkable  that  man  in  desperation 
continues  to  experiment  with  almost  every 
known  element  in  the  hope  that  it  may  do  good. 

In  the  general  excitement  that  followed  Koch’s 
discovery  of  the  tubercle  bacillus  in  1882  it  was 
believed  that  the  revelation  of  the  causative 
agent  would  be  speedily  followed  by  a cure,  and 
when  in  1890  tuberculin  was  given  to  the  world 
by  Koch  himself,  with  the  statement  that  it 
would  cure  tuberculosis,  it  is  not  surprising 
that  all  were  deceived.  The  new  specific  was 
not  used  wisely,  and  the  disastrous  results  soon 
caused  the  balance  of  the  medical  profession 
to  repudiate  tuberculin  entirely.  The  reason  for 
these  failures  was  largely  ignorance  of  the  work- 
ing of  the  laws  of  immunity,  of  which  very  little 
was  known  at  that  time.  By  1900  tuberculin 
had  been  given  up  as  worthless  by  all  except  a 
few  of  our  pioneers  in  tuberculosis  research, 
notably  Trudeau,  who  felt  sure  that  while  the 
remedy  should  not  be  applied  indiscriminately 
it  was  of  decided  value  in  selected  cases.  The 
years  1900  to  1910  were  filled  with  countless 


experiments  in  the  laboratories  of  the  world  to 
discover  the  effect  of  tuberculin  on  the  body. 
Improved  preparations  and  methods  of  adminis- 
tering the  remedy  followed,  so  that  today  tuber- 
culin is  again  being  used  in  a restricted  way 
on  selected  cases. 

It  has  been  demonstrated  that  in  acute  forms 
of  pulmonary  tuberculosis  with  fever,  rapid 
pulse  and  loss  in  weight,  tuberculin  is  extremely 
dangerous  and  aggravates  the  already  over- 
whelming infection,  while  in  the  chronic  afebrile 
types  where  the  disease  has  become  more  or  less 
stationary  it  often  seems  to  stimulate  the  recu- 
perative powers  of  the  patients  and  aids  them 
in  a more  rapid  and  complete  arrest  of  their 
disease.  Its  value  in  some  of  the  nonpulmonary 
infections  cannot  be  questioned.  So,  while 
tuberculin  is  not  the  cure-all  Koch  proclaimed  it, 
it  has,  I believe,  a very  definite  and  important 
place  in  our  armamentarium. 

Perhaps  the  next  in  order  is  that  of  Mr.  Henri 
Spahlinger  of  Geneva,  Switzerland,  whose  pre- 
paration is  probably  a modified  tuberculin.  Mr. 
Spahlinger,  a lawyer  who  also  studied  medicine 
for  three  years  at  the  University  of  Lausanne, 
is  a man  of  extraordinary  mechanical  genius. 
Although  his  laboratory  is  remarkably  complete, 
he  is  working  along  lines  very  popular  in  the 
scientific  world  of  the  8o’s,  but  which  have  long 
been  abandoned.  In  the  8o’s  it  was  thought  that 
every  bacterium  produced  a toxin,  and  that  to 
cure  any  disease  whose  causative  agent  was 
known,  all  that  was  necessary  was  to  produce 
an  antitoxin  for  that  bacterium.  Unfortunately 
for  the  theory,  comparatively  few  bacterial 
toxins  have  been  isolated  for  which  a spvecific 
antitoxin  has  been  found.  The  fact  that  other 
investigations  have  so  far  failed  to  produce  a 
toxin  of  this  type  from  the  tubercle  bacillus  does 
in  no  way  deter  Mr.  Spahlinger  from  finding 
twenty-two  separate  and  distinct  ones  for  this 
organism.  He  injects  these  twenty-two  toxins 
into  twenty-two  horses,  one  toxin  to  each  horse. 
After  six  months  he  removes  six  quarts  of 
blood  from  each  horse  and  obtains  serum  from 
it,  which  when  injected  into  the  blood  of  a 
tuberculous  patient  neutralizes  the  poison  of 
that  particular  kind  of  toxin.  Before  the  serum 
is  ready  for  use,  however,  there  is  added  to  it 
antitoxic  sera  for  streptococci,  pneumococci  and 
staphylococci,  which  as  secondary  infections 
often  become  dangerous  during  tuberculosis. 
With  regard  to  these  bacteria  also  Mr.  Spahl- 
inger has  won  a signal  victory  over  other  inves- 
tigators in  isolating  toxins.  He  finds  the  toxin 
easily,  injects  it  into  horses,  bleeds  the  horses 
and  obtains  antitoxic  serum  in  the  approved 
style.  He  then  mixes  this  antitoxin  with  the 
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twenty-two  tuberculosis  antitoxins,  and  the 
whole  forms  his  “complete  serum,”  the  prepara- 
tion of  which  requires  four  years  time.  No  one, 
however,  is  apt  to  require  all  twenty-two  of  these 
antitoxins.  Mr.  Spahlinger  claims  he  can  tell 
by  testing  the  patient  with  them  separately  which 
one  he  needs  and  that  he  then  gives  only  the  one 
or  more  required,  but  as  a general  rule  the 
entire  mixture  is  used,  and  the  body  is  allowed 
to  select  what  it  needs  and  reject  the  rest. 

The  Dreyer  “vaccine”  also  appears  to  be 
tuberculin  in  a form  not  altogether  new  and  in 
lay  publications  it  is  invariably  spoken  of  as  a 
defatted  antigen,  although  Dreyer  himself  uses 
the  word  defatted  in  quotation  marks.  The 
bacilli  are  ground  in  formalin,  heated  for  four 
hours  at  ioo°  C.,  washed  with  acetone  for  20 
to  24  hours  at  65°  to  70°  C.,  to  extract  certain 
of  the  lipoidal  substances,  after  which  they  are 
dried  and  ground  up.  It  is  sometimes  necessary 
to  repeat  the  process  three  or  four  times  with 
resistant  organisms.  The  antigen,  therefore,  is 
in  the  form  of  a powder,  composed  of  “tubercle 
bacilli  treated  with  formaldehyde  solution  and 
extracted  with  hot  acetone,  a fat  solvent”  (Es- 
mond R.  Long).  As  to  any  immunity  that  may 
be  conferred  by  the  vaccine,  it  is  a well-known 
fact  that  until  the  present  time  no  immunity  has 
ever  been  secured  with  dead  tubercle  bacilli,  but 
only  with  live  ones.  Again,  as  in  the  case  of 
Spahlinger,  the  whole  world  may  be  wrong  and 
Dreyer  right,  but  the  weight  of  evidence  is 
against  it.  Any  reaction  which  he  gets  appears 
to  be  a simple  protein  reaction,  and  when  used 
with  human  patients,  there  may  be  added  to  this 
the  mental  factor  that  comes  to  the  aid  of  every 
new  treatment  when  it  is  first  being  tried.  Both 
the  animal  experiments  and  the  case  reports  to 
date  are  too  meager  to  form  any  conclusive  proof 
one  way  or  the  other. 

On  the  other  hand,  vaccination  with  the  bile- 
attenuated  bacilli  of  Calmette  is  working  along 
a line  that  holds  out  considerable  promise.  Allen 
Krause  and  other  investigators  of  world-wide 
repute  agree  that  the  only  immunity  to  tubercu- 
losis hitherto  achieved  has  been  through  infection 
itself.  Every  one  is  familiar  with  the  immunity 
conferred  against  smallpox  by  vaccination,  which 
in  this  case  is  caused  by  a mild  attack  of  a 
modified  form  of  smallpox.  The  same  thing 
can  be  achieved  in  tuberculosis  when  we  find 
how  to  regulate  the  dose  so  that  we  give  just 
enough  but  not  too  much  infection. 

This  is  what  Calmette  is  attempting  to  do.  He 
has  discovered  that  by  adding  beef  bile  to  his 
culture  media,  the  tubercle  bacilli  growing  there- 
on become  greatly  modified,  and  lose  their  power 
of  producing  tubercles  in  animals.  Bile  emul- 


sifies waxes  and  fats,  so  it  is  understandable 
that  the  bacilli,  in  order  to  continue  to  live  in 
such  a medium,  would  have  to  “evolve”  and 
adapt  themselves,  or  die.  These  modified  bacilli, 
when  injected  into  experimental  animals,  cause 
a general  illness  of  short  duration  somewhat  like 
typhoid  fever.  None  of  the  animals  develop 
tubercles,  and  all  possess  immunity  to  subse- 
quent infection,  which  varies  in  length  of  time 
from  five  months  in  the  guinea  pig  to  something 
less  than  a year  in  cattle.  Calmette  had  a well 
controlled  experiment  under  way  during  the  war, 
which  was  brought  to  a premature  conclusion 
by  the  German  capture  of  Lille  in  1915.  The 
work  has  been  taken  up  again,  and  in  the  hands 
of  so  capable  a scientist  reports  will  be  eagerly 
awaited. 

When  we  consider  the  partial  antigens  of 
Hans  Much  we  find  that  while  Dreyer  and 
others  are  busy  trying  to  defat  the  tubercle 
bacillus  so  that  it  may  be  more  readily  absorbed 
by  the  body,  Hans  Much  believes  that  it  is  the 
very  fats  which  stimulate  the  immunity,  and  he 
extracts  the  proteins  and  retains  the  fats.  Ac- 
cording to  Much,  there  are  several  kinds  of  fats, 
each  of  which  stimulates  its  own  kind  of  anti- 
bodies. Some  patients  need  one  kind,  some 
another,  so  the  bacillus  is  divided  into  parts 
called  partial  antigens,  or  partigens.  To  pro- 
duce these  partigens,  the  bacilli  are  allowed  to 
stand  for  several  weeks  in  a warm  1%  solution 
of  lactic  acid.  When  this  is  filtered,  the  solid 
residue  left  on  the  filter  paper  contains  all  three 
of  Much’s  antigens.  He  calls  this  residue  M 
Tb  R.  From  this  he  extracts  with  alcohol  his 
partial  antigen  F,  consisting  of  fatty  acids  and 
lipoids.  With  ether  he  extracts  another  fatty 
antigen  containing  the  neutral  fats  and  waxes, 
which  he  calls  N.  The  third  antigen  is  all  of  the 
solid  material  still  remaining,  which  he  calls  the 
A fraction.  Much  gives  his  patients  a skin  test 
with  the  separate  antigens  to  see  which  one  does 
not  give  a reaction,  for  that  is  the  one  he  claims 
the  patients  needs.  Patients  are  divided  into 
two  groups,  the  first,  or  larger  group,  comprises 
those  who  respond  slightly  but  insufficiently  to 
all  three  groups,  and  so  are  treated  with  the 
partigen,  or  the  combination  M Tb  R.  The 
second  group  comprises  those  who  fail  to  re- 
spond to  one  or  more  of  the  partial  antigens, 
and  who  are  treated  with  that  required  antigen 
alone.  Securing  a strong  reaction  to  all  three 
partial  antigens  in  every  patient  is  desirable,  as 
this  indicates  good  resistance  to  all  parts  of  the 
tubercle  bacillus. 

Experimental  work  in  support  of  his  under- 
lying theory  is  very  insufficient  and  inconclu- 
sive. The  bulk  of  published  work  on  this  method 
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of  treatment  deals  with  actual  patients,  and  we 
cannot  know  with  certainty  that  the  patients  are 
receiving  chiefly  fats  because  Much  has  patented 
his  partigens  and  their  extraction  is  a semi- 
secret. From  the  facts  obtainable,  it  seems 
highly  probable  that  the  treatment  is  little  else 
than  tuberculin  in  a new  guise. 

The  lime  cure  has  gained  many  enthusiastic 
lay  supporters  in  this  country,  due  to  the  excel- 
lence of  its  press  agents.  It  has  also  engaged 
the  serious  attention  of  many  scientific  workers 
and  has  been  thoroughly  investigated  and  report- 
ed on  in  the  literature.  On  the  surface,  the 
theory  looks  very  plausible.  We  all  know  that 
many  healed  tubercles  are  encrusted  with  lime, 
or  calcified.  The  lime  is  taken  from  the  body’s 
supply.  It  seems  reasonable  to  suppose  that  by 
feeding  lime  to  consumptives  it  would  ensure  a 
plenteous  store  wherewith  to  wall  in  their  tuber- 
cle bacilli  without  robbing  the  body’s  normal 
supply  of  this  necessary  constituent. 

However,  we  find  that  the  body  daily  re- 
ceives a great  deal  more  lime  than  it  can  pos- 
sibly use.  Two  per  cent  of  the  body  is  lime, 
which  in  an  average  individual  we  might  esti- 
mate at  about  three  pounds.  Four-fifths  of  this 
is  in  the  bones,  the  rest  in  the  blood  and  muscles. 
The  tissues  secure  their  supply  from  the  blood, 
which  constantly  contains  half  a gram  of  lime — 
its  saturation  point.  We  take  in  about  two  grams 
of  lime  a day  from  the  food  we  eat.  It  circu- 
lates about  the  body  and  the  tissues  take  what 
they  need ; the  surplus  is  excreted.  Thus  it 
appears  that  we  take  in  daily  six  times  as  much 
as  we  need,  and  have  a further  permanent  re- 
serve of  three  pounds  of  lime  in  the  bones.  It 
is  patently  absurd  to  say  that  we  can  cure  tuber- 
culosis by  feeding  lime,  when  the  body  is  not 
able  to  use  more  than  one-sixth  of  its  daily 
intake.  Why  feed  more,  to  be  promptly  ex- 
creted ? 

In  the  field  of  chemotherapy,  an  interesting- 
study  is  being  made  of  the  specific  action  for 
tuberculosis  of  the  ethyl  esters  of  chaulmoogra 
oil.  The  similarity  between  the  pathology  of 
tuberculosis  and  leprosy  has  often  been  com- 
mented upon ; both  proceed  as  ulcerative  necro- 
sis and  both  develop  tubercles.  The  bacilli  of 
both  diseases  are  surrounded  by  fatty  acid  cap- 
sules. Their  staining  characteristics  are  similar 
and  their  cultural  characteristics  also.  Chaul- 
moogra oil  has  long  been  used  as  a specific  in 
leprosy,  but  in  its  original  form  was  extremely 
nauseating  to  take.  When  it  was  discovered 
that  the  ethyl  esters  of  this  oil  contain  its  spe- 
cific qualities,  and  are  easy  to  administer,  ex- 
j:>eriments  were  at  once  begun  to  try  its  efficacy 
3 


in  tuberculosis.  An  Englishman,  Sir  Leonard 
Rogers,  is  one  of  the  pioneers  in  this  field.  He 
claims  success  with  sodium  gynocardate  ex- 
tracted from  chaulmoogra,  in  both  leprosy  and 
tuberculosis.  Progress  reports  on  this  work  are 
appearing  from  time  to  time  in  the  literature, 
and  deserve  consideration. 

The  latest  widely  advertised  remedy  is  the 
Danish  gold  cure,  sanokrysin,  a new  chemical 
compound  created  by  Professor  Moellgaard, 
bead  of  the  department  of  physiology  in  the 
state  veterinary  school  of  Copenhagen.  The 
treatment  is  a double  process  : first,  the  injection 
of  the  newly  discovered  gold  substance  (a 
double  salt  of  gold  and  sodium  combined  with 
thiosulphuric  acid)  and  second,  the  use  of  a so- 
called  immune  serum  to  protect  the  patient  from 
the  severe  toxic  reaction  following  the  use  of 
the  salt.  It  is  said  that  when  Moellgaard  pre- 
sented his  paper  before  the  Copenhagen  Medical 
Society  last  October,  it  was  greeted  with  an 
ovation  the  like  of  which  is  seldom  granted  to 
any  man  during  his  lifetime.  Let  us  hope  that 
tests  in  this  country  will  justify  this  ovation 
and  that  at  last  the  perfect  cure  has  been  dis- 
covered. I regret  that  the , long  procession  of 
former  premature  announcements,  of  which  \ve 
have  reviewed  only  nine  out  of  thousands,  has 
somewhat  dulled  my  receptivity.  For  the  pres- 
ent I shall  continue  to  pin  my  faith  to  the  com- 
bination of  rest  and  regime,  and  the  use  in 
selected  cases  of  tuberculin,  pneumothorax  and 
heliotherapy. 

Robert  M.  Entwisle,  M.D. 

Secretary. 


REPORT  OF  A METHOD  OF  RESUSCITATION 
IN  ASPHYXIA  NEONATORUM 

Reisler  (Med.  Jourii.  and  Rec.,  Jan.  7,  1925)  advo- 
cates putting  three  or  four  drops  of  aromatic  spirits 
of  ammonia  on  a piece  of  gauze  wrung  out  of  warm 
water ; the  gauze  is  placed  over  the  mouth  of  the 
infant,  mouth  to  mouth  insufflation  is  practiced  at  the 
rate  of  about  thirty  a minute,  being  careful  not  to 
overdistend  the  infant’s  lungs,  and  assisting  expiration 
by  slight  pressure  on  the  chest.  More  ammonia  is 
added  as  insufflation  proceeds,  using  three  to  four 
drops  at  a time. 

RADIUM  AS  A PROPHYLACTIC  AND  CURA- 
TIVE AGENT  IN  RECURRENT  CAR- 
CINOMA OF  THE  UTERUS 

Bailey  (N.  Y.  State  Journ.  Med.,  Dec.,  1924)  con- 
cludes as  follows : In  the  radium  treatment  of  early 
recurrent  cancer  19  per  cent  have  been  well  for  from 
three  to  six  years.  In  those  cases  in  which  radiumi  was 
used  as  a prophylactic  after  hysterectomy  we  have  at 
the  present  time  63  per  cent  well  for  three  years  or 
more.  In  my  opinion  these  results  could  not  have  been 
obtained  without  the  use  of  massive  doses  of  radium 
and  without  thoroughly  irradiating  the  parametrium. 
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CLINICAL  RESULTS  AFTER  IRRADIATION 
OF  CANCER  OF  THE  CERVIX  UTERI 

Schreiner  and  Kress  (N.  Y.  State  Journ.  Med.,  Dec., 
1924)  conclude  as  follows : i.  The  results  in  the  treat- 
ment of  cancer  of  the  cervix  in  the  so-called  operable 
cases  are  as  good  or  better  than  the  surgical  treatment. 
2.  In  farther  advanced  cases  (inoperable)  the  results 
have  surpassed  what  one  could  expect  by  surgical 
treatment.  3.  Cases  far  advanced  have  yielded  pallia- 
tion which  lasted  from  a few  months  to  three  years, 
but  resulted  in  death  from  the  disease. 

IMPETIGO  OF  THE  SCALP 

Herman  Goodman  in  his  epitome  entitled  “Loss  of 
Hair  from  Common  Causes,”  which  recently  appeared 
in  the  Boston  Medical  and  Surgical  Journal  writes:  Im- 
petigo of  the  scalp  differs  little  from  impetigo  else- 
where if  of  the  streptococcic  variety,  or  the  impetigo  of 
Tilbury  Fox.  The  yellow  crust  over  a restricted  moist 
area  rich  in  organisms  of  short  duration  is  readily 
diagnosed.  Impetigo  contagiosa  may  occur  on  an  other- 
wise healthy  scalp,  more  frequently  on  the  irritated 
scalp  with  hairs  infested  with  pediculi  and  their  ova, 
or  on  the  soil  of  a scratched  scalp  of  one  of  the 
itchy  conditions. 

Another  type  of  impetigo  is  that  designated  as 
Bockhardt’s  impetigo,  or  staphylococcic  impetigo.  Ac-, 
cording  to  most  authorities,  the  pustule  of  this  affec- 
tion is  not  preceded  by  a papule  or  vesicle,  but  is  a 
“pustule  d’emblee.”  The  hairs  pierce  the  pustule. 
The  organisms,  as  the  name  implies,  are  of  the 
staphylococcic  rather  than  the  streptococcic  variety,  and 
the  pustule  is  roimded-,  raised,  and  less  than  pea  size. 
Crusts  do  not  form  with  the  readiness  that  they  do  in 
streptococcic  impetigo,  and  contrary  to  Tilbury  Fox’s 
variety,  one  often  sees  the  unruptured  pustule.  Other 
hairy  regions,  as  the  beard,  the  Aighs,  the  axillae,  etc., 
are  subject  to  Bockhardt’s  impetigo.  Further  infec- 
tions as  furuncle,  abscess,  etc.  follow  the  Bockhardt 
impetigo.  The  healed  lesions  of  the  impetigo  of  Bock- 
hardt, as  well  as  the  sequelae  leave  scarred  areas  free 
of  hair.  The  author  names  a number  of  conditions 
leading  to  loss  of  hair  in  affected  patches.  These 
diseases  are  lupus  erythematosus,  folliculitis  decalvans, 
alopecia  cicatrisata,  and  pseudopelade.  What  relation 
exists  between  the  last  three  can  not  be  clearly  given, 
providing  any  exists. 


COMMUNICATION 


REPORT  OF  THE  COMMITTEE  ON  MEDICAL 
EDUCATION  OF  THE  PHILADELPHIA 
COUNTY  MEDICAL  SOCIETY 

November  19,  1924. 

The  Committee  concerned  itself  particularly  with 
the  problem  of  meeting  the  shortage  of  physicians  in 
small  towns  and  rural  communities.  It  seems  that 
there  is  still  room  for  about  one  thousand  more  students 
in  high  grade  medical  schools  (Colwell,  Journal  A. 
M.  A.)  If  these  places  were  filled,  it  would  to  some 
extent  correct  the  existing  trouble.  An  effort  should 
now  be  made  by  Class  A medical  schools  to  enlarge 
their  enrollment  quotas  so  far  as  possible,  so  as  to 
anticipate  a condition  in  which  the  total  combined 
capacities  of  such  schools  would  indeed  be  less  than 
the  total  of  approved  applicants. 

In  stimulating  enrollment  care  should  be  taken  to 
get  as  many  students  from  the  small  towns  and  rural 


districts  as  possible  in  the  hope  that  they  will  return 
there  to  practice,  and  to  discourage  or  to  restrict  if 
need  be  the  increasing  enrollment  from  the  large 
cities. 

Something  might  be  accomplished  by  citizens  of 
small  towns  and  rural  communities  banding  together 
and  paying  the  tuition  of  one  or  more  students  in 
medical  schools,  or  providing  a regular  scholarship 
to  which  a pledge  should  be  attached,  binding  the 
student  to  practice  for  at  least  five  years  in  the  com- 
munity that  sent  him  through  the  medical  school. 

The  Committee  also  deems  it  advisable  for  the 
American  Medical  Association  to  establish  some  sort 
of  clearing  house  plan  for  advising  applicants  desir- 
ing to  enter  Class  A schools  wherein  vacancies  still 
remain  unfilled. 

The  medical  schools  in  the  state  of  Pennsylvania  in 
particular  should  make  an  effort  to  enroll  as  many 
students  as  can  be  taught  satisfactorily.  The  medical 
schools  of  this  state  have  to  care  not  only  for  students 
coming  from  Pennsylvania  and  other  states  and  for- 
eign countries,  but  in  a large  measure  for  those  from 
New  Jersey  and  Delaware,  since  these  two  states 
have  no  medical  schools  of  their  own. 

A large  number  of  physicians  is  required  annually 
to  replace  those  incapacitated  by  disease  or  age  or 
removed  by  death,  while  another  considerable  frac- 
tion has  to  take  care  of  the  increase  in  population 
which  decennially  amounts  in  Pennsylvania  alone  to 
over  a million. 

A greater  flexibility  in  the  curriculum  is  also  de- 
sirable. This  phase  of  the  subject  should  receive 
careful  consideration  on  the  part  of  medical  faculties. 
Council  on  Medical  Education  of  the  American  Medi- 
cal Association  and  state  licensure  boards. 

Respectfully  submitted, 

David  Riesman,  Chairman. 


THE  CONSERVATION  OF  HEARING  IN  THE 
SUPPURATIVE  MIDDLE  EAR  DISEASES  OF 
CHILDHOOD.  Almour  (Med.  Jour,  and  Rec.,  Dec. 
17,  1924)  summarizes  as  follows:  i.  A timely  incision 
in  the  drum,  adequately  performed,  meets  the  indica- 
tions presented  by  a bulging  drum  due  to  an  acute 
purulent  otitis  media.  To  make  multiple  incisions  or 
to  make  repeated  incisions  in  the  drum  tends  to  destroy 
the  function  of  the  membrane  tympani  and  leads  to  a 
subsequent  loss  in  the  acuity  of  hearing.  2.  The  use 
of  suction  in  the  treatment  of  acute  middle  ear  diseases 
produces  no  result  other  than  an  irreparable  loss  of 
tissue  in  the  middle  ear  and  a consequent  diminution  in 
hearing.  3.  An  aural  discharge  of  long  standing  de- 
stroys tissue  in  the  middle  ear  and  mastoid  process. 
Cases  presenting  such  a lesion  should  be  adequately 
treated  before  too  great  a loss  in  hearing  has  occurred. 
4.  The  performance  of  a simple  mastoid  operation  is 
to  be  preferred  to  expectant  treatment  in  acute  suppura- 
tive diseases  of  the  mastoid  process  which  have  appar- 
ently subsided,  but  which  present  a persistent,  profuse 
aural  discharge. 


Dr.  O.  Pine  queries : Was  there  ever  a good  in- 
novation introduced  into  scientific  medicine  that  was 
not  exploited  under  a miscoined  name  by  a new  flock 
of  quacks?  Will  insulin  be  manhandled  as  grossly  as 
massage  has  been? 
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EDITORIALS 


FUNCTIONS  OF  AN  EXECUTIVE 
OFFICER 

Under  this  caption  appears  the  following  in 
the  New  York  State  Journal  of  Medicine  for 
December,  1924.  The  subject  matter  herein 
contained  is  applicable  to  any  state.  It  would 
be  well  for  the  members  of  our  Society  to  read 
the  functions  herewith  given,  and  to  cooperate 
with  the  executive  officer,  230  State  Street,  Har- 
risburg, along  any  or  all  the  suggestions  made. 
It  will  do  much  to  enhance  the  efficiency  of  the 
office. 

What  may  be  the  duties  of  an  executive  officer  of 
the  Medical  Society  of  the  State  of  New  York  is  a 
fair  question,  and  we  are  ready  and  eager  to  receive 
any  suggestions  which  may  be  helpful  in  making  this 
office  an  effective  one. 

Our  first  impression  is  that  he  should  represent  the 
president  or  executive  officers  at  the  county  societies, 
and  help  the  county  societies  develop  as  medical  factors 
and  units  of  the  State  Society. 

He  should  be  familiar  with  every  county  society’s 


problems  and  be  prepared  to  offer  from  his  executive 
experience  advice  and  assistance  in  solving  them. 

He  should  be  familiar  with  the  plans  and  ambitions 
of  all  standing  committees,  and  give  them  assistance 
in  all  matters  which  might  be  too  difficult  to  handle 
individually,  and  to  help  them  coordinate  their  work 
with  the  other  committees  of  other  county  societies  of 
the  state.  ^ 

In  order  to  insure  his  greater  usefulness  to  all  com- 
mittees, he  should  not  assume  too  much  detail  in  the 
work  of  any  committee,  but  should  refer  that  to  its 
own  members. 

He  should  serve  as  the  society’s  representative  to 
keep  it  informed  concerning  all  things  medical  trans- 
piring within  the  state. 

He  or  his  office  should  at  all  times  be  available  to 
advise  those  within  the  Society  who  may  have  prob- 
lems for  solution,  whether  they  be  within  or  without 
the  Society,  and  to  direct  to  the  proper  persons  or  com- 
mittees, the  medical  profession  or  lay  bodies  who  may 
have  matters  to  be  considered. 

He  should  assist  and  cooperate  with  the  editorial 
staff  in  increasing  the  value  of  the  State  Journal,  and 
aid  them  in  making  it  the  medium  of  exchange  be- 
tween the  county  society  and  the  State  Society,  and  by 
publishing  in  its  columns  accounts  of  all  medical  activi- 
ties or  problems  bearing  upon  medical  practice  that 
come  within  his  sphere. 

He  should  inform  himself  of  the  medical  conditions 
in  all  sections  of  the  state  and  should  stimulate  and 
support  such  measures  as  the  State  Society  may  adopt, 
or  that  a county  society  may  advance  for  its  own  bet- 
terment, or  the  improvement  of  medical  practice  or 
public  health  within  its  own  jurisdiction. 


WISCONSIN  MEDICAL  JOURNAL 

The  State  Medical  Society  of  Wisconsin  is- 
sued in  January,  1925,  its  second  annual  lay 
issue.  This  is  a new  and  novel  method  of  com- 
bining a state  journal,  which  is  usually  supposed 
to  be  scientific  in  character  only,  and  a lay  type 
of  a medical  journal. 

However,  the  movement  is  commendable  pro- 
vided the  management  is  able  to  finance  and 
publish  sufficient  numbers  to  reach  those  of  the 
state  who  would  profit  by  receiving  that  issue 
of  the  Journal. 

We  desire  to  congratulate  the  Editor  and  edi- 
torial board  of  the  Wisconsin  Medical  Journal 
upon  its  second  annual  number.  It  is  attractive 
and  contains  some  splendid  reading  not  only 
for  the  nonmedical  individual  of  the  state,  but 
also  for  the  members  of  the  medical  profession. 


HYPERTHYROIDISM 

The  harrowing  picture  of  hyperthyroid  death, 
fortunately  a rare  thing  in  this  day  and  time, 
always  reminds  us  of  our  lack  of  knowledge 
regarding  the  exact  cause  of  its  production.  The 
etiology  of  goiter  being  unknown,  the  mecha- 
nism of  exophthalmic  goiter  death  is  far  from 
perfectly  understood.  The  outstanding  feature 


390 


THE  ATLANTIC  MEDICAL  JOURNAL 


March,  1925 


presented  in  the  final  phase  of  hyperthyroidism 
is  tachycardia  which  becomes  so  marked  as  to 
render  the  pulse  entirely  uncountable  and  is  usu- 
ally associated  with  and  preceded  by  auricular 
fibrillation.  The  temperature  ma}^  rise  slightly 
(it  is  rarely  high),  while  uncontrollable  restless- 
ness with  delirium  and  stupor  complete  the  pic- 
ture. The  basal  rate  in  hyperthyroidism,  when 
so  severe  as  to  cause  death,  must  be  very  great 
but  so  far  no  one  has  ever  determined  it  with 
accuracy. 

In  all  probability  the  symptoms  presented  at 
this  time  are  largely  the  result  of  the  increased 
rate.  That  the  gland  in  exophthalmic  goiter  is 
in  a state  of  increased  and  perhaps  j^er verted 
activity  is  an  accepted  explanation  of  the  greatly 
increased  metabolism  and  the  other  details  of 
the  picture  of  “hyperthyroidism.”  That  the 
thyroid  is  but  one  of  the  glands  of  internal 
secretion  involved  in  Grave’s  disease  is  accepted, 
but  in  what  manner  the  others  are  involved  is 
yet  to  be  demonstrated.  In  the  condition  under 
consideration  (toxic  thyroid  death)  the  symp- 
toms seem  greatly  out  of  proportion  to  the  post- 
mortem findings,  for  the  latter  are  usually  strik- 
ingly meager.  That  death  is  not  due  to  heart 
failure  has  been  pointed  out  by  Wilson  and  Wil- 
lius ; yet  the  cardiac  symptoms  presented  by  the 
patient  all  suggest  myocardial  involvement,  or 
what  is  more  probable,  profound  derangement 
of  the  heart’s  intrinsic  nervous  mechanism. 
Whether  the  syndrome  is  a result  of  the  pro- 
found metabolic  drive  or  is  the  result  of  specific 
action  upon  the  cardiac  nervous  mechanism  or 
the  myocardium  itself  is  a question  yet  to  be 
elucidated. 

We  have  long  considered  double  ligation  of 
the  superior  vessels  but  a preparatory  operation 
and  a make-shift  if  alone  depended  on,  and  we 
were  formerly  taught  that  a thyroidectomy 
should  invariably  follow,  or  else  there  was 
strong  likelihood  of  recurrence  of  the  trouble. 
This  is  true  in  most  instances,  especially  with 
adults ; yet  we  are  beginning  to  realize  that  the 
rule  should  not  be  laid  down  too  dogmatically, 
especially  for  young  patients.  A markedly  toxic 
girl  may  be  completely  relieved  by  a double 
ligation,  while  such  a patient  may  be  plunged 
into  a state  of  marked  hypothyroidism  if  the 
ligation  is  followed  by  the  usual  thyroidectomy. 
The  ligation  is  an  index,  not  only  of  the  pa- 
tient’s ability  to  endure  operative  shock,  but  is 
an  invaluable  index  of  the  gland’s  activity.  A 
young  girl  whose  health  is  fully  reestablished 
by  a ligation  and  whose  basal  metabolism  drops 
to  a normal  level  and  remains  so,  should  not  be 
subjected  to  a thyroidectomy,  although  such  a 
patient  should  be  carefully  watched  and  repeated 


examinations  with  basal  determinations  made 
for  two  to  three  years.  A certain  number  of 
these  patients  will  recpiire  resection  of  the  gland 
but  many  will  escape  it.  My  attitude  in  this 
regard  has  changed  somewhat  in  ten  years,  for 
one  learns  much  from  the  study  of  niany  hun- 
dreds of  cases  of  this  curious  and  protean 
disease. 

lodin  has  been  strongly  advocated  as  a sub- 
stitute for  ligation  by  Plummer,  and  the  recent 
experiences  of  the  Mayo  Clinic  staff  would 
seem  to  prove  the  efficacy  of  this  treatment. 
However,  I feel  that  to  put  a patient  (especially 
a young  patient)  on  Lugol’s  solution  for  ten 
days  or  two  weeks  and  then  subject  her  to  a 
routine  thyroidectomy  is  unwise,  for  in  many 
instances,  too  much  will  be  done  and  a state  of 
hypothyroidism  result.  lodin  will  aid  in  lower- 
ing the  metabolic  rate,  but  the  ligation  does  the 
same  thing  and  more  definitely,  and  what  is  of 
vastly  greater  importance,  will  also  indicate  very 
accurately  whether  or  not  further  surgery  is 
necessary.  H.  L.  F. 


PERTUSSIS  VACCINE 

The  profession  always  is  interested  in  any 
form  of  treatment  that  will  alleviate  the  dis- 
tressing symptoms  of  whooping  cough.  The 
New  York  State  Journal  of  Medicine  for  De- 
cember, 1924,  has  a report  of  the  results  sub- 
mitted by  two  health  officers  of  the  state.  One 
report  concludes  as  follows : 

“In  conclusion  it  may  be  said  that  pertussis 
vaccine  administered  in  large  dosage  at  two  or 
three  day  intervals  is  a valuable  prophylactic 
and  therapeutic  agent  in  the  catarrhal  stage  of 
the  disease.  If  results  are  to  be  obtained  after 
the  development  of  the  second  stage,  probably  a 
very  intensive  treatment  will  have  to  be  used, 
i.  e.,  increasingly  large  doses  from  500  to  16,000 
million  bacilli  administered  every  other  day.” 

In  the  other  report,  the  health  officer  ex- 
presses the  belief  that  we  underestimate  the 
value  of  pertussis  vaccine.  He  claims  excellent 
results  both  in  preventing  and  curing  the  dis- 
ease, and  advocates  its  use  “in  larger  doses  and 
more  frequently  than  usually  recommended.” 


THE  DERMATOLOGICAL  SECTION  AT 
THE  COMING  HARRISBURG  SESSION 

The  Board  of  Trustees  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  authorized 
the  formation  of  a new  section  to  be  known  as 
the  Section  on  Dennatology.  The  Committee 
on  Scientific  work  arranged  three  periods  of 
one  hour  each  on  Tuesday  afternoon,  October 
6th,  1925,  for  the  meeting  of  the  section  at  the 
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Seventy-fifth  Annual  Session  of  the  society  in 
Harrisburg.  Dr.  William  S.  Guy,  of  Pitts- 
burgh has  been  elected  chairman  of  the  section, 
and  Dr.  J.  V.  Klauder,  of  Philadelphia,  secre- 
tary. 

As  explained  in  the  January  issue  of  this 
Journal,  the  Committee  on  Scientific  Work  has 
arranged  a program  along  the  lines  of  an  inten- 
sive postgraduate  course.  The  program  of  the 
Section  on  Dermatology  has  been  arranged  to 
conform  with  this  plan,  and  with  the  high  stand- 
ard of  program  arranged  for  the  meeting — the 
Diamond  Jubilee  Program. 

Three  common  diseases  have  been  selected  as 
subjects  for  presentation,  cutaneous  cancer, 
eczema  and  syphilis,  one  subject  for  each  one- 
hour  period.  Different  aspects  of  the  same  sub- 
ject will  be  covered  by  three  different  essayists 
to  each  subject,  so  that  the  entire  subject  will 
be  fully  covered.  The  essayists  are  physicians 
well  known  in  their  specialties. 

The  symposium  on  eczema  will  concern  the 
various  aspects  of  adult  and  infantile  eczema, 
its  etiology  and  treatment.  A pediatrician  will 
discuss  his  view  of  infantile  eczema  and  an  in- 
ternist will  discuss  his  views  of  the  etiology  of 
eczema.  The  older  view  that  eczema  was  an 
expression  of  a gouty,  arthritic  and  other  forms 
of  diathesis,  or  the  neurotic  theory  which  main- 
tained that  eczema  was  of  nervous  origin,  or 
the  bacterial  infection  theory,  do  not  satisfac- 
torily explain  the  phenomena.  Much  research 
looking  directly  toward  the  etiology  of  eczema 
has  been  conducted  in  recent  years.  Experi- 
mental and  biochemical  studies  have  been  carried 
out  to  determine  conditions  which  alter  the 
irritability  of  the  skin  which  is  the  underlying 
factor  in  eczema.  In  addition,  much  evidence 
has  been  brought  forth  to  show  that  eczema  is 
a sensitization  phenomenon.  These  modern 
views  will  be  discussed  in  the  symposium  on 
eczema  and  in  addition  the  modern  methods  in 
treatment  will  be  fully  covered ; for  example, 
the  status  of  cutaneous  tests  with  food  antigens 
and  nonspecific  protein  therapy. 

The  symposium  on  cutaneous  cancer  will  be 
conducted  principally  with  lantern  slides  and 
will  show  the  precancerous  skin  lesions  and 
types  of  skin  cancer.  Early  diagnosis  and  the 
modern  treatment  of  skin  cancer  will  also  be 
considered.  The  status  of  surgery,  radium, 
x-ray  and  electrofulguration  will  be  discussed,  as 
well  as  the  choice  of  these  methods  in  treatment ; 
for  example,  cancer  of  the  lip  with  glandular 
involvement,  of  the  lower  eye  lid,  and  a rodent 
ulcer  with  involvement  of  bone. 

The  activity  in  the  study  of  syphilis,  of  diag- 
nostic tests  for  it,  and  of  treatment  for  it  contin- 


ues. Of  the  most  notable  advances  in  diagnosis 
and  therapy  of  syphilis  mention  may  be  made  of 
the  Kolmer  modification  of  the  Wassermann 
test,  the  Kahn  precipitation  test,  the  employment 
of  bismuth  as  a spirocheticidal  drug,  the  use 
of  tryparsamid  and  of  sulpharsphenamin,  the 
employment  of  nonspecific  protein  therapy  in 
conjunction  with  spirocheticidal  drugs  in  the 
treatment  of  neurosyphilis,  the  treatment  of 
paresis  by  an  intercurrent  infection — malaria, 
or  relapsing  fever,  inoculating  with  Spirochseta 
duttoni.  The  symposium  on  syphilis  will  include 
the  presentation  of  three  practical  subjects  con- 
cerning this  disease,  which  will  cover  some  of 
the  important  advances  in  diagnosis  and  treat- 
ment. J-  V.  K. 


THE  AUTOMOBILE 

This  year  marks  the  silver  jubilee  of  the 
automobile  industry. 

The  advent  of  the  gasoline  propelled  vehicle 
has  resulted  in  radical  changes  in  the  life  and 
work  of  the  physician.  Because  of  improved 
roads  nearly  all  physicians  are  able  to  operate 
their  automobiles  during  the  most  severe  weath- 
er, although  here  and  there  some  of  them  are 
compelled  to  resort  to  the  old  saddle  bag  fash- 
ion for  a short  time  during  a spell  of  severe 
winter  weather.  The  physical  wear  and  tear  on 
the  physician  has  been  greatly  lessened  by  rea- 
son of  ability  to  perform  his  daily  work  in  a 
shorter  time  and  with  a lessened  expenditure  of 
physical  energy,  thus  permitting  relaxation  of 
body  and  of  mind,  and  affording  enjoyment  of 
his  family  and  friends  proportionately. 

The  closed  car  adds  to  the  comfort  and  con- 
venience of  the  doctor,  thus  promoting  his 
health  and  surely  lengthening  life  by  the  less- 
ened frequency  and  severity  of  cold  and  ex- 
jx)sure. 

The  social  life  of  the  physician  has  also  been 
enhanced  in  affording  opportunity  to  get  quickly 
to  places  of  entertainment.  In  keeping  with 
this  convenience  to  the  doctor,  the  telephone 
service  has  added  to  his  ability  to  meet  promptly 
all  calls,  especially  for  emergency  work. 

The  character  of  the  physician’s  practice  like- 
wise has  become  considerably  altered  since  the 
advent  of  the  automobile.  Tetanus  is  on  the 
decrease,  some  of  this  good  feature  being  doubt- 
less due  to  the  lessened  number  of  horses  on  the 
roads,  and  to  the  improved  highways.  It  may 
be  that  the  grease  and  oil  on  the  roadbed  from 
the  automobile  traffic  may  also,  to  some  extent, 
act  as  a preventive  of  the  disease.  Head  injur- 
ies, especially  fractures  of  the  skull,  have  also 
shown  an  enormous  increase  in  frequency,  this 


392 


THE  ATLANTIC  MEDICAL  JOURNAL 


March,  1925 


being  coupled  with  lacerations  and  fractures  of 
other  parts  of  the  body  incident  to  automobile 
accidents.  Carbon  monoxid  poisoning  with  its 
train  of  toxic  symptoms,  sometimes  slow  in 
onset  and  eluding  detection  of  the  cause,  will 
account  for  many  cases  of  headache,  anemia, 
and  ill-health  with  loss  of  working  capacity 
among  those  who  work  around  automobiles, 
such  as  chauffeurs,  repair  men,  salesmen,  and 
others. 

Automobile  driving  or  riding  has  an  effect 
upon  everyone  to  a greater  or  less  extent,  as 
shown  by  the  nervous  tension  of  the  driver  both 
on  the  front  and  back  seats.  This  exerts  a 
baneful  influence  on  our  citizenship  in  general, 
as  the  American  people  are  already  a very  high- 
strung  nation  and  nearly  everyone  is  subject  to 
exhaustion  of  nervous  energy  without  taking 
time  for  or  making  provision  for  restoration  of 
the  nervous  tonus  by  a sufficient  rest  period  by 
day  or  by  night,  or  in  the  taking  of  real  vaca- 
tions for  the  purpose  of  re-creation. 

As  time  progresses,  these  few  and  slight  draw- 
backs will  be  corrected  and  overcome,  while  the 
benefits  of  the  automobile  to  the  physician  will 
work  for  his  further  improvement  and  profit. 
No  one  would  want  to  return  to  the  pre-auto- 
mobile days,  but  all  of  us  should  work  together 
for  the  proper  adjustment  of  this  pleasure  and 
convenience  to  our  ultimate  good.  A.  C.  M. 


ADENOMYOMA  OF  THE  UTERUS 

Adenomyoma  of  the  uterus  is  a myoma  plus 
glandular  tissue.  This  condition  comprises  ap- 
proximately 5 to  6 per  cent  of  all  myomata  and 
is  of  importance  as  it  is  frequently  not  diagnos- 
ticated before  operation  or  even  during  the 
operative  procedure. 

The  presence  of  adenomyoma  is  not  uncom- 
monly productive  of  a difficult  hysterectomy,  on 
account  of  its  tendency  to  cause  the  formation 
of  dense  adhesions  or  because  of  a direct  exten- 
sion of  the  adenomyomatous  tissue  to  adjacent 
organs.  This  may  happen  when  the  growth  is 
subperitoneal.  The  operator  may  be  unaware 
that  he  is  dealing  with  a condition  which  is  more 
complicated  than  a simple  myoma,  hence  may 
lacerate  the  rectum  or  encounter  troublesome 
bleeding.  It  is  one  of  the  commonest  causes  of 
a tearing  of  the  rectum  and  consequently  of 
many  fatalities. 

In  the  adenomyoma  there  is  a penetration  of 
the  glands  of  the  uterine  mucosa  into  the  myoma- 
tous tissue,  and  these  downward  growths  branch 
in  all  directions.  This  gives  rise  to  islands  of 
mucous  membrane  scattered  diffusely  through- 
out the  tumor,  which  are  identical  with  that 


lining  the  uterine  cavity.  The  direct  connection 
of  this  aberrant  glandular  tissue  with  that  of 
the  uterine  cavity  can  usually  be  established  in 
each  case. 

The  etiology  of  adenomyoma  has  not  been 
definitely  established.  Previous  pregnancy  does 
not  appear  to  have  a bearing.  It  occurs  most 
frequently  between  the  ages  of  thirty  and  sixty, 
in  this  corresponding  approximately  to  the  can- 
cer age.  Cullen  believes  that  the  diffuse  my- 
omatous growth  is  the  primary  factor  and  that 
the  uterine  mucosa  flows  into  the  chinks  of  the 
myoma  and  from  there  continues  its  irregular 
growth. 

The  symptoms  complained  of  by  those  who 
are  suffering  from  adenomyoma  are  as  follows : 
Painful  and  profuse  menstruation;  nearly  all 
have  menorrhagia.  At  first  the  excessive  flow 
is  a lengthening  of  the  normal  period.  Later, 
however,  there  may  be  metrorrhagia  or  the 
bleeding  may  exceptionally  become  almost  con- 
tinuous, with  the  expulsion  of  many  clots. 
Characteristically,  though,  the  bleeding  is  a 
lengthening  of  the  period.  Pain  in  the  lower 
abdomen  and  back  is  sometimes  severe  and  con- 
tinuous. The  uterus  is  tender  to  pressure. 
Dysuria  is  frequently  complained  of  as  well  as 
leucorrhea.  In  long-standing  cases  there  is  gen- 
eral debility,  due  to  the  excessive  bleeding,  and 
pain.  The  uterine  mucosa  shows  nothing  ab- 
normal except  that  it  may  be  somewhat  thick- 
ened. 

When  the  above  symptomatology  is  kept  in 
mind,  a provisional  diagnosis  can  often  be  made 
preoperatively,  particularly  when  on  vaginal  ex- 
amination, one  finds  an  enlarged  firm  and  no- 
dular uterus  which  is  quite  tender  to  pressure 
and  firmly  fixed. 

Postoperatively  the  diagnosis  may  be  clear, 
provided  the  uterus  is  opened,  when  the  mucosa 
can  in  some  cases  be  seen  dipping  down  into  the 
uterine  musculature.  Microscopically  the  diag- 
nosis is  easy,  as  the  branching  glands  and  islands 
are  readily  observed. 

The  prognosis  is  good,  as  the  growth  is  be- 
nign. 

The  treatment  is  operative,  since  no  palliative 
measures  are  of  any  avail.  A supravaginal 
hysterectomy  is  the  operation  of  choice.  Occa- 
sionally the  growth  involves  the  rectovaginal 
septum  and  adds  greatly  to  the  difficulties  of  the 
operation,  it  being  even  necessary  at  times  to 
leave  a portion  of  the  tumor  attached  to  the 
rectum,  rather  than  to  risk  its  complete  extirpa- 
tion. Extension  to  the  broad  ligaments,  as  well 
as  dense  adhesions  to  the  pelvic  wall  constitute 
difficulties  in  a certain  number  of  cases. 

W.  E.  H. 


March,  1925 

COUNTY  SOCIETIES  AS  INSTRUCTORS 
IN  MEDICINE 

The  general  scheme  of  utilizing  the  State 
Medical  Society  as  an  instrument  of  systematic 
instruction  to  its  members  is  very  commendable 
and  the  Committee  on  Scientific  Work  is  to  be 
congratulated  on  this  new  venture. 

Inasmuch  as  the  State  Society  meets  only  once 
a year,  it  would  seem  that  the  county  societies 
could  also  arrange  for  systematic  courses  of 
instruction  for  their  members.  The  practica- 
bility of  such  an  arrangement  is  to  be  tried  out 
during  the  ensuing  year  by  the  Montour  County 
Medical  Society.  The  two  hospitals  within  its 
district  are  well  known  for  the  services  which 
they  are  rendering  to  the  community  in  their 
respective  lines.  The  wealth  of  clinical  material 
in  these  two  institutions  has  been  placed  at  the 
disposal  of  the  Society  and  its  members,  to  be 
used  in  such  a jx)stgraduate  scheme  of  teaching 
as  they  may  elect.  The  success  or  failure  of  the 
venture  will  not  rest  with  the  officers  of  the 
respective  hospitals,  but  entirely  with  the  mem- 
bers of  the  Society  and  the  physicians  in  the 
community  at  large  who  are  in  close  proximity 
to  the  institutions. 

The  program  for  the  ensuing  year  is  as  fol- 
lows : The  Society  meets  monthly.  Three  busi- 
ness and  social  meetings  automatically  consume 
three  sessions.  Of  the  remaining  sessions  a 
meeting  each  will  be  devoted  to  eye,  ear,  nose 
and  throat ; surgery ; medicine ; pathology ; 
mental  and  nervous  diseases ; obstetrics  and 
gynecology;  and  pediatrics.  The  programs  for 
these  meetings  will  be  prepared  by  recognized 
specialists.  One  clinic  each  will  be  presented  by 
the  two  hospitals.  The  May  and  June  meetings 
will  be  utilized  for  these  purposes.  Distin- 
guished visitors  will  conduct  these  clinics.  The 
general  program  will  also  provide  for  distin- 
guished visitors  from  the  Medical  Society  of  the 
State  of  Pennsylvania — President,  President- 
Elect,  District  Councilor  and  Executive  Secre- 
tary. A cordial  invitation  is  extended  to  mem- 
bers of  the  adjacent  counties  to  attend  all  of 
these  meetings. 

For  those  societies  who  are  less  fortunate  in 
the  hospitals  within  their  district,  tentative  plans 
can  be  arranged  by  their  members,  for  in  each 
community  there  are  those  who  are  interested  in 
various  phases  of  medicine  and  who  once  a 
month  can  combine  and  present  programs  of 
real  interest  to  their  fellow  practitioners. 

J.  A.  J. 
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THE  PHYSICIAN;  WHAT  IS  HE? 

More  and  more  the  newspapers  are  confusing 
the  titles  “doctor”  and  “physician.”  Consider- 
ing the  haste  in  which  newspapers  are  gotten 
out  perhaps  this  may  sometimes  be  excusable ; 
but  when  this  confusion  is  augmented  by  the 
indiscriminate  use  of  the  term  in  court  deci- 
sions, the  matter  seems  to  be  going  too  far. 

In.  the  recent  case  of  A.  N.  Mittleman  of 
Westmoor,  whose  prosecution  was  directed  by 
the  Luzerne  County  Medical  Society,  and  who 
pleaded  guilty  of  practicing  medicine  without  a 
state  license,  Judge  Fuller,  of  Wilkes-Barre, 
Luzerne  County,  is  quoted  by  a newspaper  as 
follows : 

“The  defendant  has  pleaded  guilty  on  the  charge  of 
medical  and  surgical  practice  without  having  first  re- 
ceived a certificate  of  licensure  from  the  proper  state 
bureau,  contrary  to  the  act  of  June  3,  1911,  P.  L.  639, 
under  penalty  on  first  offense  of  not  more  than  $500 
fine  and  not  less  than  six  months  in  prison. 

“Considering  the  dangerous  possibility  of  such  a 
practice,  without  the  assurance  of  qualification  which 
licensure  would  afford,  the  punishment  prescribed  is 
very  moderate,  and  ordinarily  should  be  imposed  with 
rigor. 

“In  this  case,  however,  the  defendant  is  a young  man 
of  previous  good  character,  with  a wife  and  ch  id,  and 
with  at  least  four  years  of  medical  [?]  study  before 
undertaking  to  practice,  no  patient  complains  of  harm 
done  by  his  ministration,  and,  according  to  his  uncon- 
tradicted testimony,  he  ceased  four  months  ago  to 
carry  on  his  illicit  vocation. 

“We  are  advised  that  this  is  the  first  prosecution  of 
the  kind  in  this  county,  and  so  the  necessity  of  being 
severe  is  not  as  urgent  as  it  would  otherwise  be. 

“Consequently  we  are  led  to  suspend  sentence  during 
good  behavior  upon  condition  that  he  pay  the  costs, 
together  with  $100  for  such  disposition  as  the  court  may 
deem  proper,  and  abstain  entirely  from  the  prohibited 
practice,  with  a sharp  warning  that  upon  breach  of  this 
condition  he  will  be  sentenced  to  the  limit  which  the 
law  allows.'’ 

According  to  newspaper  reports,  “The  de- 
fendant told  Judge  Fuller  that  he  graduated  in 
the  Plains  High  School  when  he  was  17  years 
of  age  and  that  he  then  entered  Medico-Chi. 
College  in  Philadelphia  for  medical  training. 
He  said  he  attended  this  college  for  two  years, 
from  1918  to  1920,  and  when  Medico-Chi. 
'merged  zunth  the  Philadelphia  School  of  Oste- 
opathy [?]  he  took  up  this  course  for  a period 
of  two  years. 

“Dr.  Mittleman  said  that  the  medical  course 
was  of  four  years’  duration,  and  that  when  he 
entered  the  School  of  Osteopathy  he  was  given 
two  years’  credit  and  that  he  graduated  in  the 
course  in  IQ20.  He  said  he  took  the  State 
Board  examination  several  times  and  failed,  but 
despite  the  failure  admitted  that  he  began  prac- 
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ticing  medicine  in  Plains,  Hudson  and  Miner’s 
Mills.”  [The  italics  are  ours.] 

Considering  the  error  in  the  statement  that 
Medico-Chi.  merged  with  the  Philadelphia 
School  of  Osteopathy,  it  is  to  be  hoped  that 
there  is  also  an  error  in  the  report  of  Judge 
Fuller’s  order  wherein  it  is  said  that  the  defend- 
ant had  “at  least  four  years  of  medical  study 
before  starting  to  practice.” 

The  tiile  of  Doctor  seems  to  have  little  sig- 
nificance any  more,  since  it  may  be  applied  to 
the  Osteopath,  the  Chiropractor,  the  Optome- 
trist, and  a vast  army  of  less  well  known  but 
insufficiently  qualified  practitioners  of  the  heal- 
ing art.  It  is  therefore  of  real  importance  that 
the  Doctor  of  Medicine  be  careful  always  to 
distinguish  himself  by  his  degree  of  M.D. 
rather  than  merely  by  the  meaningless  title  of 
Doctor. 


PLEURISY  OR  PNEUMONIA  SIMU- 
LATING APPENDICITIS 

Confusion  of  diseases  of  the  respiratory  sys- 
tem with  appendicitis  is  more  apt  to  occur  in 
children,  because  they  are  subject  to  extremely 
sharp  reactions.  Thus,  for  example,  pneumonia 
may  be  mistaken  for  this  abdominal  affection. 
A child  is  taken  with  fever,  vomiting  and  pain, 
localized  in  the  right  side  of  the  abdomen,  usu- 
ally in  the  lower  quadrant ; but  in  a few  days 
one  will  detect  localized  dullness  in  the  right 
lung,  showing  that  in  reality  the  case  is  one  of 
pneumonia.  Pleurisy  may  be  accompanied  by 
abdominal  symptoms  which  give  rise  to  the  diag- 
nosis of  appendicitis. 

Mistakes  of  this  kind  are  more  frequent  than 
one  would  be  inclined  to  believe.  One  writer 
alone  has  reported  13  cases  in  which  surgical 
interference  for  appendicitis  was  resorted  to 
when  in  reality  the  cases  were  pneumonia.  The 
appendix  always  was  found  normal.  This  in  it- 
self in  such  cases,  should  arouse  suspicion,  and 
the  right  chest  should  be  carefully  watched  for 
pathology. 

Certain  pleurisies  with  a very  marked  reaction 
may  give  rise  to  similar  confusion,  and  for  this 
reason  one  should  be  very  careful  not  to  rely 
too  much  on  McBurney’s  point  as  a diagnostic 
indication,  because  a careful  general  examination 
will  reveal  the  true  nature  of  the  affection.  The 
precaution  is  all  the  more  necessary,  because 
when  not  followed,  one  is  exposed  to  serious 
mistakes  and  the  performance  of  a useless  sur- 
gical operation.  Then  too  there  is  the  morbidity 
and  mortality  to  be  considered. 


SEXUAL  INSTRUCTION  OF  THE 
YOUNG 

The  sexual  instruction  of  the  young  no  doubt 
still  is  neglected,  though  there  is  much  more  at- 
tention paid  to  it  in  high  schools  than  formerly 
was  thought  proper.  The  question  is  still  de- 
batable whether  such  instruction  should  be  given 
in  schools  of  grammar  grades  or  high  schools. 
Private  institutions  surely  should  share  their 
responsibility  in  this  matter.  It  is  often  stated 
that  such  instruction  is  in  the  province  of  the 
parents,  but  aside  from  the  almost  universal 
ignorance  of  these  matters  among  laymen,  it  is 
extremely  difficult  if  not  impossible  for  parents 
to  deal  with  such  tabooed  subjects  in  conversa- 
tion with  their  own  children.  Yet,  how  much 
better  is  it  for  children  to  receive  proper  instruc- 
tion than  to  be  misguided  by  the  disastrous  in- 
formation heard  in  the  schoolyards  and  on  the 
streets. 

Since  the  World  War  the  schools,  the 
churches  and  the  lay  press,  have  been  more  ac- 
tive in  the  cause  of  the  proper  sexual  instruction 
of  the  young,  as  it  is  the  only  way  that  will  tend 
to  reduce  venereal  diseases.  There  is  more 
venereal  infection  to-day  among  virtuous  wives 
than  among  professional  prostitutes.  The  pub- 
lic, however,  does  not  realize  this. 

The  initiative  in  this  instruction  must  be  taken 
by  school  teachers  and  physicians.  Unfortu- 
nately the  teachers  themselves  have  imbibed  an 
immense  amount  of  false  information  from 
quack  advertisements  thrust  upon  their  attention, 
and  the  work  of  rectifying  the  present  evil  neces- 
sarily falls  upon  the  medical  profession.  We 
should  see  that  teachers  are  advised  that  litera- 
ture bearing  upon  this  subject  may  be  procured 
from  the  American  Medical  Association  and  the 
United  States  Public  Health  Service. 


TREATMENT  OF  LIME  BURN  OF  THE  EYE 

Otto  Barkan  and  Hans  Barkan,  San  Francisco  (Jour- 
nal A.  M.  A.,  Nov.  15,  1924),  review  the  literature  of 
attempts  to  clear  the  cornea  following  lime  burns  of  the 
eye.  They  recommend  clearing  such  opacities  with  a 
solution  of  neutral  ammonia  tartrate,  a procedure  which 
is  effective  but  safe  only  in  the  hands  of  a specialist. 
The  early  treatment  of  lime  burn  should  be  immediate 
rinsing  out,  lids  apart,  with  a stream  of  cold  water  at 
the  site  of  the  injury. 


ADENOIDS  IN  INFANCY.  Carter  (Med.  Journ. 
and  Rec.,  Dec.  17,  1924)  urges  early  treatment;  no 
anesthetic  is  used ; the  child  is  wrapped  in  a sheet,  and 
held  by  an  assistant  in  his  arms,  the  head  of  the  child 
resting  on  his  shoulder.  One  sweep  is  made  with  a 
very  small  Gottstein  curette. 
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THE  FEBRUARY  BOARD  MEETING 

The  February  meeting  of  the  Board  of  Trus- 
tees was  held  at  the  jjermanent  ciuarters  of  the 
Society,  230  State  St.,  Harrisburg,  the  first 
Tuesday  in  February.  Reports  were  received 
from  officers,  councilors  and  chainnen  of  the 
three  standing  committees  of  the  Board. 

The  report  of  the  auditor  for  the  fiscal  years 
1923  and  1924  was  received  and  approved. 

The  Medical  Legislative  Conference  of  Penn- 
sylvania was  authorized  to  issue  such  calls  to 
members  of  the  Society  for  aid  in  influencing 
legislation  as  the  Conference  believes  may  be 
necessary  from  time  to  time. 

Upon  recommendation  of  Chairman  Sinionton 
of  the  Committee  on  Scientific  Work,  an  addi- 
tional sum  of  $300  was  granted  for  the  extra 
features  incident  to  the  scientific  program  in 
celebration  in  1925  of  the  Society’s  Seventy- 
fifth  Annual  Meeting. 

The  Board  approved  of  President  Henry’s 
plan  to  make  a survey  and  a report  of  the 
existing  conditions  in  the  Mental  Hospitals  of 
the  State. 

The  Board  adjourned  to  meet  the  first  Tues- 
day in  May,  1925. 


CANDIDATES  FOR  THE  1925  HONOR 
ROLL 

On  February  20,  1925,  this  office  had  re- 
ceived the  annual  assessment  of  3,784  members ; 
on  the  same  day,  1924,  of  3,432;  on  the  same 
day,  1923,  of  3,071  members ; on  the  same  day, 
1922,  of  2,273  members. 


The  percentage  of  1925  dues  received  at  this 
office,  February  20th,  from  certain  county  medi- 
cal societies  is  herewith  indicated : Wyoming — 
100%  ; Clinton — 100%  ; Adams — 100%  ; Clar- 
ion— 97%  ; Greene — 97%  ; Monroe — 94%  ; 

Montour — 91%;  Huntingdon — 84%;  Mont- 

gomery— 80%  ; Washington — 80%  ; Delaware 
— 79%  ; Columbia — 78%  ; Susquehanna — 78%  ; 
Center — 75%  ; Northumberland — 74%  ; Union 
— 73%  ; McKean — 70%  ; Mifflin — 70%  ; York — 
70%  ; Mercer — 68%  ; Lycoming— ^7%  ; Potter 
— 67%  ; Somerset — 66%  ; Armstrong — 65%  ; 
Allegheny — 64%  ; Franklin — 64%  ; Fayette — 
63%  ; Jefferson — 63%  ; Erie — 60%  ; Lebanon — 
60%  ; Dauphin — -58%  ; Cambria — 56%  ; Lehigh 
— 55%  ; Philadelphia  — 55%  ; Elk  — 52%  ; 
Clearfield  53%. 

Members  of  the  various  component  county 
medical  societies  who  have  not  already  paid 
their  1925  dues  are  reminded  of  the  fact  that 
unless  their  dues  are  paid  in  time  to  be  remitted 
to  this  office  March  31st,  they  will  for  all  time 
be  deprived  of  medical  defense  protection  in 
suits  that  may  be  brought  alleging  malpractice 
occuring  between  December  31,  1924,  and  the 
date  of  the  payment  of  their  delinquent  1925 
dues. 


PAYMENT  OF  PER  CAPITA  ASSESSMENT 

The  following  payment  of  per  capita  assessment  has 
been  received  since  January  i6th.  Figures  in  first 
column  indicate  county  society  numbers ; second  col- 
umn, State  Society  numbers ; 


Jan.  17 

Lancaster 

2- 1 1 

1434-1443 

$50.00 

Northampton 

24-27 

1444-1447 

20.00 

Lehigh 

4-15 

1448-1459 

60.00 

19 

Armstrong 

1-34 

1460-1493 

170.00 

Clinton 

25 

1494 

500 

Perry 

1-7 

149S-1501 

3500 

Mercer 

22 

1502 

500 

Montour 

14-18 

1503-1507 

2500 

20 

York 

42-49 

1508-1515 

40.00 

Butler 

14-20 

1516-1522 

3500 

Huntingdon 

22-24 

1523-1525 

1500 

Venango 

4-9 

1526-1531 

30.00 

21 

Center 

1-4 

1532-1535 

20.00 

Delaware 

37-51 

1536-1550 

75.00 

Clarion 

16-24 

1551-1559 

45.00 

Potter 

1-4 

1560-1563 

20.00 

Fayette 

43-63 

1564-1584 

105.00 
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Jan.  21 

Erie 

17-25 

29-31 

1585-1596 

60.00 

22 

Mercer 

23 

1597 

5-00 

Bradford 

16-18 

1598-1600 

1500 

Montour 

19 

1601 

500 

Columbia 

20-27 

1602-1609 

40.00 

Northumberland 

20-29 

1610-1619 

50.00 

Cambria 

26-63 

1620-1657 

190.00 

23 

Center 

5-8 

1658-1661 

20.00 

24 

Huntingdon 

25-27 

1662-1664 

1500 

Erie  26-28;  32-38  1665-1674 

50.00 

27 

Montgomery 

83-99 

1675-1691 

85.00 

Delaware 

52-56 

1692-16^ 

25.00 

Adams 

22 

1697 

500 

McKean 

1-23 

1698-1720 

115.00 

Somerset 

7-16 

1721-1730 

50.00 

Mercer 

24-30 

1731-1737 

3500 

Feb.  2 

Center 

9-11 

1738-1740 

15.00 

Huntingdon 

29-30 

1741-1742 

10.00 

Jefferson 

1-33 

1743-1775 

165.00 

Montour 

20-21 

1776-1777 

10.00 

Mercer 

31-32 

1778-1779 

10.00 

Susquehanna 

15 

1780 

5-00 

Mercer 

33-35 

1781-17.83 

1500 

Venango 

11-12 

1784-1785 

10.00 

Armstrong 

35-38 

1786-1789 

20.00 

Erie 

39-47 

1790-1798 

4500 

Blair 

1-46 

1799-1844 

230.00 

Dauphin 

1-81 

1845-1925 

40500 

Greene 

1-26 

1926-1951 

130.00 

Delaware 

57-59 

1952-1954 

1500 

Union 

9-11 

1955-1957 

1500 

Allegheny 

539-812 

195.8-2230 

1,365.00 

4 

Franklin 

I-IO 

2231-2240 

56.00 

Mifflin 

14-15 

2241-2242 

10.00 

Northumberland 

30-36 

2243-2249 

3500 

Northampton 

28-41 

2250-2263 

70.00 

Fayette 

64-67 

2264-2267 

20.00 

Mercer 

36-38 

2268-2270 

15.00 

Potter 

5-7 

2271-2273 

1500 

Dauphin 

82-90 

2274-2282 

45.00 

5 

Mercer 

39 

2283 

500 

York 

50-57 

2284-2291 

40.00 

Greene 

27 

2292 

500 

6 

York 

58-70 

2293-2305 

65.00 

Lancaster 

12-23 

2306-2317 

60.00 

Monroe 

1-13 

2318-2330 

65.00 

Cambria 

64-81 

2331-2348 

90.60 

Butler 

21-27 

2349-2355 

3500 

Venango 

12 

2356 

500 

Delaware 

60-61 

2357-2358 

10.00 

Franklin 

11-20 

2359-2368 

50.00 

Mifflin 

16-18 

2369-2371 

1500 

7 

Montour 

22 

2372 

500 

9 

Fayette 

68-83 

2373-2388 

80.00 

Mercer 

40-42 

2389-2391 

1500 

Potter 

8-9 

2392-2393 

10.00 

Montgomery 

100-119 

2394-2413 

100.00 

York 

71-76 

2414-2419 

30.00 

10 

Center 

12-13 

2420-2421 

10.00 

Delaware 

62-64 

2422-2424 

1500 

12 

Lehigh 

16-59 

2425-2468 

220.00 

Mercer 

43-44 

2469-2470 

10.00 

Columbia 

28-31 

2471-2474 

20.00 

Center 

14-18 

2475-2479 

25.00 

Somerset 

17-25 

2480-2488 

4500 

Himtmgdon  28,  31-32 

2489-2491 

1500 

Venango 

13 

2492 

500 

13 

Delaware 

65-71 

2493-2499 

3500 

Washington 

67-105 

2500-2538 

19500 

14 

Somerset 

26-31 

2539-2544 

' 30.00 

Clearfield 

19-37 

2545-2563 

95.00 

16 

Erie 

48-82 

2564-2598 

17500 

Mercer 

45 

2599 

500 

Potter 

10 

2600 

5.00 

Venango 

14 

2601 

500 

Monroe 

14 

2602 

5.00 

Northumberland 

38-45 

2603-2610 

40.00 

Philadelphia 

1-1103 

2611-3713  , 

5,51500 

17 

Adams 

23-26 

3714-3717 

20.00 

CHANGES  IN  MEMBERSHIP  OF  COUNTY 
SOCIETIES 

The  following  changes  have  been  reported  to  Feb- 
ruary 20: 

Ajulegheny  : New  Members — Louis  L-  Friedman, 
5440  Jackson  St.,  John  H.  Trumpeter,  Magee  Hospital, 
Elizabeth  R.  Childs,  2304  Sherbrook  St.,  Glenn  H. 
Heilman,  Mercy  Hospital,  Walter  A.  Strayer,  iioi 
Portland  St,  Alfred  M.  Wedd,  Mercy  Hospital,  Harry 
L.  Shaffer,  401  Charles  St.,  Carl  W.  Gatler,  331  Castle 
Shannon  Road,  John  A.  Heberling,  302  Kennedy  Ave., 
Donald  S.  Ward,  522  Federal  St.,  Morris  A.  Hershen- 
son,  2216  Center  Ave.,  Joseph  S.  Shilen,  Leech  Farm, 
Pittsburgh ; James  F.  Hunter,  501  Penn  Ave.,  Turtle 
Creek;  John  I.  Wiseman,  Katherine  S.  Wiseman,  May- 
view.  Death — Raymond  S.  Freed  (Univ.  of  Penna. 
’04L  Jan.  21,  aged  46.  Resignations — Aaron  Jacob- 
owitz,  Harvey  B.  Powers,  Oliver  J.  Bennett,  Pitts- 
burgh; Bruce  L-  Calhoun,  Verona;  John  C.  Welch, 
Bellevue;  John  S.  Cadwalader,  Meadville. 

Armstrong:  A^ew  Member — Charles  D.  Deiterith, 
Chickasaw. 

Berks  : Death— ]ohn  N.  Becker,  Reading  (Jeff. 

Med.  Coll.  ’82),  Feb.  i,  aged  66. 

Blair:  New  Members — Ralph  F.  Himes,  323  How- 
ard Ave.,  George  E.  Boesinger,  Altoona  Hospital,  Paul 
Epright,  1 1 19  13th  Ave.,  Altoona.  Reinstated  Member 
—William  H.  Morrow,  Bellwood. 

Center:  New  Member — E.  A.  Miller,  Millheim. 

Columbia  : New  Member — William  G.  Berryhill, 

Orangeville. 

Dauphin  : Neiv  Members — George  G.  Snyder,  1829 
Derry  St,  William  H.  West,  1801  Green  St.,  Harris- 
burg. 

Delaware:  New  Members— Htshert  Cooper,  3620 
Rosemont  Ave.,  Drexel  Hill ; Charles  A.  Rowland, 
2401  Edgmont  Ave.,  Francis  H.  Murray,  801  Madison 
St.,  Chester. 

Erie:  New  Member — Clayton  W.  Fortune,  716  Sas- 
safras St.,  Erie.  Resignation — I.  A.  Bednarkiewicz, 
Schenectady,  N.  Y.,  formerly  of  Erie. 

Fayette:  Neiv  Members — R.  C.  Opperman,  Repub- 
lic ; Clyde  F.  Smith,  Brownsville. 

Greene:  New  Member — S.  C.  Steele,  Brave. 

Jefferson  : New  Member — H.  W.  Lyon,  128  W. 
Mahoning  St.,  Punxsutawney.  Death — Abraham  F. 
Balmer,  Brookville  (Jeff.  Med.  Coll.  ’75),  Jan.  19, 
aged  75. 

Lancaster:  Removal — Thaddeus  S.  Irwin  from 

Christiana  to  Atglen;  William  J.  Steward  from  White 
Rock  to  Polk  State  School,  Polk. 

Lehigh  : New  Member — D.  R.  Sipes,  Everett. 

Death — Clarence  F.  Ruloff  of  Philadelphia  (Temple 
Univ.  ’19),  Feb.  2,  aged  40. 

Monroe  : New  Member — Marshall  R.  Metzgar, 

Stroudsburg. 

Montgomery:  Death — Benjamin  A.  Tyler  of  Royers- 
ford  (Med.  Chirurg.  Col.,  Phila.  ’94),  Nov.  28,  aged  56. 

Northampton  : Death— Noah  W.  Reichard  of  Ban- 
gor (Jeff.  Med.  Coll.  ’87),  recently,  aged  68. 

Philadelphia  : New  Members — Arthur  Feibus, 

4859  N.  9th  St. ; Maurice  S.  Jacobs,  6544  Ogontz  Ave. ; 
Harold  R.  Keeler,  36th  and  Powelton  Ave. ; James  F. 
McCahey,  1816  Spruce  St  • Walter  B.  McKinney,  3123 
Queen  Lane  (Germantown) ; William  T.  Lemmon,  241 
N.  i8th  St. ; Francis  C.  Lutz,  2814  W.  Girard  Ave. ; 
Frederick  W.  Meng,  5023  Saul  St  (Frankford) ; 
Eugene  L.  Opie,  Phipps  Institute ; Edward  Rose, 
Powelton  Apts.,  36th  and  Powelton  Ave. ; Joseph  H. 
Schoenfeld,  2534  N.  6th  St. ; E.  Quintard  St.  John, 
1833  Chestnut  St. ; Frank  W.  Swallow,  1915  Fair- 
mount  Ave. ; Franklin  A.  Weigand,  2338  S.  Broad  St. ; 
Samuel  Wolfe,  6355  Lancaster  Ave.,  Philadelphia.  Re- 
instated Members — E.  Marshall  Harvey,  Media;  Mau- 
rice Saltzman,  529  Snyder  Ave.,  Philadelphia.  Death — 
Eugene  T.  Pleibel,  Philadelphia  (Jeff.  Med.  Coll.  ’96), 
Dec.  5,  aged  60. 

Potter:  Death — Robert  B.  Knight,  Coudersport 
(Jeff.  Med.  Coll.  ’75),  Jan.  9,  from  apoplexy,  aged  68 
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Venango:  Reinstated  Member — Joseph  Aaronoff,  Oil 
City. 

Washington:  New  Members — Carl  E.  Miksch,  520 
Railroad  St,  Lock  No.  4;'  William  L.  Dodd,  Amity; 
Maurice  H.  Heatter,  537  Thompson  Ave.,  Donora ; 
Clarence  A.  Crumrine,  Union  Trust  Bldg.,  Washington; 
William  F.  Keck,  Fredericktown. 

York:  Neiv  Member — Robert  E.  Law,  475  W. 

Market  St.,  York. 


FREDERICK  L.  VAN  SICKLE,  M.D. 

Executive  Secretary 
230  State  St.,  Harrisburg,  Pa. 


BASIC  EDUCATIONAL  STANDARDS 
FOR  PRACTICE  OF  THE  HEAL- 
ING ART 

The  year  1925  is  notable  for  widespread  con- 
sideration of  the  medical  legislative  program. 
Among  the  subjects  of  particular  interest,  dis- 
cussion regarding  regulation  of  practice  of  the 
healing  art  has  been  evoked  by  the  numerous 
bills  introduced  into  the  legislatures  or  assem- 
blies of  many  of  the  states  throughout  the  Union. 
We  have  gained  a great  deal  of  valuable  infor- 
mation from  the  large  number  of  articles  pub- 
lished on  this  subject,  and  note  with  interest 
that  the  question  of  therapy  is  receiving  but 
little  attention,  while  the  emphasis  is  placed  on 
basic  standards  and  the  requisite  preliminary 
medical  education. 

From  Senate  Bill  58  A — Assembly  Bill  27  A, 
introduced  into  the  Wisconsin  Legislature,  we 
quote  the  following: 

147.01.  Definitions.  The  “basic  science  law”  is  sec- 
tions 147.01  to  147.12,  inclusive,  and  as  used  therein: 

To  “treat  the  sick”  is  to  examine  into  the  fact,  con- 
dition, or  cause  of  human  health  or  disease,  or  to  treat, 
operate,  prescribe,  or  advise  for  the  same,  or  to  under- 
take, offer,  advertise,  announce,  or  hold  out  in  any 
manner  to  do  any  of  said  acts,  for  compensation,  direct 
or  indirect,  or  in  the  expectation  thereof. 

“Disease”  includes  any  pain,  injury,  deformity,  or 
physical  or  mental  illness  or  departure  from  complete 
health  and  proper  condition  of  the  human  body  or  any 
of  its  parts. 

The  “basic  sciences”  are  anatomy,  physiology,  path- 
ology, and  diagnosis. 

The  “board”  is  the  state  board  of  examiners  in  the 
basic  sciences. 

147.02.  Practice.  No  person  shall  treat,  or  attempt 
to  treat,  the  sick  unless  he  shall  have  a certificate  of 
registration  in  the  basic  sciences,  and  shall  have  re- 
corded the  same  with  the  county  clerk  in  the  manner 
provided  in  section  147.14,  and  shall  have  complied  with 
all  other  requirements  of  law.  This  section  shall  not 
affect  the  exemptions  provided  by  subsections  (i)  and 
(2)  of  section  147.19,  nor  shall  it  be  construed  to 
require  a certificate  of  registration  in  the  basic  sciences 
for  the  practice  of  nursing  by  persons  registered  under 
chapter  149. 

147.06.  Examination.  Examination  shall  be  in  the 
basic  sciences  only,  shall  be  conducted  not  less  than 
four  times  a year  at  such  times  and  places  as  the 


board  shall  fix,  and  shall  be  both  written  and  by  dem- 
onstration or  other  practical  test.  No  applicant  shall 
be  required  to  disclose  the  professional  school  he  may 
have  attended  or  what  system  of  treating  the  sick  he 
intends  to  pursue. 

It  might  be  well  for  the  medical  profession  of 
Pennsylvania  to  begin  an  active  canvass  of  the 
merits  of  basic  educational  standards  as  a sub- 
ject of  future  legislation  in  this  state.  Many 
bills  have  been  introduced  into  the  1925  Legis- 
lature that  would  have  been  uimecessary  had 
such  a standard  been  in  effect  in  the  case  of  all 
who  wish  to  practice  the  healing  art.  We  shall 
get  nowhere  in  our  opposition  to  these  bills  unless 
we  agree  upon  a common  ground  for  basic  edu- 
cational requirements,  applying  to  all  who  wish 
to  practice  any  branch  of  the  healing  art,  and 
devise  such  legislation  as  will  put  these  require- 
ments into  effect.  A review  of  the  medical 
literature  published  from  Maine  to  California 
confirms  the  proposition  that  this  must  be  ac- 
complished or  the  seventy  different  forms  of 
practice  in  existence  will  become  established  in 
Pennsylvania. 


THE  INCIDENCE  OF  BACTERIAL  INVASION 
OF  THE  UTERUS  AND  ITS  CONTENTS,  ITS 
RELATION  TO  PLACENTAL,  MATERNAL  AND 
FOETAL  BACTERAEMIA.  Goldsborough  and  Ro- 
man submit  this  preliminary  report  (Bulletin  of  the 
Buffalo  Gen.  Hosp.,  April,  1924).  The  authors  con- 
clude as  follows:  (i)  Of  a series  of  200  consecutive 
confinements  almost  25%  showed  contamination  of  the 
placentae  with  bacteria.  (2)  It  seems  probable  that 
bacteria  find  their  way  into  the  uterus  soon  after  the 
rupture  of  the  membranes  in  the  vast  majority  of  cases. 
(3)  The  longer  the  duration  of  labor  after  the  mem- 
branes have  been  ruptured,  especially  if  vaginal  exami- 
nations have  been  made,  the  more  likely  for  the  uterine 
contents  to  become  markedly  contaminated.  (4)  The 
question  of  transmigration  of  bacteria  through  the 
placenta  and  its  effects  upon  the  mother  on  one  hand 
and  upon  the  foetus  on  the  other  hand,  as  well  as  the 
incidents  of  this  occurrence  will  be  dealt  with  in  later 
reports. 


AORTITIS. 

Bel  (Med.  Journ.  and  Rec.,  Dec.  3,  1924)  summarizes 
as  follows : Aortitis  is  of  fairly  common  occurrence 
during  the  course  of  various  acute,  infectious  diseases. 
Syphilis  is  possibly  the  principal  cause  of  aortic  in- 
flammatory processes.  The  diagnosis  of  aortitis  de- 
pends upon  the  correlation  of  physical  signs,  x-ray, 
and  clinicopathological  laboratory  examinations.  The 
prognosis  in  aortitis  depends  especially  upon  the  nature 
of  the  infectious  agent.  In  the  luetic  type,  it  is  espec- 
ially related  to  early  recognition.  Treatment  is  symp- 
tomatic and  supportive  except  in  the  luetic  type,  where 
vigorous  antisyphilitic  medication  is  indicated. 


Dr.  O.  Pine  queries : Does  not  the  state  woo  medi- 
cine sweetly?  But  does  not  the  fickle  jade  court  cults 
and  antis  on  the  sly  too  if  numerical  voting  strength 
awakens  political  admiration  and  cupidity? 


County  Medical  Societies 


REPORTERS  OF  COUNTY  SOCIETIES 


Adams — James  P.  Dalbey,  M.D.,  Gettysburg. 
Ailechenv — Lester  Hollander,  M.D.,  Pittsburgh. 
Armstrong — Jay  B.  F.  Wyant,  M.D.,  Kittanning. 
Beaver — Francis  H.  McC'askey,  M.D.,  Rochester. 
Bedford — N.  A.  Timmons,  M.D.,  Bedford. 

Berks — Clara  Shetter-Keiser,  M..D.,  Reading. 

Blair — 'James  S.  Taylor,  M.D.,  Altoona. 

Bradford — Stanley  D.  Conklin,  M.D.,  Sayre. 

Bucks — Anthony  F.  Myers,  M.D.,  Blooming  Glen. 
Butler — L.  Leo  Doane,  M.D.,  Butler. 

Cambria — ^Joseph  J.  Meyer,  M.D.,  Johnstown. 

Carbon — Jacob  A.  Trexler,  M.D.,  Lehighton. 

Center — James  L.  Seibert,  M.D„  Bellefonte. 

Chester — J.  A.  Perkins,  M.D.,  Coatesville. 

Clarion — James  M.  Hess,  M.D.,  Tylersburg. 
Clearfield — ^John  M.  Guigley,  M.D.,  Clearfield. 
Clinton — R.  B.  Watson,  M.D.,  Lock  Haven. 
Columbia — ,C.  B.  Yost,  M.D.,  Bloomsburg. 

Crawford — Cornelius  C.  Laffer,  M.D.,  Meadville. 
Cumberland — Calvin  R.  Rickenbaugh,  M.D.,  Carlisle. 
Dauphin — W.  Minster  Kunkel,  M.D.,  Harrisburg. 
Delaware — George  L.  Armitage,  M.D.,  Chester. 

Elk — Samuel  T.  McCabe,  M.D.,  Johnsonburg. 

Erie — Anna  M.  Schrade,  M.D.,  Erie. 

Fayette — John  D.  Sturgeon,  Jr.,  M.D.,  Uniontown. 
Franklin — Samuel  D.  Shull,  M.D.,  Chambersburg. 
Greene — Robert  W.  Norris,  M.D.,  Waynesburg. 
Huntingdon — -John  M.  Beck,  M.D.,  Alexandria. 
Indiana — F.  J.  Kellam,  M.D.,  Ernest. 

Jefferson — W.  A.  Hill,  M.D.,  Reynoldsville. 

Juniata — Brady  F.  Long,  M.D.,  Mifflin. 

Lackawanna — ^G.  A.  Clark,  M.D.,  Scranton. 


Lancaster — J.  Sullivan,  M.D.,  Lancaster. 

Lawrence — William  A.  Womer,  M.D.,  New  Castle. 
Lebanon — W.  Horace  Means,  M.D.,  Lebanon. 

Lehigh  — Harold  E.  Hersh,  M.D.,  Allentown. 

Luzerne — H.  Irvin  Evans,  M.D.,  Ashley. 

Lycoming — Wesley  F.  Kunkle,  M.D.,  Williamsport. 
McKean — Francis  DeCaria,  M.D.,  Bradford. 

Mercer — M.  Edith  MacBride,  M.D.,  Sharon. 

Mifflin — F.  A.  Rupp,  M.D.,  Lewistown. 

Monroe — Walter  L.  Angle,  M.D.,  Stroudsburg. 
Montgomery — John  C.  Simpson,  M.D.,  Norristown. 
Montour — John  H.  Sandel,  M.D.,  Danville. 

Northampton — 'Frank  J.  Hahn,  M.D.,  Bath. 
Northumberland — Charles  H.  Swenk,  M.D.,  Sunbury. 
Perry — A.  R.  Johnson,  M.D.,  New  Bloomfield. 
Philadelphia — Franklin  M..  Crispin,  Philadelphia. 

PorrER — Ross  H.  Jones,  M.D.,  Coudersport. 

Schuylkill — Arthur  B.  Fleming,  M.D.,  Tamaqua. 
Snyder — John  O.  Wagner,  M.D.,  Beaver  Springs. 
Somerset — H.  Clay  McKinley,  M.D.,  Meyersdale. 
Sullivan — ^P.  G.  Biddle,  M.D.,  Dusnore. 

Susquehanna — Robert  B.  Mackey,  M.D.,  Montrose. 

Tioga — John  H.  Doane,  M.D.,  Mansfield. 

Union — Oliver  W.  H.  Glover,  M.D.,  Laurelton. 

Venanco — John  F.  Davis,  M.D.,  Oil  City. 

Warren — M.  V.  Ball,  M.D.,  Warren. 

Washington — Charles  C.  Cracraft,  M.D.,  Claysville. 
Wayne — Hugh  Stevenson.  Ill,  M.D.,  Waymart. 
Westmoreland — Ellsmer  L.  Piper,  M.D.,  Export,  Pa. 
Wyoming — ^Herbert  L.  McKown,  M.D.,  Tunkhannock. 
York — ^Pius  A.  Noll,  M.D.,  York. 
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BERKS— JANUARY 

The  Berks  County  Medical  Society  at  its  monthly 
meeting  on  Tuesday,  January  13th,  was  addressed  by 
Dr.  Francis  X.  Dercum,  of  Philadelphia,  on  “Some 
Phases  of  Neuritis.’’  An  abstract  of  his  remarks 
follows : 

The  nerve  trunk  is  a cable  of  nerve  cells.  The 
connective  tissue  sheaths  are  the  epineurium  or  peri- 
neurium. The  inflammation  may  begin  in  the  paren- 
chyma or  in  the  epineurium  or  perineurium,  and  is 
referred  to  as  parenchymatous  or  interstitial.  The 
symptoms  following  sooner  or  later  are  paresthesia, 
numbness  and  hyperesthesia,  and  a marked  hypersensi- 
tiveness of  the  area  which  the  nerve  supplies,  twitching 
or  tonic  spasms.  The  trophic  fibers  suffer  last ; also 
those  that  form  part  of  the  sympathetic  system.  In 
an  acute  condition  a darting  or  boring  pain  is  present. 
Motion  of  the  part  gives  pain,  while  touching  it  will 
cause  the  patient  to  cry  out. 

The  blood  vessels  which  supply  the  trunk  have  a 
sympathetic  nerve  supply.  There  are  many  different 
functions  in  a nerve  trunk.  There  is  a difference  be- 
tween neuritis  beginning  in  the  parenchyma  and  in 
the  connective  tissue,  the  former  often  being  associated 
with  the  nerve  centers. 

The  causes  of  neuritis  are  many — compression  from 
exostosis,  tumors  or  fractures  (a  case  mentioned  was 
caused  by  holding  a bottle  of  ginger  ale  too  long 
against  the  face,  and  another  in  alcoholism  from  lying 
too  long  against  the  wrist),  diphtheria,  typhoid  and 
malaria.  Local  neuritis  occurs  in  sepsis  but  is  rare  in 
gonorrhea  and  syphilis.  It  is  rare  in  tuberculosis,  also, 
although  it  may  occur.  The  importance  of  focal  in- 
fection and  removal  of  tonsils  and  teeth  has  been 
overstressed.  Rheumatism  and  toxemias  are  causes, 


although  cases  of  gouty  neuritis  are  almost  invariably 
sensory.  Progressive  cases  often  follow  appendectomy. 
In  these  cases  pain  along  the  nerve  varies  in  intensity 
in  the  same  case.  Subacute  neuritis  may  occur  with 
slight  pain.  Sciatica  is  only  rarely  due  to  neuritis; 
more  frequently  it  is  due  to  neuralgia. 

Prognosis  is  more  favorable  in  those  having  only 
sensory  defects  than  when  motor  defects  are  present. 
Cases  following  influenza  usually  recover.  They  are 
sensory  in  character  and  widely  diffused. 

Multiple  or  polyneuritis  of  alcoholism  was  formerly 
more  common  than  now;  also  that  from  lead  poison- 
ing. Arsenic  and  mercury  also  may  cause  neuritis, 
as  well  as  meat  or  sausage  poisoning.  Cases  also  fol- 
low an  acute  cold  with  mild  febrile  rise. 

Multiple  neuritis  may  involve  the  nerves  of  the  trunk 
or  two  legs  or  two  arms,  may  attack  motor  fibers  and 
cause  paralysis,  with  little  or  no  pain  or  sensory  mani- 
festation. The  motor  disturbance  may  be  only  a 
weakness  and  not  a palsy.  There  is  no  involvment  of 
the  sphincters  in  such  cases  even  if  there  is  a foot 
drop.  Alcohol  destroys  the  nerve  fibers  in  the  nerve 
trunk,  causing  confusion  and  the  making  of  false 
statements.  Such  cases  usually  recover ; if  not  it  is 
due  to  involvement  of  the  pneumogastric  nerve.  Mul- 
tiple neuritis  causing  palsy  of  feet  and  legs  or  paraly- 
sis of  deglutition  is  rare  in  children. 

The  treatment  consists  of  putting  the  patient  to  bed, 
giving  salines,  warm  baths,  and  placing  between  blank- 
ets to  cause  perspiration.  Salicylates  and  salines  are 
best,  although  tolysin,  iodids,  arsenic  and  iron  hypo- 
dermically are  also  given.  It  is  sometimes  well  to 
place  an  arm  in  a splint. 

This  paper  was  discussed  by  Drs.  Alexander,  Grim 
and  Hartman. 

In  the  evening  the  Society  enjoyed  its  annual  banquet. 

Clara  Shetter-Keiser,  M.D.,  Reporter. 
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DAUPHIN— JANUARY-FEBRUARY 

At  the  January  meeting  of  the  County  Society  the 
following  officers  were  elected  for  the  year  1925 : Pres- 
ident, Dr.  Geo.  B.  Kunkel ; vice-president,  Dr.  F.  F.  D. 
Reckord ; secretary-treasurer.  Dr.  W.  S.  Russell ; trus- 
tee, Dr.  E.  A.  Nicodemus;  district  censor,  Dr.  Hiram 
McGowan;  censor,  Dr.  Carson  Coover ; recorder.  Dr. 
W.  Minster  Kunkel;  editor.  Dr.  J.  F.  Reed. 

The  retiring  president.  Dr.  G.  L.  Laverty,  addressed 
the  society  on  “Organized  Medicine  and  Its  Obligations 
to  the  Community.”  High  points  of  his  address  follow. 

Over  37%  of  the  physicians  of  Harrisburg  and 
42%  of  the  county  physicians  exclusive  of  Harrisburg 
are  not  members  of  the  county  society.  Several  in- 
stances of  inexcusable  ignorance  in  the  modern  treat- 
ment of  disease  emphasize  the  need  for  a higher 
percentage  of  membership  to  keep  these  physicians  in- 
formed as  to  the  established  methods  of  treatment. 

Education  of  the  public  in  health  matters  has  made 
possible  the  present  public  health  activities,  practi- 
cally eliminating  the  once  prevalent  typhoid,  malaria 
and  other  contagious  diseases.  Periodic  health  e.xami- 
nations,  sponsored  and  initiated  by  the  physicians  by 
having  themselves  examined,  will  undoubtedly  reduce 
the  incidence  of  tuberculosis,  cancer  and  cardiorenal 
diseases.  With  the  medical  profession  in  toto  backing 
the  diphtheria  and  scarlet  fever  prophylaxis  these 
diseases  also  will  soon  become  medical  curiosities. 

The  establishment  of  a clinic  for  the  prevention  and 
treatment  of  heart  disease  in  this  city  is  to  be  urged 
as  a valuable  measure  for  the  conservation  and  re- 
habilitation of  those  so  afflicted.  Appropriation  of 
larger  funds  for  the  care  and  education  of  mental 
defectives  would  be  an  economic  saving  as  well  as  a 
humanitarian  act.  With  conclusive  evidence  at  hand 
that  goiter  can  be  prevented,  it  is  incumbent  upon  this 
society  to  urge  the  school  authorities  to  institute 
prophylactic  measures.  Zoning  and  housing  in  this 
city,  while  a municipal  activity,  is  nevertheless  far 
from  commensurate  with  the  present  ideals  of  public 
health. 

Every  physician  should  take  the  opportunity  to  dis- 
seminate knowledge  concerning  the  early  diagnosis  and 
treatment  of  cancer  and  precancerous  conditions.  .A.C- 
cident  prevention  and  rehabilitation  of  the  crippled 
should  be  handled  by  experts  in  this  specialty,  and  this 
should  be  made  possible  by  laws  providing  proper 
remuneration  to  hospitals  and  physicians  concerned. 

Cooperation  is  urged  with  the  Red  Cross,  Visiting 
Nurses  .Association,  etc.,  in  measures  against  tubercu- 
losis and  veneral  disease,  and  efforts  concerned  in  birth 
control  and  eugenics.  Hygeia  should  be  in  every 
office  and  public  library.  Contact  should  be  estab- 
lished with  the  laity  through  the  newspapers  and 
various  business  organizations.  The  medical  profession 
is  sponsor  for  the  health  of  the  community,  hence  its 
activities  should  be  public  as  well  as  private — general 
as  well  as  individual. 

The  reception  of  this  paper  was  enthusiastic  and  it 
was  voted  to  publish  it  in  the  local  papers  and  in  the 
.Academician. 

The  February  meeting  of  the  Dauphin  County  Med- 
ical Society  was  held  on  the  third  at  the  County  Home. 
Following  a tour  of  the  buildings,  the  regular  meeting 
was  held  in  the  chapel.  Dr.  J.  L.  Lenker  presented 
six  inte'esting  rases  and  briefly  discussed  their  condi- 
tions. Mr.  E.  E.  Beidleman  addressed  the  meeting  on 
the  subject  of  “Prison  Labor”  at  the  County  Home 
and  told  many  interesting  stories.  This  pleasing  varia- 


tion from  the  regular  meeting  at  the  .Academy  of 
Medicine  was  enjoyed  by  all. 

W.  M.  Kunkex,  M.D.,  Reporter. 


ERIE— FEBRUARY 

The  Erie  County  Medical  Society  met  February  3rd 
at  the  Public  Library.  Dr.  Alen  D.  Finlayson  of  Cleve- 
land read  a paper  on  “Neurological  and  Psychiatric 
Manifestations  of  Late  Syphilis”.  He  spoke  in  part  as 
follows : 

Over  one  thousand  persons  die  each  year  in  the  New 
York  State  Hospitals  of  the  late  manifestations  of 
syphilis,  and  over  twenty-five  per  cent  of  the  admissions 
to  the  Cleveland  State  Hospital  each  year  are  from 
the  same  cause. 

That  syphilis  has  been  known  many  centuries  before 
the  Christian  era  seems  undoubted,  as  the  Chinese  and 
Japanese  have  unearthed  writings  dating  back  twenty 
centuries  B.  C.  These  writings  showed  the  diagnosis 
of  syphilis  was  made  at  that  time  and  some  sort  of 
treatment  was  in  vogue.  During  the  earlier  centuries 
of  the  Christian  era  the  diagnosis  of  syphilis  was  at  a 
low  ebb  and  the  treatment  was  more  or  less  in  the 
hands  of  the  charlatan.  John  Hunter,  brilliant  clinician 
that  he  undoubtedly  was,  retarded  the  progress  of  the 
knowledge  of  syphilis  many  years  in  England  by  his 
dogged  adherence  to  the  theory  that  syphilis  and  gonor- 
rhea were  one  and  the  same  disease.  Ricord,  a con- 
temporary of  his,  did  not  believe  this,  and  fought  for 
what  he  considered  the  right  view'.  He  gave  us  the 
theory  that  there  are  three  stages  in  the  disease, 
primary,  secondary  and  tertiary,  which  lias  been  in 
use  until  recently  but  is  now  considered  not  scientifically 
correct  in  view  of  the  developments  in  the  past  two 
decades.  To  these  three  stages  he  added  a fourth, 
that  of  parasyphilis,  in  which  were  placed  paresis  and 
tabes. 

Very  little  progress  was  made  from  this  time  up  to 
about  the  past  two  decades.  During  this  latter  period 
the  progress  has  been  very  rapid.  The  advancement 
might  be  said  to  have  been  begun  with  the  transmission 
to  monkeys  of  the  virus  of  syphilis  from  man  in  1903, 
by  Metchnikoff,  and  two  years  later  the  discovery  of 
the  organism  of  this  disease  by  Schaudinn.  In  1912 
was  published  in  the  literature  the  w'ork  of  Noguchi 
and  Moore  on  the  finding  of  the  organisms  of  syphilis 
in  the  brains  of  paretics  and  the  cords  of  tabetics. 
This  work  was  revolutionary,  in  that  it  showed  that 
the  process  in  paresis  was  an  active  one  and  that  this 
condition  was  but  a late  manifestation  of  the  disease 
and  not  one  apart  from  the  earlier  signs.  It  was  on 
this  work  that  the  title  is  based,  namely  the  late  mani- 
festations of  the  disease  rather  than  a parasyphilitic 
condition.  Other  advances  were  the  VVassermann  re- 
action brought  out  about  1906,  and  the  Lange  colloidal 
reaction,  the  various  globulin  tests  which  show  the 
degree  of  inflammatory  reaction  that  has  taken  place 
in  the  central  nervous  system,  Quinck’s  lumbar  punc- 
ture, Erlichs  discovery  of  arsphenamin,  and  dark  field 
illumination. 

It  might  be  well  to  consider  for  a few  moments  the 
histo-anatomy  of  the  central  nervous  system,  the  better 
to  orient  ourselves.  The  central  nervous  system  is 
enveloped  in  three  membranes,  the  dura,  pia  and  arach- 
noid. These  three  membranes  are  of  mesodermic  origin, 
that  is,  composed  of  connective  tissue,  mesothelium  and 
blood  vessels.  Being  of  mesodermic  origin  they  react 
to  inflammation,  first  by  perivascular  infiltration  with 
lymphyocytes  and  sometimes  plasma  cells,  and  later  by 
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proliferation.  The  brain  and  spinal  cord  are  of  ecto- 
dermic origin,  that  is,  true  nervous  tissue  and  are  com- 
posed of  nerve  cells  and  their  processes.  When  true 
nerve  tissue  is  inflamed  it  does  only  one  thing  and  that 
is  degenerate.  When  once  degenerated  it  has  no  power 
of  regeneration.  The  pia  closely  surrounds  the  brain 
and  dips  down  into  the  sulci  and  carries  with  it  the 
blood  vessels.  The  blood  vessels  which  run  through 
the  nervous  tissue  are  separated  from  it  by  perivas- 
cular lymph  spaces,  the  so-called  Vircho-Robin  spaces. 

From  a histological  standpoint  the  type  of  late  syph- 
ilis depends  on  the  tissue  involved,  whether  the  blood 
vessels,  meninges  or  parenchyma,  or  all  three  are  the 
seat  of  the  disease.  It  is  safe  to  say  that  most  of  the 
conditions  begin  with  a vascular  or  meningeal  involve- 
ment or  a true  cerebrospinal  syphilis.  It  also  seems 
certain  that  the  time  of  the  involvement  is  during  the 
florid  stage,  or  stage  of  general  septicemia.  Various 
observers  have  reported  pathological  findings  in  the 
spinal  fluid  in  from  twenty-five  to  eighty  per  cent  of 
the  cases  studied.  One  observer  has  stated  that  the 
involvement  of  the  spinal  fluid  continues  for  a period 
of  three  years  afterward  and  if  found  after  that,  it  is 
safe  to  predict  a later  involvement  of  the  central  nerv- 
ous system.  Why  a higher  percentage  of  cases  with 
early  syphilis  do  not  develop  the  later  manifestations 
is  not  easy  to  answer,  but  it  seems  probable  that  a 
natural  immunity  has  something  to  do  with  it  and  also 
treatment.  The  usual  place  for  early  involvement  of 
the  brain  in  cerebrospinal  syphilis  is  on  the  inferior 
surface,  in  the  interpeduncular  space. 

Let  us  consider  the  anatomy  of  the  inferior  surface 
of  the  brain  for  a moment.  From  above  downward  we 
have  first  the  pair  of  nerves  extending  forward.  These 
are  really  in  front  of  the  interpeduncular  space  but 
are  mentioned  so  as  to  include  all  of  the  cranial  nerves. 
Next  we  have  the  second  pair,  or  optic  nerves,  appear- 
ing as  the  chiasm.  Shortly  back  of  these  are  the 
third  pair,  or  motor  oculi  nerves.  This  pair  has  to 
do  with  contraction  of  the  pupils,  elevation  of  the  upper 
eyelid,  and  enervates  four  of  the  six  extrinsic  muscles 
of  the  eye.  Slightly  back  of  the  third  pair  and  to 
the  outside  are  the  fourth  pair,  enervating  the  superior 
oblique  muscles  of  the  ej’es.  Still  farther  back,  but 
farther  from  the  midline  are  the  fifth  pair,  having 
to  do  with  the  sensation  of  the  face,  and  one  part  ener- 
vating some  of  the  muscles  of  mastication.  The  sixth 
pair  are  farther  back  and  nearer  the  midline.  These 
nerves  supply  the  external  recti  of  the  eyes.  The 
seventh,  eighth,  ninth,  tenth  and  twelfth  come  out  be- 
low the  pons  beside  the  medulla  and  the  eleventh  is 
still  farther  back.  From  the  previous  statement  that 
the  inflammatory  reaction  in  the  brain  begins  usually 
as  a basilar  meningitis  in  the  interpeduncular  space 
and  from  the  description  of  the  cranial  nerves,  it  is 
easy  to  see  why  one  should  have  involvement  of  the 
second,  third,  fourth  and  fifth  cranial  nerves.  The 
first  is  seldom  involved  as  an  isolated  nerve,  nor  are 
the  sixth,  seventh,  ninth,  tenth,  eleventh  or  twelfth,  but 
all  of  these  show  lesions  as  a part  of  a general  process. 

Up  to  the  advent  of  arsphenamin  the  drugs  in  use 
for  about  four  hundred  years  were  mercury  and_  the 
iodids.  With  the  advent  of  arsephenamin,  interest 
seemed  to  be  renewed,  and  new  methods  of  treatment 
were  developed,  such  as  the  Swift-EHis  method  of 
intraspinal  treatment,  inunctions  of  mercury  and 
spinal  drainage,  intraventricular  and  subdural  adminis- 
tration of  arsphenamized  serum  and  some  others. 
Some  of  the  methods  have  been  largely  discarded  as 
not  giving  results  commensurate  with  the  risk  in- 


volved. The  Swift-Ellis  method  (or  the  Ogilvie  mod- 
ification) has  its  adherents,  and  there  are  also  those 
who  claim  it  is  unsound  scientifically.  In  the  hands 
of  the  writer  it  has  produced  results  that  were  not 
obtained  with  spinal  drainage  alone,  and  I believe  it 
has  a very  useful  place  in  the  treatment  of  the  later 
manifestations  of  syphilis. 

The  method  in  use  by  the  writer  is  the  exhibition 
of  sulpharsphenamin  and  cyanid  of  mercury,  the  latter 
in  1%  solution,  both  intravenously.  It  is  not  my  belief 
that  neurosyphilis  should  be  treated  with  very  large 
doses  of  the  medicinal  agent,  nor  should  this  be  used 
too  often.  Each  patient  is  given  a thorough  neurologi- 
cal examination  before  treatment  is  begun,  including 
an  examination  of  the  blood  for  a Wassermann  reac- 
tion and  a lumbar  puncture  with  a complete  examina- 
tion of  the  spinal  fluid.  The  latter  procedure  is  not 
for  diagnosis  alone  but  forms  a basis  for  estimation 
of  the  benefits  of  the  treatment.  The  treatment  is 
concluded  with  an  examination  of  the  blood  and  spinal 
fluid,  but  these  last  tests  are  not  done  until  about  one 
month  after  medication  is  discontinued,  so  that  a false 
impression  of  the  condition  of  the  blood  and  fluid  will 
not  be  received.  One  injection  of  mercury  and  one  of 
sulpharsphenamin  are  given  weekly  for  ten  or  twelve 
weeks.  If  the  blood  and  spinal  fluid  are  still  positive 
when  examined  at  the  conclusion  of  the  treatment 
another  course  is  given,  an  interval  of  two  months 
being  allowed  to  elapse  between  the  end  of  the  first 
and  the  beginning  of  the  second.  If  the  patient  be  a 
tabetic,  sometimes  during  the  second  course  intra- 
spinal treatments  are  given  every  other  week.  The 
further  treatment  of  the  cases  depends  on  the  findings 
at  the  end  of  the  second  series.  Treatment  is  given 
intravenously,  as  it  seems  to  the  writer  this  is  a more 
satisfactory  way,  both  for  the  patient  and  the  physician, 
when  it  can  be  given  in  this  way.  The  intramuscular 
route  is  painful  for  many  patients,  or  at  least  they 
think  so,  and  this  is  an  important  point  where  the 
patient  is  a neurotic,  as  many  of  them  are.  The  first 
course  of  treatment  is  instituted  by  two  or  three  in- 
jections of  mercury  before  any  arsphenamin  is  given. 
This  is  done  to  minimize  the  possibility  of  an  anapha- 
lactic  reaction,  which  sometimes  occurs. 

When  the  case  to  be  treated  is  a paretic  it  is  often 
a question  as  to  how  much  if  any  good  will  be  done 
by  treatment.  It  is  a difficult  question  to  answer.  Let 
us  recall  our  pathology  for  a moment.  The  brain  and 
cord  are  composed  of  both  mesodermic  and  ectodermic 
elements.  The  first  is  capable  of  benefit  by  treat- 
ment; the  latter  is  not.  We  have  no  technic  today 
which  will  tell  us  absolutely  how  far  the  pathological 
process  has  gone,  and  for  this  reason  I believe  the 
best  course  to  follow  is  to  advise  the  patient  or  relatives 
of  the  situation  and  recommend  treatment.  No  hope 
can  be  entertained  of  repairing  the  destroyed  nervous 
tissue,  but  the  process  may  be  stayed  and  the  condi- 
tion in  the  mesodermic  tissue  benefited. 

The  two  forms  of  treatment  which  are  attracting 
the  most  attention  today  are  the  Wagner- Jauregg 
malarial  treatment  of  paresis  and  the  use  of  trypar- 
samid.  A series  of  paretics  were  treated  at  the 
Government  Hospital  for  the  Insane  with  the  Wagner- 
Jauregg  treatment,  and  31%  of  remissions  were  report- 
ed. There  are  other  reports  of  equally  good  results, 
except  that  in  most  cases  a positive  serology  persists, 
which  would  seem'  to  indicate  that  this  form  of  treat- 
ment would  be  more  effectual  if  combined  with  some 
form  of  arsenical  and  mercury.  The  other  form  of 
treatment,  tryparsamid,  has  many  enthusiastic  advo- 
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cates  and  some  others  who  are  not  as  enthusiastic. 
Thirty  per  cent  of  the  patients  treated  with  this  drug 
develop  optic  nerve  complications  which  may  or  may 
not  be  permanent.  Some  of  them  appear  to  be  per- 
manent now.  Perhaps  the  complications  are  due,  in 
some  instances  at  least,  to  the  use  of  the  drug  by 
inexperienced  men,  but  some  of  them  appear  not  to 
belong  in  this  group.  From  6o  to  8o%  of  remissions 
are  reported  by  the  enthusiastic  users.  There  are  some 
others,  men  of  wide  experience  in  the  treatment  of 
neurosyphilis,  who  state  they  have  not  been  able  to 
obtain  any  better  results  with  this  drug  in  some  of 
the  cases  than  could  be  obtained  by  others  with  much 
less  possibility  of  untoward  results.  I am  inclined  to 
believe  tryparsamid  will  prove  a useful  drug  when  there 
has  been  more  experimentation  with  it  and  some  differ- 
ent or  better  method  of  administration  has  been  evolved. 
Both  of  these  latter  methods  have  much  promise  in 
them. 

To  close,  a paragraph  from  an  article  of  a well 
trained  neurologist  is  quoted : “The  proper  care  of  a 
patient  with  syphilis  of  the  nervous  system  demands 
that  the  physician  be  conversant  with  modern  labora- 
tory diagnosis,  equipped  to  evaluate  the  biological  data, 
able  to  make  a detailed  neurological  examination  and 
especially  capable  of  reaching  a logical  and  practical 
conclusion  after  digesting  all  of  the  evidence.” 

Anna  M.  Schrade,  M.D.,  Reporter. 


LUZERNE— JANUARY-FEBRUARY 

On  January  14,  1925,  the  Luzerne  County  Medical 
Society  held  its  forty-first  annual  dinner  at  the  West- 
moreland Clubhouse  in  Wilkes-Barre.  Dr.  James  J. 
Walsh,  of  New  York,  gave  an  excellent  talk  on  “Med- 
ical History  and  Modern  Cures,”  declaring  that  he 
believes  the  time  will  never  come  when  people  will  not 
fall  for  quack  doctors  and  charlatans,  as  to-day  the 
quacks  continue  to  ply  their  trade  despite  the  fact  that 
the  world  is  considerably  more  educated  in  the  preven- 
tion and  treatment  of  diseases  than  it  was  centuries 
ago.  By  citing  the  methods  pursued  by  famous  quacks. 
Dr.  Walsh  showed  that  people  have  been  cured  of  dis- 
eases and  discomforts  with  anything,  nothing  and 
everything.  The  great  power  of  the  mind  over  the 
body  was  described  by  Dr.  Walsh,  who  told  of  symp- 
toms of  diseases  having  been  produced  through  concen- 
tration of  the  mind  on  the  particular  disease.  Ailments 
resulting  through  the  exertion  of  the  powers  of  the 
mind  can  best  be  treated  through  the  mind.  General 
education  of  the  public  has  not  done  much  towards 
eliminating  quacks,  for  it  has  been  shown  that  sup- 
posedly educated  persons  frequently  prove  victims  of 
these  false  practitioners.  In  closing.  Dr.  Walsh  empha- 
sized the  importance  of  a thorough  study  of  the  patient 
as  well  as  a study  of  his  ailment. 

The  kinship  existing  between  the  members  of  the 
legal  and  medical  profession  formed  the  basis  of  a talk 
given  by  Hon.  John  H.  Bigelow.  In  his  talk  he  com- 
pared the  two  professions  and  declared  that  when  a 
lawyer  or  doctor  enters  politics  he  plainly  becomes  a 
politician  and  lowers  the  profession.  He  told  of  the 
work  being  done  by  both  professions  looking  towards 
the  advancement  of  the  interests  of  society,  and  of  the 
great  opportunities  before  the  medical  profession  in 
this  work. 

Addresses  were  also  made  by  the  retiring  president. 
Dr.  John  E.  Scheifiy,  Dr.  G.  E.  Baker  of  Forty  Fort, 
and  others.  The  affair  was  one  of  the  most  successful 


ever  held  by  the  organization,  more  than  125  being  in 
attendance. 

The  meeting  on  February  4th  was  presided  over  by 
President  Samuel  Wolf.  The  essay  of  the  evening 
was  presented  by  Dr.  A.  B.  Musa,  on  “The  Relation 
of  Focal  Infection  to  Mental  111  Health,”  and  was 
most  interesting.  Dr.  Musa  spent  two  years  as  phy- 
sician in  the  State  Hospital  for  Mental  Diseases  at 
Trenton,  N.  J.  He  stated  that  a large  percentage  of 
mental  ill  health  is  due  to  focal  infection  in  tonsils, 
teeth,  sinuses,  stomach  and  intestines.  Many  of  these 
cases  can  be  made  mentally  well  and  others  improved 
by  cleaning  up  these  infections.  Especially  is  this  so 
in  the  mental  conditions  following  acute  infections  in 
young  people.  The  results  are  not  so  brilliant  in  older 
patients  or  in  cases  of  long  duration.  Dr.  Musa  demon- 
strated by  figures  and  case  histories  that  much  can  be 
done  for  these  unfortunates,  and  nothing  should  be  left 
undone  until  we  eliminate  every  source  of  infection. 
This  paper  was  discussed  by  Drs.  H.  M.  Beck  and  D. 
B.  Williams  of  the  dental  profession. 

At  the  meeting  of  February  i8th.  President  Wolf 
presiding.  Dr.  Lovisa  I.  Blair  read  a paper  on  “Eti- 
ology, Diagnosis  and  Treatment  of  the  Tonsils.”  This 
paper  stressed  the  importance  of  removing  diseased 
tonsils  because  of  the  many  days  of  sickness  that  they 
cause.  There  is  no  doubt  as  to  the  improvement  after 
tonsillectomy  in  the  health  of  patients  who  have  dis- 
eased tonsils  removed  as  a preventive  against  rheu- 
matism and  heart  disease. 

Dr.  Marjorie  E.  Reed  read  a very  interesting  paper 
on  “The  Etiology,  Diagnosis  and  Treatment  of  Bron- 
chial Asthma.”  Here  also  must  a specific  cause  be 
looked  for,  either  in  the  form  of  some  food  or  the 
pollen  of  some  plant  or  plants.  The  nasopharynx  and 
the  accessory  sinuses  must  be  investigated  and  if  the 
cause  can  be  eliminated,  more  can  be  done  than  by  the 
use  of  drugs. 

Interest  has  been  keen  in  the  case  of  Dr.  A.  N. 
Mittleman,  who  pleaded  guilty  before  Judge  Fuller  to 
the  charge  of  illegally  practicing  medicine  without  a 
state  license.  The  prosecution  of  the  defendant  was 
directed  by  the  Luzerne  County  Medical  Society,  which 
was  represented  in  court  by  Drs.  W.  J.  Davis  and  John 
J.  Cressler,  of  Wilkes-Barre.  Mr.  Mittleman  was 
paroled  by  order  of  court,  on  condition  that  he  pay  the 
costs,  a fine  of  $100  for  such  disposition  as  the  court 
may  deem  proper,  and  abstain  entirely  from  the  pro- 
hibited practice.  W.  J.  Davis,  M.D.,  Reporter. 


PHILADELPHIA 
January  28,  1925 

The  President,  Dr.  Arthur  C.  Morgan,  in  the  Chair. 

SYMPOSIUM  ON  PNEUMONIA 

Dr.  A.  C.  Abbot:  Epidemiology. — The  current  prob- 
lem of  pneumonia  shows  our  knowledge  defective  in 
many  particulars,  and  the  prevailing  studies  on  the 
subject  are  not  sufficiently  comprehensive,  inasmuch 
as  they  do  so  little  toward  clarifying  its  origin  and 
beginnings  as  a transmissible  disease.  Discussion  on 
its  epidemicity  or  endemicity  have  so  far  been  unreliable. 
While  studies  made  in  the  Army  or  in  institutions  may 
tend  to  prove  it  epidemic  in  character,  pneumonia  in 
the  community  is  ubiquitous  and  more  probably  endemic. 
Hence  the  endemicity  must  be  studied. 

There  are  many  difficulties.  What  is  meant  by 
pneumonia — all  lung  inflammations,  caused  by  any 
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organism,  lobar  or  lobular?  It  may  have  a manifold 
origin  or  be  secondary  to  an  unknown  primary  process. 
The  manifestations  must  be  classified.  The  only  pos- 
sible deduction  at  present  is  that  an  unknown  factor, 
pathogenic  to  sonie  and  not  to  others,  predisposes 
groups  of  people  to  inflammations  of  the  thoracic  vis- 
cera. 

Lobar  pneumonia  is  a definite  entity,  but  how  prevent 
it,  how  cure  it,  how  account  for  the  increasing  mor- 
tality? The  prevailing  view  is  that  in  lobar  pneumonia 
the  pneumococcus  is  causative,  but  as  in  hog  cholera, 
there  has  been  found  beside  the  obvious  bacillus  an 
obscure  filtrable  virus,  so  there  may  be  another  agent 
here.  Every  case  of  classical  pneumonia  shows  the 
pneumococcus.  It  is  the  cause  of  the  lung  pathology ; 
yet  serum  from  animals  is  disappointing,  recovery 
leaves  no  immunity  and  there  is  a predisposition  to 
recurrence.  More  emphasis  is  needed  on  the  prodromes 
and  less  on  the  lesions.  Oditsky  and  Gates  in  influenza 
have  shown  in  the  exudate  an  organism  before  unknown, 
a primary  invader,  a “preparer,”  which  probably  ante- 
dates clinical  symptoms  by  many  hours  and  forms  an 
unrecognizable  stage  during  which  the  disease  is 
probably  most  transmissible.  Is  the  pneumococcus  the 
real  cause  of  pneumonia?  This  is  the  vital  question. 
Lesions  in  the  lung  may  appear  as  true  fibrinous  lobar 
inflammation  caused  by  the  pneumococci,  or  as  bronchial 
inflammation  caused  by  the  streptococcus  or  B.  influ- 
enzae, and  the  lesions  may  occur  singly  or  together. 

Experimental  inquiry  must  be  directed  toward  the 
disease  called  pneumonia  to  discover  the  reason  for  its 
endemicity  and  its  occasional  epidemicity.  The  organ- 
isms probably  gain  entrance  through  the  nose  and 
throat ; hence  transmission  should  be  prevented  by 
prohibiting  spread  of  secretions.  Pneumococci  in  the 
mouth  should  not  be  dismissed  as  harmless,  for  under 
unknown  influences  they  may  become  pathogenic.  The 
common  belief  that  the  types  of  pneumococcus  are 
not  transmutable  is  erroneous.  Whether  the  systemic 
condition  antedates  the  lung  process  is  a question. 
Common  colds  invite  pneumonia,  but  how?  Possibly 
m.echanically ; possibly  through  interference  with  cir- 
culation. Prophylaxis  should  be  stressed. 

Dr.  Randle  C.  Rosenberger,  in  discussion,  said  that 
the  diagnosis  of  pneumonia  varies  with  the  doctor  and 
it  is  hard  to  tell  what  is  pneumonia.  Epidemic  pneu- 
monia is  really  endemic,  transmitted  by  droplet  infec- 
tion. Predisposing  factors  vary  with  the  individual, 
chilling  of  the  body  often  lowering  the  resistance  to 
organisms.  Pneumococcic  groups  belong  really  to  one 
stock  and  vary  in  virulence.  In  croupous  pneumonia 
the  sputum  may  show  few  pneumococci,  yet  the  blood 
stream  shows  an  abundance.  Streptococci  may  cause 
the  preliminary  inflammation. 

Dr.  IVm.  Egbert  Robertson:  Pathology  and  Diag- 
nosis. Pathology,  pathologic  physiology  and  diagnosis 
must  all  be  borne  in  mind  together.  The  disease  usually 
occurs  either  in  the  right  caudal  or  the  left  cephalic 
ventral  lobe  and  is  bilaterally  apical  in  50%.  There  is 
first  an  engorgement  of  the  capillaries,  transmigration 
of  red  cells,  increased  leukocytes,  dehiscence  of  epithe- 
lium and  exudate.  Then  comes  the  stage  of  red  hepa- 
tization, with  the  former  conditions  exaggerated,  'the 
lung  friable,  granular  and  sinking  in  water.  Gray 
hepatization  comes  more  gradually,  with  red  yielding  to 
white  cells,  exudate  in  the  crypts,  capillaries  com- 
pressed and  innumerous.  Autolysis  then  begins,  with 
absorption  of  the  exudate. 

Tubercle  bacilli  are  found  in  the  peribronchial  lymph 
glands  in  100%,  the  liver  and  kidney  show  parenchy- 


matous degeneration,  currant  jelly  clots  are  found  in 
the  right  heart,  and  when  the  inflammation  affects  the 
occipital  lobe,  meningitis  is  simulated.  The  amount  of 
lung  tissue  involved  is  no  criterion  by  which  to  judge 
as  to  the  extent  of  the  disease,  although  the  physical 
signs  are  dominated  by  lung  changes.  During  the  infec- 
tion the  temperature  goes  up,  breathing  is  increased 
in  rate  and  diminished  in  depth,  and  the  heart  muscle  is 
weakened.  There  is  no  tendency  to  acidosis  and  alkaline 
therapy  is  contra-indicated,  since  the  respiratory  centers 
are  automatic  and  very  sensitive.  Interference  with 
pulmonary  circulation  is  the  most  potent  factor,  lower- 
ing as  it  does  the  hemopoietic  function  with  a corre- 
sponding change  in  kidney  function.  Early  diagnosis 
and  specific  therapy  are  essential.  Acute  abdominal 
symptoms  may  mask  pneumonia.  Failure  to  make  a 
careful  examination  is  always  inexcusable. 

Dr.  Stanley  P.  Reimann,  in  discussion,  said  that  the 
morbid  anatomy  must  be  the  sheet  anchor.  Pneumonia 
is  encumbered  with  statistics,  with  not  enough  atten- 
tion paid  to  the  pathological  anatomy.  At  autopsy 
lobar  pneumonia  is  easily  recognizable.  Lobular  pneu- 
monia may  be  bronchogenous ; may  be  soft,  as  in  the 
aged  or  in  influenza ; it  may  be  due  to  aspiration  of 
a foreign  body,  or  its  origin  may  be  vagous,  due  to 
paralysis  of  the  recurrent  laryngeal  nerve,  acute  in- 
terstitial lymphangitic,  or  metastatic  from  another 
focus.  More  accurate  thought  and  study  are  needed. 
There  is  an  initial  cyanosis,  since  less  blood  goes 
through  the  lung  than  normally,  part  of  it  remaining 
as  exudate.  Later  the  total  quantity  of  blood  in  the 
lung  is  diminished. 

Death  in  pneumonia  is  usually  due  to  cardiac  failure, 
with  microscopic  rather  than  gross  signs  of  degenera- 
tion. Failure  of  the  respiratory  center  frequently 
causes  death  and  may  be  avoided  by  cocainization  of 
the  vagi,  leaving  the  respiratory  center  at  rest. 

Dr.  Albert  B.  Roussel:  Treatment. — Preventive  mea- 
sures are  still  largely  disappointing,  especially  in  the 
light  of  the  remarkable  success  in  scarlet  fever,  typhoid 
and  diphtheria.  Treatment  of  this  prevalent  disease 
cannot  be  compared  with  that  of  other  diseases.  Vac- 
cine should  be  important,  since  there  is  evidence  that 
at  times  of  epidemics  it  gives  satisfactory  results,  e.  g., 
in  New  York  a study  showed  twice  as  much  mortality 
among  those  not  vaccinated.  There  is  a slight  amount 
of  evidence  to  show  that  the  vaccine  is  prophylactic, 
though  the  length  of  immunity  is  relatively  short.  The 
sputum  should  be  disinfected.  More  attention  should 
be  paid  to  approaching  respiratory  symptoms,  especially 
in  postoperative  cases.  Quarantine  has  been  adopted 
in  Los  Angeles  and  in  Pittsburgh. 

In  specific  treatment  there  are  serum  from  immu- 
nized animals,  serum  from  convalescents,  serum  from 
birds,  extracts  from  the  pneumococci,  and  chemother- 
apy. Sera  have  caused  increased  immunity  if  given  early 
intravenously  in  large  amounts.  Anaphylaxis  must  be 
guarded  against,  and  the  treatments  should  be  given 
in  a hospital  because  of  the  severe  reactions.  The 
French  report  the  serum  of  doubtful  value.  Huntoon’s 
antibody  solution  (antibodies  from  types  i,  2 and  3 in 
normal  saline  solution,  25-50  c.c.  repeated  in  8-12 
hours)  has  toxic  proteins  removed,  and  of  424  cases 
treated  there  was  a mortality  of  21.4%  as  against 
28.3%  in  410  controls.  The  best  effects  are  obtained 
in  type  I.  If  treated  before  the  fifth  day  the  mortality 
is  markedly  lowered.  Twenty-four  of  the  cases  treated 
showed  complications,  as  against  54  in  the  untreated 
group.  In  using  this  serum  there  is  no  need  to  wait 
to  type  and  there  is  little  danger  of  anaphylaxis.  The 
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disadvantage  is  the  violent  reaction,  with  chill,  tenv 
perature  going  even  to  109°,  and  rapid  fall  with  pro- 
fuse sweating.  The  physical  signs  remain  the  same, 
but  the  patient  looks  much  better.  Old  heart  or  kidney 
cases  require  modification  of  treatment.  The  average 
amount  ijijected  is  200-250  c.c.  at  a cost  of  $40-$50. 

Quinin  may  be  used,  mercurochrome  in  cases  of 
streptococci  in  the  blood  stream,  and  diathermy.  Gen- 
eral treatment  consists  in  conservation  of  strength, 
relief  of  symptoms,  care  of  complications,  fresh  air, 
cheerful  attendance,  diet,  turning,  baths,  water  in  large 
doses  (5-8  litres),  alkalis  (of  doubtful  value)  and  the 
jacket  (of  little  use).  As  to  drugs,  digitalis  is  most 
important,  used  usually  in  preliminary  digitalization, 
m.  VIII  every  eight  hours  but  used  hypodermatically 
in  large  doses  with  1/75  grain  of  atropin  every  two 
hours  in  emergency.  Morphin  is  useful,  as  is  caffein 
sodium  benzoate.  Cupping  is  helpful  in  the  third  stage, 
and  oxygen  30  minutes  out  of  every  hour  may  prove 
valuable.  Veronal  aids  sleeplessness  and  early  doses 
of  pilocarpin  with  patient  wrapped  in  blankets  may 
abort  the  attack.  In  septic  pneumonia  a tablespoonful 
of  brandy  in  milk  every  three  or  four  hours  is  indicated, 
and  wine  hastens  the  convalescence.  Time  enough  must 
be  taken,  however,  usually  four  to  six  weeks,  for  con- 
valescence. 

Dr.  E.  J.  G.  Beardsley,  in  discussion,  said  that  he 
thought  the  treatment  should  be  conservative,  careful, 
watchful,  symptomatic.  In  the  early  stage  he  would 
have  the  patient  in  bed,  warm,  with  a mustard  poultice. 
He  would  give  niter,  alcohol  and  opiates,  preferably 
as  Dover’s  powder.  Hot  drinks  are  comforting.  He 
has  never  seen  a case  of  heart  failure  in  pneumonia 
and  does  not  believe  in  routine  digitalization,  nor  would 
he  personally  want  to  have  a vaccine  administered,  in 
the  present  stage  of  our  knowledge  of  vaccines. 

Dr.  H untoon  said  that  conservatism  has  cost  a mor- 
tality remaining  at  30%  for  one  hundred  years  in  New 
York,  and  the  antibody  solution,  which  has  been  under 
test  for  five  years,  has  reduced  the  mortality  to  13% 
if  caught  by  the  third  day.  The  violent  reaction  is 
avoided  in  the  new  serum,  sweating  alone  resulting. 
The  duration  of  the  disease  is  less  with  the  serum. 

Dr.  Loivenberg  believes  in  the  early  and  plentiful  use 
of  quinin,  preferably  as  quinin  dihydobromate,  gr.  xxv 
intravenously  and  gr.  x every  three  or  four  hours.  In 
24-36  hours  there  is  a fall  in  temperature  and  a pseudo 
or  real  crisis.  Death  in  pneumonia  is  not  necessarily 
due  to  respiratory  paralysis,  sepsis  or  heart  failure, 
but  may  be  the  result  of  a high  diaphragm.  Hence, 
watch  putrefaction  in  the  intestine  and  relieve  it  by 
quinin,  digitalis  and  pituitrin.  He  believes  in  early 
digitalization. 

Dr.  Rosenherger  said  that  inasmuch  as  we  all  agree  in 
early  serum  administration  in  meningitis,  diphtheria 
and  tetanus,  he  would  have  Huntoon’s  serum^  in  pneu- 
monia, plus  spiritus  frumenti. 

Dr.  Roussel  has  used  quinin  hypodermatically,  usu- 
ally as  quinin  and  urea. 

February  ii,  1925 

The  President,  Dr.  Arthur  C.  Morgan,  in  the  chair. 

SYMPOSIUM  ON  DELINQUENCY  AND  DISEASE. 

Dr.  Albert  C.  Buckley:  Mental  Health  of  the  Com- 
munity and  Its  Conservation. — It  is  safe  to  state  that 
in  practically  every  instance  the  sickness  of  one  affects 
the  community,  i.  e.,  his  usefulness  is  curtailed,  with 
interference  in  the  support  of  self  or  family,  a commer- 
cial organization  is  affected,  or  he  is  a burden  on  the 


taxpayer.  So  the  prevention  of  disease  has  a twofold 
benefit — to  the  individual  and  to  the  community.  Fif- 
teen years  ago  the  National  Committee  for  Mental 
Hygiene  was  established  to  study  all  forms  of  mental 
illness  and  give  forth  information  to  the  public.  Pre- 
ventive psychiatry  is  not  based  on  any  new  methods  of 
cure;  it  does  not  employ  magic,  but  aims  to  apply  all 
means,  medical  and  social,  to  counteract  influences  tend- 
ing toward  mental  disease.  This  is  quite  as  important 
as  the  program  against  tuberculosis,  cancer,  syphilis, 
diphtheria,  etc.,  and  has  as  an  important  result  the 
reduction  of  taxes. 

The  prevalent  attitude  toward  mental  diseases  is  that 
they  are  hopeless,  but  just  as  recent  studies  in  preven- 
tive medicine  and  surgery  have  changed  the  public  idea, 
so  that  now  the  hospital  is  the  desirable  hotel  for  the 
sick,  so  there  is  a change  in  the  attitude  toward  hos- 
pitals for  the  insane.  The  prejudice  of  the  people 
against  mental  states  often  prevents  recognition  until 
too  late  for  cure.  Bacteriology  and  parasitology  have 
done  much,  as  has  applied  chemistry,  and  there  is  more 
to  be  done. 

While  it  is  possible,  by  the  laws  of  heredity,  to  esti- 
mate the  transmission  of  characters  from  parents  to 
offspring,  applied  eugenics  is  difficult.  The  method 
immediately  available  is  the  improvement  of  the  en- 
vironment of  those  of  potentially  low  mentality,  for 
while  children  will  show  the  characteristics  of  their 
parents,  and  the  proverb  of  the  silk  purse  and  sow’s 
ear  is  borne  out,  the  product  may  be  improved  by 
social  environment  and  education.  The  criminal  is 
largely  a matter  of  control.  Careful  differentiation 
must  be  made  between  the  child  inherently  defective 
and  the  one  apparently  so.  Clinics  should  be  estab- 
lished for  mental  conditions  and  these  clinics  will 
multiply  and  grow,  as  they  have  in  Massachusetts. 
Control  of  the  psychotic  or  defective  person  will  re- 
lieve a tension  in  society;  the  community  needs  psy- 
chiatry and  vice  versa.  The  degree  of  cooperation  will 
determine  our  progress. 

Dr.  James  Hendrie  Lloyd:  Crime  Considered  as  a 
Problem  of  Science. — Many  thoughtful  people  are 
questioning  the  benefit  of  science  and  recently  Ber- 
trand Russell  in  the  Atlantic  Monthly  called  science  the 
ultimate  destroyer.  This  age  of  science  daily  faces 
unsol vable  questions  of  war,  political  economy,  hygiene 
and  socialism.  Hygiene  includes  all  the  problems  of 
psychiatry,  and  the  problem  of  psychiatry  in  which 
science  has  fallen  short  is  that  of  human  consciousness, 
the  fundamental  facts  of  which  have  not  yet  been 
attained. 

Crime  is  a problem  of  moral  sense,  although  by 
some  the  two  are  kept  apart,  e.  g.,  Oscar  Wilde,  poet, 
romancer,  brilliant  mind,  committed  grave  offenses  and 
was  sent  to  jail  by  an  English  court.  The  Nation 
says  that  the  problem  here  is  scientific,  not  moral, 
that  man  is  an  automaton  controlled  by  heredity,  lusts 
and  appetites.  Is  this  psychology  common  sense?  The 
conscience  is  inconvenient ; to  combat  it  even  the 
early  Greeks  called  vice  the  result  of  ignorance,  happi- 
ness the  object  of  virtue,  and  conscience  an  emotion. 
This  is  similar  to  the  anthropological  point  of  view. 
The  utilitarian  theory  of  the  greatest  good  to  the 
greatest  number  and  the  doctrine  of  expediency  are 
similar.  The  doctrine  of  evolution,  based  on  the  sur- 
vival of  the  fittest — eat  or  be  eaten — this  doctrine  of 
morals  (or  rather  their  lack)  is  having  its  day  in  the 
courts  and  presents  a problem  of  the  first  magnitude. 
Following  along  the  evolutionary  path  is  the  doctrine 
of  the  superman,  favorite  in  Germany,  based  on  tlie  pro- 
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position  that  the  end  justifies  the  means.  Lately  in  this 
country,  in  the  case  of  two  young  intelligentsia,  it  was 
held  that  the  ordinary  rules  of  decent  conduct  do  not 
apply.  Huxley  met  the  problem  by  holding  that  the 
only  hope  for  man  was  to  oppose  nature  and  set  up  an 
ethical  code  wherein  reason,  will  and  moral  sense 
control  the  emotions.  He  never  considered  crime  de- 
generacy. There  is  now  before  the  Pennsylvania  Legis- 
lature a bill  to  create  a board  of  medical  experts  to 
determine  criminal  responsibility  in  cases  of  murder, 
making  the  question  a scientific  rather  than  a legal 
one. 

The  anthropologist  claims  that  moral  ideas  are  based 
on  emotions  of  approval  or  disapproval,  hence  con- 
science is  an  emotion.  These  ideas  are  carried  into 
medical  jurisprudence  and  a woman  who  is  emotionally 
disturbed  and  shoots  a man  becomes  a victim  of  emo- 
tional insanity,  activated  by  a repressed  emotion  (i.  e., 
an  unpleasant  experience  with  its  resultant  unpleasant 
emotion  causes,  as  a mental  defense  against  remem- 
brance, an  instinct  to  get  rid  of  it).  Defense  reactions 
replacing  emotions  are  repressed  into  the  subconscious 
and  keep  up  a subterranean  activity  which  influences 
conduct.  Thus  reasons  Freud,  four  of  whose  assis- 
tants, overcome  by  the  glimpse  into  the  subconscious, 
have  committed  suicide.  Schizophrenia  is  a pathologic 
process,  a mindsplit,  which  may  date  from  birth.  In 
the  vegetable  world  it  is  evidenced  by  undeveloped 
twigs ; in  man,  by  undeveloped  moral  sense.  The 
intellect  develops  but  the  moral  sense,  as  an  embryonal 
rest,  becomes  malignant,  acting  as  do  repressed  emo- 
tions to  cause  a vitiated  mind  and  hypertrophied  self 
conceit,  leading  to  fools,  hypomaniacs  and  Chicago 
m.urderers,  except  that  this  is  not  murder,  but  schizo- 
phrenia. 

Responsibility  is  not  equally  impaired  in  all  degrees 
of  insanity.  A man  may  be  a psychopath  but  that  does 
not  confer  immunity  in  court.  Medical  experts  should 
assist  the  administration  of  justice,  not  becloud  the 
issue.  According  to  the  legal  formula,  if  a man  knows 
the  difference  between  right  and  wrong  he  is  respon- 
sible. Murder  is  not  merely  a subject  of  scientific 
inquiry,  but  rather  one  of  the  fine  arts.  There  were 
8,975  homicides  (with  104  executions)  in  the  United 
States  in  1910.  Were  there  that  many  books  worth 
reading  or  that  many  paintings  worth  seeing?  The 
fine  art  of  murder  is  one  of  our  national  industries. 

Dr.  D.  J.  McCarthy:  Coordination  of  Social  Service 
and  Medicine  in  Child  Guidance. — The  ideal  state  would 
have  in  it  someone  whose  duty  it  was  to  diagnose  the 
causes  of  poverty  and  crime  and  to  institute  their 
treatment  and  cure.  Any  chronic  disease  which  makes 
the  family  destitute  brings  about  deterioration  in  the 
environment  of  the  child  and  becomes  a potent  fac- 
tor in  delinquency  (e.  g.,  tuberculosis,  syphilis).  From 
the  laboring  class  up  to  the  society  group  there  is 
great  variety  in  the  code  of  life  and  morals,  and  chil- 
dren of  different  parentage  have  various  reactions  to 
environments.  The  dislocation  of  a growing  girl  from 
farm  to  cabaret  or  the  placing  of  a boy  in  a disreput- 
able concern  will  invariably  show  bad  results.  Con- 
trasting two  cases,  each  a boy  of  good  parentage,,  10% 
mentally  deficient,  one  with  divorced  parents,  raised  in 
schools,  backward  in  classes  and  turning  to  mischief 
as  a defense  mechanism,  reached  the  courts  as  a moral 
imbecile;  the  other,  raised  in  a small  New  Jersey 
village  with  country  atmosphere  and  community  inter- 
est, with  training  in  religious  principles,  became  a 
productive  laborer.  The  fundamental  causes  of  crime 
—bad  housing,  sweat  shops,  politics,  bootleggers  in 


high  places,  exaggerated  parental  delinquencies — are 
overlooked  by  the  later  schools  which  study  pathologi- 
cal and  moral  psychology.  Medical  treatment  elimi- 
nates the  infectious  diseases  but  the  social,  economic 
and  political  problems  must  be  studied  by  a nonmedical 
group. 

There  are  in  Pennsylvania  more  than  21,000  delin- 
quent children  and  adolescents.  Medicine  is  too  cap- 
tious in  its  criticism  of  social  service.  Its  workers 
must  necessarily  be  trained  by  the  case  method,  since 
social  service  is  too  young  to  have  developed  advanced 
scientific  specialization.,  The  medical  schools  give 
little  or  no  training  in  social  medicine.  Blockley  is  a 
laboratory  for  the  study  of  the  relationship  between 
poverty  and  disease,  and  the  courts  and  jails  are  the 
school  for  the  study  of  crime.  Large  study  rather 
than  individual  care  is  needed  for  prevention.  There 
is  a lack  of  cooperation,  a lack  of  trained  experts,  a 
lack  of  knowledge  of  procedure  and  a lack  of  funds 
for  research. 

There  are  five  groups  of  cases : ( i ) personality 

defects;  (2)  mentality  defects ; (3)  endocrinopathies ; 
(4)  organic  disorders,  and  (5)  psychotic  derangements. 
Of  300  cases  studied  at  the  Commonwealth  Clinic, 
25%  showed  nutritional  disturbances,  23%  faulty  de- 
velopment and  23%  endocrin  disorders ; 50%  had  been 
in  court  before,  half  of  these  for  stealing.  School 
retardation  was  evidenced  in  85%,  and  the  majority 
showed  a psychopathic  motive  on  a physical  basis. 

Satisfactorily  to  explain  the  immediate  toxic  and 
psychogenic  factors  in  a mental  state,  it  is  essential  to 
know  the  breed,  the  mental  background,  at  least  two 
parents,  the  environmental  background  and  the  type 
and  kind  of  physical  background.  There  may  be  two 
cases  of  manic  depressive  insanity — the  one  tall,  as- 
thenic, with  low  blood  pressure  and  good  head— dis- 
tinctly nutritional ; the  other  plump,  mongolian  in 
features,  with  narrow  palate — glandular.  The  mental 
picture  is  the  same  but  they  are  different  diseases  with 
different  prognosis.  First,  take  into  consideration  the 
history  of  maternal  disease  or  prenatal  influence,  dis- 
eases of  childhood,  bacterial  toxins;  then  consider  the 
psychogenic  factors.  Far  rather  that  an  acute  depres- 
sion be  due  to  a torpid  liver  than  to  a repressed  com- 
plex. 

Through  the  commonwealth  fund,  medicine,  psy- 
chology and  social  service  all  work  together  on  the 
problem.  Every  psychopathic  clinic  should  be  well 
equipped  ($50,000  minimum  per  year)  in  order  that  it 
may  function  as  a coordinating  machine  to  diagnose 
crime,  poverty,  disease  and  insanity.  Its  purpose  is 
child  guidance,  stressing  the  need  for  good  example, 
good  health,  right  religious  principles,  and  well-born 
children. 

Dr.  McCarthy  closed  with  an  expression  of  appre- 
ciation of  the  work  done  by  Dr.  Walter  Cornell  in 
correcting  underweight  children  of  the  Philadelphia 
schools. 

In  discussion.  Dr.  J.  H.  W.  Ryan  agreed  with  Dr. 
Buckley  in  the  need  of  educating  the  community  to 
view  mental  disease  as  illness  rather  than  demoniacal 
possession.  He  believes  in  signed  articles  and  broad- 
casting on  this  subject,  instead  of  the  prevalent  mis- 
leading news  reports.  The  psychopathic  hospital  has  a 
distinct  mission  and  should  have  every  facility  for 
caring  for  its  patients  as  physically  ill,  should  be  open 
as  a place  for  study  and  should  exert  all  possible  in- 
fluence on  the  community.  Child  guidance  has  for  some 
years  occupied  the  attention  of  the  neuropsychopathic 
clinics  and  here  it  is  that  data  for  prophylaxis  must 
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be  accumulated.  He  feels  that  Dr.  Lloyd  discredits 
rational  psycho-analysis.  In  considering  the  relation 
between  science  and  crime,  the  modern  view  is  the 
protection  of  society  rather  than  vengeance.  Crime 
and  insanity  are  often  associated,  and  criminal  trends 
are  often  due  to  physical  or  nervous  defects,  but  some 
individuals  never  grow  up.  The  psychiatric  method 
studies  motives  and  reactions  before  concluding  as  to 
actual  factors  and  their  results. 

Dr.  Edimrd  Strecker  said  that  the  social  worker 
must  be  given  a point  of  view  that  will  fall  between 
that  of  the  extremists  on  focal  infection  and  the 
theory  of  the  unconscious.  Behavior  problems  of 
children  are  nonspecific,  frequently  based  on  the  physi- 
cal, on  the  environment,  or  on  a mental  conflict.  Crime, 
as  is  any  other  great  wastage,  is  a problem  for  science, 
and  certainly  punishment  has  not  solved  it.  Coopera- 
tion between  law  and  medicine  is  essential,  and  the 
suggestion  made  that  law  students  intending  to  prac- 
tice criminal  law  be  made  to  serve  a prison  internship 
is  not  a bad  one.  Schizophrenia  was  never  intended  as 
a term  for  defense  in  trials,  but  rather  to  refer  to 
dementia  praecox  conditions.  Psychiatry  is  needed  in 
the  community,  for  the  lay  public  thinks  of  mental 
hygiene  as  something  vague  and  nebulous,  dealing  with 
dreams.  We  must  prevent  mental  disease  due  to  the 
spirochete,  to  poisons,  to  infections  and  to  metabolic 
disorders,  and  eliminate  that  due  to  improper  hygiene 
of  childhood. 

Dr.  Jurist  questioned  the  possibility  of  an  accurate 
estimate  of  deficiency,  and  in  reply.  Dr.  McCarthy  said 
that  in  Massachusetts  and  New  York  in  ten  years 
deficiency  has  been  reduced  50%  by  clinics,  welfare 
and  social  service  organizations  and  newer  methods  of 
study.  If  50%  of  criminality  can  be  eliminated  the 
work  is  worth  while.  In  answer  to  Mrs.  Jurist’s  doubt 
as  to  the  authenticity  of  his  figures,  Dr.  McCarthy 
intimated  that  that  was  hardly  the  question  to  quibble 
over — ^the  diagnosis  must  necessarily  be  arbitrary,  but 
practical  results  are  the  important  thing  and  the  cru- 
sade against  mental  disease  must  be  waged  in  a man- 
ner similar  to  that  against  tuberculosis.  It  is  the  best 
we  can  do,  since  the  American  people  will  not  be 
“eugened.”  Mary  A.  Hipple,  M.D.,  Reporter. 


SOMERSET— JANUARY 

The  Somerset  County  Medical  Society  met  in  the 
Grand  Jury  room  of  the  Courthouse  at  Somerset  on 
January  20th,  1925,  with  a meager  attendance,  owing 
in  part  to  the  icy  condition  of  the  roads,  although 
the  secretary,  in  rather  poor  health  from  several  ail- 
ments that  the  flesh  is  heir  to  and  twenty-three  miles 
away,  got  there  on  time.  The  new  president  was  in 
the  chair. 

Several  items  of  important  correspondence  that  are 
too  lengthy  to  enter  here  and  also  too  lengthy  to  pub- 
lish in  The  Call,  were  read  and  instructions  given  the 
secretary  thereon.  Our  membership  is  too  small  to 
induce  advertisers  to  take  space  in  our  society  publi- 
cation, and  if  some  important  statements  are  to  go  into 
The  Call  the  cost  must  be  made  up  by  the  members  in 
some  way  that  has  not  yet  been  suggested. 

Dr.  C.  C.  Glass  read  a very  fine  paper  on  Hiccough, 
an  ailment  that  has  been  prevalent  in  the  county  for 
the  last  several  months.  He  quoted  from  some  eminent 
physicians,  some  from  “away  back,”  others  of  recent 
times,  and  from  individual  experience.  In  summing  up 
he  said  in  effect  that  the  causes  for  hiccough  are  almost 
as  numerous  as  in  other  diseases,  and  the  remedies 


equally  so.  Every  one  of  the  members  had  had  recent 
experience  in  the  treatment  of  hiccough,  some  of  the 
members  themselves  having  had  two  or  three  attacks, 
and  the  remedies  tried,  both  successful  and  unsuccess- 
ful, were  given.  It  was  the  most  thoroughly  discussed 
subject  that  we  have  recently  had  presented.  Dr. 
Glass  stated  that  not  many  cases  prove  fatal. 

The  campaign  is  on  and  will  be  pushed,  to  instruct 
the  people  in  preventing  disease,  civic  leagues,  parent- 
teacher  associations  and  similar  organizations  being 
the  media  through  which  we  are  working.  We  expect 
good  results.  H.  C.  McKiney,  M.D.,  Reporter. 


YORK— FEBRUARY 

The  report  of  the  February  meeting  of  the  York 
County  Medical  Society  is  as  follows : 

Meeting  called  to  order  at  i.oo  P.  M.  by  Dr.  B.  W. 
Shirey.  Dr.  Shirey  made  a few  appropriate  remarks, 
pleading  for  tlie  support  of  the  other  members  of  the 
society,  thereby  enabling  us  to  have  a very  useful 
year.  He  recommended  that  we  move  to  a more  quiet 
place  for  holding  our  meetings.  He  also  recommended 
that  the  hour  for  meeting  be  changed  from  i P.  M.  to 
an  hour  mutually  agreed  upon  in  the  evening. 

A fitting  report  and  resolution  was  adopted  opposing 
the  new  and  odious  child  labor  amendment  now  being 
urged  to  permit  enactment  of  a federal  law. 

The  scientific  program  consisted  in  a paper  by  Dr. 
Cecilie  W.  Vest  of  Baltimore,  entitled  “Acute  Ab- 
dominal Conditions  with  Special  Reference  to  Extra- 
Uterine  Pregnancy.” 

The  meeting  was  well  attended,  and  all  present  seemed 
interested  in  the  paper  and  its  discussion. 

W.  Newton  Long,  M.D.,  Reporter. 


PENNSYLVANIA  NEWS  ITEMS 

DEATHS 

Mrs.  Julia  Settle  Maier,  wife  of  Dr.  F.  Hurst 
Maier,  who  was  President  of  the  Philadelphia  County 
Medical  Society  in  1924,  died  on  January  9th. 

Dr.  Finley  R.  McGrew,  of  Carnegie,  who  was 
graduated  from  the  College  of  Physicians  and  Surgeons, 
Baltimore,  Md.,  in  1880,  died  on  January  ist,  aged  68 
years. 

Dr.  John  R.  Stein,  of  Shenandoah,  died  on  February 
ist,  aged  41  years.  Dr.  Stein  was  graduated  from  the 
University  of  Pennsylvania  School  of  Medicine  in  1902. 

Dr.  Harry  Warren  Shirey,  of  Scranton,  died  on 
January  5th  at  Palm  Beach,  Florida,  aged  41  years.  He 
was  a graduate  of  the  Medico-Chirurgical  College  of 
Philadelphia,  class  of  1907. 

Dr.  William  Musser  Capp,  of  Devon,  who  was 
graduated  from  Jefferson  Medical  College  of  Phila- 
delphia in  1885,  died  on  December  25th  as  a result  of 
a fractured  hip.  He  was  82  years  old. 

Dr.  James  Boyd  Neal,  of  Philadelphia,  who  had 
been  a medical  missionary  in  China  for  more  than 
thirty  years,  died  on  February  5th  at  the  Methodist 
Hospital  after  a long  illness. 

Dr.  E.  M.  Furey,  of  Norristown,  aged  68  years,  died 
recently  due  to  the  effects  of  a stroke  of  paralysis.  Dr. 
Furey  was  graduated  from  Jefferson  Medical  College 
of  Philadelphia  in  1883. 

Dr.  William  Gibson  Cotton,  of  McKees  Rocks, 
who  was  graduated  from  Jefferson  Medical  College  of 
Philadelphia  in  1869,  died  on  January  12th  at  the  Ohio 
Valley  Hospital,  following  a long  illness. 
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Mrs.  Euza  Ross  Miner,  mother  of  Dr.  Charles  H. 
Miner,  Secretary  of  Health,  died  at  her  home  in 
Wilkes-Barre  on  February  20th.  Mrs.  Miner  was  in 
her  95th  year.  The  late  General  Asher  Miner  was 
also  a son. 

Dr.  Clarence  F.  Ruloef,  of  Greensburg,  formerly 
of  Allentown,  died  on  February  2d,  aged  40  years. 
Dr.  Rulolf  was  graduated  from  Temple  University 
Department  of  M^icine,  Philadelphia,  in  1919. 

Mr.  Isaac  Welling  Cooley,  aged  70,  died  at  the 
Garretson  Hospital,  Philadelphia  on  January  15th.  Mr. 
Cooley  had  been  Superintendent  of  the  Hospital  for 
five  years  and  was  a very  efficient  executive. 

Dr.  Raymond  Stoner  Freed,  who  was  born  in  1879 
and  was  graduated  from  the  University  of  Pennsyl- 
vania School  of  Medicine,  Philadelphia,  in  1904,  died 
on  January  21st  at  the  Mercy  Hospital,  Pittsburgh, 
of  septicemia. 

Dr.  Frank  Herbert  Taylor,  of  Ohiopyle,  who  was 
formerly  connected  with  the  Steuben  Sanitorium,  Hor- 
ned, N.  Y.,  died  on  December  30th  of  pneumonia,  aged 
57  years.  He  was  a graduate  of  Jefferson  Medical 
College  of  Philadelphia,  class  of  1897. 

Dr.  D.  Leonard  Pratt,  burgess  of  Towanda  and  one 
of  the  oldest  practicing  physicians  in  the  State,  died 
at  his  home  on  January  27th  after  several  weeks’  ill- 
ness. Dr.  Pratt  was  born  in  1853  and  was  graduated 
from  Jefferson  Medical  College  of  Philadelphia  in  1875. 

Dr.  Robert  A.  Knight,  of  Coudersport,  aged  68 
years,  died  on  January  8th,  of  apoplexy.  Dr.  Knight 
was  graduated  from  Jefferson  Medical  College  of 
Philadelphia  in  1875.  He  was  formerly  a druggist  and 
also  served  several  terms  as  coroner  of  Potter  County. 

Dr.  Arthur  Dare,  of  Philadelphia,  aged  56  years, 
died  on  January  nth.  Dr.  Dare  was  a graduate  of 
Jefferson  Medical  College  of  Philadelphia,  class  of 
1890.  He  served  in  the  Medical  Corps  of  the  U.  S. 
Army  during  the  World  War,  and  was  formerly  on 
the  staff  of  St.  Agnes’  Hospital. 

Dr.  Noah  W.  Reichard,  of  Bangor,  died  of  heart 
disease  on  January  27th.  Dr.  Reichard  was  born  in 
1857  was  graduated  from  Jefferson  Medical  Col- 
lege of  Philadelphia  in  1887.  He  practiced  in  Bangor 
for  thirty-six  years  and  in  1914  was  president  of  the 
Northampton  County  Medical  Society. 

Dr.  James  Verree  Ingham,  of  Philadelphia,  who 
was  graduated  from  the  University  of  Pennsylvania 
School  of  Medicine,  in  1866,  died  of  heart  disease  on 
December  29,  1924,  aged  81  years.  Dr.  Ingham  was 
one  of  the  founders  of  the  Maternity  Hospital  at  loth 
and  Bainbridge  Streets,  Philadelphia. 

Dr.  Robert  MacMillan,  Surgeon  on  the  Annapolis 
school  ship  of  the  Pennsylvania  Nautical  School  in 
Philadelphia,  died  at  Skippack  on  January  loth  from 
a heart  attack  suffered  during  an  attack  of  grippe.  He 
was  a graduate  of  the  Medico-Chirurgical  College  of 
Philadelphia,  class  of  1903. 

Blood  poisoning,  contracted  from  a patient,  caused 
the  death  of  Dr.  Frank  E.  Heathfield,  an  intern  at  the 
Germantown  Hospital,  Philadelphia,  on  February  4th. 
Dr.  Heathfield,  whose  home  was  in  England,  entered  the 
hospital  January  ist.  He  was  graduated  last  June  from 
the  Medical  School  of  Harvard  University. 

Dr.  John  N.  Becker,  of  Reading,  aged  67  years,  was 
found  dead  of  heart  disease  in  his  office  on  February 
1st.  Dr.  Becker,  a graduate  of  Jefferson  Medical  Col- 
lege of  Philadelphia  in  1882,  was  formerly  president  of 
the  Reading  Health  Board.  He  leaves  a widow,  a 
daughter  and  a son.  Dr.  W.  Wendell  Becker,  also  a 
Reading  physician. 

As  he  sat  in  his  office  treating  a patient.  Dr.  Joseph 
J.  Burke,  of  Philadelphia  was  stricken  with  heart 
disease  on  February  6th  and  died  within  a few  minutes. 
Dr.  Burke  was  born  in  1866  and  was  graduated  from 


Jefferson  Medical  College  in  1889.  He  was  a con- 
sulting physician  at  the  Misericordia  Hospital  and  was 
an  active  politician,  having  once  been  a Democratic 
candidate  for  Congress. 

Dr.  Abraham  F.  Balmer,  of  Brookville,  died  on 
January  19th  after  forty-nine  years  of  service  in  the 
practice  of  medicine.  Dr.  Balmer  was  born  in  1849 
and  was  graduated  from  Jefferson  Medical  College 
of  Philadelphia  in  1875.  He  died  in  Waynesburg  while 
visiting  his  daughter.  Dr.  Balmer  was  one  of  the 
organizers  of  the  Jefferson  County  Medical  Society  in 
1877  and  one  of  the  charter  members.  He  was  its 
secretary  from  its  inception  for  a period  of  26  years, 
when  he  resigned  to  become  president.  He  was  a life 
member  of  the  State  Society  as  well  as  the  American 
Medical  Association.  His  loss  will  be  felt  keenly  by 
his  fellow  colleagues  and  all  who  came  in  contact  with 
him,  as  he  was  held  in  very  high  esteem  by  all  who 
knew  him. 

births 

Dr.  and  Mrs.  Bernard  P.  Widmann,  of  Philadel- 
phia, announce  the  birth  of  a daughter  on  January  20th. 

Dr.  and  Mrs.  Richard  J.  Miller,  of  Harrisburg, 
have  announced  the  birth  of  a son,  Richard  Jonathan 
Miller,  Jr.,  January  26th. 

ENGAGEMENTS  AND  MARRIAGES 

Dr.  Louis  D.  Englerth,  4912  Frankford  Avenue, 
Philadelphia,  and  Miss  Margaret  E.  Rapp,  of  Phila- 
delphia, were  married  on  December  3,  1924. 

Mr.  and  Mrs.  S.  M.  Yeatts,  of  Philadelphia,  have 
announced  the  engagement  of  their  daughter.  Miss 
Margaret  Yeatts,  and  Dr.  Hobart  W.  Dodson,  of 
Nanticoke. 

Mr.  and  Mrs.  Andrew  T.  Ronon,  of  Mount  Airy, 
have  announced  the  marriage  of  their  daughter,  Anna 
Gertrude,  to  Dr.  William  John  Ryan,  of  Philadelphia, 
on  January  19th. 

Miss  Mary  Stout,  daughter  of  Dr.  and  Mrs.  George 
C.  Stout,  of  Tarleton,  Berwyn,  was  married  to  George 
W.  Blabon,  2d,  of  Littlefield  Farm,  Bryn  Mawr,  on 
February  21st. 

Mrs.  Ella  Senderling  Mertz,  of  Philadelphia,  has 
announced  the  marriage  of  her  daughter.  Miss  Emma 
Mertz,  to  Dr.  George  Harlan  Wells,  also  of  Phila- 
delphia, on  February  12th. 

Dr.  James  Robert  Care,  of  Norristown,  and  Miss 
Edith  Earl,  formerly  of  Ashland,  were  united  in 
marriage  on  January  loth.  Mrs.  Care  is  a graduate  of 
the  Nurses’  Training  Hospital  of  Huntingdon. 

items 

Dr.  and  Mrs.  J.  B.  Woodruff,  of  Johnstown  are 
spending  the  winter  in  Florida. 

Dr.  and  Mrs.  Daniel  S.  Rice,  of  Ebensburg,  have 
gone  to  Florida  for  the  winter. 

Dr.  Lowell  M.  Gates,  of  Scranton,  has  recovered 
from  a recent  illness  and  is  convalescing  in  Florida. 

Dr.  Josiah  F.  ReEd,  of  Harrisburg,  has  been  ap- 
pointed consulting  obstetrician  to  the  Chambersburg 
Hospital. 

Dr.  William  T.  Johnson,  of  Philadelphia,  is  presi- 
dent of  the  American  Electrotherapeutic  Society  for 
1925- 

Dr.  Charles  W.  Burr  was  elected  president  of 
the  Philadelphia  Medical  Club  for  1925  at  the  annual 
meeting  held  on  January  i6th. 

Scranton’s  typhoid  fe\'ER  outbreak,  which  threatened 
to  become  serious,  has  practically  ended.  The  origin 
of  the  twenty  cases  was  traced  to  oysters. 

The  Women’s  Homeopathic  League  of  Philadelphia 
has  furnished  in  complete  style  a recreation  room  in  the 
Hahnemann  Medical  College  building  of  Philadelphia. 
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Among  thosu  who  attended  the  meeting  of  the 
Eastern  Section  of  the  American  Roentgen  Ray  Society 
at  Atlantic  City  were  Drs.  Von  Poswik,  Jackson  and 
Milkman  of  Scranton. 

Dr.  and  Mrs.  John  Foster  and  daughter,  Helen,  of 
New  Castle,  recently  sailed  from  New  York  on  a 
Mediterranean  tour.  Dr.  Foster  will  spend  some  time 
studying  in  Europe. 

Dr.  John  Byers  Roxby,  of  Swarthmore,  has  been 
elected  full-time  Professor  of  Anatomy  in  the  Medical 
Department  of  Temple  University,  Philadelphia.  Dr. 
Roxby  succeeds  to  the  chair  made  vacant  by  the  death 
of  Dr.  D.  G.  Metheny. 

Dr.  B.  Franklin  Stahl,  physician-in-chief  of  St. 
Agnes’  Hospital,  Philadelphia,  ended  thirty-seven  years’ 
service  with  the  institution  on  January  6th.  A banquet, 
attended  by  the  staff  physicians  of  the  hospital,  marked 
his  retirement. 

The  first  and  final  account  in  the  estate  of  Dr. 
John  W.  Millick,  of  Philadelphia,  shows  the  physician 
left  personal  property  appraised  at  $109,500.31.  The 
balance  to  be  distributed  among  the  heirs,  Mrs.  Matilda 
K.  Millick,  two  sons  and  three  daughters,  amounts  to 
$^,407.07. 

Mrs.  Burton  Chance,  of  Radnor,  will  sail  early  in 
May  for  Europe  where  she  will  join  her  daughters  who 
are  studying  music  in  Paris.  Dr.  Chance  will  join  his 
family  in  June,  and  together  they  will  spend  the  sumi- 
mer  traveling  through  Europe,  returning  to  this  coun- 
try in  the  early  fall. 

A FIRE  IN  THE  BASEMENT  of  the  University  of  Penn- 
sylvania Medical  School  building,  Philadelphia,  on 
January  23d,  caused  damage  estimated  at  $25,000.  Val- 
uable instruments,  instruction  charts  and  anatomical 
specimens  stored  in  the  basement  were  damaged  or 
destroyed,  in  addition  to  damage  to  the  building  itself. 

The  Philadelfhia  Electrothfjiapeutic  Association 
was  formally  organized  on  January  5.  Only  members 
of  a county  or  state  medical  society  will  be  eligible  for 
membership.  All  physicians  interested  in  physical 
therapeutics,  either  in  Philadelphia  or  adjacent  terri- 
tory, will  be  welcomed  as  members.  Dr.  William  T. 
Johnson,  2008  Walnut  Street,  has  been  elected  president, 
and  Dr.  Ralph  Getelman,  2011  Chestnut  Street,  secre- 
tary. 

With  the  recent  death  of  Dr.  James  V.  Ingham, 
one  of  the  founders  of  the  Maternity  Hospital  at  lOth 
and  Fitzwater  streets,  Philadelphia,  public  attention  has 
been  directed  to  an  institution  but  little  known,  despite 
the  wide  work  it  has  accomplished  during  the  more 
than  fifty  years  of  its  existence.  The  hospital,  incor- 
porated in  1873  under  the  name  of  “The  State  Hospital 
for  Women  and  Infants,’’  is  regarded  by  many  persons 
in  the  light  of  a memorial  to  Dr.  Ingham,  the  man 
whose  broad  sympathy  for  the  unfortunate  and  brave 
disregard  for  criticism  were  the  leading  factors  in  its 
establishment.  In  1882  the  name  of  this  hospital  was 
changed  to  “The  Maternity  Hospital.’’ 

Through  the  Efforts  of  the  officers  of  the  post- 
graduate group  of  the  Lackawanna  County  Medical 
Society,  Dr.  William  Neumann,  Professor  of  Medicine 
at  the  University  of  Vienna,  will  spend  several  weeks 
in  Scranton  next  July,  instructing  the  physicians  of  that 
Society.  Dr.  Neumann  is  one  of  the  world’s  foremost 
authorities  on  diseases  of  the  chest.  He  uses  tuber- 
culin in  his  treatment  of  chest  diseases,  and  is  said  to 
have  had  remarkable  success  combating  tuberculosis. 
The  classes  will  continue  for  twenty-five  days.  Forty 
members  of  the  Lackawanna  County  Medical  Society 
will  be  eligible  to  participate  and  will  be  instructed  in 
classes  of  ten  daily  during  the  course. 

The  Pittsburgh  Skin  and  Cancer  Foundation  of 
1901  Fifth  Ave.,  Pittsburgh,  Pa.,  wishes  to  announce 
that  a deep  roentgen  therapy  machine  has  been  installed. 
It  is  now  fully  equipped  to  give  this  form  of  treat- 


ment to  cancer  patients.  The  purposes  for  which  the 
Skin  and  Cancer  Foundation  was  organized  include  the 
following  : ( i ) The  diagnosis  and  treatment  of  cancer 
and  skin  diseases,  making  this  service  available  to  such 
persons  of  this  community  as  are  financially  unable  to 
avail  themselves  of  treatment.  (2)  Education  of  pa- 
tients, their  families,  medical  and  social  workers  and 
the  public  in  general  regarding  cancer.  (3)  Statistipl 
research  or  survey  of  the  cancer  situation  as  it  in- 
volves this  community.  Physicians  are  cordially  in- 
vited to  inspect  the  methods  and  equipment. 

On  January  ioth.  Dr.  Rufus  B.  Weaver,  world- 
famous  anatomist,  celebrated  his  birthday  in  the  labora- 
tory of  his  home  in  Philadelphia.  At  night  he  was 
honor  guest  at  a dinner  in  the  Bellevue-Stratford  given 
by  the  Hahnemann  Board  of  Trustees.  Sixty  yeap 
ago  Dr.  Weaver  was  graduated  from  the  Pennsylvania 
Medical  University,  now  out  of  existence.  Fifty-six 
years  ago  he  was  appointed  demonstrator  of  anatomy 
at  Hahnemann  Medical  College,  with  which  institution 
he  is  still  associated.  Since  1896  he  has  held,  in  addi- 
tion, the  chair  of  applied  anatomy  at  Hahnemann.  In 
1888  he  dissected  the  cerebrospinal  nervous  system, 
which  has  been  on  exhibition  ever  since  in  the  museum 
of  Hahnemann  Medical  College.  It  is  believed  to  be 
the  only  one  of  its  kind  in  the  world,  as  Dr.  Weaver 
has  visited  all  of  the  great  scientific  centers  of  Europe 
and  has  never  found  it  duplicated. 


GENERAL  NEWS  ITEMS 

Sixty  or  more  bills  have  been  introduced  in  the 
Connecticut  Legislature  for  the  validating  of  licenses 
of  medical  practitioners  debarred  there  a year  ago  after 
the  expose  of  “diploma  mills.’’ 

The  death  is  announced  of  Sir  James  Mackenzie, 
consulting  physician  to  the  King  in  Scotland  and  also 
consulting  physician  to  the  London  Hospital.  He  was 
especially  known  for  his  study  of  diseases  of  the  heart. 

An  unusual  and  serious  accident  happened  recent- 
ly which  merits  some  attention  so  as  to  avoid  a similar 
occurrence.  A well-known  man  in  the  city  of  Phila- 
delphia had  some  potassium  chlorate  in  medicinal  form 
in  his  pocket.  Some  of  this  must  have  gotten  loose 
from  the  container  and  caused  his  clothing  to  catch  fire. 

NEW  Y'ORk’s  new  medical  CENTFTt 

Ground  has  been  officially  broken  and  actual  con- 
struction begun  on  New  York’s  new  Medical  Center, 
which  is  being  developed  under  the  direction  of  the 
Joint  Administrative  Board  of  Columbia  University 
and  Presbyterian  Hospital.  At  the  exercises  held  Sat- 
urday, January  31st,  on  the  twenty-two  acre  plot  at 
i68th  Street  and  Broadway  before  a notable  gathering 
of  representative  persons  of  the  metropolitan  district, 
including  many  of  the  profession,  Mr.  Edward  S. 
Harkness,  the  first  Chairman  of  the  Joint  Administra- 
tive Board,  turned  the  initial  spade  of  earth.  This  act 
signalled  the  starting  of  the  construction  of  the  first 
and  largest  unit  of  the  Center,  the  combined  new 
Columbia  University  School  of  Medicine  and  Presby- 
terian Hospital — a Ten  Million  Dollar  structure. 

LOUISIANA  JOINS  STATES  DEMANDING  CERTIFICATE  OF 
HEALTH  before  marriage 

Louisiana  has  joined  the  ranks  of  states  requiring  a 
physical  examination  and  a clean  bill  of  health  as  a 
prerequisite  to  the  issuance  of  a marriage  license.  At 
the  last  session  of  the  legislature,  the  law-makers 
passed  the  Ducros  Bill  making  it  compulsory  for  any 
male  applying  for  a marriage  license  to  obtain  from  a 
licensed  physician  a certificate  showing  that  he  is  free 
from  venereal  or  other  constitutional  disease.  Accord- 
ing to  the  Division  of  Venereal  Diseases  of  the  United 
States  Public  Health  Service,  such  legislation  has 
steadily  gained  favor  since  the  war,  inasmuch  as  it  is 
a distinct  measure  to  prevent  infection  of  innocent 
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wives  and  unborn  children.  The  incidence  of  congenital 
syphilis  and  of  infant  blindness  due  to  gonorrhea  is 
responsible  for  the  enactment  of  such  laws  to  prevent 
venereal  diseases.  Several  states  have  adopted  laws 
similar  to  the  Louisiana  bill.  One  state  requires  the 
prospective  groom  only  to  state  that  he  is  free  from 
disease.  Another  stipulates  that  a certificate  of  health 
is  necessary  only  when  the  applicant  has  been  previously 
infected  with  a venereal  disease,  while  the  laws  of  a 
few  states  are  identical  with  the  Ducros  Bill.  North 
Carolina,  Oklahoma,  Indiana,  Michigan,  Oregon,  Ala- 
bama and  Utah  are  among  the  states  requiring  a physi- 
cal examination  of  the  male  and  certificate  of  health 
precedent  to  the  securing  of  a license  to  marry. 


PROPAGANDA  FOR  REFORM 
Sanocrysin,  the  Moelegaard  Tuberculosis  Remedy. 

The  first  copies  of  a book  by  Moellgaard  and  his 
coworkers  describing  experiments  with  sodium  auric 
thiosulphate,  for  which  the  name  "Sanocrysin”  has 
been  registered,  have  been  received  in  the  United 
States.  The  outstanding  fact  in  connection  with  San- 
ocrysin is  that  it  is  only  the  name  that  is  new.  The 
salt  is  an  old  one  and  is  now  used  in  the  arts.  Moell- 
gaard claims  to  have  improved  the  process  of  prepa- 
ration to  remove  toxic  substances.  But  one  is  im- 
pressed with  the  fact  that  Moellgaard’s  preparation  is 
dangerous  unless  its  use  is  carefully  supervised,  espe- 
cially in  tuberculous  animals  or  persons.  Moellgaard 
claims  to  have  rendered  the  dangers  less  serious  by 
the  use  of  serum  from  calves  or  horses  previously 
infected  with  dead  tubercle  bacilli.  While  Moellgaard 
does  not  claim  that  the  use  of  the  serum  takes  any 
part  in  the  cure  which  Sanocrysin  is  said  to  bring 
about,  one  cannot  help  feeling,  when  reading  the 
results  of  his  experiments  that  it  is  the  conjunction  of 
the  two  substances  which  effect  whatever  curative  in- 
fluence the  treatment  may  have.  The  evidence  for  the 
value  of  this  treatment  in  tuberculosis,  however,  is  not 
convincing.  In  the  United  States  the  new  treatment 
can  not  be  sold  mitil  it  is  licensed  by  the  United  States 
Public  Health  Service.  This  Service  is  carrying  out 
experiments  to  determine  if  a license  may  be  granted. 
Meanwhile  the  Council  on  Pharmacy  and  Chemistry 
will  investigate  and  issue  a preliminary  report.  In 
view  of  the  dangers  involved  in  the  use  of  Sanocrysin, 
the  best  advice  to  those  suffering  from  tuberculosis  is 
to  continue  the  well  known  and  well  tried  methods  of 
sanatorium  treatment  (Jour.  A.  M.  A.,  Jan.  24,  1925, 
p.  287). 

Hoyt’s  Gluten  Flakes  not  Accepted  for  N.  N.  R. 
— Hoyt’s  Gluten  Flakes  is  marketed  by  the  Pure 
Gluten  Food  Co.,  New  York,  as  a ready-to-eat  gluten 
preparation.  The  claims  are  made  that  it  is  “A  per- 
fect gluten,”  that  it  contains  “40  per  cent  protein” 
which  is  asserted  to  be  the  government  standard  for 
gluten,  and  that  it  is  “free  from  starch.”  These  state- 
ments of  composition  are  misleading.  A product  con- 
taining 40  per  cent  of  protein  is  not  a “perfect  gluten” 
nor  is  40  per  cent  the  government  standard  for  gluten 
flour,  but  the  lowest  limit  of  protein  to  which  the  term 
gluten  flour  may  be  applied  witliout  incurring  danger 
of  prosecution  by  the  federal  authorities.  The  Council 
on  Pharmacy  and  Chemistry  declared  Hoyt’s  Gluten 
Flakes  inadmissible  to  New  and  Nonofficial  Remedies 
because  (i)  its  composition  is  not  correctly  declared, 
and  (2)  the  claims  for  its  effects  on  nutrition  and 
health  are  unwarranted  and  misleading  (Jour.  A.  M.  A., 
Jan.  3,  1925,  p.  53). 

Restor  ViN  NOT  Accepted  for  N.  N.  R.— Restor  Vin 
is  the  therapeutically  suggestive  name  under  which 
the  Robinson-Pettet  Co.,  Louisville,  Ky.,  markets  a 
mixture  stated  to  have  the  following  composition: 
solution  of  albuminate  of  iron  8 pints,  detannated  wine 
of  wild  cherry  12  pints,  glycerin  8 pints,  elixir  of 
calisaya  12  pints,  tincture  of  hydrastis  i pint,  hypophos- 
phorus  acid  8 ounces,  solution  of  saccharin  4 ounces. 


calcium  glycerophosphate  i ounce,  water  16  ounces. 
The  Council  on  Pharmacy  and  Chemistry  found  Restor 
Vin  inadmissible  to  New  and  Nonofficial  Remedies  be- 
cause it  is  an  unscientific  mixture  marketed  under  a 
therapeutically  suggestive  name  and  with  unwarranted 
therapeutic  claims  that  may  lead  the  public  to  depend 
on  this  “cordial”  in  serious  conditions  Qour.  A.  M.  A., 
Jan.  3,  1925,  p.  54). 

More  Misbranded  Nostrums. — The  following  pro- 
ducts were  the  subject  of  prosecution  by  the  authorities 
charged  with  the  enforcement  of  the  Federal  Food  and 
Drugs  Act:  Nervtone  Tablets  No.  i (A.  F.  Scham- 
bier),  containing  in  each  tablet  approximately,  mercuric 
chlorid  1-60  grain,  strychnin  sulphate  1-120  grain, 
arsenic  trioxid  i-ioo  grain,  iron  sulphate  3 grains  to- 
gether with  aloes  and  cascara  sagrada  extract.  Nerv- 
tone Tablets  No.  2 (A.  F.  Schambier),  containing  in 
each  tablet  approximately,  strychnin  sulphate  1-120 
grain,  together  with  belladonna  extract,  cascara  and 
aloes.  Lafayette  Pain  Anodyne  (Lafayette  Co.),  con- 
sisting essentially  of  spearmint  and  cassia  oils,  camphor, 
capsicum,  alcohol  and  water  (Jour.  A.  M.  A.,  Jan.  10, 
1925,  P-  135)- 

SoMNOS. — Somnos  is  marketed  by  the  H.  K.  Mul- 
ford  Co.  It  was  investigated  by  the  Council  on  Phar- 
macy and  Chemistry  in  1906.  The  committee  that  made 
the  investigation  was  unable  to  find  that  Somnos  was 
less  toxic  than  hydrated  chloral  or  that  it  had  a less 
depressing  effect  on  temperature,  respiration  or  circu- 
lation. On  the  contrary,  the  physiological  effects  were 
indistinguishable  from  hydrated  chloral  (Jour.  A.  M. 
A.,  Jan.  10,  1925,  p.  136). 

Colon  Bacillus  Vaccine,  Gonococcus  Serum  and 
Gonococcus  Vaccine  Omitted  from  N.  N.  R. — The 
Council  on  Pharmacy  and  Chemistry  reports  that  all 
colon  bacillus  vaccines,  gonococcus  serums  and  gono- 
coccus vaccines  have  been  omitted  from  New  and  Non- 
oflicial  Remedies.  The  Council  took  this  action  be- 
cause an  examination  of  the  existing  evidence  goes  to 
show  that  these  preparations  are  not  of  therapeutic 
value  (Jour.  A.  M.  A.,  Jan.  17,  1925,  p.  220). 

Colodine  and  Colobromodine  not  Accepted  for 
N.  N.  R. — Colodine  and  Colobromodine  are  products 
of  the  Colloidal  Laboratories,  Philadelphia.  They  are 
stated  to  be  the  invention  of  Harry  J.  Novack,  M.D., 
and  the  claims  in  the  advertising  are  based  on  a pub- 
lication by  Dr.  Novack.  The  nature  and  composition 
are  not  clearly  stated.  According  to  the  label,  they 
contain  respectively,  iodin  and  iodin  and  bromin  in 
“colloidal  form.”  From  vague  statements  made,  it  may 
be  concluded  that  Colodine  is  an  iodin  treated  fat,  the 
nature  of  which  is  kept  secret,  and  that  it  does  not 
contain  iodin  in  colloidal  form.  Colobromodine  is 
stated  to  be  prepared  from  Colodine  by  the  addition 
of  bromin.  The  claims  and  statements  made  in  regard 
to  Colodine  appear  to  be  governed  by  imagination 
rather  than  by  observation.  The  claims  cover  all  con- 
ditions for  which  iodin  medication  has  been  employed 
at  various  times — and  some  additional  ones,  some  of 
which  are  not  only  unreasonable  but  dangerous.  The 
claims  advanced  for  Colodine  are  extended  to  Colo- 
bromodine with  the  addition  that  from  the  latter  may 
also  be  obtained  “the  sedative  action  of  pure  bromin.” 
The  Council  on  Pharmacy  and  Chemistry  found  Colo- 
dine and  Colobromodine  unacceptable  for  New  and 
Nonofficial  Remedies  because  (i)  the  statements  made 
in  regard  to  their  chemical  character  are  indefinite  and 
misleading;  (2)  the  statements  of  their  pharmacologic 
and  therapeutic  action  are  misleading  and  unwarranted, 
and  (3)  the  circular  included  with  the  trade  package 
may  lead  to  their  ill-advised  use  by  the  public.  When 
the  Council  sent  its  report  to  the  Colloidal  Labora- 
tories, the  firm  submitted  a reply  in  which  it  was 
promised  that  the  circular  would  be  revised  to  remove 
conflict  with  Rule  4 and  submitted  a proposed  revision. 
The  information  failed  to  clear  up  the  contradictory 
statements  of  composition  (Rule  i)  and  still  contains 
dangerously  misleading  therapeutic  claims  (Rule  6) 
(Jour.  A.  M.  A.,  Jan.  10,  1925,  p.  135). 
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Leucotropin. — Leucotropin  is  a German  proprietary 
exploited  by  Mor^nstern  and  Co.,  New  York.  It  is  to 
be  administered  intravenously.  From  the  advertising 
it  would  appear  that  “Leucotropin”  is  a molecular  corn- 
bination  of  hexamethylenamin  and  cinchophen.  It  is 
most  probable,  therefore,  that  the  product  will  merely 
have  the  effects  of  its  two  components.  There  is  no 
warrant  for  the  intravenous  administration  of  hexa- 
methylenamin, and  it  is  difficult  to  believe  that  the 
intravenous  use  of  cinchophen  will  give  results  mate- 
rially different  from  those  obtained  when  cinchophen  is 
given  by  mouth.  A letter  has  been  sent  out  by  Mor- 
genstern  and  Co.  which  suggests  that  two  doses  will 
be  sufficient  to  “judge  the  effects”  of  this  German 
synthetic.  This,  of  course,  was  an  appeal  to  the 
uncritical  (Jour.  A.  M.  A.,  Jan.  3,  1925,  p.  56). 

Beto.- — Beto  is  advertised  as  a “Blessing  to  Diabetics  ” 
Like  most  nostrums  sold  for  the  alleged  cure  of  dia- 
betes, Beto  is  featured  as  a product  whose  use  makes  it 
unnecessary  for  the  diabetic  to  diet.  When  first  put  on 
the  market,  Beto  was  sold  and  advertised  exclusively 
as  a cure  for  diabetes.  Later,  it  was  recommended,  in 
addition,  for  high  blood  pressure,  “all  kidney  troubles” 
and  dropsy.  Beto  comes  in  the  form  of  tablets  and  sells 
at  $5.00  per  package.  The  A.  M.  A.  chemical  labora- 
tory reports  that  the  product  may  be  considered  to  be 
composed  of  talc  3 per  cent,  magnesium  sulphate  U.  S. 
P.,  97  per  cent,  and  oil  of  cinnamon,  a trace.  Each 
tablet  was  equivalent  to  approximately  7 gm.  of  Epsom 
salt,  or  one  half  the  dose  given  in  the  U.  S.  Pharma- 
copeia. Thus  the  purchaser  of  Beto  pays  $5.00  for 
pounds  of  Epsom  salt,  which  can  be  bought  for  15  cents 
a pound.  Beto  is  not  a cure  for  diabetes  and  to  sell 
Epsom  salt  under  the  claim  that  it  is  a cure  and  with 
the  deadly  dangerous  advice  that  when  taking  it,  it  is 
unnecessary  for  the  diabetic  to  diet,  is  an  offense  against 
business  morals  and  a menace  to  the  public  health 
(Jour.  A.  M.  A.,  Jan.  24,  1925,  p.  304). 

Kaffee  Hag. — Kaffee  Hag  was  found  to  contain  0.03 
per  cent  of  caffein  and  11.47  per  cent  of  caffetannic 
acid,  which  agreed  with  the  claim  made  for  it,  that  95 
per  cent  of  the  caffein  was  removed.  A later  analysis 
showed  Kaffee  Hag  to  contain  a somewhat  larger 
amount  of  caffein,  namely,  0.12  per  cent.  A still  more 
recent  examination  showed  the  presence  of  0.09  per  cent 
caffein.  Assuming  that  the  average  coffee  contains  1.25 
per  cent  caffein,  the  amount  of  caffein  remaining  in 
Kaffee  Hag  should  be  close  to  0.06  per  cent  to  agree 
with  the  claim  that  95  per  cent  of  the  caffein  is  re- 
moved (Jour.  A.  M.  A.,  Jan.  24,  1925,  p.  306). 

Colloidal  Gold  Not  Acceftfj)  for  N.  N.  R. — “Col- 
loidal Gold”  (Kahlenberg-Klaus  Co.)  is  claimed  to 
have  been  developed  by  Professor  Louis  Kahlenberg  of 
the  University  of  Wisconsin  and  Dr.  Edward  H. 
Oeshner  of  Chicago.  The  chief  advertising  matter  is 
a circular  which  states  that  the  remedy  “Has  proved 
to  be  far  superior  to  x-ray  and  radium  in  the  treatment 
of  inoperable  cases  of  cancer  and  also  as  postoperative 
treatment.”  The  solution  is  claimed  to  contain  one  one- 
thousandth  of  one  grain  of  pure  gold  in  colloidal  form 
in  every  ten  drops.  The  remedy  is  sold  in  four-ounce 
bottles  at  $5.00  per  bottle.  Calculation  shows  that  the 
value  of  the  gold  in  a bottle  is  less  than  one  cent.  In 
response  to  a letter  from  the  Council  on  Pharmacy  and 
Chemistry  asking  for  evidence  to  substantiate  the  claims 
for  the  preparation,  the  manufacturer  referred  to  an 
article  bv  Dr.  E.  H.  Oeshner.  The  article  contains  re- 
ports of  four  cases.  In  but  one  of  the  four  cases  was 
the  diagnosis  proved  by  microscopic  examination,  and 
death  from  cancer  indicates  that  the  colloidal  gold  had 
no  effect  on  the  disease.  In  the  other  three  cases  there 
was  no  microscopic  examination  of  the  tumor.  Every 
surgeon  and  pathologist  of  wide  experience  knows  how 
rnisleading  the  gross  appearance  of  tumors  may  at 
times  be.  It  is  almost  inconceivable  that  a serious  in- 
vestigator of  a method^  of  treating  cancer  should  have 
neglected  such  an  obvious  and  simple  means  of  con- 


trolling his  work.  Until  more  critically  studied  cases, 
supported  by  microscopic  examination  of  the  tissues, 
are  reported,  in  which  there  has  been  definitely  demon- 
strable retrogression  or  disappearance  of  the  tumor,  the 
Council  on  Pharmacy  and  Chemistry  sees  no  reason  for 
believing  that  “Colloidal  Gold”  offers  anything  more  in 
the  treatment  of  carcinoma  than  do  the  other  colloidal 
preparations  that  have  preceded  it.  The  Council  found 
“Colloidal  Gold”  inadmissible  to  New  and  Nonofficial 
Remedies  because  the  claims  advanced  for  it  are  unwar- 
ranted (Jour.  A.  M.  A.,  Jan.  31,  1925,  p.  387). 

Calcreose  With  Iodin. — The  Council  on  Pharmacy 
and  Chemistry  reports  that  Tablets  Calcreose  with  Iodin 
are  unacceptable  for  New  and  Nonofficial  Remedies  be- 
cause the  composition  of  the  product  is  unscientific,  and 
its  use  is,  therefore,  inimical  to  the  interests  of  the 
public  and  the  medical  profession.  The  Maltbie  Chem- 
ical Co.,  which  markets  the  tablets,  claims  that  each 
tablet  contains  calcreose  4 grains,  and  iodin  1/30  grain. 
The  use  of  the  tablets  by  the  physician  would  mean  that 
the  patient  in  addition  to  the  required  dose  of  iodin 
would  also  have  to  take  the  creosote  compound,  cal- 
creose. The  creosote  compound  might  be  superfluous 
or  contra-indicated  (Jour.  A.  M.  A.,  Jan.  31,  1925,  p. 
388). 

Tripp’s  “Liquor  Rheumatica.” — The  advertising  of 
the  Norwood  Pharmaceutical  Co.,  Chicago,  does  not  ap- 
pear to  contain  any  definite  information  in  regard  to 
the  composition  of  the  preparation.  However,  the 
presence  of  potassium  iodid,  calisaya,  cimicifuga  and 
“Phytolacca-Rheuma”  are  mentioned.  Cimicifuga  is 
one  of  a class  of  domestic  medicines  that  was  tried  in 
a great  variety  of  conditions  and  was  not  found  to 
possess  definite  value.  Books  on  materia  medica  ap- 
pear to  contain  no  reference  to  “Phytolacca-Rheuma.” 
“Liquor  Rheumatica”  (Dr.  Tripp)  is  a shotgun  mix- 
ture of  indefinite  composition  for  which  unwarranted 
claims  are  made  (Jour.  A.  M.  A.,  Jan.  31,  1925,  p.  390). 


THE  ATLANTIC  CITY  SESSION 

REDUCED  RAILROAD  FARE  TO  ATLANTIC  CITY 

The  rate  of  one  and  one-half  fare  for  the  benefit 
of  members  and  Fellows  of  the  American  Medical  As- 
sociation who  will  attend  the  annual  session  in  Atlantic 
City,  May  25-29,  has  been  granted  by  the  railroads. 
The  member,  when  purchasing  his  ticket,  pays  the  full 
one  way  fare  to  Atlantic  City,  at  the  same  time  secur- 
ing his  certificate  from  the  railroad  agent.  This  cer- 
tificate will  be  approved  at  Atlantic  City  by  the 
Secretary  of  the  Association,  must  be  validated  by  a 
representative  of  the  railroads,  and  will  then  entitle 
the  holder  to  a return  ticket  at  one-half  fare.  The 
validation  desk  will  be  located  near  the  Registration 
Bureau  on  the  Steel  Pier  (Jour.  A.  M.  A.,  Feb.  14, 

1925)- 

AMERICAN  medical  GOLFING  ASSOCIATION 

The  Eleventh  Annual  Tournament  of  the  American 
Medical  Golfing  Association  will  be  held  at  Seaview 
Golf  Club,  Atlantic  City,  Monday,  May  25. 

Dr.  D.  Chester  Brown,  Danbury,  Conn.,  is  president. 
Dr.  Walt  Conaway,  Atlantic  City,  is  secretary-treasurer, 
and  John  Walter,  Evanston,  111.,  is  business  secretary 
of  the  American  Medical  Golfing  Association. 

Any  Fellow  of  the  American  Medical  Association 
may  join  the  American  Medical  Golfing  Association  by 
paying  the  enrollment  fee  and  subscribed  to  the  by- 
laws. Application  for  enrollment  should  be  sent  to 
John  Walter,  1507  Hinman  Avenue,  Evanston  111. — 
(Jour.  A.  M,  A.,  Feb.  14,  1925). 
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THE  POSITION  OF  THE  PRACTICING 
PHYSICIAN  IN  THE  PUBLIC 
HEALTH  MOVEMENT* 

ARTHUR  T.  DAVIS,  M.D.f 

DOVER,  DEL. 

'I'he  practice  of  medicine  to-day  is  not  the 
simple  procedure  it  was  in  the  day  of  our  grand- 
fathers, nor  even  as  it  was  only  a decade  ago. 
Rapid  changes  are  taking  place  and  the  view- 
point of  the  public  toward  preventive  medicine 
is  changing  faster  than  is  that  of  the  average 
physician.  Education  in  health  has  made  almost 
unbelievable  strides  in  the  past  ten  years ; it  has 
totally  changed  the  layman  in  his  old-time  be- 
lief that  the  physician  was  infallible,  and  he  is 
seeking  more  knowledge.  We  must  alter  our 
ways  in  the  practice  of  the  art  to  conform  to  the 
needs  of  the  time. 

Preventive  medicine,  however,  is  not  so  recent 
as  it  might  appear,  nor  even  is  public  health  edu- 
cation. For  if  we  turn  to  the  Bible,  we  find 
that  Moses  in  the  book  of  Leviticus  has  laid 
down  sanitary  regulations  having  the  same  value 
to-day  that  they  had  in  those  ancient  times.  The 
value  of  public  health  education  can  be  no  better 
demonstrated  than  in  the  fact  that  even  to-day, 
after  a lapse  of  so  many  years,  people  dread  no 
disease  more  than  leprosy,  which  may  be  said 
to  be  one  of  the  very  mildly  contagious  diseases. 
Throughout  the  Bible  we  find  the  fear  of  this 
disease  which  has  extended  even  to  modern  peo- 
ples, and  to-day  communities  in  which  there  has 
never  been  a single  case  dread  this  disease,  for 
no  other  book  has  been  so  thoroughly  read. 

Further  than  this,  it  is  a well-known  fact  that 
Cyrus  the  Great,  in  his  military  campaign,  took 
drinking  water  along  with  him  from  his  home 
for  the  use  of  his  army  and  also  wrote  to  his 
father  that  he  had  provided  his  army  with  com- 
jjetent  physicians,  to  which  his  father  replied : 
“But  these  physicians,  my  son,  of  whom  thou 
speakest,  are  like  menders  of  torn  garments,  and 
thus  they  cure  those  who  have  fallen  sick.  Thy 

*Read  before  the  Medical  Society  of  Delaware,  Milford, 
October  15,  1924. 

tSecretary,  Health  and  Welfare  Commission. 


chief  anxiety  should  be  to  provide  for  health, 
for  thou  oughtest  to  take  care  to  prevent  thy 
army  from  falling  into  sickness  at  all.” 

Hippocrates  wrote  books  on  sanitation  and 
advocated  the  boiling  of  drinking  water,  while 
the  Greeks  early  realized  the  need  of  physical 
education.  The  aqueducts  and  sewerage  sys- 
tems of  Rome  are  to  this  day  a marvel.  In  early 
time,  Rome  obtained  drinking  water  from  the 
polluted  River  Tiber,  but  soon  realized  the  dan- 
ger of  this  and  expended  large  sums  of  money 
for  the  construction  of  aqueducts  and  sewers. 
The  famous  Cloaca  Maxima  is  in  use  to-day, 
and  several  of  the  great  aqueducts  of  Rome 
and  her  colonies  may  still  be  seen.  The  fall  of 
Rome,  and  the  Dark  Ages  following,  were 
marked  by  retrogression  in  sanitation.  As  a re- 
sult, the  world  for  centuries  was  scourged  with 
disease.  Nearly  half  the  people  in  the  four- 
teenth century  were  wiped  out  by  the  Black 
Death.  In  the  nineteenth  century  deplorable 
sanitary  conditions  among  the  p>oor  led  to  the 
terrible  epidemic  of  cholera,  and  consequently 
resulted  in  the  construction  of  water  and  sewer- 
age systems  in  the  city  of  London. 

So  we  come  to  the  consideration  of  the  where- 
for  of  public  health  programs  and  the  relation- 
ship which  should  exist  between  the  Department 
of  Health  and  the  practicing  physician.  Boards 
of  health  are  very  old  institutions,  the  first  board 
of  health  in  this  country  being  formed  in  1644. 
But  these  old  boards  were  called  into  being  only 
to  protect  the  people  from  a certain  given  epi- 
demic, more  especially  that  which  might  be  con- 
veyed to  them  from  outside  their  boundaries, 
and  dismissed  after  the  cause  which  called  them 
into  being  had  subsided. 

The  United  States  Public  Health  Service  is 
the  direct  outgrowth  of  this  typ>e  of  board,  hav- 
ing been  established  in  1798  and  growing  con- 
tinuously since  that  time,  both  in  personnel  and 
scope,  but  still  being  largely  concerned  with  for- 
eign and  domestic  quarantine.  But  the  present 
tyj)e  of  state  health  boards  are  only  about  fifty 
years  of  age,  Massachusetts  having  established 
the  first  one  in  1869,  followed  by  Virginia, 
Minnesota  and  California,  and  in  1879  by 
Delaware. 

The  original  boards  were  established  at  the 
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earnest  solicitation  of  physicians,  to  combat  con- 
tagious disease,  to  overcome  nuisances,  and  to 
study  the  causes  of  contagious  and  infectious 
diseases  and  their  remedy.  From  such  establish- 
ments to  present  day  boards  of  health  is  a long 
cry.  Almost  all  state  boards  of  health  are  to-day 
organized  along  similar  lines  and  public  health 
practices  have  been  well  standardized,  so  that 
to-day  every  department  has  certain  distinctive 
bureaus  with  definite  functions. 

In  every  state  department,  it  is  considered 
necessary  that  there  shall  be  definite  divisions 
for  (i)  administration  which  concerns  the  direc- 
tion of  the  health  work  of  tliat  state,  the  finance 
and  accounting  sections  and  the  general  program 
of  the  work;  (2)  a bureau  of  vital  statistics 
which  receives  card  indices  and  files  the  records 
of  births,  deaths  and  marriages  of  the  people  of 
the  state;  (3)  the  state  laboratory,  having  for 
its  purpose  the  diagnosis  of  contagious  and 
other  preventive  diseases,  the  examination  of 
milk,  water  and  sewage,  food  and  other  prod- 
ucts, for  the  general  protection  of  the  public ; 
(4)  the  bureau  of  sanitation  which  has  super- 
vision over  the  public  water  and  milk  supplies, 
over  sewage  disposal  plants,  and  which  tends  to 
improve  the  character  of  the  sanitary  conditions 
of  the  general  public;  (5)  the  communicable 
disease  division,  which  cares  for  all  the  so-called 
contagious  diseases  (with  the  necessary  preven- 
tion and  quarantine  that  tend  to  safeguard  other 
people  from  those  having  the  disease)  and  other 
preventive  diseases  such  as  tuberculosis  and 
venereal  diseases;  (6)  a department  of  public 
health  nursing  for  the  standardization  of  the 
type  of  nurse  employed  in  the  public  health  serv- 
ice and  the  bettering  of  the  qualifications  of 
these  nurses  whose  most  important  function  is 
the  dissemination  of  knowledge  among  the  peo- 
ple; (7)  the  bureau  of  child  hygiene,  which  has 
to  do  with  the  endeavors  to  keep  well  babies 
well,  and  to  improve  the  facilities  for  the  pre- 
vention of  maternal  and  infant  mortality ; and 
(8)  the  bureau  of  public  health  education,  which 
has  to  do  with  the  publishing  of  pamphlets  and 
bulletins  and  the  general  spread  of  knowledge 
concerning  preventive  medicine  among  the  phy- 
sicians and  laity. 

These  various  bureaus  vary  in  size  and  in 
their  scope  of  work  according  to  the  needs  of 
the  state,  the  method  under  which  the  health 
work  is  carried  on  in  the  state,  and  the  amount 
of  funds  available  for  their  use.  Nevertheless 
there  are  in  every  state  the  six  basic  departments 
— Administration,  Vital  Statistics,  Sanitation, 
Communicable  Disease,  Laboratory,  and  Child 
Hygiene — and  no  board  can  function  success- 
fully without  them. 


In  addition  to  this  similarity  of  the  central 
office  of  all  boards  of  health,  we  find  two  types 
for  the  administration  of  public  health  in  the 
individual  community : the  so-called  northern 

type,  in  which  each  township  and  village  has  its 
board  of  health  and  part-time  health  officer,  and 
the  so-called  southern  type,  in  which  we  have 
the  county  as  a unit  with  a full-time  county 
health  officer  and  two  or  more  public  health 
nurses  working  on  a full-time  basis.  There  is 
no  question  in  the  minds  of  public  health  offi- 
cials that  the  latter  is  the  better  and  by  far  the 
more  efficient  of  the  two  types. 

It  is  manifest  that  certain  of  the  functions 
above  described  cannot  be  carried  on  by  the  prac- 
ticing physician,  but  that  there  must  be  some 
centralized  organization  so  that  the  work  may 
be  of  value  to  the  entire  population.  Although 
we  know  that  malaria  may  be  readily  controlled 
by  the  draining  of  swamps  or  by  covering  stag- 
nant water  with  a film  of  oil  to  prevent  the 
breeding  of  the  Anopheles  mosquito  and  so 
eradicating  the  disease,  it  is  impossible  finan- 
cially for  either  the  practicing  physician  or  the 
individual  citizen  to  carry  on  such  work.  The 
same  is  true  with  the  public  water  and  milk  sup- 
plies, especially  in  so  far  as  they  pertain  to  the 
spread  of  typhoid  fever,  scarlet  fever,  septic 
sore  throat  and  other  diseases. 

So,  also,  with  disease  carriers — typhoid  and 
diphtheria — it  is  not  his  duty  nor  can  he  ade- 
quately control,  without  police  power  of  the 
state,  quarantine  for  various  diseases.  Each 
physician,  by  himself,  is  totally  unable  to  finance 
the  necessary  laboratory  service  essential  to  the 
practice  of  his  profession  in  so  far  as  it  pertains 
to  the  public  health ; nor  can  he,  if  financially 
able,  adequately  give  his  time  to  such  work ; nor 
should  the  state  reasonably  expect  him  to  do  so. 

Each  physician  may  readily  record  the  births 
and  deaths  which  occur  in  his  practice,  but  they 
become  of  no  value  unless  they  are  made  state 
records  and  so  are  available  at  any  time,  even 
though  the  physician’s  records  may  themselves 
be  lost  or  disseminated  or  totally  destroyed  fol- 
lowing his  death.  It  is  essential  that  certified 
copies  of  births,  deaths  and  marriages  be  made 
for  legal  purposes.  The  same  will  hold  good  in 
the  other  departments  of  the  state. 

Another  point  which  has  been  lost  sight  of,  is 
that  the  state  has  an  equal  right  to  conserve  the 
health  of  its  people  as  one  of  its  main  resources, 
of  equal  value  at  least  with  the  betterment  of 
stock,  the  conservation  of  game,  forests  and 
streams,  and  other  common  property.  The  work 
or  freedom  of  the  individual  must  therefore  be 
subservient  in  many  instances  to  that  of  the  gen- 
eral good,  and  this  is  possible  through  the  police 
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power  granted  the  states  under  the  Constitution 
of  the  United  States. 

While  we  have  definitely  brought  to  light  the 
functions  of  the  state,  these  have  been  more  or 
less  neglected  along  certain  lines  up  until  the  be- 
ginning of  the  World  War.  During  and  imme- 
diately following  this,  the  public  health  functions 
of  the  state  took  immense  strides  forward  and 
public  appeal  for  and  response  to  the  general 
extension  of  public  health  were  tremendous. 

This  was  especially  true  in  the  case  of  tuber- 
culosis, venereal  diseases,  perils  of  maternity  and 
infancy,  and  the  general  welfare  of  the  chil- 
dren. This  was  due  directly  to  the  revelations 
made  by  the  examination  of  men  for  the  draft, 
at  which  time  it  was  found  that  33%  of  the 
troops  had  physical  conditions  which  might  have 
been  prevented  had  they  been  detected  in  early 
life  and  remedied. 

The  public  became  aware  then  of  the  fact  that 
the  practicing  physician  had  not  done  for  them 
all  that  might  have  been  done  in  the  way  of  pre- 
venting disease,  and  urged  upon  legislators  all 
over  this  country  the  necessity  of  more  knowl- 
edge, in  order  that  they  might  keep  well.  The 
outgrowth  of  this  is  the  present  public  health 
movement  which  shows  every  tendency  to  in- 
crease rather  than  diminish. 

There  is,  then,  the  certainty  that  unless  rightly 
conducted  and  aided  by  the  physicians,  this 
movement  will  escape  from  their  control  and 
into  that  of  the  lay  group  who  are  to-day  gradu- 
ating from  schools  of  public  health  and  who 
realize  its  appeal  to  the  ordinary  citizen.  Will 
the  physicians  seize  the  opportunity  to  present 
this  movement  to  the  public?  Will  they  take  it 
up  and  cooperate  with  the  health  departments, 
or  will  they  stay  in  the  rut  of  curative  medicine 
and  see  it  adopted  by  the  laity,  quacks,  chi- 
ropractors and  various  other  cultists  ? 

While,  as  previously  stated,  many  functions 
must  be  carried  out  by  the  state,  there  are  never- 
theless many  ways  in  which  the  practicing  phy- 
sician can  carry  on  the  gospel  of  preventive 
medicine.  In  fact  no  one  else  has  the  power 
which  is  granted  him  in  this  matter.  He  is  the 
one  person  who  reaches  almost  every  individual 
in  the  community  in  the  daily  routine  of  his 
profession.  He,  it  is  to  whom  they  look  for  ad- 
vice and  counsel  in  time  of  sickness.  His  opin- 
ion is  the  one  sought  in  regard  to  the  newer 
practices  in  his  field  of  endeavor. 

If  we  are,  then,  to  grasp  the  opportunity  and 
give  it  our  hearty  support,  we  must  turn  from  a 
wholly  curative  view  of  medicine  and  look  to 
the  prevention  of  sickness  instead. 

Are  you  doing  your  families  justice,  and  can 
you  hope  to  retain  their  confidence  if  you  fail 


to  give  them  the  safeguards  now  available  in  the 
use  of  the  Schick  test  and  toxin-antitoxin  for 
the  prevention  of  diphtheria ; the  isolation  and 
instruction  necessary  to  the  control  of  conta- 
gious diseases;  the  need  of  proper  nutrition, 
dental  hygiene,  prenatal  care,  and  venereal  dis- 
ease control ; the  prevention  of  the  well-known 
defects  that  result  from  adenoids  and  enlarged 
tonsils ; the  advancement  of  the  school  child  of- 
fered by  mental  hygiene ; the  correction  of  de- 
fective vision  and  defective  hearing;  prevention 
of  blindness  and  rickets,  so  easily  obtained ; the 
immunity  offered  by  the  use  of  the  Dochez 
serum  in  scarlet  fever  subsequent  to  the  use  of 
the  Dick  test  for  immunity;  the  immunization 
to  typhoid  fever  and  smallpox  by  vaccination ; 
the  immunity  to  measles  by  the  use  of  the  serum 
of  convalescent  patients? 

Do  you  advise  them  of  the  value  of  fresh  air, 
bathing  and  exercise  as  matters  of  routine;  of 
personal  hygiene,  of  the  proper  diet  so  that  the 
same  may  be  rightly  balanced  for  the  prevention 
of  malnutrition,  which  is  as  prevalent  in  the 
rich  as  in  the  poor?  Your  patients  are  entitled 
to  receive  this  knowledge  from  you — as  much  as 
they  are  to  seek  it  for  their  cattle  from  boards  of 
agriculture.  Your  aid  and  cooperation  are  nec- 
essary if  you  are  to  better  the  general  economic 
and  social  position  of  the  people  and  so  breed  a 
higher  type  and  better  race  of  individuals. 

Do  you  give  each  patient  a thorough  physical 
examination  such  as  will  enable  you  to  detect 
the  various  defects  which,  remedied  early,  leave 
no  after  effects,  but  which  if  neglected  may  in- 
crease and  eventually  cause  the  patient  to  lose 
his  ability  to  earn  his  living  or  even  life  itself  ? 

It  should  not  be  necessary  for  a patient  to 
be  sick  in  order  to  consult  a physician,  nor 
should  we  neglect  to  bring  to  the  attention  of 
the  family  those  various  defects  such  as  simple 
goiter  which  may  be  readily  prevented  by  the 
use  of  sodium  iodid  over  a period  of  ten  days 
(twice  yearly)  and  save  them  perhaps  in  their 
youth  from  the  disfigurement  and  discomfort  of 
a goiter  in  latter  life. 

Should  we  not  advise  them  of  the  necessity 
of  sensitization  tests  in  hay  fever  and  asthma, 
so  that  they  may  be  relieved  by  the  use  of  vac- 
cines made  from  the  various  pollens,  dusts, 
feathers  and  dandruff  which  may  cause  these 
diseases  ? 

Should  we  not  also  advise  them  concerning 
the  necessity  of  constant  care  during  the  pre- 
natal state,  and  so  encourage  in  them  a knowl- 
edge and  desire  for  better  obstetrical  and  post- 
natal care,  insuring  for  ourselves  less  worry  and 
better  financial  returns? 

Should  we  not  impress  upon  them  the  need 
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for  dental  hygiene,  as  we  know  to-day  the  im- 
mense importance  of  a clean  oral  cavity  and  the 
part  which  localized  abscess  may  play  in  the 
causation  of  degenerative  disease  in  later  life? 

Should  we  not  take  routine  Wassermanns  in 
every  prenatal  case  so  that  we  may  decrease 
those  cases  of  congenital  debility,  miscarriage 
and  stillbirth  which  we  know  only  too  well  as 
the  result  of  syphilis? 

These  are  a few  of  the  things  which  the  pres- 
ent day  preventive  medicine  offers  to  both  the 
physician  and  his  patient.  In  the  later  period 
of  life  we  must  recognize  the  fact  that  heart 
disease,  nephritis  and  other  degenerative  dis- 
eases are  on  the  increase  and  that  we  can  com- 
bat them  successfully  in  their  earliest  manifes- 
tations. This  can  be  accomplished  by  the  annual 
physical  examination  and  by  the  fact  that  the 
patient  seeks  you  as  a consultant  to  keep  him 
well  rather  than  as  a physician  to  cure  him  of 
his  illness. 

Many  are  of  the  opinion  that  clinics  and 
health  education  which  are  now  so  common  all 
over  the  world  are  a detriment  to  the  income  of 
the  practicing  physician,  but  this  will  not  be 
borne  out  by  actual  facts,  because  the  great 
cause  of  poverty  is  known  to  be  sickness.  If  we 
reduce  the  amount  of  sickness  among  the  peo- 
ple, their  economic  and  social  standing  is  im- 
proved. They  are  more  able  and  willing  to  pay 
the  fees  of  the  physician  to  keep  them  well. 
They  are  more  apt  to  seek  the  physician  whose 
tendency  is  to  prevent  sickness  rather  than  the 
one  who  is  interested  only  in  curative  medicine. 

Is  it  not  better,  more  lucrative  and  eminently 
more  satisfactory  to  a lawyer  to  keep  his  client 
posted  on  the  ways  of  avoiding  conflict  with  the 
courts  than  to  attempt  to  extricate  him  from  the 
toils  after  some  criminal  act  has  been  committed  ? 

So  with  the  physician.  The  public  desires 
preventive  medicine.  This  is  especially  true  in 
the  management  of  mother  and  child.  Let  the 
practicing  physician  be  the  one  to  administer  it. 
I am  of  the  opinion  that  the  pediatrician  is  a sad 
commentary  upon  the  ability  of  the  average  phy- 
sician, as  I can  see  no  reason  why  we  should 
have  a general  practitioner  specializing  in  a cer- 
tain age  group.  Should  it  be  any  more  neces- 
sary to  have  physicians  limiting  their  practice  to 
the  ages  of  one  to  six,  any  more  than  it  is  neces- 
sary between  tbe  ages  of  ten  and  twenty? 

This,  then,  comprises  our  conception  of  some 
of  the  duties  of  the  physician  to  his  patient  and 
the  public.  In  addition  to  this  he  has  certain 
duties  to  the  state,  no  less  imperative  if  pre- 
ventive medicine  is  to  be  a success. 

To  fail  to  report  contagious  disease  is  inex- 
cusable. Do  you  think  that  you  improve  your 


standing  in  the  eyes  of  the  public  or  your  own 
individual  families  by  covering  up  cases  of  con- 
tagion ? Are  they  not  rather  prone  to  think  that 
if  you  do  it  for  them,  you  are  also  doing  it  for 
others  and  so  failing  to  protect  them  from  their 
neighbors?  Eventually  will  you  not  lose  both 
their  respect,  their  esteem  and  their  practice? 

Is  it  to  our  credit  that  we  fail  to  report  cases 
of  tuberculosis  and  so  prevent  other  members  of 
the  family  from  receiving  the  protection  which 
might  be  given  them  through  the  efforts  of  the 
public  health  nurse  along  the  lines  of  education 
of  the  prevention  of  the  spread  of  this  malady? 
Shall  we  consider  it  as  something  to  be  proud  of 
that  we  have  more  deaths  in  this  state  from 
tuberculosis  than  there  are  cases  reported? 

The  failure  to  report  the  birth  of  a child  of 
one  of  your  patients  does  not  necessarily  cause 
any  harm  to  the  state,  but  may  later  prevent  that 
child  from  the  ability  to  prove  that  he  is  legiti- 
mate, that  he  has  a right  to  a passport  because 
he  is  an  American  citizen,  that  he  has  a right 
to  enter  a gainful  occupation  because  he  has 
reached  the  necessary  age,  that  he  has  a right  to 
vote  or  that  he  has  a right  to  inherit ; and  may 
so  result  to  his  great  personal  detriment. 

Realizing  that  the  practice  of  preventive  med- 
icine involves  social  and  economic  factors  and 
that  neither  the  physician  by  himself  nor  the 
state  can  successfully  carry  out  this  great  move- 
ment for  the  betterment  of  the  people,  let  us 
join  together  in  an  effort  to  bring  about  those 
conditions  in  Delaware  which  will  result  in  put- 
ting us  in  our  rightful  place  among  the  states 
in  the  health  movement ; so  that  our  death  rate, 
instead  of  being  seventh  highest,  may  be  at 
least  the  forty-seventh  in  the  Union ; so  that 
our  infant  mortality  rate,  instead  of  being  the 
highest  in  the  United  States,  may  be  brought 
down  at  least  as  low  as  that  of  New  York  City; 
so  that  we  need  not  blush  for  shame  because  of 
being  repeatedly  asked  “What’s  the  matter  with 
Delaware  ?” 


EDITORIAL 


AN  UNCROWNED  VICTOR 

It  has  been  said  that  a prophet  is  not  without 
honor  save  in  his  own  country.  While  many 
institutes,  universities,  laboratories,  foundations, 
and  individual  research  workers  all  over  the 
world  have  been  seeking  the  cause,  and  thereby 
the  cure,  of  cancer,  it  seems  that  their  work  is 
founded  upon  ignorance  of  the  fact  ( ?)  that 
these  most  vital  problems  have  already  been 
solved,  and  that  the  honor  due  the  discoverer 
has  been  conspicuous  by  its  absence.  We  publish 
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below  the  handbill  that  was  distributed  via  cigar 
stores  and  other  public  emporia  in  Wilmington, 
so  that  the  millions  of  dollars  that  are  annually 
being  wasted  on  cancer  research  may  be  put  to  a 
more  useful  purjxise — the  investigation  of  the 
London  rejwrt  on  Abrams’  ERA  apparatus,  for 
instance. 

The  literature  reproduced  below  speaks  for 
itself  so  eloquently  that  any  word  of  praise  on 
the  part  of  the  editor  would  be  fatuous ; we 
merely  suggest  that  the  leading  learned  societies 
and  universities  in  this  country  unite  to  arrange 
]3roper  public  acknowledgments  of  the  life- 
saving discoveries  noted,  and  urge  Congress  to 
grant  its  Distinguished  Service  Medal,  together 
with  an  annual  grant  of  some  financial  trifle, 
like  a couple  hundred  thousand  dollars.  Even 
then  we  shall  be  paying  the  mere  figment  of 
gratitude  and  not  the  real  thing  for  such  epochal 
work. 

The  Journal  of  the  American  Medical  Asso- 
ciation published  a notice  some  two  years  ago 
that  a certain  Arthur  Grenoble,  a cancer  quack, 
had  been  sentenced  to  one  year  in  the  peniten- 
tiary and  to  a fine  of  $i,ooo  for  practicing 
medicine  in  Georgia  without  a medical  license. 
Of  course  it  should  not  be  assumed  that  this 
aforesaid  Grenoble  is  the  hero  of  the  appended 
circular,  but  we  fear  this  is  the  reason  why  the 
hero  has  never  received  his  due  from  the  pro- 
fession and  the  public.  Let  us  make  all  haste 
to  remedy  the  oversight ! W.  E.  B. 


YOUR  SOCIETY 

BY  VICTOR  RIDENOUR,  PHILADELPHIA 

If  your  society  is  on  the  bum. 

Damn  the  Secretary; 

If  your  members  will  not  come. 
Damn  the  Secretary; 

Don’t  take  hold  and  do  your  part. 

Don’t  help  give  the  thing  a start; 

Show  ’em  that  you  are  smart — 
Damn  the  Secretary. 

If  the  programs  are  a frost. 

Damn  the  Secretary ; 

Don’t  help  put  the  thing  across. 
Damn  the  Secretary; 

If  the  grub’s  not  what  you  like. 

Threaten  to  go  on  a strike; 

Don’t  help,  for  the  love  of  Mike — 
Damn  the  Secretary. 

When  you  get  your  bills  for  dues. 
Damn  the  Secretary; 

When  you’re  asked  to  help,  refuse. 
Damn  the  Secretary ; 

Let  him  do  it — he  gets  paid — 

Why  should  he  be  seeking  aid? 

That  is  why  his  job  is  made — 
Damn  the  Secretary. 

— The  Medical  World. 


NATIONAL  INFORMATION  BUREAU 
FOR  THE  RESEARCH  OF  CANCER 


DR.  A.  G.  GRENOBLE 
Discoverer  of  the  ARTHURG  germ  which 
is  the  cause  of  CANCER 
Year  1902,  U.  S.  A. 


Ask  for  the  National  Research  and  the  treatment  of 
the  contagious  disease  of  CANCER  at  the  ARTHURG 
Laboratories,  who  are  the  discoverers  of  the  AR- 
THURG germ,  which  is  the  cause  of  all  forms  of 
CANCER;  who  carry  a full  line  of  the  ARTHURG 
Drugs  and  ARTHURG  Serums  and  is  only  distributed 
liy  the  ARTHURG  Drug  Companies,  Laboratories, 
Hospitals  and  Sanitoriums. 

GRENOBLE  ARTHURG  COLLEGE  & 
CLINIC,  Inc. 

To  teach  the  ARTHURG  method  to  nurses, 
and  to  give  Post  graduate  course  to  Physicians, 
graduated  from  any  reputable  college.  To 
manufacture  the  ARTHURG  PREPARA- 
TIONS for  the  distruction  of  all  forms  of  dis- 
ease of  CANCEROUS  tendencies.  Patient  will 
receive  SERUM  free  of  charge  if  unable  to  pay, 
but  if  able  to  do  so,  they  must  pay  a part  or  all 
of  the  cost.  Inquire  in  your  City  or  Town,  for 
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the  Authorized  Physician  or  nurse  who  is  the 
distributor  of  the  ARTHURG  PREPARA- 
1TONS.  If  our  remedies  cannot  be  procured 
in  your  town,  send  direct  to  any  of  the  AR- 
THURG LABORATORIES.  All  CANCER 
cases  must  be  diagnosed  by  the  family  Physician, 
and  pronounced  CANCEROUS.  A full  de- 
scription of  the  case,  where  located,  and  a letter 
must  be  sent  to  us  of  recommendation,  if  you 
expect  to  get  our  SERUM  or  PREPARA- 
TIONS. If  pronounced  incurable  by  Physi- 
cians, patient  must  pay  for  X-Ray  examination, 
and  a photograph  must  be  sent  to  us  before  re- 
ceiving any  or  all  of  our  remedies. 

Send  all  corresjX)ndence  to  the  Secretary. 

Prof.  A.  G.  Grenoble,  Pres. ; J.  D.  Dickerson, 
M.D.,  1st  Vice-Pres. ; Thos.  W.  Gebhart,  M.D., 
2nd  Vice-Pres.;  M.  E.  Grenoble,  Sec.  & Treas., 
901  Washington  Street,  V’ilmington,  Del. 

Board  of  Directors : Thos.  W.  Gebhart, 

M.D.;  G.  T.  IMagraw,  M.D. ; J.  D.  Dickerson, 
M.D.;  T.  C.  Houston,  Prof.  A.  G.  Grenoble. 


It’s  great  to  be  an  editor, 

To  sit  up  late  at  nite. 

And  scratch  your  wool. 

And  throw  the  bull. 

And  write,  and  write,  and  write. 

— Exchange. 
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F.  J.  Poynton,  M.D.,  F.  R.  C.  P.,  London.  With  num- 
erous original  plates  and  illustrations  in  the  text.  New 
York:  William  Wood  and  Company,  1924.  Price 

$4-50. 

Surgical  P.athology.  By  William  Boyd,  M.D., 
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School,  and  William  A.  Cochrane,  M.B.,  Ch.B., 
F.R.C.S.,  Edinburg,  University  Tutor  in  Clinical  Sur- 
gery, University  of  Edinburgh.  978  illustrations.  Phil- 
adelphia and  London : J.  B.  Lippincott  Company.  Price 
$10.00. 

The  Diagnosis  of  Children’s  Diseases.  With 
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By  Carl  Beck,  M.D.  302  illustrations.  Philadelphia 
and  London:  J.  B.  Lippincott  Company.  Price  $7.00. 
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physicians.  By  William  H.  Howell,  Ph.D.,  M.D.,  Pro- 
fessor of  Physiology  in  the  School  of  Hygiene  and 
Public  Health,  Johns  Hopkins  University,  Baltimore. 
Ninth  edition,  thoroughly  revised.  Octavo  of  1069 
pages,  308  illustrations.  Philadelphia  and  London : 
W.  B.  Saunders  Company,  1924.  Cloth,  $6.50. 

The  Internal  Secretions  of  the  Sex  Glands.  The 
Problem  of  the  “Puberty  Gland.’’  By  Alexander  Lip- 
schutz,  M.D.,  Professor  of  Physiology  in  Dorpat  Uni- 
versity (Estonia),  formerly  Privatdocent  of  Physiology 
in  Berne  University  (Switzerland).  With  a preface 
by  F.  H.  A.  Marshall,  F.R.S.  With  over  140  illus- 
trations in  the  text.  Williams  & Wilkins  Company, 
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BOOK  REVIEWS 

DEVELOPMENTAL  AN.A.TOMY.  A Te.xtbook  and 
Laboratory  Manual  of  Embryology.  By  Leslie  B. 
Arey,  Prof,  of  Anatomy  at  the  Northwestern  Uni- 
versity Medical  School,  Chicago.  Octavo  volume  of 
433  pages,  with  419  illustrations,  many  in  color. 
Philadelphia  and  London : W.  B.  Saunders  Company, 
1924.  Cloth,  $5.50  net. 

The  author  states  in  his  preface  that  “ this  book  has 
been  prepared  for  medical  students  and  others  whose 
interests  center  primarily  on  man  and  animals.’’ 

We  do  not  know  what  previous  instruction  the 
“students  and  others’’  referred  to  are  supposed  to  have 
had,  but  we  feel  as  the  result  of  careful  reading,  that 
if  this  were  to  be  their  first  text,  they  would  be  both 
confused  and  puzzled  with  regard  to  what  goes  on 
during  the  early  periods  of  mammalian  development. 

As  so  often  happens  in  modern  textbooks,  too  much 
is  attempted  in  too  little  space,  with  such  resulting 
brevity  and  condensation  as  to  lessen  the  value  of  all 
that  is  said. 

“The  volume  contains  three  sections.  In  the  first 
part  the  early  stages  are  treated  comparatively  and  the 
full  course  of  prenatal  and  p>ostnatal  development  is 
outlined.”  It  is  this  part  that  strikes  us  as  most  inade- 
quate. The  early  develonmental  changes  are  not  so 
complicated  as  they  are  difficult  to  visualize  in  the  three 
dimensions  of  space.  On  this  account  we  believe  that 
they  should  be  explained  in  ample,  and  not  in  limited 
space,  and  should  be  supplemented  by  abundant  dia- 
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grams,  introduced  just  when  and  where  needed,  whether 
subsequently  repeated  or  not,  and  following  one  another 
in  regular  sequence  according  to  the  text.  As  the  work 
now  stands,  one  is  apt  to  find  that  the  illustration  upon 
the  page  he  is  reading  has  nothing  to  do  with  the  text, 
and  he  is  distracted  from  his  orderly  thinking  by  being 
obliged  to  seek  for  the  illustrative  diagram  several  pages 
farther  on. 

“The  third  part  is  a Laboratory  Manual  for  the 
study  of  chick  and  pig  embryos.’’ 

All  of  this  is  comprehended  in  407  pages  of  printed 
matter  with  419  illustrations,  followed  by  a very  full 
index,  but  no  bibliography  as  there  are  no  references 
to  the  literature. 

But  what  has  been  said  is  not  intended  to  mean  that 
the  work  is  not  good.  Except  for  our  personal  view 
of  the  case,  and  for  a few  unimportant  typographical 
errors,  it  is  very  good  indeed.  It  has  a fine  appearance, 
as  do  all  of  the  books  published  by  the  Saunders 
Company,  is  printed  on  good  paper  that  is  not  too 
glossy,  and  the  illustrations,  of  which  many  are  taken 
from  the  classical  works  upon  the  subject,  are  in  gen- 
eral fine. 

M’e  do  believe,  however,  that  references  to  the  chief 
sources  from  which  the  main  facts  and  newer  theories 
were  derived  would  be  helpful  to  modern  students. 

GYNECOLOGY.  Medical  and  Surgical.  By  P. 
Brooke  Bland,  M.D.,  Assistant  Professor  of  Gyne- 
cology, Jefferson  Medical  College.  With  644  illus- 
trations, mostly  original,  including  43  colored  text 
figures,  and  12  insert  plates,  10  of  which  are  in  colors. 
Philadelphia ; F.  A.  Davis  Company,  Publishers, 
1924.  Price  of  Student’s  Edition  (single  volume), 
$11.00  net;  Library  Edition  (two  volumes),  price 
$14.00  net. 

This  work  combines  the  study  of  medical  and  sur- 
gical gynecology,  which  affords  the  general  practitioner 
the  opportunity  to  obtain  in  a single  volume  the  infor- 
mation necessary  to  diagnose  and  treat  the  various 
conditions  that  exist  in  this  branch  of  medicine. 

The  author  is  to  be  commended  on  the  preparation 
and  publication  of  an  original  work  rather  than  the 
revision  of  a former  textbook  on  practical  gynecology. 

It  is  not  to  be  understood  that  the  student’s  edition 
now  under  review  is  one  of  limited  information,  inas- 
much as  this  book  contains  the  latest  thought  and 
opinion  in  relation  to  gynecological  diseases.  Space 
will  not  permit  of  a complete  reference  to  each  chapter 
of  this  edition,  but  we  cannot  refrain  from  mentioning 
especially  the  chapter  on  malignant  tumors  of  the  uterus. 
This  chapter  will  give  the  practitioner  of  gynecology 
sufficient  interesting  and  informative  material  to  repay 
him  for  the  cost  of  the  entire  volume. 

The  evolution  of  gynecology  from  the  days  of  Good- 
ell  in  Philadelphia  up  to  the  present  time  is  well  exem- 
plified in  every  chapter  of  this  splendid  work,  and  we 
commend  it  to  the  profession  as  well  worthy  a place 
in  every  practitioner’s  library. 

PRINCIPLES  OF  PSYCHOTHERAPY.  By  Dr. 
Pierre  Janet,  Member  of  the  Institute,  Professor  of 
the  College  of  France.  Translated  by  H.  M.  and 
E.  R.  Guthrie.  New  York;  The  Macmillan  Com- 
pany, 1924. 

From  the  fact  that  psycho-analysis  has  been  exten- 
sively considered  by  French  writers,  it  is  natural  to 
expect  that  from  them  would  come  much  information 
relative  to  psychotherapy.  In  this  work  of  322  pages 
will  be  found  a mass  of  information  relating  to  mir- 
acles, animal  magnetism  and  cures  derived  from  animal 
magnetism.  The  therapeutic  application  of  relig- 

ious and  psychopathological  treatments  are  all  consid- 
ered in  the  first  part.  Part  II  deals  with  mental 
agencies,  the  utilization  of  automatisms,  the  forms  of 
mental  economy  and  psychic  income.  Part  HI  gives  the 
results  of  psvchotherapy  and  its  applications.  As  the 
translators  state,  “The  first  part  of  this  work  sum- 
marizes briefly  the  evolution  of  the  various  methods 
of  mental  treatment.  Next,  the  author  presents  a study 


of  psychological  phenomena  and  the  laws  on  which 
these  methods  are  based.  In  conclusion,  he  indicates 
the  conditions  under  which  such  methods  of  treatment 
are  to  be  applied.’’ 

PHYSIOTHERAPY  TECHNIQUE,  A MANUAL 
OF  APPLIED  PHYSICS.  By  C.  M.  Samson,  M.D., 
Formerly  of  the  Physiotherapy  Service,  Walter  Reed 

U.  S.  General  Hospital ; Formerly  Chief  of  Physio- 
therapy Service,  U.  S.  General  Hospital  No.  9,  Lake- 
wood,  N.  J. ; U.  S.  General  Hospital  No.  41,  Fox 
Hills,  Staten  Island,  N.  Y.,  and  other  Hospitals.  C. 

V.  Mosby  Company,  St.  Louis,  1923.  Pp.  443. 

This  book,  in  the  main,  is  what  it  purports  to  be — 

a manual  of  instruction  in  the  use  of  physical  remedies. 
The  first  chapter  emphasizes  the  absolute  necessity  for 
proper  technique,  and  very  properly  points  out  that  the 
results  of  physiotherapeutic  treatment  should  not  be 
judged  until  it  is  known  that  the  indicated  modalities 
were  employed  and  the  necessary  procedures  carried 
out  in  their  application.  Emphasis  is  also  laid  on  the 
necessity  for  cooperation  of  medicine,  surgery  and  labo- 
ratory in  order  that  a correct  diagnosis  may  be  made — 
the-  first  requisite  to  success  in  physiotherapy. 

About  three  hundred  pages  are  devoted  to  the  tech- 
nique used  in  applying  the  various  electrical  modalities, 
actinotherapy,  massage  and  hydrotherapy.  The  exten- 
sive experience  of  the  author  reveals  itself  in  the  de- 
tailed and  practical  advice  given  in  these  pages ; the 
procedures  recommended  here  have  been  tried  out  in 
hundreds  of  thousands  of  cases,  and  the  directions  for 
meeting  difficulties  and  avoiding  dangers  are  the  fruit 
of  this  broad  experience.  Many  valuable  hints  as  to 
care  of  apparatus  are  given,  and  a chapter  of  sixteen 
pages  is  devoted  to  trouble  shooting. 

The  treatment  of  separate  diseases  and  injuries  is  not 
taken  up  except  that  of  peripheral  nerve  injuries, 
arthritis,  hay  fever,  pyorrhea  and  locomotor  ataxia. 
If  the  results  said  to  have  been  secured  in  the  latter 
disease  can  be  duplicated  by  other  workers,  physicians 
should  know  it.  The  same  statement  may  be  made  in 
regard  to  physiotherapy  in  general ; it  is  time  that 
physicians  knew  these  remedies,  what  may  be  expected 
of  them  and  how  they  are  used.  Much  of  Dr.  Samson’s 
experience  was  secured  in  army  hospitals,  confirming 
our  impression  that  the  increasing  interest  in  this  sub- 
ject was  initiated  by  war  work. 

The  book  is  well  made  and  there  were  found  few 
lapses  of  the  proof  reader.  On  page  81  occurs  this 
statement:  “Some  of  these  appliances  are  ingenuous.’’ 
The  word  comes  pat  in  discussing  this  book  as  the  au- 
thor’s naive  reports  of  the  “reactions  evoked’’  in  him 
by  colleagues  and  pompous  consultants  give  a somewhat 
ingenuous  tone  to  an  otherwise  ingenious  manual. 

The  reviewer  regards  this  work  as  an  excellent  guide 
in  the  use  of  physiotherapy  and  believes  that  it  will 
be  of  great  service  to  the  physician  who  wishes  to  give 
his  patients  the  benefit  of  these  valuable  therapeutic 
methods.  E.  B.  E. 

DIABETES;  ITS  TREATMENT  BY  INSULIN- 
AND  DIET ; A Handbook  for  the  Patient.  By 
Orlando  H.  Petty,  B.S.,  A.M.,  M.D.,  F.A.C.P.  Phila- 
delphia : F.  A.  Davis  Company,  1924. 

It  has  been  generally  accepted  by  both  physician  and 
patient  that  the  diabetic  at  least  must  learn  rational 
dietetics.  The  doctor  cannot  properly  treat  the  diabetic, 
but  he  can  direct  and  aid  the  diabetic  in  treating  him- 
self. This  principle  will  be  extended  eventually  to  other 
diseases.  The  present  little  volume  is  a step  in  that 
direction.  While  it  gives  the  diabetic  much  indispen- 
sable information  in  regard  to  diabetes  mellitus,  it  inci- 
dentally broadcasts  valuable  knowledge  about  hyper- 
tension, adiposity  and  constipation  in  their  relation  to 
diabetes ; and  it  touches,  in  a practical  way,  on  the  im- 
portant subject  of  vitamins.  Practical  tables  give  food 
values  as  to  protein,  fat  and  carbohydrate  content,  and 
Allen’s  tablets,  giving  the  sodium  chlorid  content  of 
common  foods,  are  also  given.  Directions  for  patients 
(Continued  on  page  xiv.) 
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ACUTE  INTESTINAL  OBSTRUCTION* 
W.  H.  HOWELL,  M.D. 

ALTOONA,  PA. 

When  a physician  is  called  to  attend  a patient 
suffering  from  acute  intestinal  obstruction,  he  is 
confronted  with  one  of  the  most  serious  condi- 
tions in  the  whole  category  of  medicine.  I say 
physician,  for  it  is  usually  the  family  physician, 
a general  practitioner,  who  first  sees  the  case. 
If  he  recognizes  the  condition  and  properly  in- 
terprets the  symptoms,  his  patient  is  fortunate; 
if  he  does  not,  his  patient  is  bound  to  suffer  a 
tragic  end  in  a few  hours’  time.  Unlike  many 
acute  abdominal  conditions,  acute  intestinal  ob- 
struction demands  immediate  and  proper  sur- 
gical intervention,  or  these  cases  suffer  a one 
hundred  per  cent  mortality  rate.  In  some  acute 
abdominal  conditions,  it  is  wise  to  procrastinate ; 
in  obstruction  never. 

The  patient  is  frequently  the  chief  bread  win- 
ner, the  mother,  or  one  of  the  most  beloved 
members  of  the  family,  which  makes  the  re- 
sponsibility all  the  more  pronounced.  There- 
fore we  should  always  be  on  the  alert  when  we 
find  a patient  suddenly  stricken  with  acute  ab- 
dominal pain,  usually  collicky  in  type,  with 
hyperperistalsis  at  the  onset,  together  with  vom- 
iting, some  distension,  and  a high  leucocytosis, 
a condition  which  a single  dose  of  morphin  and 
a copious  enema  has  failed  to  relieve  perma- 
nently. When,  in  addition  to  these  symptoms, 
there  is  a scar  on  the  abdomen,  the  diagnosis 
of  acute  obstruction  is  comparatively  easy.  This 
is  the  history  which  the  surgeon  usually  hears, 
but  by  the  time  he  has  been  called  in,  the  sub- 
ject before  him  presents  no  such  picture.  He 
sees  a patient  saturated  with  toxic  material,  anx- 
ious facies,  sunken  eyes,  cold  clammy  skin,  rapid 
pulse,  distended  abdomen,  and  expulsive  vomit- 
ing of  a copious  foul  smelling  fluid  with  an  un- 
mistakable odor. 

•Read  before  the  Section  on  Surgery  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  9,  1924. 


The  prognosis  in  a case  of  complete  obstruc- 
tion is  always  in  proportion  to  the  time  incident 
to  the  onset,  and  the  time  of  surgical  relief ; 
therefore,  to  reduce  the  mortality  rate  of  this 
affliction,  early  recognition  and  prompt  and 
proper  surgical  attention  must  follow  at  once. 
The  fatal  mistake  of  “waiting  until  morning,” 
or  “trying  another  enema”  is  poor  surgical  pro- 
cedure, and  I know  of  no  condition  in  which  the 
old  axiom  of  Deaver,  “When  in  doubt  reveal  the 
light  of  day  with  the  aseptic  scalpel,”  or  the 
words  of  Finney,  “Better  to  do  a poor  operation 
on  a patient  in  good  condition,  than  a good  oper- 
ation on  a patient  in  a poor  condition,”  are  more 
appropriately  applied.  Better  to  open  and  close 
a dozen  abdomens  with  apologies  for  having 
been  guilty  of  a sin  of  commission,  than  regret 
once  a sin  of  omission ; for  any  mortality  above 
twenty  per  cent  must  be  considered  a mortality 
due  to  delay. 

Deaths  from  acute  intestinal  obstruction,  no 
doubt,  occur  much  more  frequently  than  are  re- 
ported. More  often  is  this  true  in  postoperative 
cases,  in  which  the  cause  of  death  is  frequently 
ascribed  to  general  peritonitis,  but  where  the 
surgeon  can  in  no  way  account  for  infection  of 
the  peritoneal  cavity.  Were  an  autopsy  held  on 
all  these  cases,  no  doubt  an  ileus  would  be  found. 
In  1920  there  were  reported  in  the  United  States 
6,026  deaths  from  acute  intestinal  obstruction; 
in  1921,  6,247;  in  1922,  6,494,  or  a death  rate 
of  7 per  100,000  population,  and  a total  of  18,767 
reported  deaths  in  three  years.  Assuming  that 
this  constitutes  about  75%  of  the  actual  deaths 
from  ileus,  there  have  been  25,024  actual  deaths 
in  the  same  length  of  time.  These  figures  are 
astonishing  and  the  responsibility  in  the  major- 
ity of  cases  rests  upon  us  for  having  failed  to 
recognize  the  condition  at  the  onset,  or  having 
failed  to  give  the  patient  what  was  due  him  by 
exhausting  all  of  our  surgical  means  to  save  his 
life,  even  when  he  was  in  a moribund  state. 

The  exact  toxin  producing  death  in  ileus  has 
never  been  isolated.  Whether  it  is  a proteose, 
heteroproteose,  histamin,  or  dehydration,  there 
is  always  present  some  toxic  agent  producing  a 
high  blood  urea,  and  a decrease  in  the  blood  and 
urinary  chlorids,  and  the  object  of  my  line  of 
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treatment  has  been  to  reduce  the  former  and  in- 
crease the  latter.  It  is  most  gratifying  to  have 
the  aid  of  a good  laboratory  force,  to  keep  a 
close  watch  on  these  properties  and  see  that  this 
result  is  obtained. 

In  reviewing  the  literature  on  this  subject, 
one  finds  very  little  material  to  aid  the  surgeon 
in  his  treatment  of  the  case.  No  specific  is 
recommended.  The  profession  is  greatly  in- 
debted, however,  to  the  magnificent  work  of 
Sweet,  Ellis,  Whipple,  Stone,  Dragstedt,  Draper, 
Haden,  Orr,  and  many  others  in  this  line  of  re- 
search. Probably  the  most  valuable  contribu- 
tion in  this  respect  has  been  offered  by  Haden 
and  Orr,  who  believe  and  have  shown  that  in 
high  intestinal  obstruction  we  have  a rise  in  the 
nonprotein  nitrogen  of  the  blood,  a rise  in  the 
carbon  dioxid  combining  power  of  the  plasma, 
and  a fall  in  the  blood  chlorids.  Sweet  and  Ellis 
believe  that  the  toxemia  causing  death  in  acute 
intestinal  obstruction  is  the  same  toxin,  or  one 
similar  to  that  produced  in  acute  pancreatitis  or 
fulminating  peritonitis  of  nonbacterial  origin. 
This  toxin  may  be  recovered  from  the  intestinal 
content  and  purified,  and  when  injected,  intra- 
venously, in  a dog,  produces  symptoms  analo- 
gous with  high  obstruction ; namely,  vomiting, 
retching,  diarrhea,  great  prostration,  and  often 
death.  Haden  and  Orr  have  shown  that  dogs 
artificially  obstructed,  and  untreated,  died  in 
about  four  days ; while  those  treated  with  a 
strong  solution  of  sodium  chlorid  were  kept 
alive  from  2 1 to  28  days;  and  dogs  so  treated, 
immediately  recovered  as  soon  as  the  obstruction 
was  released.  They  believe  that  clinical  cases 
of  intestinal  obstruction  show  a constant  change 
in  blood  chemistry  by  a marked  decrease  in 
blood  chlorids,  a marked  rise  in  nonprotein  nitro- 
gen and  urea  nitrogen  of  the  blood,  and  a rela- 
tive reduction  of  the  same  in  the  urine.  They 
also  assume  that  the  chlorids  in  intestinal  ob- 
struction are  used  as  a protective  agent  against 
the  toxic  body;  consequently  the  administration 
of  sodium  chlorids  following  drainage  and  relief 
from  the  obstruction  is  strongly  indicated. 

The  practical  application  in  my  own  expe- 
rience of  the  above  method  of  treatment  has 
fully  justified  its  use.  Three  very  potential 
factors  enter  into  the  treatment  of  a case  of 
acute  obstruction,  viz. : ( l ) the  relief  from 

toxemia,  (2)  the  relief  from  the  obstruction 
when  possible,  (3)  the  reconstruction  to  the 
normal  of  the  blood  constituents.  Failure  to 
utilize  any  of  these  factors  may  mean  the  loss 
of  the  f>atient.  The  same  principle  applies  in 
medical  cases ; that  is,  wherever  toxemia  exists, 
the  cause  must  be  found  and  the  poison  elimi- 
nated. In  all  these  cases  the  treatment  is  essen- 


tially the  same,  even  in  comparatively  early  ob- 
struction. If  we  have  an  empyema  of  the 
pleura  we  usually  drain  it;  if  we  have  an 
appendiceal  or  pelvic  abscess,  or  an  infected  gall- 
bladder, we  drain  them ; therefore  toxins  ema- 
nating from  an  obstructed  bowel  must  be  elimi- 
nated by  drainage.  This  is  easily  and  safely 
accomplished  by  establishing  an  enterostomy  as 
high  up  as  possible  in  the  small  bowel.  If  the 
patient’s  condition  is  such  that  it  will  not  war- 
rant a prolonged  operation,  little  attention,  at 
this  time,  should  be  paid  to  the  obstruction 
itself,  but  direct  treatment  should  be  given  to 
the  immediate  cause  of  death,  viz.,  toxemia. 
How  many  of  us  have  opened  an  abdomen,  dis- 
covered the  cause  of  the  obstruction,  divided 
an  innocent  looking  band  of  adhesion,  and 
closed  the  abdomen,  expecting  the  patient  to 
make  an  uneventful  recovery,  and  24  hours  later 
have  found  the  same  symptoms  present  that 
preceded  the  operation,  only  in  a much  more 
aggravated  state ! Why  ? Because  we  did  not 
go  far  enough.  At  the  time  of  operation  there 
was  present  a hugely  distended,  reddish  or  pur- 
ple-red gut  with  its  peritoneal  and  muscular  coats 
stretched  to  their  limit,  and  inside,  a mucosa 
manufacturing  a toxin  to  be  absorbed  and 
thrown  into  the  blood  and  lymph  channels. 
Given  a case  of  intestinal  obstruction  beyond 
the  twenty-four  hour  limit,  I have  routinely  fol- 
lowed the  following  line  of  treatment ; First,  a 
lavage,  for  the  well-known  reason.  Second,  local 
anesthesia.  Third,  no  eviceration,  but  location 
of  the  obstruction  by  palpation  if  the  patient’s 
condition  warrants  it  (and  not  doing  this  unless 
it  does),  then  grasping  a loop  of  the  jejunum  at 
the  very  highest  point,  and  draining  the  gut  by 
means  of  an  enterostomy,  bringing  the  catheter 
out  through  a stab  wound  so  that  the  abdominal 
incision  may  be  closed.  Fourth,  the  administra- 
tion subcutaneously  of  500  c.c.  of  normal  salt 
solution  every  six  hours  until  the  normal  amount 
of  NaCl.  appears  in  the  blood  and  urine,  and  the 
blood  urea  is  decreased  to  a normal  quantity. 
The  following  case  illustrates  the  importance  of 
the  procedure. 

A.  K.,  aged  45,  occupation  salesman,  had  always  en- 
joyed good  health.  His  appendix  had  been  removed  15 
years  previously.  It  was  not  a drainage  case.  On  Sep- 
tember 2d,  1924,  he  complained  of  severe  pain  in  his 
abdomen  and  was  unable  to  keep  anything  on  his  stom- 
ach. He  consulted  a physician,  who  did  not  examine 
him  but  told  him  to  take  a dose  of  salts.  This  he  did  on 
two  occasions  without  any  results.  He  was  then  told 
to  take  an  enema,  which  he  did  with  the  usual  results, 
an  emptying  of  the  lower  bowel.  Two  days  later  he 
consulted  another  physician  who  ordered  castor  oil.  The 
first  dose  he  vomited,  but  retained  the  second  dose  with 
no  evacuation  of  his  bowels.  He  continued  to  vomit  in- 
cessantly, and  was  given  pills  with  no  result.  On  Sep- 
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tember  7,  1924,  5 days  later,  he  was  admitted  to  the 
hospital  at  9 P.  M.  with  the  above  history.  I saw  him 
at  10.30  P.  M.  He  was  a sick  looking  man,  typical 
facies,  incessant  vomiting  of  a stercoraceous  odor  and 
expulsive  type.  His  pulse  was  rapid  and  skin  cold  and 
moist.  Upon  examination  of  his  abdomen  it  was  not 
distended,  there  was  practically  no  rigidity  and  no 
tumors  were  felt.  Peristalsis  was  absent.  There  was  a 
right  rectus  cicatrix.  His  urine  was  normal,  except  for 
a deficiency  in  chlorids  and  an  increase  in  urea  (exami- 
nation made  after  operation). 

With  this  history  and  examination  I made  a diagnosis 
of  high  intestinal  obstruction  and  at  midnight  opened 
his  abdomen  through  the  same  incision  and  found  first 
an  abdomen  filled  with  collapsed  gut.  Gentle  search 
revealed  a band  of  adhesions  from  the  site  of  his 
old  scar  enveloping  a Meckel’s  diverticulum  and  gut 
about  20  inches  from  the  beginning  of  his  jejunum. 
The  portion  of  his  jejunum  above  was  distended  and 
bore  the  usual  appearance.  I divided  his  adhesions 
and  removed  the  diverticulum.  I next  did  a high 
enterostomy  in  the  aforesaid  manner.  He  was  given 
500  c.c.  of  salt  solution  subcutaneously  every  six 
hours  with  the  following  result: 


Blood  Urea 

Chlorids 

Before  Operation 

94-5 

0.71 

3 P.  M. 

79-5 

0.79 

10  A.  M. 

53-5 

0.85 

3 P.  M. 

48.2 

0.79 

10  A.  M. 

91.2 

0.54 

3 P.  M. 

84.2 

0.64 

10  A.  M. 

76.4 

0.67 

He  made  an  uneventful  recovery,  leaving  the  hos- 
pital on  the  i6th  day  with  a slight  fistula  which  is  now 
closed  completely. 

In  contrast  to  the  above  I wish  to  present  a 
case  reported  to  me  by  one  of  my  coworkers ; 

Woman,  aged  53,  had  been  vomiting.  Her  general 
condition  was  good,  and  apparently  not  toxic  for  two 
days.  She  had  a mass  in  an  umbilical  hernia.  At 
operation,  a small  knuckle  of  gut  and  a piece  of 
omentum  were  found  in  the  sac.  The  circulation  in 
the  gut  was  good  and  its  color  was  little  disturbed, 
and  became  normal  in  about  three  minutes  after 
release.  The  incision  was  closed  without  drainage. 
She  felt  much  better  the  same  day,  although  she  con- 
tinued to  vomit  small  quantities.  In  less  than  twelve 
hours  she  became  irrational  and  her  pulse  became 
weak.  She  was  given  500  c.c.  of  normal  salt  solution 
intravenously  at  3 A.  M.  She  continued  to  vomit 
small  amounts  and  fourteen  hours  later  the  salt  solu- 
tion was  repeated.  She  died  one  and  one  half  hours 
later. 

There  were  no  laboratory  findings  given  in 
this  case,  but  I am  presenting  it  to  emphasize 
the  fact  that  we  do  not  go  far  enough  with  our 
treatment.  No  doubt  if  a high  enterostomy  had 
been  added,  her  chances  for  recovery  would  have 
been  increased. 

By  way  of  summary,  the  following  facts  are 
brought  out : there  must  be,  first,  early  recog- 
nition and  diagnosis  of  the  cause  of  the  patient’s 
illness;  second,  early  surgical  treatment,  which 
will  reduce  an  extremely  high  mortality  rate; 
third,  the  practical  application  of  knowledge 


gained  through  experiment  and  research,  as  well 
as  the  application  of  the  well  established  prin- 
ciple of  drainage  to  relieve  the  intoxication  of 
the  patient.  This  is  brought  about  by  the  plac- 
ing of  an  enterostomy  high  up  in  the  jejunum, 
where  the  most  toxic  material  seems  to  be 
generated,  and  the  artificial  raising  of  the  normal 
chlorids  of  the  blood  by  subcutaneous  adminis- 
tration of  salt  solution. 


CARCINOMA  OF  THE  COLON,  ABOVE 
THE  SIGMOID  FLEXURE,  IN  CHILD- 
HOOD (UNDER  SIXTEEN)* 

J.  M.  WAINWRIGHT,  M.A.,  M.D.f 

SCRANTON,  PA. 

REPORT  OF  AN  UNUSUAL  CASE 

E.  S.,  eleven  years  old.  Born  in  U.  S.  Parents 
Polish.  Admitted  to  Moses  Taylor  Hospital  Novem- 
ber 19,  1923.  Father  well.  Mother  died  in  childbirth. 
Had  measles,  diphtheria  and  whooping  cough.  No 
previous  similar  attacks.  The  father  said  that  the 
child  had  always  seemed  healthy  and  had  made  no 
complaints  until  two  weeks  before  admission,  since 
which  time  she  had  complained  mildly  of  crampy  pains 
directly  after  meals,  and  during  this  time  her  appetite 
had  not  been  as  good  as  usual  and  she  had  been  slightly 
constipated.  She  had,  however,  been  up  and  had 
gone  to  school  till  the  day  before  admission. 

On  the  day  of  admission  the  child  awoke  about 
6 : 30  complaining  of  very  severe  cramp-like  pains  in 
the  upper  abdomen  and  feeling  very  ill.  She  ate  a 
very  small  breakfast  and  vomited  it  immediately.  There 
was  no  blood  in  the  vomitus.  There  was  some  uncer- 
tainty as  to  bowel  movements,  but  it  was  definitely 
established  that  there  was  a movement  on  this  morn- 
ing. There  was  also  said  to  have  been  a severe  chill 
and  that  later  the  child  was  feverish.  The  pain  and 
fever  continued  throughout  the  day,  with  vomiting 
about  every  half  hour. 

On  admission  to  the  hospital  at  6:30  P.  M.  this 
same  day  the  temperature  was  100.6,  pulse  124  and 
respirations  34.  During  the  night  the  vomiting  con- 
tinued and  the  child  complained  of  severe  pain  in  the 
right  lower  abdomen. 

The  following  morning  Dr.  W.  T.  Davis,  medical 
associate,  examined  the  child  and  found  a circum- 
scribed mass  about  the  size  of  a tennis  ball  in  the 
right  abdomen.  This  was  very  movable,  not  tender, 
but  did  not  correspond  to  the  ordinary  conditions  of 
a tumor  of  any  of  the  abdominal  organs  or  an  appen- 
dix abscess.  At  times  there  was  a definite  antiperis- 
taltic  wave  passing  from  left  to  right  and  apparently 
originating  in  the  stomach.  The  most  probable  diag- 
nosis at  this  time  was  volvulus.  However,  the  condi- 
tion was  not  typical  and  there  were  so  many  factors 
pointing  to  a simple  “acute  indigestion"  that  it  was 
decided  to  delay  operation  a few  hours  pending  the 
result  of  enemas.  The  result  of  an  enema  on  this 
morning  was  very  satisfactory;  a large  amount  of 
fecal  matter  and  gas  was  expelled.  From  this  time 
on  there  were  no  more  acute  abdominal  symptoms,  the 
tumor  disappeared  and  the  child  rapidly  improved  in 
every  way. 

*Read  before  the  Section  on  Surgery  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  ^ 1934. 
tChief  Surgeon,  Moses  Taylor  Hospital,  Scranton,  Pa. 
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On  November  23d  the  clinical  note  read,  “child 
seems  perfectly  normal  in  every  way.  Abdomen  soft 
and  shows  no  physical  signs  of  disease.”  Two  days 
later  she  was  allowed  out  of  bed.  She  was  kept  in 
the  ward  three  days  longer  and  during  this  time  she 
was  unusually  active  and  happy.  Her  bowels  moved 
well  without  cathartics.  There  were  no  complaints  at 
all,  temperature,  etc.,  was  normal,  there  were  no 
physical  signs  and  the  child  was  discharged  November 
28th  apparently  perfectly  well. 

It  seemed  at  this  time  that  two  conditions  were 
possible:  first  and  more  probable,  a simple  severe 

acute  indigestion  from  some  irritating  article  of  food; 
or  second,  a form  of  acute  intestinal  obstruction  such 
as  volvulus  or  intussusception  which  spontaneously  and 
completely  relieved  itself. 

The  child  was  brought  back  to  the  hospital  on 
December  5,  1923.  The  history  was  that  she  had  re- 
mained apparently  perfectly  well  until  the  day  before 
the  second  admission,  when  the  old  symptoms  returned 
but  more  severely  than  before.  At  this  time  the  child 
presented  the  typical  picture  of  intestinal  obstruction 
with  marked  distention.  Temperature  was  loi,  pulse 
160  and  she  was  in  a very  critical  general  condition. 
No  mass  could  be  felt  either  abdominally  or  by  rec- 
tum, and  the  only  distinctive  feature  in  the  markedly 
distended  abdomen  was  that  the  distended  transverse 
colon  could  be  plainly  seen  passing  across  the  abdomen. 

Operation  at  this  time  showed  a considerable  amount 
of  seropurulent  fluid  in  the  abdomen.  The  intestines 
were  enormously  distended,  inflamed  and  covered  with 
numerous  lymph  patches.  The  distended  transverse 
colon  was  hurriedly  traced,  and  at  the  splenic  flexure 
a hard  irregular  nodular  mass,  forming  a complete 
obstruction,  was  found.  The  nodules  were  pearly  gray 
in  color.  In  an  older  person  the  gross  pathology  would 
have  been  accepted  at  once  as  a carcinoma.  Consider- 
ing the  age  of  the  child,  the  diagnosis  made  at  the 
time  of  operation  was  a tubercular  growth.  The 
patient’s  condition  did  not  permit  of  a resection,  so 
the  transverse  colon  just  proximal  to  the  mass  was 
brought  up  into  the  wound  and  a colostomy  made. 
The  small  intestines  were  so  distended  that  they  could 
not  be  replaced.  An  opening  was  therefore  made  in  a 
loop  and  as  much  gas  and  fluid  contents  as  possible 
removed  by  a Chamberlain  tube.  The  opening  in  the 
small  intestine  was  also  brought  up  into  the  wound 
to  form  an  enterostomy,  hoping  thus  to  keep  down  the 
distention  and  aid  the  discharge  of  toxic  intestinal 
contents. 

The  child  did  not  rally  at  all  from  the  serious  con- 
dition at  the  time  of  operation  and  died  two  days 
later  of  toxemia  and  shock. 

Autopsy  by  Dr.  C.  L.  Mattas  (abstract)  : “Mass 
fixed  in  wound  is  part  of  splenic  flexure.  It  is  circular 
and  almost  occludes  lumen  of  bowel;  gray  in  color. 
Lymphatics  of  mesentary  enlarged  and  firm.  General 
fibrous  peritonitis,  fatty  degeneration  of  liver,  diffuse 
interstitial  nephritis. 

“Sections  of  tumor  show  an  atypical  and  irregular 
formation  of  tubules  with  extension  into  muscularis. 
Acini  large  and  irregular  and  show  atypical  epithelial 
proliferation.  Cells  are  no  longer  of  columnar  'type 
but  are  round  or  oval  and  show  clearly  defined  nuclei. 
Some  cells  contain  one  nucleus,  others  two  or  more. 
In  many  of  the  acini  the  epithelial  cells  have  been 
largely  replaced  by  an  indefinite  necrotic  gelatinous 
substance.” 

Dr.  James  Ewing  of  Cornell  kindly  examined  the 
sections  and  writes,  “The  sections  of  tumor  of  the 


abdomen  which  you  send  me  show  a typical  gelatinous 
carcinoma,  of  the  type  which  arises  in  the  intestinal 
tract,  and  chiefly  from  the  colon.  Occasionally  they 
arise  from  the  appendix.  These  tumors  produce  an 
enormous  amount  of  mucus,  so  that  the  growths  are 
often  very  bulky.  They  spread  and  infiltrate  widely, 
and  may  cover  the  entire  peritoneum,  or  form  a huge 
mass  mainly  about  the  original  focus.  As  the  mucus 
is  produced  the  tumor  cells  degenerate  and  disappear, 
so  that  considerable  sections  may  fail  to  show  any 
living  cells.  But  on  the  outskirts  of  the  growth  there 
are  always  active  areas  which  maintain  the  extensions 
of  the  tumor.  Death  is  usually  due  to  mechanical  in- 
terference with  the  intestinal  functions.  In  a rare 
group  of  cases,  probably  belonging  to  the  same  class, 
there  are  very  few  cells  to  be  found  anywhere,  but 
only  infiltrating  masses  of  mucus,  with  reactive  pro- 
ductive inflammation.  These  cases  are.  sometimes  called 
pseudomyxoma  peritonei.” 

In  the  presence  of  an  operative  fatality  it  is 
always  well  to  stop  a moment  and  analyze  the 
situation.  Of  course  the  ultimate  prognosis  in 
this  case  was  very  poor  from  the  start,  as  at 
any  age  a substantial  freedom  from  recurrence 
is  usually  very  short  when  operation  is  called 
for  in  intestinal  cancer  only  after  the  terminal 
complete  obstruction,  if  indeed  there  is  even  an 
immediate  operative  recovery.  It  is,  however, 
to  be  regretted  that  in  this  case  an  operation 
was  not  done  during  the  first  admission  even 
when  the  symptoms  of  acute  obstruction  were 
present.  However  the  rapid  improvement  im- 
mediately after  admission  and  the  apparent  com- 
plete recovery,  with  the  final  picture  of  a happy, 
active  child  running  freely  around  the  wards 
unfortunately  completely  deceived  the  observers. 
I think  that  no  surgeon  who  saw  this  child  dur- 
ing the  last  few  days  of  her  first  admission 
would  have  advised  an  operation. 

A review  of  the  literature  on  this  condition 
has  been  instructive.  It  is  well  known  that  the 
condition  is  very  rare  in  children. 

Gant  at  the  time  of  writing  his  last  edition 
had  not  seen  a colon  cancer  in  a patient  under 
15.  Clogg^  in  72  colon  cancers,  had  one  in  a 
child  aged  15.  Miller^,  reporting  the  Johns  Hop- 
kins experience,  notes  129  cases,  with  one  pa- 
tient aged  17.  Warthin^  in  a study  of  autopsies 
on  2,000  cases  of  malignant  diseases  found  195 
cases  under  30  years.  Only  two  of  these  in- 
volved the  colon.  The  patients  were  in  the  i8th 
and  24th  years. 

The  first  systematic  review  of  the  literature 
on  this  subject  was  by  Louart  in  1900.  In  a 
Paris  Thesis  entitled  Cancer  of  the  Large  Intes- 
tines (Rectum  Excepted)  in  Youth  (la  jeue- 
nesse)  Louart  collected  76  cases.  Within  the 
limits  of  this  title,  however,  he  includes  those 
30  years  of  age.  The  second  and  only  other 
systematic  review  was  by  Baur  and  Bertein* 
in  1914.  These  authors  included  patients  20 
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years  of  age.  With  this  limit  they  added  2i 
cases  to  Louart’s  list. 

The  present  inquiry  is  limited  to  patients  up 
to  and  including  i6  years  as  representing  more 
nearly  childhood.  This  study  is  further  limited 
to  carcinomata  of  the  colon  above  the  sigmoid, 
as  Phifer®  has  just  published  a fine  review  cov- 
ering the  sigmoid  and  rectum  only,  in  childhood 
and  adolesence. 

Limited  to  i6  years  and  excluding  the  sig- 
moid and  colon,  Louart’s  and  Baur’s  two  series 
contain  only  6 sufficiently  authenticated  cases. 
A painstaking  review  of  all  suggestive  titles  in 
the  Index  Medicus  from  Baur’s  article  to  the 
present  time,  failed  to  show  any  more  cases ; so 


The  time  between  the  first  symptom  and 
death  is  rarely  over  7 to  8 months.  Seven  of 
the  49  cases  were  diagnosed  before  operation. 
26  cases  died  after  operation,  3 recovered  (dur- 
ation not  stated)  and  in  20  the  result  is  not 
clearly  stated. 
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AUTHENTICATED  CASES  OF  CARCINOMA  OF  THE  COI.ON  ABOVE  THE  SIGMOID  FLEXURE  IN 
CHILDREN  UP  TO  AND  INCLUDING  16  YEARS 
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that,  with  the  present  case,  there  are  apparently 
only  7 recorded  cases  of  colon  cancer  above  the 
sigmoid  in  children.  The  present  case  is  the 
youngest. 

The  details  of  these  7 cases  are  indicated  in 
the  table  above. 

The  reader  wishing  to  study  this  condition 
in  the  sigmoid  and  rectum  is  referred  to  Phifer’s® 
recent  (June,  1923)  article.  This  article  should 
be  studied  in  the  original,  but  for  convenience 
a brief  abstract  is  as  follows : 

Phifer  found  49  cases  of  cancer  in  the  sig- 
moid and  rectum  in  children  and  adolescents 
including  20  years.  The  age  incidence  is, 


Under  i year  (a  monster)  i case 

I-  5 years  o cases 

6-10  years  i case 

I I- I 5 years  22  cases 

16-20  years  25  cases 


POSTOPERATIVE  INTESTINAL 
OBSTRUCTION* 

JOHN  B.  DEAVER,  M.D. 

PHILADELPHIA,  PA. 

Postoperative  intestinal  obstruction  may  be 
divided  into  early  and  late  cases,  the  primary 
cause  of  both  being  peritonitis,  which  in  turn  is 
in  the  majority  of  instances  the  result  of  an  acute 
appendicitis;  most  cases  therefore  may  be  said 
to  follow  operation  for  acute  appendicitis. 

The  most  common  conditions  giving  rise  to 
acute  abdominal  pain,  in  an  individual  otherwise 
well  and  who  has  not  had  an  abdominal  oper- 
ation, are  in  the  order  of  their  frequency, 


•Read  before  the  Section  on  Surgery  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  9,  1924. 
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acute  appendicitis,  acute  calculous  cholecystitis, 
strangulation  of  an  external  hernia,  perforated 
duodenal  or  gastric  ulcer,  acute  pancreatitis  and 
mesenteric  thrombosis. 

In  postoperative  intestinal  obstruction,  the 
most  common  lesions  are  adhesions  or  mem- 
branes (sheets  of  pathological  peritoneum)  or 
bands.  The  membranes  or  sheets  of  patholog- 
ical peritoneum  are  the  peculiar  arrangement  of 
the  peritoneal  exudate  consequent  upon  an  in- 
flammation occurring  in  certain  portions  of  the 
peritoneum,  especially  along  the  ascending  colon, 
in  the  region  of  the  gall-bladder  and  of  the  duo- 
denum. As  these  play  little  or  no  part  in  acute 
obstruction,  they  do  not  enter  into  this  discus- 
sion. In  the  very  early  cases  of  this  type  of  ob- 
struction (that  is  those  cases  occurring  within  the 
first  few  days  after  the  primary  operation)  the 
obstruction  is  usually  caused  by  agglutination  of 
one  or  more  coils  of  bowel,  while  obstruction  by 
bands  takes  place  later,  that  is  either  two  or  three 
weeks  after  the  patient  has  recovered  from  the 
acute  condition,  or  any  time  in  the  future  life  of 
the  individual.  In  the  very  early  cases,  the  lesion 
is  more  often  at  the  site  of  or  in  the  immediate 
neighborhood  of  the  original  lesion.  In  the  late 
(early)  cases  the  obstruction  may  be  caused  by 
a secondary  collection,  or  a collection  overlooked 
when  the  primary  operation  was  done. 

Sometimes  when  a secondary  circumscribed 
abscess  develops,  the  healing  of  the  wound  be- 
ing well  advanced,  obstruction  occasionally  re- 
sults from  angulation  of  the  coils  of  bowel 
forming  a portion  of  the  wall  of  the  abscess 
cavity,  due  to  contraction  of  the  cavity  and  con- 
sequent distortion  of  the  loop  or  loops  of  bowel. 
Not  uncommonly  an  appendiceal  abscess  forms 
beneath  the  mesentery  of  the  terminal  ileum 
when  the  perforated  appendix  holds  a pelvic 
position,  which  it  so  often  does.  This  also  is  a 
common  site  for  subsequent  band  formation 
which  so  largely  figures  in  chronic  intestinal 
stasis. 

In  my  experience,  the  late  cases  (those  occur- 
ring weeks  or  months  after  the  primary  oper- 
ation) are  due  to  bands  that  constrict  the  free 
portion  of  the  bowel  or  the  mesenteric  attach- 
ment of  the  bowel,  practically  causing  volvulus. 
The  latter  is  the  more  serious,  in  that  gangrene 
of  the  bowel  occurs  more  quickly. 

When  a patient  with  a history  of  an  acute 
abdominal  condition,  presents  a scar,  the  result 
of  a previous  abdominal  operation,  and  com- 
plains of  attacks  of  intermittent  abdominal  pain, 
obstruction  should  be  suspected  and  operation 
considered.  For  there  is  little  doubt  in  my  mind 
that  in  the  majority  of  instances  the  trouble  is 
due  to  acute  intestinal  obstruction.  Many  a pre- 


cious life  has  been  lost  by  failure  to  recognize 
the  relationship  between  a previous  abdominal 
operation  and  the  onset  of  sudden  acute  agoniz- 
ing intermittent  abdominal  pain  until  too  late  to 
institute  life-saving  surgery.  The  moral  to  be 
drawn  is,  always  to  examine  by  inspection  the 
naked  abdominal  wall. 

The  most  difficult  differential  diagnosis  in 
acute  obstruction,  developing  in  a patient  but  re- 
cently operated  upon  for  an  acute  appendicitis 
is  that  between  obstruction,  a secondary  abscess 
with  or  without  obstruction,  and  a paretic  dis- 
tention of  the  small  bowel  due  to  peritonitis. 

The  characteristic  symptoms  in  the  early  stage 
of  obstruction  are  intermittent  cramp-like  pain, 
followed  by  nausea  and  later  by  vomiting.  In 
obstruction  arising  in  the  absence  of  an  in- 
flammatory condition,  the  pulse  and  temperature 
are  at  first  normal,  although  they  may  some- 
times be  subnormal.  After  the  onset  of  peri- 
tonitis the  picture  changes  and  the  diagnosis  is 
more  uncertain.  Obstruction  in  the  presence  of 
peritonitis,  where  there  is  fever,  increased  pulse 
and  distention,  is  diagnosed  largely  from  the 
history  of  pain  which  early  in  the  attack  is  inter- 
mittent but  later  is  constant,  nausea,  vomiting 
and  inability  to  pass  gas.  Lavage  of  the  stomach 
does  not  relieve  the  vomiting  caused  by  obstruc- 
tion for  as  great  a length  of  time  as  it  does  in 
either  peritonitis  or  paralytic  ileus.  In  the  latter 
condition  the  patient  is  more  toxic,  as  is  evi- 
denced by  the  anxious,  tired  facies  and  clammy 
skin.  It  is  here  that  auscultation  of  the  abdo- 
men is  of  so  much  moment.  In  early  obstruc- 
tion there  is  hyperperistalsis  occurring  in  waves, 
while  later  on  peristalsis  is  diminished,  and  still 
later  absent  with  the  pulsation  of  the  abdominal 
aorta  greatly  intensified.  In  these  late  cases  the 
listening  ear  will  reveal  a tinkling,  due  to  the 
wave  of  the  fluid  contents  of  the  intestine  caused 
by  the  descent  of  the  diaphragm.  This,  with  the 
silent  belly,  is  significant  of  a serious  condition. 

In  secondary  abscess  and  agglutinated  coils  of 
bowel,  marked  tenderness  at  the  site  of  the  col- 
lection may  be  an  important  sign.  Often  the 
diagnosis  is  made  only  when  the  abdomen  is 
opened,  which  in  either  obstruction  or  secondary 
abscess  cannot  be  done  too  soon.  Lavage  of  the 
stomach  in  mechanical  obstruction  yields  foul- 
smelling fluid  which  is  dark  in  color,  while  in  the 
absence  of  obstruction  and  in  early  paralytic  dis- 
tension of  the  bowel  the  lavage  yields  at  first 
only  bile-stained  but  not  foul-smelling  material. 

The  diagnosis  of  acute  postoperative  intestinal 
obstruction  is  not  ordinarily  a difficult  one  if  the 
points  I have  tried  to  bring  out  in  the  foregoing 
remarks  are  kept  in  mind.  Acute  abdominal 
pain,  occurring  suddenly  in  a patient  who  has 
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had  a previous  abdominal  operation,  should  make 
one  think  first  of  obstruction. 

In  the  very  early  case  the  process  seems  some- 
what as  follows : For  the  first  two  or  three  days 
after  the  primary  operation  the  patient  goes 
along  well  or  fairly  well ; then  he  complains  of 
griping  intermittent  pains,  with  nausea  and  vom- 
iting, particularly  after  taking  water  or  nourish- 
ment. Flatus,  which  may  already  have  been 
passed,  is  suppressed  and  the  abdomen  becomes 
distended,  peristalsis  is  lessened  if  not  entirely 
absent.  An  enema,  so  frequently  given,  if  fol- 
lowed by  a bowel  movement  often  is  the  cause 
of  false  hope  and  of  delaying  operation.  We 
must  not  lose  sight  of  the  fact  that  this  means 
nothing  in  obstruction  of  the  small  bowel,  and 
therefore  is  deceptive.  The  temperature  rises, 
and  the  pulse  rate  and  leucocytosis  are  increased. 
Unless  relief  is  now  offered  by  op>eration,  the 
}>atient  becomes  toxic,  with  anxious  expression 
and  superficial  cyanosis,  followed  by  sterco- 
raceous  vomiting,  restlessness  and  death.  These 
patients  cannot  recover  unless  a high  jej unostomy 
is  done  or  an  operation  performed  which  gives 
the  best  results  at  the  earliest  possible  moment 
when  perhaps  the  diagnosis  is  in  doubt.  Better 
reopen  the  abdomen  and  find  nothing  than  to 
open  it  and  find  too  much,  such  as  a gangrenous 
or  mottled  bowel,  foul-smelling  fluid  in  the  ab- 
domen, etc.  This  is  the  class  of  cases  where 
consultations  are  called  and,  owing  to  a differ- 
ence of  opinion,  too  often  spell  disaster. 

In  the  later  cases  the  patient  is  apparently 
going  on  to  convalescence  when  he  is  suddenly 
seized  with  acute  intermittent  abdominal  pain, 
soon  followed  by  nausea  and  vomiting.  Up  to 
this  time  gas  has  been  passed  freely  and  perhaps 
there  has  been  a normal  bowel  movement  not 
procured  by  an  enema.  With  the  onset  of 
nausea  and  later  vomiting,  which  soon  becomes 
foul  smelling,  there  is  hyperperistalsis  in  the 
neighborhood  of  the  obstruction.  If  there  is  any 
doubt  about  the  nature  of  these  flare-ups  the 
stomach  should  immediately  be  washed  out,  when 
if  the  first  washings  are  greenish  in  color  and 
foul  smelling,  operation  should  be  immediately 
resorted  to.  The  use  of  the  stomach  tube,  intro- 
duced promptly,  I maintain  is  one  of  the  most 
important  aids  in  an  early  diagnosis.  Such  at- 
tacks of  obstruction  at  this  time  may  be  precipi- 
tated by  the  too  early  giving  of  solid  food. 

At  operation,  when  the  coils  of  bowel  are 
firmly  adherent  and  the  proximal  loop  or  loops 
are  markedly  distended,  great  care  must  be 
taken  in  attempting  to  separate  the  adhesions, 
for  fear  of  damaging  if  not  tearing  the  coats 
of  bowel.  It  is  under  these  conditions  that  I 
frequently  make  one  or  more  anastomoses  be- 


tween the  distended  and  collapsed  loop,  or  do  an 
ileocolostomy.  While  this  answers  well  in  the 
very  early  case  it  does  not  apply  to  the  cases 
where  there  is  gangrene  of  the  bowel.  A very 
unusual  finding  at  operation  for  postoperative 
intestinal  obstruction,  where  a stiff  drainage  tube 
has  been  used,  is  angulation  and  thickening  of  a 
knuckle  of  bowel  surrounding  the  tube,  and  ob- 
struction. I mention  this,  not  to  stress  the  point, 
but  simply  to  call  attention  to  it. 

A condition  occasionally  arising  a few  days 
after  operation  for  acute  appendicitis  and  which 
sometimes  suggests  acute  obstruction,  is  the  de- 
velopment of  a fecal  fistula.  Usually  this  is 
ushered  in  by  distention,  rapid  pulse,  high  tem- 
perature and  difficulty  in  passing  flatus,  together 
with  diminished  peristalsis.  While  these  symp- 
toms and  signs  bear  a considerable  likeness  to 
mechanical  obstruction,  they  more  closely  re- 
semble peritonitis.  In  peritonitis  there  is  not 
only  pain,  but,  at  first,  muscular  rigidity  over  the 
site  of  the  point  of  origin  of  the  peritoneal  in- 
flammation, followed  later  by  abdominal  disten- 
tion with  but  slight  muscular  rigidity,  restless- 
ness, temperature,  increased  pulse  rate,  vomiting, 
increased  leucocytosis  and  diminished  peristalsis, 
with  later  the  absence  of  peristalsis. 

Another  condition  which  I have  seen  mistaken 
for  obstruction,  in  which  the  question  of  oper- 
ation has  come  up,  occurs  when  the  abdomen  is 
soft  but  there  is  marked  distention  due  to  exten- 
sive infection  of  the  abdominal  wound.  This 
distention  is  not  accompanied  by  rigidity  of  the 
abdominal  walls  and  diminished  p>eristalsis.  By 
opening  the  wound  freely,  cleansing  it  thor- 
oughly and  lightly  packing  it  with  carbolated  or 
iodoform  gauze,  the  condition  subsides. 

Much  has  been  said  as  well  as  written  of  high 
jejunostomy  in  advanced  intestinal  obstruction. 
Except  as  a first  stage  operation,  it  does  not 
cure.  That  is  all  that  could  be  expected  in  me- 
chanical obstruction,  but  in  purely  paretic  ob- 
struction in  certain  cases  it  can  be  said  to  be 
curative  because  without  it  the  patient  would 
perish.  We  all  have  seen  astonishing  immediate 
results  in  such  instances.  It  is  practical  only  in 
the  latter  and  in  the  very  late  cases.  A very 
good  operation  is  the  one  devised  by  Ravdin,  in 
which  the  proximal  jejunum  is  exposed  by  in- 
cision into  the  peritoneal  cavity  in  a line  with 
the  anterior  axillary  fold  and  just  below  the 
chest  margin  on  the  left  side.  This  operation  is 
very  quickly  done  under  local  anesthesia.  The 
results  in  the  shape  of  marked  immediate  im- 
provement may  be  surprising,  but  in  my  expe- 
rience the  improvement,  with  very  few  excep- 
tions, has  not  lasted. 

The  only  sure  way  to  increase  the  certainty  of 


424 


THE  ATLANTIC  MEDICAL  JOURNAL 


April,  1925 


a cure  in  this  class  of  cases  is  to  operate  so  early 
that  you  ward  off  paretic  obstruction  and  reten- 
tion of  the  poisonous  toxins  of  the  contents  of 
the  paretic  bowel.  Otherwise,  with  or  without 
a high  jejunostomy,  the  death  rate  necessarily 
will  be  high.  Those  of  us  who  see  so  many  late 
suppurative  appendicitis  cases  are  in  a position 
to  speak  authoritatively  upon  the  subject. 

At  the  time  of  the  primary  operation  the 
closure  of  tears  in  either  the  great  omentum  or 
mesentery  is  important,  thus  eliminating  possible 
sources  of  postoperative  obstruction.  Equally 
important,  too,  is  the  covering  over  of  raw  sur- 
faces with  peritoneum  when  possible. 

Operation  in  very  late  cases  does  not  differ 
from  operation  in  the  late  cases  of  non-post- 
operative intestinal  obstruction,  in  the  sense  that 
the  earlier  operation  is  done  the  more  promising 
the  outcome.  At  this  time  better  and  surer  sur- 
gery is  possible,  with  less  work  for  the  surgeon, 
which  always  means  less  risk  to  the  patient. 

DISCUSSION 

Dr.  E.  B.  Hodge  (Philadelphia,  Pa.)  : We  have  been 
fortunate  in  getting  this  all  around  view  of  intestinal 
obstruction.  Improvement  in  treatment  has  been  shown 
as  definite,  though  not  satisfactory,  and  is  due  largely 
to  earlier  diagnosis  and  better  judgment  in  not  attempt- 
ing to  do  too  much  to  the  cause  of  obstruction  in  any 
but  early  cases,  and  in  the  wider  use  of  enterostomy, 
repeated  use  of  stomach  tube,  and  the  introduction  of 
large  amounts  of  fluid  into  the  circulation. 

In  many  ways  the  situation  is  parallel  to  that  exist- 
ing in  appendicitis  years  ago.  Earlier  recognition  of 
the  condition  and  its  possibilities  by  the  general  prac- 
titioner, may  bring  a larger  proportion  of  early  cases  to 
the  surgeon.  It  will  be  a great  help  in  securing  this 
result  if  the  members  of  this  Section  will  stress  early 
diagnosis  and  improved  results  in  their  contact  with  the 
general  medical  profession.  The  only  way  to  reduce 
the  mortality  is  to  secure  cooperation  between  the  phy- 
sician and  surgeon,  and  so  to  secure  patients  in  the 
hopeful  stage.  It  has  been  done  in  other  diseases,  and 
with  patience  and  perseverance,  can  be  accomplished  in 
this  condition. 

Dr.  Donald  Guthrie  (Sayre,  Pa.)  : I should  like  to 
emphasize  two  points  brought  out  in  the  papers:  one, 
inspection  of  the  abdomen  in  the  presence  of  acute  ob- 
struction for  intestinal  patterns,  and  the  other,  ausculta- 
tion of  the  abdomen  for  exaggerated  peristaltic  sounds. 
It  is  often  dangerous  to  be  told  by  an  intern  or  nurse 
that  the  patient  has  passed  large  amounts  of  gas  with 
enemas,  because  one  is  apt  to  forget  that  the  bowel 
below  the  obstruction  may  be  emptying  itself,  and  often 
valuable  time  is  lost  by  being  misled  by  this  passage 
of  gas. 

I believe  that  the  high  mortality  occurring  in  these 
postoperative  cases  is  due  in  a large  measure  to  doing 
too  much  at  the  time  of  the  second  operation.  If  we 
can  find  no  collapsed  loop  of  intestine  upon  exploration, 
we  do  a jejunostomy  high  on  the  left  side,  endeavoring 
to  follow  the  rules  of  Monks  to  determine  the  direction 
of  the  bowel,  as  I believe  it  is  important  to  have  the 
catheter  pointing  downstream  in  order  to  get  the  full 
effect  of  the  reverse  peristaltic  waves.  In  the  presence 
of  obstruction  following  appendiceal  abscess,  or  when- 


ever the  abdomen  is  drained  for  infection,  I doubt  if 
any  surgeon  is  brave  enough  to  explore  the  previous 
operative  field.  It  is  far  better  to  be  contented  with  the 
safe  operation  of  jejunostomy.  If  the  tube  is  placed  in 
the  small  intestine  by  two  purse  strings  of  fine  chromic 
catgut,  and  then  tied  instead  of  being  fixed  by  a suture 
and  not  attached  to  the  parietal  peritoneum,  it  is  sur- 
prising how  these  wounds  will  heal  without  fecal  drain- 
age after  the  tube  has  remained  in  five  or  six  days. 
In  our  experience  the  primary  cause  of  the  obstruction 
has  straightened  itself  out  after  intestinal  drainage  in 
rather  a large  series  of  cases,  except  in  one  instance 
where  it  was  necessary  to  go  in  and  release  a band. 
I consider  the  operation  of  jejunostomy,  performed 
early  and  properly,  a life-saving  measure,  and  one  of 
the  best  contributions  made  to  abdominal  surgery  in 
recent  years. 

Dr.  G.  W.  Reese  (Shamokin,  Pa.)  : I should  like  to 
ask  a question:  Where  should  we  do  the  jejunostomy. 
Dr.  Muller? 

Dr.  George  P.  Muller  (Philadelphia,  Pa.) : Dr. 
Deaver  has  emphasized  the  advantage  of  jejunostomy 
in  relieving  the  toxemia  in  these  cases  of  advanced  ob- 
struction. Some  time  ago  I noticed  an  article  in  the 
literature  by  Dr.  Charles  Mayo,  beautifully  illustrated, 
showing  a method  of  jejunostomy  in  the  upper  part  of 
the  wound.  I wondered  what  point  of  the  bowel  was 
drained  in  such  an  operation.  We  examined  a number 
of  cadavers  and  found  that  such  drainage  was  rather 
low  in  the  bowel.  Now  this  location  will  certainly 
drain  the  stagnant  fecal  material  in  the  lower  part  of 
the  small  intestine,  but  the  experimental  workers  have 
shown  us  that  much  of  the  trouble  in  intestinal  obstruc- 
tion comes  from  the  stagnant  and  toxic  material  in  the 
highest  parts  of  the  small  intestine. 

My  associate.  Dr.  I.  S-  Ravdin,  then  examined  a 
number  of  cadavers  and  found  that  if  an  incision  was 
made  just  below  the  costal  margin  in  the  anterior 
axillary  line  on  the  left  side,  the  portion  of  intestine 
found  would  be  the  highest  coil  of  the  jejunum.  It  is 
that  coil  which  we  use  in  the  anastomosis  of  gastro- 
jejunostomy. We  make  a very  small  incision  and  pull 
this  coil  into  the  buttonhole  wound,  fasten  a self- 
retaining  catheter,  and  with  one  or  two  sutures  unite 
the  bowel  to  the  peritoneum.  This  gives  us  drainage 
of  the  highly  toxic  upper  intestinal  content.  Dr.  Rav- 
din himself  will  report  the  details  of  this  method  at  a 
later  time. 

Dr.  Herbert  B.  Gibby  (Wilkes-Barre,  Pa.) : The 
etiology  of  obstruction  is  interesting.  There  are  some 
abdomens  in  which  adhesions  are  particularly  prone  to 
form.  I have  had  three  cases  following  the  Baldy- 
Webster  operation  for  the  shortening  of  the  round  liga- 
ments, which  I did  some  years  ago,  but  have  discarded 
now.  In  two  of  these  cases  the  obstruction  occurred 
from  the  adherence  of  coils  of  small  intestines  to  the 
uterus  at  the  site  of  the  attachment  of  the  round  liga- 
ments after  they  were  brought  through  the  broad 
ligament,  and  developed  before  the  patient  had  left  the 
hospital.  The  third  case  occurred  one  year  after  oper- 
ation. In  each  of  these  cases  I was  fortunate  in  making 
an  early  diagnosis,  and  in  two  of  them,  simply  relieving 
the  adhesion  and  closing  the  peritoneum  over  the  bowel 
was  all  that  was  necessary.  I did  this  same  operation 
on  the  third  case,  but  on  the  ninth  day  following  the 
operation  her  symptoms  recurred.  I opened  the  abdo- 
men again  and  found  the  very  same  coil  had  become 
adherent  at  the  same  spot.  I freed  this  in  the  same 
manner,  but  took  the  precaution  advised  by  Dr.  Deaver 


April,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


425 


of  short-circuiting  this  loop  of  intestine,  and  had  no 
further  trouble  in  this  case. 

Dr.  Wiluam  L.  Estes,  Jr.  (Bethlehem,  Pa.)  : One 
type  of  obstruction  mentioned  by  Dr.  Deaver  I should 
like  to  comment  upon;  that  is,  cases  of  acute  intestinal 
obstruction  engrafted  on  old  chronic  obstruction  where 
you  find  a mass  of  adhesions  matting  together  and  in- 
volving a great  portion  of  the  small  intestine,  often 
with  dense  adhesions  to  a previous  operation  scar. 

Dr.  Deaver  suggested,  instead  of  attempting  to  re- 
lease these  adhesions,  making  a side  track  by  lateral 
anastomosis  around  this  mass  of . involved  intestine. 
We  have  found  this  a very  useful  procedure  in  four 
cases  and  they  have  all  done  very  well.  It  is  under- 
stood of  course  that  the  acute  obstruction  is  not  ad- 
vanced, the  bowel  is  not  gangrenous,  and  the  patient  is 
in  good  condition. 

Dr.  Howeel  (in  closing)  : Dr.  Guthrie  emphasized 
the  manner  in  which  you  introduce  your  catheter  for 
your  enterostomy  or  jej  unostomy,  pointing  up  stream 
or  down  stream.  I have  always  considered  the  condi- 
tion of  the  bowel  that  existed  at  this  time,  viz.,  that 
you  have  practically  a latent  bowel,  and  therefore  if 
any  peristalsis  at  all  is  present,  it  is  usually  reversed 
peristalsis. 

In  regard  to  the  drainage  through  a buttonhole  inci- 
sion, I do  that  to  protect  the  general  incision  and  elimi- 
nate the  possibility  of  hernia.  Most  surgeons  try  to 
drain  through  a buttonhole  incision  whenever  they  can. 
I do  not  attempt  to  go  up  to  the  jejunal  junction  to 
drain,  but  drain  as  high  as  possible  in  these  cases. 

Dr.  Deaver  (in  closing)  : I never  reoperate  going 
through  the  original  incision.  I make  a fresh  incision. 


THE  SYSTEMIC  NATURE  OF  CHRONIC 
INFECTIOUS  ARTHRITIS* 

PHILIP  S.  HENCH,  M.D.f 

ROCHESTER,  MINNESOTA 

Chronic  infectious  arthritis,  although  one  of 
the  very  earliest  diseases  of  which  we  have 
knowledge,  still  maintains  its  outpost  against  the 
advance  of  medical  science.  A vast  bibliography 
records  many  important  details  with  regard  to 
the  broad  characteristics  of  the  malady,  the  na- 
ture of  its  course,  and  the  countless  “cures,”  the 
very  number  proving  their  lack  of  specificity. 
The  present  study  is  an  attempt  not  so  much  to 
discover  as  to  rediscover  and  correlate  certain 
acceptable  data  in  order  to  view  the  woods  by 
means  of  the  trees. 

Of  the  cases  of  chronic  infectious  arthritis 
hospitalized  on  the  combined  medical  and  ortho- 
pedic service  of  the  Mayo  Clinic  during  the  last 
two  years,  320  form  the  basis  of  this  report. 
They  include  only  those  types  of  arthritis  of 
nonspecific  etiology  generally  grouped  under  the 
title  of  chronic  polyarthritis  or  arthritis  de- 
formans. All  cases  of  acute  arthritis  (traumatic 

*Read  before  the  Section  on  Medicine  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  9,  1924. 

t Section  on  Medicine,  The  Mayo  Foundation,  Rochester,  Min- 
nesota. 


or  suppurative),  of  chronic  arthritis  (gonor- 
rheal, tuberculous  or  syphilitic)  have  been  ex- 
cluded, as  well  as  those  resulting  from  rheu- 
matic fever.  Neuropathic  forms  have  been 
excluded ; likewise,  with  but  few  exceptions, 
unhospitalized  cases  of  chronic  infectious  ar- 
thritis. 

The  exact  etiology  of  chronic  infectious  ar- 
thritis is  still  a matter  that  admits  of  discussion. 
Evidence  points  largely  to  the  infectious  nature 
of  the  disease,  although  it  has  also  been  consid- 
ered primarily  a metabolic  phenomenon.  Pem- 
berton was  among  the  first  to  recognize  and 
study  the  metabolic  features  of  this  disease. 

The  various  classifications  of  the  arthritides 
have  led  to  much  confusion.  The  pathologic 


Fig.  I.  Primarily  infectious  type  of  chronic  arthritis. 


findings  vary  between  destructive,  hypertrophic 
and  periarticular  changes  alone,  or  in  combina- 
tion. The  clinical  picture  also  is  varied,  in  some 
cases  small  joints,  in  others  large  joints  being  the 
site  of  damage.  It  would  seem  that  individual 
factors  of  resistance  and  severity  of  infection, 
as  pointed  out  by  Nathan,  Billings  and  others, 
the  nature  of  the  vascular  supply  of  the  different 
parts  of  the  joints,  as  noted  by  Fisher  and  Ito, 
and  the  location  of  the  original  focus,  might  ex- 
plain these  variations,  rather  than  different  types 
of  unknown  organisms. 

Broadly  speaking,  however,  there  are  two 
main  clinical  types  of  arthritis,  both  called 
chronic  infectious  arthritis.  The  first  type  (Fig. 
i),  primarily  infectious  in  nature,  is  character- 
ized by  its  location  in  many  large  joints,  or  the 
proximal  and  middle  joints  of  the  finger.  Its 
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onset  generally  occurs  in  young  adult  or  middle 
age,  although  it  may  often  appear  in  women 
about  the  time  of  the  menopause.  It  is  asso- 
ciated with  a mild  or  marked  vasomotor  depres- 
sion, evidenced  by  cold,  clammy  extremities  and 
lowered  blood  pressure.  It  is  common  in  thin, 
asthenic  persons,  with  a tendency  to  narrow 
costal  angle  and  visceroptosis.  Draper  has 
brought  out  the  fact  that  this  is  the  group  also 
susceptible  to  hay  fever,  hives  and  asthma.  The 
second  type  (Fig.  2)  may  be  partly  infectious, 
but  is  probably  largely  due  to  a combination  of 


Fig.  2.  “Metabolic”  or  senescent  type  of  chronic  arthritis. 


factors.  It  is  characterized  by  localization  gen- 
erally in  the  spine  or  knees,  or  in  distal  joints 
of  the  fingers  with  Heberden’s  nodes.  It  is  usu- 
ally associated  with  mild  hypertension  and  ar- 
teriosclerosis and  other  evidences  of  senescence. 
It  may  just  precede  or  accompany  the  meno- 
pause in  women,  and  a moderate  progressive 
obesity  with  a lowered  rate  of  metabolism.  In 
this  group  the  joint  changes  are  practically  al- 
ways hypertrophic,  not  destructive,  and  there 
are  generally  no  red,  painful,  boggy  periarticular 
swellings.  Marked  overweight  of  a person  with 
either  type  adds  an  element  of  static  strain  or  a 
factor  of  mechanical  trauma. 

The  differential  diagnosis  of  these  two  main 
types  is  not  always  easy.  In  the  present  series 
of  cases  it  was  attempted  with  the  following 


results : 

Cases 
Fe-  Per 

Males  males  Total  Cent 

Primarily  infectious  

103 

141 

244 

76 

Primarily  “metabolic”  or  se- 
nescent   

IS 

34 

49 

IS 

Mixed  infectious  and  senes- 
cent   

4 

IS 

19 

6 

Pure  static  

0 

8 

8 

3 

— 

— 

- ■ — 

— 

122 

198 

320 

100 

The  mixed  group  represents  the  primarily  in- 
fectious arthritis  of  middle  life  which  had  be- 


come mildly  reactivated  with  associated  se- 
nescent changes  at  the  time  of  menopause  or 
senility. 

Chronic  infectious  arthritis  is  systemic  in  dis- 
tribution, its  major  manifestations  being  in  the 
articular  and  periarticular  structures,  but  impor- 
tant manifestations  are  sometimes  apparent  in 
other  structures  and  systems  of  the  body.  An 
analogy  may  be  had  in  the  nature  of  real 
Bright’s  disease  or  chronic  diffuse  glomerulo- 
nephritis which  is  a systemic  disease,  the  chief 
lesion  being  probably  pancapillary  damage,  the 
renal  capillaries  affording  the  most  dominant 
symptoms,  but  identical  changes  occurring  in  the 
capillaries  of  the  periphery,  the  arterioles  of  the 
fundi  and  the  circulation  of  the  heart  and  bone 
marrow.  A study  of  the  associated  phenomena 
in  the  renal  insufficiency  of  Bright’s  disease  has 
led  to  a more  thorough  understanding  of  this 
condition,  which  in  other  words  is  widespread 
capillary  damage,  not  merely  glomerular  capil- 
lary damage.  So,  too,  in  chronic  infectious  ar- 
thritis, it  has  been  considered  that  a study  of 
other  parts  of  the  body,  besides  the  joints  and 
periarticular  structures,  might  develop  a better 
knowledge  of  the  exact  nature  of  the  malady. 

The  systemic  nature  of  arthritis  has  been 
lecognized  only  during  the  past  two  decades. 
Strumpel,  in  1912,  considered  that  there  was 
“hardly  any  affection  of  the  parts  of  the  body 
other  than  the  joints,”  and  that  “the  internal 
organs  almost  always  perform  their  functions  in 
a perfectly  normal  manner.”  Osier,  however,  in 
1902,  had  noted  that  “coincident  affections  are 
not  uncommon,”  but  “there  is  no  tendency  in 
arthritis  to  involvement  of  the  heart.” 

The  manifestations  of  arthritis  may  be  very 
numerous  and  protean,  and  often  the  associated 
infection  in  another  system  may  so  complicate 
the  picture  that  various  diagnoses  are  possible,  or 
at  least  considered.  For  example,  an  accompany- 
ing secondary  anemia  has  at  times  been  so  pro- 
found as  seriously  to  suggest  the  pernicious  type. 
Marked  loss  of  weight  with  anorexia,  anemia 
and  gastric  achlorhydria  often  bring  up  the  sus- 
picion of  malignancy.  Accompanying  myocar- 
dial involvement  may  predominate.  An  asso- 
ciated splenomegaly  with  progressive  anemia  has 
on  occasion  raised  the  issue  as  to  the  possibility 
of  an  accompanying  splenic  anemia  of  Banti’s 
type.  A focal  nephritis  or  a definite  deficiency 
in  carbohydrate  metabolism,  besides  the  local 
joint  involvement,  may  demand  attention. 
Hyperthyroidism  must  be  excluded  in  certain 
cases  with  tachycardia,  loss  of  weight,  sweating, 
and  tremor  of  the  extremities. 
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SYMPTOMS 

One  of  the  most  common  symptoms  of  ar- 
thritis, as  in  many  chronic  illnesses,  is  loss  of 
appetite  and  weight.  The  exact  relation  of  the 
gastro-intestinal  tract  as  a focus,  or  as  an  organ, 
the  altered  function  of  which  primarily  or  sec- 
ondarily influences  the  arthritis,  is  not  yet  estab- 
lished, and  deserves  intensive  study.  Achlorhy- 
dria, however,  is  a sign  of  disturbed  gastric 
physiology,  seen  often  in  cases  of  arthritis. 
Faber,  and  Lange,  in  1907,  Borries  in  1915,  and 
more  recently  Hurst,  Coates  and  Gordon  and 
others,  have  called  attention  to  it.  Hurst  has 
found  that  4 per  cent  of  normal  persons  have  an 
unexplained  achlorhydria,  but  the  percentage  of 
patients  with  arthritis  who  have  achlorhydria  is 
higher  than  incidental. 

In  the  present  series,  127  patients  with  the  in- 
fectious types  of  arthritis  had  gastric  fractional 
analyses  (Table  i).  The  normal  total  acids  were 
considered  40  to  50  and  the  free  acids  20  to  40. 


Table  i 

GASTRIC  ACIDITY  IN  CASES  OE  CHRONIC  ARTHRITIS 


Cases 

Per  Cent 

Faber  

Borries,  less  than 

fifty 

93 

Achlorhydria 

31 

years  of  age  

Duration  of  arthritis 

more 

94 

Achlorhydria 

30 

than  eight  years  . . . 
Duration  of  arthritis 

two 

Achlorhydria 

60 

years  or  less  

Achlorhydria 

IS 

Of  the  twenty-eight  cases  with  achlorhydria,  fifteen  had 
no  gastro-intestinal  symptoms. 

Woodwark  and  Wallis  ...  10 

Achlorhydria,  2,  20  per  cent ; hypochlorhydria,  7,  70 
per  cent;  normal  i,  10  per  cent. 

Present  series,  chronic  arthritis,  infectious  type,  127 
cases. 

Achlorhydria  with  low  total  acids,  35  cases,  28  per 
cent. 

Hypochlorhydria  with  low  total  acids,  25  cases,  19 
per  cent;  total,  47  per  cent. 

Normal,  56  cases,  44  per  cent.  Hyperacidity,  ii  cases, 
9 per  cent. 

Further  study  by  Dobson  in  a few  of  these 
cases  showed  that  the  achlorhydria  persists  after 
subcutaneous  injection  of  histamin  while  in 
■other  instances  free  hydrochloric  acid,  otherwise 
not  found  to  be  present,  was  noted  after  histamin 
injection. 

In  this  series  of  cases  gastric  symptoms  as  an 
index  of  the  gastric  acidity  were  absolutely 
lacking,  as  is  usual,  the  various  symptoms, 
belching,  sour  stomach,  and  so  forth,  being  dis- 
tributed indiscriminately  among  all  the  cases. 
Achlorhydria,  when  present,  is  an  important 
finding.  Three  functions  are  commonly  ascribed 
to  free  acid  in  the  gastric  juice:  (i)  the  activa- 
tion of  pepsin  for  protein  digestion,  (2)  the  anti- 
bacterial action,  and  (3)  the  control  of  the  open- 


ing and  closing  of  the  pylorus.  It  is  well  known, 
however,  that  the  duodenal  juices  are  adequate 
to  complete  protein  digestion.  Clinically,  one  of 
two  phenomena  suggest  disharmony  in  the  acid 
control  of  the  pylorus.  If  the  pylorus  remains 
open,  diarrhea  may  result.  If  it  fails  to  open 
regularly,  patients  may  complain  of  a sense  of 
epigastric  pressure  or  weight.  Therapeutically, 
dilute  hydrochloric  acid  is  often  of  value  in  cases 
in  which  achlorhydria  is  accompanied  by  either 
phenomenon.  Theoretically,  in  cases  of  infec- 
tious arthritis  the  antiseptic  role  of  free  hydro- 
chloric acid  is  of  particular  interest.  Gastric 
acids  probably  afford  a definite  germicidal  bar- 
rier (Ref.  27),  and  until  the  role  of  intestinal 
bacteria  in  relation  to  arthritic  infection  is  estab- 
lished this  barrier  should  be  maintained.  Fur- 
thermore, a secondary  anemia  is  more  likely  to 
progress  in  the  presence  of  achlorhydria.  The 
role  of  gastric  acidity  in  relation  to  the  pres- 
ence and  degree  of  a secondary  anemia  will  be 
touched  on. 

In  the  presence  of  achlorhydria,  i dram  of 
dilute  hydrochloric  acid  U.S.P.,  in  4 ounces  of 
water  or  orange  juice  is  to  be  sipped  during 
mealtime.^ 

Anemia  is  quite  common  in  arthritic  cases. 
Borries,  in  a study  of  sixty-nine  cases  found 
anemia  in  20  per  cent.  In  eight  cases  the  anemia 
was  Grade  i and  the  hemoglobin  80  to  65  per 
cent ; in  three  cases  the  anemia  was  Grade  2 and 
the  hemoglobin  65  to  50  per  cent ; in  three  cases, 
the  anemia  was  Grade  3 and  the  hemoglobin  be- 
low 50  per  cent.  In  25  per  cent  of  our  series  of 
cases  the  anemia  was  Grade  i ; the  erythrocytes 
numbered  3,500,000  to  4,000,000;  the  hemo- 
globin was  60  to  70  per  cent.  Dare  and  60  to  80 
per  cent.  Palmer.  In  4 per  cent  the  anemia  was 
Grade  2 ; the  erythrocytes  numbered  3,000,000 
to  3,500,000;  the  hemoglobin  was  50  to  60  per 
cent.  In  i per  cent  the  anemia  was  Grades  3 
and  4,  the  erythrocytes  numbered  2,500,000  to 
3,000,000;  the  hemoglobin  was  40  to  50  per 
cent,  and  below  2,500,000,  the  hemoglobin  40 
per  cent.  The  lowest  figures  were  hemoglobin 
28  per  cent  (Dare),  erythrocytes  1,210,000 
(Table  2). 

There  seems  to  be  a relationship  between  gas- 
tric achlorhydria  and  anemia,  but  in  this  series, 
the  factors  governing  such  relationship  could  not 
be  accurately  determined.  In  cases  of  arthritis, 
anemia  may  be  present  with  or  without  achlor- 
hydria, although  the  more  severe  grades  of 
anemia  were  usually  associated  with  either 
achlorhydria  or  low  acids.  So  too  there  may  be 

tThis  dosage  of  hydrochloric  acid  to  some  may  seem  excessive. 
However  the  small  dosage  commonly  used  has  proved  inade- 
quate. Our  patients  withstand  this  amount;  quite  well. 


428 


THE  ATLANTIC  MEDICAL  JOURNAL 


April,  1925 


achlorhydria  with  or  without  anemia.  Fifty 
per  cent  of  the  achlorhydrias  were  associated 
with  anemia,  and  50  per  cent  with  normal  blood- 
cell values.  These  two  phenomena  depend  on 
several  factors,  which  include  severity  and  ex- 
tension of  the  infection  and  duration  of  the  ill- 
ness, but  apparently  no  one  factor  determines 
the  presence  or  absence  of  achlorhydria  or 
anemia. 

The  more  profound  anemias  were  seen  in  a 
group  of  fifteen  cases  presenting  an  unusual  type 
of  what,  for  lack  of  a better  term,  was  consid- 
ered chronic  infectious  arthritis.  The  patients 
were  markedly  emaciated,  had  generalized  ar- 
thralg-ia  and  myalgia,  often  with  negative  roent- 
genograms of  the  joints,  and  with  no  evidences 
of  joint  swelling,  tendency  to  an  increased  basal 
metabolic  rate  ( + 15  to  -(-30),  generalized  lym- 
phatic enlargement,  splenomegaly,  and  with  or 
without  leukopenia.  A more  comprehensive 
study  of  this  group  is  being  made.  This  affec- 
tion would  appear  to  be  a type  of  Still’s  disease 
of  adults  or,  as  Felty  suggests,  a coincidental 
arthritis  and  early  Banti’s  disease.  Five  such 
cases  have  been  reported  by  Felty.  Osier  noted 
splenomegaly  in  cases  of  arthritis.  Of  the  fif- 
teen cases  observed  at  the  Mayo  Clinic  there  was 
hepatomegaly  also  in  eight.  It  is  probable  that 
this  is  an  unrecognized  clinical  entity.  A con- 
servative opinion  is  at  present  justified  in  view 
of  the  fact  that  the  systemic  nature  of  arthritis 
permits  so  many  combinations  of  pathologic 
conditions. 

THE  cardiorenal  vascular  SYSTEM  IN  RELA- 
TION TO  THE  SYSTEMIC  INFECTION 

It  has  been  generally  considered  that  the  heart 
escapes  infection  in  cases  of  chronic  infectious 
arthritis  as  compared  to  the  myocardial  damage 
resulting  from  acute  rheumatic  fever,  but  this 
is  erroneous.  Recent  investigation  by  Boas  and 
Rif  kin  has  brought  out  that,  in  a series  of  eighty 
cases  of  chronic  arthritis,  there  was  cardiac  in- 
volvement of  two  main  types  in  45  per  cent.  In 
28  per  cent  of  cases  in  which  the  onset  of  ar- 
thritis occurred  before  the  age  of  forty,  there 
was  endocarditis ; whereas  in  63  per  cent  in 
which  the  onset  occurred  after  the  age  of  forty, 
there  was  evidence  of  an  enlarged  or  hyperten- 
sive heart  with  myocardial  degeneration  or 
sclerotic  endocarditis.  Boas  and  Rifkin  have 
considered  the  possibility  of  different  etiology 
in  these  two  groups  of  cases,  although  they  be- 
lieve that  the  susceptibility  of  the  heart  in  young 
persons  to  valvular  disease  accounts  for  the  dif- 
ference in  the  pathologic  conditions.  It  would 
seem  that  these  two  groups  rather  compare  with 
our  primarily  infectious  and  primarily  “meta- 


bolic,” senescent,  arteriosclerotic  group.  In  the 
infectious  type  which  occurs  primarily  in  the 
young,  endocarditis  with  or  without  diffuse  or 
focal  myocarditis  would  be  expected ; whereas  in 
the  second  type,  with  the  frequent  association 
of  arteriosclerosis  and  of  hypertension  as  con- 
trasted to  the  hypotension  of  the  first  type,  en- 
larged hearts  or  valvular  sclerosis  would  be  in 
order.  Froggatt  has  also  called  attention  to  the 
frequency  of  heart  lesions  in  infective  arthritis 
unassociated  with  acute  rheumatic  fever.  Wil- 
lius  has  called  attention  to  the  importance  of  the 
relationship  of  chronic  infections  to  the  increase 
in  progression  of  arterial  degenerative  processes. 

No  detailed  study  of  cardiac  function  has  been 
made  in  this  series.  The  arthritic  patient  may 
have  definite  myocardial  damage  unrecognized 
both  by  himself  and  the  physician  because  of  no 


Fig.  3.  Focal  myocarditis  in  a patient  with  chronic  infectious 
arthritis.  Mitral  endocarditis  was  also  present. 


need  for  physical  activity  and,  therefore,  ab- 
sence of  the  most  important  sign  of  myocardial 
damage,  abnormal  response  to  exercise.  Of  the 
infectious  type,  there  was  symptomless  tachy- 
cardia at  rest  in  25  per  cent,  in  the  absence  of 
fever  or  a high  rate  of  metabolism,  while  in  an 
additional  21  per  cent  there  were  both  tachy- 
cardia and  either  dyspnea  or  slight  edema. 
Thus,  in  46  per  cent  there  were  either  signs  or 
symptoms,  or  both,  of  some  cardiac  injury. 

Tachycardia  with  or  without  dyspnea  on  ex- 
ertion may  be  the  only  evidence  of  cardiac  in- 
volvement, as  the  damage  is  not  often  sufficient 
to  afford  significant  electrocardiographic  find- 
ings. Electrocardiograms  were  made  in  seventy^ 
one  cases  of  this  group.  Fifty  per  cent  revealed 
sinus  tachycardia,  while  2 per  cent  revealed  sig- 
nificant T wave  negativity. 

The  only  two  deaths  on  the  arthritic  service  of 
the  Mayo  Clinic  in  the  last  two  years  were  from 
myocardial  failure.  In  both  cases  there  was 
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focal  myocarditis,  the  cardiac  musculature  as 
well  as  the  skeletal  musculature  having  small 
focal  areas  of  infection  consisting  mostly  of 
perivascular  lymphocytic  infiltration  (Fig.  3). 
In  both  of  these  cases  at  necropsy  there  were 
marked  pericarditis  and  pleuritis,  polyserositis 
being  present,  involving  not  only  the  serous  sur- 
faces of  joints,  but  also  of  the  heart  and  lungs. 
Pericarditis  is  fairly  common ; it  was  observed 
In  a number  of  cases  in  this  group. 

■THE  EFFECT  OF  SYSTEMIC  INFECTION  ON  THE 
BLOOD  PRESSURE  AND  ON  THE  KIDNEYS 

Hypertension  and  Bright’s  disease  have  been 
•considered  the  indiscriminate  result  of  various 
•chronic  infections.  The  effect  of  the  arthritic 
Infection  on  vascular  tone  and  on  the  kidneys 
does  not,  however,  apparently  lead  to  increased 
blood  pressure  or  serious  nephritis.  Warfield 
has  noted  that  hypotension  is  generally  asso- 
ciated with  chronic  infectious  arthritis  just  as  it 
is  with  other  chronic  systemic  infections.  Swett, 
on  the  other  hand,  considers  that  hypertension 
is  to  be  expected,  and  that  the  causes  of  arthritis 
are  the  same  as  those  of  the  hypertension.  This 
latter  view  can  be  subscribed  to  in  a considera- 
tion limited  to  elderly  or  obese  arthritic  patients. 
In  whom  either  associated  arteriosclerosis  or  a 
benign  hypertension,  which  is  so  often  associated 
with  obesity,  is  prevalent.  Of  the  primary  in- 
fectious type,  however,  cold  clammy  hands  and 
hypotension  are  two  of  the  most  characteristic 


Fig.  4.  Observations  of  systolic  blood  pressure  of  males  with 
chronic  infectious  arthritis. 


phenomena,  and  are  so  common  in  the  active 
stage  that  they  are  important  points  in  the  dif- 
ferentiation of  this  type  from  the  metabolic.  If 
a patient  develops  arthritis  at  about  the  age  of 
fifty,  the  senescent  type  might  be  presupposed 
and  conservative  therapy  indicated,  instead  of 
radical  removal  of  foci.  If,  however,  there  is 


evidence  of  a subnormal  vasomotor  state,  in 
spite  of  the  age  the  arthritic  process  is  probably 
infectious,  and  if  the  severity  of  the  manifesta- 
tions and  the  condition  of  the  patient  warrant. 
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Fig.  5.  Observations  of  systolic  blood  pressure  of  females 
with  chronic  infectious  arthritis. 

foci  of  infection  should  be  thoroughly  searched 
for  and  radically  removed,  if  found. 

The  clinical  findings  of  hypotension,  showing 
average  values  for  several  readings  on  each  indi- 
vidual, is  given  in  Figures  4 and  5 and  summar- 
ized in  Table  2. 

Table  2 


BLOOD  PRESSURE  STUDIES  IN  CHRONIC  ARTHRITIS 


Cases 

Mercury, 

mm. 

Normal  average  systolic  blood  pres- 
sure in  both  sexes  between  ages  of 
fifteen  and  sixty  (Fisher)  

12,647 

130 

Normal  average  systolic  blood  pres- 
sure in  males  between  ages  of  fif- 
teen and  forty  (Alvarez)  

2,930 

126. 5 

Normal  average  systolic  blood  pres- 
sure in  females  between  ages  of  fif- 
teen and  forty  (Alvarez)  

5,807 

115 

Average  systolic  blood  pressure  of  in- 
fectious arthritis  group  (males)  . . . 

124 

69  per  cent  of  readings  were  be- 
low 130  mm.  (Fisher’s  normal). 

65  per  cent  of  readings  were  be- 
low 126.5  mm.  (Alvarez’s  nor- 
mal). 

34  per  cent  of  readings  were  be- 
low 1 15  mm.,  distinctly  low. 
Average  systolic  blood  pressure  of  in- 
fectious arthritis  group  (females)  . 

123 

35  per  cent  of  readings  were  be- 
low 1 15  mm.  (Alvarez’s  nor- 
mal). 

62  per  cent  of  readings  were  be- 
low 130  mm.  (Fisher’s  normal). 

It  will  be  noted  that  especially  in  young  per- 
sons, there  is  a definite  tendency  to  hypotension. 


430 


THE  ATLANTIC  MEDICAL  JOURNAL 


April,  1925 


more  marked  in  the  male.  This  is  not  so  marked 
in  the  female,  probably  because  a great  many  of 
the  women  undoubtedly  had  the  infectious  type 
of  arthritis  which,  however,  occurred  in  a con- 
siderable number  about  the  time  of  the  meno- 
pause and  was  associated  with  moderate  arterio- 
sclerosis and  moderate  hypertension.  The 
menopause  is  an  especially  critical  time,  from  the 
standpoint  of  onset  of  either  the  infectious  or 
the  metabolic,  senescent  type. 

The  adrenals  in  the  two  patients  who  died 
showed  no  pathognomonic  changes  to  account 
specifically  for  the  hypotension. 

The  common  conception  of  the  rheumatic 
near-centenarian  precludes  the  idea  of  severe 
renal  damage.  Kidney  function  is  largely  spared 
and  diffuse  glomerulonephritis  should  not  be  ex- 
pected. In  studies  of  the  urine,  albuminuria, 
however,  is  almost  universally  associated  but 
rarely  reaches  a marked  grade  (Table  3). 


Table  3 


STUDIES  OF  THE  URINE  IN  CASES  OF  CHRONIC  ARTHRITIS 


I.  Primary  infectious  group. 

Intermittent  albuminuria  alone,  Grade 

I (trace  or  mild)  

Intermittent  albuminuria.  Grade  i 
(mild  with  an  occasional  cast  or 

red  blood  cell)  

Persistent  albuminuria  alone.  Grade  i 

(mild)  

Persistent  albuminuria.  Grade  i,  with 

an  occasional  cast  

Persistent  albuminuria.  Grade  2 

(moderate  amount)  

Associated  with  renal  stone  and 
gout,  one  case;  pyelonephritis, 
one  case;  focal  nephritis,  one 
case ; myocardial  insufficiency, 
one  case;  prostatitis,  two  cases. 
Transient  albuminuria.  Grade  2 (mod- 
erate)   

Associated  with  prostatitis,  two 
cases ; polycystic  kidney,  one 
case;  focal  nephritis  or  ne- 
phrosis, five  cases  (functional 
tests  normal). 

Negative  urinalysis 


Per 
Cases  Cent 


172 

7. 


73 


23  10 


1 


9 4 


8 3 


24  10 


Total  244 

2.  “Metabolic”  or  senescent  group. 

Intermittent  albuminuria  alone.  Grade 

I (mild)  31  63 

Persistent  albuminuria.  Grade  i 

(mild)  4 9 

Persistent  albuminuria.  Grade  2 (mod- 
erate)   7 14 

Associated  with  arteriosclerotic 
nephritis,  six  cases;  septicemia, 
one  case. 

Negative  urinalysis  7 14 


The  most  complete  study  of  blood  chemistry 
findings  in  arthritis  has  been  made  by  Pember- 
ton who  was  among  the  first  to  attempt  a study 
other  than  pathologic  and  bacterial.  He  defi- 
nitely showed  that  in  400  patients  with  arthritis, 
the  blood  chemistry  was  essentially  normal.  Our 
findings  in  studies  of  blood  chemistry  according 
to  the  present  routine  are  in  accord  with  his. 
The  results  of  our  studies  are  indicated  in 
Table  4. 

Table  4 

STUDIES  IN  BLOOD  CHEMISTRY 

Cases  Per  Cent 

Blood  chemistry  (urea,  uric  acid,  cre- 


atinin)  normal  204  87 

Elood  urea  normal  but  uric  acid  be- 
tween 4.5  and  6.9  mg.  per  cent 14  6 

Blood  urea  and  blood  uric  acid  elevated 
but  no  clinical  gout  16  7 

Total  234 


The  renal  excretion  of  phenolsulphone- 
phthalein  was  studied  in  200  cases ; it  was  nor- 
mal in  97  per  cent.  The  3 per  cent  that  gave 
abnormal  returns  were  coincident  with  those 
that  showed  unusual  aberrations  of  urinary  ex- 
cretion and  of  blood  chemistry  values. 

It  is  hardly  possible  to  define  exactly  the  na- 
ture of  the  renal  picture,  whether  it  is  a focal 
nephritis,  without  microscopic  hematuria,  or  a 
mild  toxic  nephrosis  (classification  of  Volhard 
and  Fahr)  without  edema.  In  most  instances 
the  latter  seemed  the  more  correct  diagnosis,  but 
in  individual  cases  a focal  nephritis  was  present, 
although  much  less  commonly  than  a mild  ne- 
phrosis. 

Chronic  glomerulonephritis  and  an  associated 
arthritis  were  observed  in  six  cases  on  the  ne- 
phritic service  of  the  Clinic.  This  is  a rare  asso- 
ciation, however.  A focal  nephritis  of  primary 
origin  with  the  arthritis  may  be  aggravated  by 
succeeding  infections  of  other  types,  and  cause 
the  picture  of  nephritis  to  predominate.  If 
albuminuria  occurs,  it  deserv'es  special  attention 
on  account  of  its  rarity.  Multiple  myeloma  must 
be  considered  a possibility,  as  in  these  instances 
the  complaint  is  usually  “rheumatism  in  legs  or 
chest,”  and  there  is  Bence-Jones  proteinuria, 
and  sometimes  associated  renal  insufficiency.  In 
several  instances  this  differential  diagnosis  has 
been  made.  In  one  case  of  deforming  spondy- 
litis an  orthostatic  albuminuria  was  noted. 
When  the  albuminuria  is  marked,  the  blood  uric 
acid  especially  should  be  determined  routinely, 
as  in  the  true  gouty  forms  of  arthritis  or  in 
those  associated  with  gout,  renal  insufficiency  is 
more  common  and  often  associated  with  calculi. 
A prostatitis  may  also  be  the  source  of  albumi- 
nuria, generally  of  a mild  grade. 
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In  spite  of  definite  alterations  in  the  arthritic 
joints,  hypertrophic  and  destructive  in  character, 
studies  of  total  blood  calcium  in  Pemberton’s 
series  of  cases  revealed  normal  results.  In 
seventeen  cases  total  blood  calcium  studies  were 
made ; all  were  normal.  Mark  recently  found 
hypercalcemia  in  three  cases  of  arthritis  de- 
formans. Price,  who  recently  adopted  the  meth- 
ods of  Grove  and  Vine,  and  of  West,  for  the 
determination  of  ionic  calcium,  has  stated  that 
there  is  a profound  upset  in  the  blood  calcium 
in  that,  although  the  total  calcium  may  be  nor- 
mal, the  ratio  between  its  two  constituents  (the 
ionic  and  combined  calcium)  may  be  seriously 
altered.  He  believes  that  the  lowering  of  the 
ionic  calcium  is  of  definite  significance  from  the 
standpoint  of  early  diagnosis  of  focal  infection, 
and  of  treatment  in  chronic  arthritis.  The  ad- 
ministration, on  his  advice,  of  calcium  with  para- 
thyroid and  thyroid  has  caused  definite  improve- 
ment in  the  joint  manifestations.  The  exact 
nature  of  ionic  calcium  is  certainly  not  fully  es- 
tablished, and  more  accurate  and  simple  methods 
are  desirable.  An  alteration  of  calcium  metabo- 
lism of  this  character  might  be  considered  either 
of  primary  importance,  or  merely  as  an  added 
expression  of  the  systemic  nature  of  arthritis, 
the  calcium  changes  being  merely  secondary 
metabolic  phenomena  in  the  presence  of  a pri- 
mary systemic  infection.  No  personal  conclu- 
sions from  the  Mayo  Clinic  data  are  available 
at  present. 

The  basal  metabolic  rate  has  been  studied  by 
Pemberton  and  Tompkins,  by  Cecil,  Barr  and 
Du  Bois,  and  by  Boothby  and  Sandiford.  In  the 
Pemberton  and  Tomkins  series  of  twenty-nine 
cases  the  metabolism  was  within  the  normal 
limits  in  8o  per  cent,  and  slightly  below  the 
normal  in  20  per  cent,  the  lowest  being  — 21  per 
cent.  Boothby  and  Sandiford  found  a rate  be- 
tween — 15  and  -j-15  per  cent  in  93  per  cent 
of  sixty-nine  arthritic  patients.  The  rate  was 
below  — 16  per  cent  in  four  of  the  patients. 

Of  the  entire  series  the  basal  metabolic  rates 
were  taken  in  115  cases.  Single  estimations 
were  made  unless  the  rate  was  abnormally  high 
or  low,  when  additional  estimations  were  made. 
Eighty  per  cent  of  the  rates  were  between  -j-to 
and  — 10  per  cent,  about  equally  divided  on 
both  the  minus  and  plus  side.  Five  slightly  high 
rates  were  obtained  in  one  case  of  thyroiditis 
and  in  four  cases  with  thyroid  adenomata.  In 
the  infectious  group,  six  had  rates  between  — 10 
and  — 20  per  cent.  There  was  a slight  tendency 
for  lower  normal  rates  in  the  senile  group.  As 
Du  Bois  has  stated,  in  chronic  infectious  ar- 
thritis “it  would  seem  that  the  change  in  basal 
metabolism  is  such  as  might  be  expected  in  a 


crippling  disease  where  the  patients  are  forced 
to  lead  sedentary  lives.” 

It  might  be  added  that  patients  often  say  that 
just  before  or  during  menses  their  joints  are 
much  worse,  but  that  just  after  menses  they  are 
much  better.  Local  causes  such  as  pelvic  infec- 
tion may  have  no  part  in  the  explanation.  Snell, 
Ford  and  Rowntree  have  shown  that  there  is  a 
rather  constant  rise  in  the  basal  metabolic  rate 
during  menstruation,  or  in  the  premenstrual  pe- 
riod, followed  by  a postmenstrual  fall.  Appar- 
ently this  is  not  a constant  finding  (Boothby  and 
Sandiford)  but  has  recently  been  observed  and 
discussed  by  Hafkesbring  and  Collett.  Thus  the 
explanation  in  some  cases  may  be  that  just  after 
the  menses,  the  patient  feels  the  beneficial  effects 
of  a temporary  increase  in  metabolism,  similar  to 
those  following  the  increase  of  the  rate  by  vac- 
cines, thyroid  or  high  caloric  diets. 

One  of  the  most  interesting  associated  condi- 
tions in  cases  of  chronic  arthritis  is  the  presence 
in  certain  instances  of  a lowered  glucose  toler- 
ance. Pemberton  found  that  there  was  a direct 
relationship  between  the  severity  of  the  arthritis 
and  the  reduction  of  the  normal  glucose  toler- 
ance. Furthermore,  from  the  therapeutic  stand- 
point, a lowered  carbohydrate  intake  was  ac- 
companied, in  many  instances,  not  only  by  a 
tendency  in  the  tolerance  to  return  to  normal  but 
also  by  improvement  of  the  arthritis.  Fletcher 
corroborated  the  findings  of  a lowered  tolerance 
in  100  cases,  but  was  not  able  to  obtain  consist- 
ently beneficial  results  on  a lowered  carbo- 
hydrate ingestion,  although  benefit  was  obtained 
by  a large  number.  Pringle  and  Miller  have 
also  studied  this  phase. 

In  this  series  the  glucose  tolerance  test  was 
made  in  thirty-five  cases.  The  method  of  the 
test  and  the  individual  interpretation  of  normal 
and  abnormal  values  allows  for  variation  in  the 
understanding  of  the  results.  If  abnormality  in 
blood  sugar  curves  is  interpreted  as  indicated 
either  by  the  peak  exceeding  0.160  gm.  or  by  the 
failure  of  the  curve  to  return  to  0.100  gm.  by 
the  end  of  two  hours,  which  is  the  conventional 
practice,  then  in  these  thirty-five  cases  there 
were  twenty-three  abnormal  curves,  or  65  per 
cent  in  which  the  sugar  tolerance  was  lowered. 
In  individual  cases  the  foregoing  criteria  for 
abnormality  seemed  rigid,  as  six  curves  reached 
0.180  gm.  or  less  and  promptly  returned  to  nor- 
mal. This  observation  is  not  surprising  since 
abnormal  curves  are  to  be  expected  in  infectious 
processes  of  all  kinds.  Infections  quite  com- 
monly lower  the  tolerance  of  diabetic  persons 
and  must  exert  a similar  influence  on  nondia- 
betic persons.  Whether  this  is  attributable  to 
some  destabilizing  effect  of  the  infection  on 
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hepatic  glycogen,  as  seems  highly  probable  to 
Wilder,  or  to  an  influence  on  the  pancreatic 
islands  or  their  product,  insulin,  cannot  be 
stated.  In  any  case  the  phenomenon  of  a 
lowered  sugar  tolerance  is  not  specific  for  the 
infection  of  arthritis. 

The  possibility  that  infections  in  general  re- 
duce the  secretion  of  insulin  produced  by  the 
pancreas,  and  thereby  lower  sugar  tolerance,  is 
supported  by  the  analogy  of  the  frequency  in  the 
lowering  of  gastric  acids  in  cases  of  arthritis  as 
in  many  infectious  processes.  On  the  other  hand, 
in  the  presence  of  a lowered  sugar  tolerance,  one 
might  be  led  to  suspect  a primary  or  associated 
focus  of  infection  in  the  gall-bladder.  Judd  has 
shown  that  in  36  per  cent  of  gall-bladder  infec- 
tions, at  operation  associated  macroscopic  pan- 
creatitis was  demonstrated.  Several  of  the  pa- 
tients in  this  series  had  diabetes  and  arthritis 
with  either  a definite  or  suspected  cholecystitis 
which  may  or  may  not  have  been  primary. 
Breed  and  Rindall  have  noted  a tendency  to 
hyperglycemia  in  gall-bladder  infections.  Re- 
cently Lichty  and  Woods,  and  Adams  have 
pointed  out  that  there  may  be  an  association  be- 
tween chronic  gall-bladder  infections  and  dia- 
betes but  that  the  gall-bladder  disease  of  itself 
as  the  etiologic  factor  in  the  causation  of  the  dia- 
betes is  doubtful.  About  twenty  cases  of  asso- 
ciated diabetes  and  chronic  arthritis  have  been 
observed  by  Adams  and  Schmidt,  who  have 
noted  doubtful  improvement  in  the  arthritis 
after  prolonged  treatment  with  a low  carbo- 
hydrate diet. 

In  cases  in  which  glucose  tolerance  tests  were 
made  there  was  an  indefinite  association  with 
gall-bladder  or  appendiceal  infections  (Table  5). 

Table  5 

STUDIES  ON  GLUCOSE  TOLERANCE  IN  THIRTY-FIVE 
CASES  OF  ARTHRITIS 

Question- 

Cases  able  T otal 

Normal  glucose  tolerance  with 
negative  gall-bladder  findings.  5 5 

Normal  glucose  tolerance  with 


positive  g^all-bladder  findings.  32  5 

Normal  glucose  tolerance  with 
chronic  appendicitis  i i 2 

Total  12 

(35  per  cent) 

Reduced  glucose  tolerance  with 
positive  gall-bladder  findings.  314 

Reduced  glucose  tolerance  with 
negative  gall-bladder  findings.  18  18 

Reduced  glucose  tolerance  with 
chronic  appendicitis  i i 

Total  23 

(65  per  cent) 


No  causal  relationship  from  the  standpoint  of 
the  reduction  in  sugar  tolerance  can  be  seen. 

There  are  other  frequently  associated  phe- 
nomena in  chronic  arthritis  which  can  be  only 
briefly  mentioned.  Four  cases  showed  evidence, 
during  the  active  stage,  of  chronic  exhaustion 
psychoses.  The  brain  may  thus  be  profoundly 
affected,  although  fortunately  rarely.  Pessi- 
mism and  depression  on  occasions  are  marked 
with  arthritis  and  may  be  an  expression  of  the 
toxemia. 

Pemberton,  Hendrix  and  Crouter  have  noted 
the  increased  oxygen  content  of  venous  blood  in 
cases  of  arthritis,  which  is  suggestive  of  sub- 
oxidative  processes.  The  frequently  associated 
skin  lesions,  especially  psoriasis  as  noted  by  Gar- 
rod  and  Evans,  and  others,  may  be  another  ex- 
pression of  the  widespread  secondary  disturb- 
ances of  this  chronic  systemic  infection. 

EXPERIMENTAL  OBSERVATIONS 

The  systemic  character  of  chronic  arthritis,  as 
seen  clinically,  is  borne  out  by  the  experimental 
work  of  Rosenow  and  his  associates  of  the  Mayo 
Clinic,  Meisser,  Gardner,  Brock,  and  Nakamura, 
and  also  by  Haden.  They  have  also  shown  a 
selective  affinity  of  certain  streptococci  for  cer- 
tain tissues.  For  example,  if  from  a patient 
with  arthritis  a streptococcus  is  found  in  a cer- 
tain focus,  the  injection  of  that  streptococcus 
into  animals  will,  in  a large  percentage  of  cases, 
cause  the  development  of  arthritic  lesions  while 
other  structures  will  be  largely  exempt.  The 
same  selective  affinity  holds  true  for  strains  of 
streptococci  found  in  patients  with  gastric  ulcer, 
pyelonephritis,  and  so  forth,  and  in  animals  in- 
jected with  these  strains  the  lesions  preponder- 
ate in  the  corresponding  organ.  However,  the 
associated  tropism  of  other  tissues  is  noted.  Be- 
sides the  lesions  in  muscles  and  joints,  there  are 
lesions  in  the  heart,  kidneys,  nerves,  bladder  and 
so  forth.  The  percentage  of  associated  lesions 
experimentally  produced  does  not,  of  course, 
agree  exactly  with  the  incidence  of  the  clinically 
associated  condition,  but  their  distribution  indi- 
cates that  the  experimentally  produced  arthritis 
has  a similar  systemic  character,  which  in  no  way 
disharmonizes  with  Rosenow’s  proof  that  with 
these  strains  of  streptococci  the  main  and  most 
important  tropism  is  for  joint  tissues. 

SUMMARY  AND  CONCLUSIONS 

In  a more  or  less  heterogeneous  group  of  cases 
known  as  chronic  nonspecific  infectious  arthritis, 
or  arthritis  deformans,  two  main  types  seem  evi- 
dent. One  seems  to  be  largely  metabolic  in  char- 
acter, fiossibly  the  result  of  infection  and  arterio- 
sclerotic, hypertensive,  metabolic,  and  general 
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senescent  phenomena.  The  other  type,  seen 
much  more  frequently  in  hospital  practice, 
though  probably  less  frequently  generally,  seems 
to  be  primarily  of  true  infectious  origin.  He- 
reditary factors  may  be  necessary  and  an  ar- 
thritic diathesis  seems  evident.  Primarily,  how- 
ever, the  disease  would  seem  to  be  infectious, 
and  it  is  systemic  in  nature.  Although  joint  and 
muscle  manifestations  are  usually  the  predomi- 
nant part  of  the  syndrome,  there  are  secondary 
or  associated  phenomena  as  a result  of  this  sys- 
temic infection  or  intoxication.  These  are  (i) 
subinfections  in  various  parts  of  the  body,  and 
(2)  secondary  metabolic  changes  in  certain  body 
functions.  They  are  manifested  mainly  by  fre- 
quency of  secondary  anemia,  achlorhydria,  di- 
minution of  vascular  tone  with  hypotension, 
myocardial  and  renal  damage,  and  alterations  in 
the  metabolism  of  sugar.  Many  of  these  dis- 
turbances are  mild  in  character,  but  in  individual 
instances  may  dominate  the  picture. 

The  systemic  nature  of  the  disease  should  be 
understood  in  order  to  evaluate  properly  the 
protean  manifestations,  and  to  determine  more 
correctly  what  is  cause  and  what  is  effect.  The 
proper  interpretation  of  the  relationship  of  these 
various  phenomena  to  the  primary  nature  of  the 
disease  is  desirable,  although  by  no  means  easy. 
The  study  of  each  of  these  functional  aberra- 
tions should  be  intensive,  but  in  no  individual 
case  should  the  single  aberration  be  overempha- 
sized as  the  primary  or  only  cause  of  the  disease. 
Nor  should  treatment  be  instituted  for  the  cor- 
lection  of  one  of  these  body  faults  to  the  exclu- 
sion of  regard  for  others. 

Until  a specific  is  found  for  the  cure  of  ar- 
thritis, or  until  the  definite  cause  is  known,  every 
possible  approach  to  rational  treatment  should 
be  used  and  the  correction  of  each  of  the  asso- 
ciated disturbances  should  be  faithfully  at- 
tempted. Rigid  dietaries  uncompromisingly  en- 
forced may  be  as  unjustifiable  in  individual 
cases  as  the  neglect  of  some  source  of  help  that 
may  possibly  swing  the  pendulum  back  toward 
healing.  Chronic  arthritis  is  a self-limiting  dis- 
ease that  in  time  is  as  a rule  cured  sponta- 
neously, although  unfortunately  with  residual 
deformities,  but  every  means  should  be  adopted 
to  shorten  the  course  and  to  diminish  the  amount 
of  this  residual  damage. 

Each  arthritic  patient  is  a problem  for  re- 
search of  the  most  intensive  kind.  The  role  of 
focal  infection  has  been  so  well  established  by 
Billings,  Rosenow  and  others  that  the  early  and 
complete  removal  of  foci  need  only  be  mentioned 
as  the  prime  requisite  of  treatment.  Local  treat- 
ment by  baking  or  diathermy,  massage  and  exer- 
cise, and  correction  and  prevention  of  deformi- 


ties complete  the  major  part  of  the  treatment.  A 
minor,  yet  we  feel  an  extremely  important,  part 
of  the  treatment  is  the  systematic  education  of 
the  patient  himself. 

The  present  series  of  cases  is  composed  largely 
of  patients  who  have  come  to  the  Clinic  “as  a 
last  resort.”  They  have  wandered  about  for 
months,  many  times  years,  with  a large  expendi- 
ture of  health  and  money.  Discouragement  is 
their  lot,  but  a large  part  of  this  p>essimism  is 
born  of  their  ignorance  of  their  disease.  They 
are  still  vainly  seeking  the  sanitarium  of  Ponce 
de  Leon.  In  many  cases  treatment  is  limited  to 
time-worn  procedures.  Often  hitherto  unrec- 
ognized foci  are  removed,  or  more  adequate 
treatment  instituted  with  beneficial  results. 

Regardless  of  what  can  be  done,  the  arthritic 
patient  is  extremely  grateful  for  a painstaking 
explanation  of  the  nature  of  his  disease ; why  he 
cannot  expect  a sudden  or  complete  cure,  and 
what  he  must  look  for  in  the  future  of  his  ail- 
ment. In  the  Mayo  Clinic  weekly  lectures  are 
given,  outlining  the  fundamentals  in  the  struc- 
ture of  the  joints  and  the  physiology  of  joint 
mobility,  the  nature  of  focal  infection  and  the 
relation  it  bears,  removed  or  unremoved,  to 
their  systemic  infection,  the  role  of  baking,  ex- 
ercise and  massage.  The  patient  is  taught  to 
consider  that  although  the  physician  is  greatly 
handicapped  and  cannot  promise  to  cure  him,  the 
patient  can  aid  himself  in  many  ways.  He  is 
instructed  to  consider  his  ailment  as  a tubercu- 
lous patient  considers  his — one  which  demands 
common  sense  living,  and  an  attempt  to  restore 
all  body  functions  or  to  keep  them  as  nearly 
normal  as  possible.  When  indicated,  specific 
treatment  is  used,  such  as  special  diets  for  cor- 
rection of  constipation,  overweight  or  under- 
nourishtrient,  and  so  forth.  The  combined 
orthopedic  and  medical  care  under  hospital  su- 
pervision is  generally  necessary  at  least  for  a 
brief  period  of  time.  Radical  or  conservative 
removal  of  foci  may  be  urged.  Conservative 
removal  of  foci  would  include  indicated  alveo- 
lectomies,  and  when  necessary,  pelvic  and  pros- 
tatic treatment.  Indications  for  prostatic  treat- 
ment are  often  urgent,  though  uncovered  only 
by  means  of  the  provocative  test.  In  all  cases 
in  men,  in  which  there  is  spondylitis  or  in  which 
before  the  onset  of  the  arthritis,  there  is  a his- 
tory of  lumbago  or  sciatica,  regardless  of  a pre- 
vious history  of  gonorrhea,  a provocative  pros- 
tatic massage  is  indicated.  Von  Lackum  has  by 
this  means  uncovered  many  cases  of  latent  pros- 
tatitis. 

Although  much  of  this  advice  may  seem  to  be 
much  ado  about  nothing,  it  helps  the  arthritic 
patient  to  develop  a hopeful  aggressive  spirit ; 
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it  often  gives  him  something  to  think  about  in- 
stead of  “general  measures,”  and  is  justifiable  if 
it  gives  peace  of  mind  when  ease  of  pain  is  im- 
possible. 
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DISCUSSION 

Dr.  Alexander  H.  Colwell  (Pittsburgh,  Pa.)  : I 
feel  particularly  happy  to  have  the  privilege  of  discuss- 
ing Dr.  Hench’s  paper  because  he  has  been  my  close 
personal  friend  since  his  days  as  a student  in  the 
medical  school  of  the  University  of  Pittsburgh,  and 
because  two  years  ago  when  he  began  this  study  he 
asked  my  advice  as  to  whether  he  should  go  ahead,  so 
I feel  like  a sort  of  godfather  to  this  child  of  his 
brain  which,  as  we  may  well  assume,  has  been  brought 
forth  vkdth  prodigious  labor.  The  reason  that  I urged 
him  to  go  on  with  this  study  was  because  there  is 
scarcely  a subject  in  medicine  so  difficult  as  that  of 
chronic  arthritis.  We  seem  to  have  achieved  not  even 
a basic  understanding  of  its  etiology.  I have  in  my 
practice  a case  which  is  illustrative. 

I had  an  opportunity  to  see  this  patient,  a woman, 
five  years  ago  when  she  had  the  first  manifestations  of 
arthritis  of  an  infectious  type,  such  as  Dr.  Hench 
reports.  She  was  thirty-five  j'ears  old.  The  disease 
began  as  an  acute  deltoid  myositis  and  a periarthritis 
of  the  right  shoulder.  She  has  been  my  patient  with 
unusual  faithfulness  for  five  years,  which  is  quite 
remarkable  when  one  considers  that  she  has  been  able 
to  work  during  only  two  months  of  that  time  and  that 
she  is  not  cured.  One  joint  after  another  became  in- 
volved and  she  is  now  an  invalid,  confined  to  her  home. 
She  has  had  these  things  done  for  her — I apologize 
for  them  but  they  have  been  done  to  every  case  of  this 
type;  Radical  focal  infection  removal,  which  included 
tonsillectomy.  Her  tonsils  had  been  removed  twice 
before,  but  very  often  a good  nose  and  throat  man 
can  still  find  residual  tonsillar  tissue  and  this  was 
found  in  her  case  and  removed.  She  had  foreign  pro- 
tein injections  and  electrotherapy,  including  diathermy. 
She  tried  the  climatic  cure,  going  to  Florida.  She  had 
an  autogenous  vaccine  made  from  organisms  recovered 
from  the  stool.  She  had  long  continued  treatment  of 
the  colon  by  colonic  irrigations,  and  although  she  is 
not  so  acutely  ill  today  she  is  still  completely  incapaci- 
tated. This  represents  a case  of  progressive  arthritis 
in  which  seven  different  methods  of  treatment  have 
been  tried  conscientiously  and  thoroughly,  with  not 
one  iota  of  improvement.  The  fact  that  arthritis  is 
only  a focal  sign  of  an  infectious  disease  is  not  hard 
to  accept  since  it  corresponds  with  what  we  now  be- 
lieve. Since  the  work  of  Rosenow,  we  have  felt  that 
arthritic  changes  were  only  focal  evidences  of  other 
systemic  disease,  and  so  it  is  not  hard  to  accept  the 
idea  that  they  are  signs  of  a disease  which  affects  the 
muscles  and  blood  vessels,  the  muscular  system,  the 
vascular  system,  and  so  on. 

Dr.  Hench  brought  us  nothing  new  about  the  cause, 
as  he  admitted,  and  nothing  new  about  cure,  but  we 
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owe  him  a debt  of  gratitude  for  the  paper,  which 
includes  in  a single  article  an  excellent  compendium 
of  medical  thought  about  chronic  arthritis  up  to  the 
present  time.  We  owe  him  a debt  of  gratitude  for 
his  own  stupendous  study,  and  it  is  only  on  the  basis 
of  such  work  by  men  who  have  the  ability  of  Dr. 
Hench  and  who  have  a background  like  the  Mayo 
Clinic,  that  much  can  be  accomplished.  It  is  only 
by  the  work  done  by  such  men  and  in  such  an  environ- 
ment that  we  can  hope  to  have  the  cause  and  the  cure 
of  such  diseases  finally  revealed. 

Dr.  Russeli,  S.  Boles  (Philadelphia,  Pa.)  : Dr. 
Hench  has  presented  a very  scholarly  paper,  but  he 
did  not  call  attention  to  one  point  which  I should  like 
to  mention,  and  that  is  the  possibility  of  an  infection 
in  the  colon  being  the  cause  of  many  of  the  conditions 
he  stated  are  associated  with  arthritis.  Abnormalities 
of  gastric  secretion,  such  urinary  findings  as  indican 
with  albumin  or  casts,  and  some  metabolic  disturb- 
ances have  been  traced  to  intestinal  toxemia.  Jordan, 
Hurst,  and  others  have  shown  that  changes  in  gastric 
acidity  are  sometimes  due  to  infection  in  the  colon. 
It  has  been  my  experience  to  observe  a complete  ab- 
sence of  hydrochloric  acid  as  well  as  hyperacidity  in 
the  stomach  in  association  with  intestinal  stasis  and 
apparently  due  to  it.  Hurst  has  showm  that  intestinal 
stasis  is  especially  apt  to  be  present  in  arthritis.  Dis- 
turbances in  metabolism,  particularly  those  related  to 
the  thyroid,  have  also  been  shown  to  be  frequently 
due  to  intestinal  intoxication.  Kendall  has  recently 
reported  a series  of  cases  of  anemia  presenting  a blood 
picture  similar  to  pernicious  anemia,  which  were  due 
to  a Bacillus  Welchii  infection  in  the  colon.  Simple 
secondary  anemia,  particularly  with  a disproportionate 
decrease  of  hemoglobin,  is  invariably  found  in  cases 
of  intestinal  stasis  and  toxemia.  This  coincides  with 
the  changes  Dr.  Hench  observed  were  present  in  his 
arthritis  cases. 

It  is  a question  to  me  whether  we  have  gone  back  far 
enough  in  searching  for  the  cause  of  these  arthritides — 
whether  behind  the  associated  conditions  mentioned  we 
may  not  be  able  to  determine  that  some  infection  of 
a particular  type  in  the  colon  is  the  real  offender. 
Certainly  it  has  been  shown  that  many  of  these 
patients  have  been  relieved,  if  not  cured,  by  treatment 
directed  toward  intestinal  stasis  and  the  eradication  of 
toxemia. 

Dr.  Solomon  Solis-Cohen  (Philadelphia,  Pa.) ; 
This  admirable  paper,  to  the  conclusion  of  which  I 
had  the  pleasure  of  listening,  certainly  should  arouse 
our  attention,  if  nothing  more.  Its  trend  shows  that 
physicians  are  at  last  getting  rid  of  their  excessive 
specialism  and  learning  to  coordinate  once  more  the 
soma— the  whole  body;  learning  that  disease  in  one 
portion  cannot  exist  without  affecting  all  other  por- 
tions. Yet  perhaps  through  the  extensive  studies  and 
the  enthusiasm  of  the  reader  of  the  paper,  he  has  been 
led  to  express — or  if  not  to  express,  at  least  to  inti- 
mate— some  ideas  that  we  cannot  accept  without  quali- 
fication. 

In  scarlet  fever,  for  example,  or  acute  articular 
rheumatism,  we  can  understand  that  we  deal  with  a 
general  infection  which  affects  the  joints  in  common 
with  other  parts  of  the  body.  We  can  also  under- 
stand that  in  chronic  arthritis  we  have  in  the  joints 
only  one  expression  of  a general  infection  or  toxemia ; 
but  when  we  speak  of  general  systemic  disease  with 
manifestations  in  the  joints  it  somehow  awakens  in 
my  mind  a different  picture  from  that  of  an  infection  or 
toxemia,  whether  that  infection  or  toxemia  be  unique — 


specific — or  whether  it  be  capable  of  excitation  by 
various  agents  with  different  local  predilections.  In- 
fection may  start  in  the  tonsils,  expressing  itself  first 
as  a tonsillitis  and  later  as  an  arthritis  or  as  a colitis; 
that  we  can  understand.  Also,  we  can  understand  the 
suggestion  that  has  just  been  brought  forward  that 
starting  with  a colitis  and  then  invading  the  body, 
infection  or  toxemia  attacks  the  joints  with  the  other 
organs.  So  while  I agree  with  the  author  that  the 
arthritis  is  but  one  expression  of  a generalized  process, 
I am  not  prepared  to  adopt  the  further  idea  that  it  is 
in  itself  a systemic  ailment.  This  may  be  making  a 
fine  distinction,  but  it  is  necessary,  at  least  to  me,  in 
order  to  keep  my  thought  clear  on  the  subject. 

In  regard  to  the  treatment,  of  course  we  all  have  met 
with  such  apparently  hopeless  and  resistant  cases  as 
that  described  by  Dr.  Colwell.  On  the  other  hand, 
considerable  improvement  may  be  brought  about  by 
persistence  and  patience  on  the  part  of  both  physician 
and  sick  man.  A few  weeks  ago  I saw,  after  an 
interval  of  several  years,  a woman  who  came  under 
my  care  twenty  years  ago.  When  first  seen,  she  was 
unable  to  walk.  In  the  course  of  time,  she  got  up  on 
crutches  and  then  she  walked  with  a cane,  and  after 
some  ten  or  twelve  months’  treatment,  walked,  some- 
what lamely,  but  without  the  stick  or  other  assistance. 
And  this  she  can  still  do.  In  the  previous  treatment 
of  this  patient  one  great  mistake  had  been  made. 
She  had  been  all  over  the  world,  had  even  gone  to 
Egypt  for  the  hot  baths.  She  had  been  told  that  she 
was  suffering  from  chronic  rheumatism,  that  this  was 
of  dietary  origin  and  that  she  must  avoid  red  meat. 
She  had  become  quite  anemic.  I believe  that  while 
other  measures,  medicinal  and  physical,  aided  in  re- 
storing this  patient,  the  principal  remedial  element 
was  the  institution  of  a full  diet,  including  red  meat 
at  least  once  daily. 

I will  not  go  very  far  into  details  of  management. 
Each  case  is  an  individual  study.  The  use  of  bacterins 
is  rational.  They  should  be  chosen  in  each  instance 
by  testing  the  agents  of  focal  infection  against  the 
patient’s  blood — a method  we  have  called  the  “selective 
pathogen  culture.”  Thus  guided,  bacterination  is  often 
helpful — sometimes  surprisingly  helpful. 

Diathermy  is  of  great  assistance  in  helping  to  clear 
up  local  conditions,  and  so  is  a combined  electric  and 
pharmacal  measure — that  is  the  use  of  iodids  by  an 
electrolytic  method,  driving  in  the  iodin  through  ionic 
pressure.  And  there  are  many  other  auxiliary  methods 
that  can  be  used,  guided  by  individualistic  selection, 
with  more  or  less  success.  Psychic  influence  is  im- 
portant. I agree  with  the  reader  of  the  paper  that 
second  to  a well  chosen  diet  comes  the  encouragement 
that  may  properly  be  given  by  the  physician  who  has 
faith  in  his  diagnosis  and  confidence  in  the  resources 
of  his  art 

Dr.  Hench  (in  closing)  ; I merely  wish  to  add  one 
or  two  points  with  regard  to  focal  Infections.  Very 
often  in  an  edentulous  mouth  infected  root  tips  will 
remain.  Furthermore  a very  large  percentage  of  bad 
teeth  that  do  not  show  periapical  infection  by  the 
x-ray,  when  extracted  give  a positive  culture.  In  the 
presence  of  arthritis,  therefore,  all  devitalized  teeth 
should  be  removed  regardless  of  the  absence  of  root 
infection. 

With  reference  to  tonsils,  as  Dr.  Charles  Mayo  has 
so  often  emphasized,  it  is  not  always  the  large  red 
tonsil  that  one  must  fear  most.  The  small  shriveled 
tonsil  that  has  lost  the  power  to  react  against  and  to 
localize  its  infection,  but  harbors  it  deep  in  a crypt 
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sealed  off  from  the  exterior,  must  be  suspected  as  a 
focus.  A flexible  rule  on  the  arthritic  service  in  the 
Mayo  Clinic,  is  to  remove,  when  possible,  all  tonsils 
of  patients  under  the  age  of  fifty,  with  the  infectious 
type  of  arthritis.  Above  this  age  it  is  frequently  done 
when  warranted.  The  question  as  to  the  possibility  of 
the  intestines  as  a focus  has  been  touched  on  briefly. 
It  is  an  unsettled  one,  but  in  the  great  majority  of 
cases  we  do  not  implicate  the  intestinal  canal,  though 
we  do  rigorously  try  to  correct  constipation. 

In  male  patients,  especially,  if  there  is  a previous 
history  of  sciatica  or  lumbago,  or  if  the  arthritis  in- 
volves primarily  or  principally  the  spine,  the  prostate 
should  be  considered  a very  probable  source  of  infec- 
tion, possibly  even  more  so  than  the  teeth  and  tonsils. 
The  provocative  prostatic  massage,  as  performed  at 
the  Clinic  by  Dr.  Von  Lackum,  has  revealed  a large 
number  of  cases  of  latent  prostatitis,  often  in  patients 
in  whom  there  is  no  evidence  of  previous  gonorrheal 
infection  and  in  the  absence  of  genito-urinary  symptoms. 
Such  a prostatitis  is  of  a nonspecific  character. 

As  preventive  medicine  and  adequate  sanitarium 
treatment  have  greatly  lessened  mortality  in  tubercu- 
losis, so  too,  the  future  may  see  a marked  reduction  in 
the  number  of  those  suffering  with  arthritis.  Hos- 
pitals and  sanitariums  should  be  built  where  physi- 
cians interested  and  trained  in  the  handling  of  arthritic 
patients  may  carry  on  intensive  research  into  the 
nature  and  possible  cure  of  the  infection.  These  pa- 
tients are  a great  economic  loss  to  the  community,  as 
recent  British  statistics  have  shown.  Under  the  com- 
bined care  of  internists  and  orthopedists  the  loss  can 
be  minimized.  In  the  meantime  widespread  prophylactic 
care  by  the  general  practitioner  is  sought.  The  doc- 
trine of  a clean  mouth  and  a pure  or  removed  tonsil  is 
an  important  prophylactic  measure. 


PURULENT  PERICARDITIS  IN 
CHILDHOOD* 

ALFRED  C.  WOOD,  M.D.f 

AND 

WILLIAM  N.  BRADLEY,  M.D.J 

PHILADELPHIA,  PA. 

The  relative  frequency  of  purulent  pericar- 
ditis in  childhood,  with  the  infrequency  of  its 
recognition  and  consequent  high  mortality,  has 
prompted  a brief  consideration  of  the  subject. 

Pericarditis  is  discovered  most  frequently  at 
the  autopsy  table.  For  this  reason  it  is  impos- 
sible to  determine  its  frequency  with  any  degree 
of  accuracy. 

A recent  study  made  at  a Boston  hospital  cov- 
ering a period  of  19  years  showed  that  acute 
pericarditis  occurred  in  4%  of  all  autopsies,  and 
that  pericarditis  is  much  more  common  in  child- 
hood than  in  adult  life.  In  150  autopsies -acute 
pericarditis  was  found  to  be  present  39  times, 
or  26%  ; 17  of  the  39  cases  were  under  ten 

* Read  before  the  Section  on  Pediatrics  of  the  Medical  Society 
>f  the  State  of  Pennsylvania  Reading  Session,  October  7,  1924. 
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years  of  age.  The  ages  of  the  purulent  type  are 
not  mentioned.  Pericarditis  was  diagnosed  dur- 
ing life  in  only  100  of  34,467  patients  treated  by 
able  physicians  in  tbe  wards  of  the  hospital, 
while  during  the  same  period  78  cases  were 
found  in  1,553  autopsies.^® 

Suppurative  pericarditis  in  the  first  month  of 
life  occurs  most  frequently  as  part  of  septic 
processes.  In  a series  of  66  cases  under  14 
years  of  age  reported  by  Baginsky,^®  20  were 
purulent  and  ii  of  these  occurred  in  the  first 
year  of  life.  Other  statistics^’^  show  that  80% 
occurs  in  children  under  4 years  of  age  and  two- 
thirds  of  these  are  under  3 years.  StilP^  reports 

23  out  of  28  pus  cases  as  occurring  within  the 
first  3 years  of  life. 

Etiology  : Suppurative  pericarditis  may  occur 
as  a direct  extension  by  contiguity,  or  through 
the  blood.  In  a great  majority  of  the  cases  it  is 
secondary  to  some  other  focus  of  infection. 

Suppurative  pericarditis  in  children  most  fre- 
quently follows  in  the  wake  of  the  acute  infec- 
tions, especially  the  exanthematous  diseases, 
scarlet  fever,  measles,  varicella  and  erysipelas. 
It  may  also  result  from  inflammation  of  the 
neighboring  organs  (lungs,  pleura,  mediastinal 
glands,  thymus  gland,  esophagus,  intestinal  canal 
and  bones  of  tbe  chest)  ; likewise  follicular 
angina,  otitis  and  mastoid  disease,  osteomyelitis 
and  bone  caries,  chronic  nephritis,  peritonitis, 
meningitis,  abscesses  of  the  skin  and  other  pyo- 
genic processes. 

The  cases  which  merit  most  attention  are  of 
pneumococcal  origin.^^  It  has  been  claimed  that 
90%  of  cases  of  purulent  pericarditis  are  asso- 
ciated with  empyema,  pneumonia  or  pleurisy. 
In  a study  made  at  the  Childrens’  Hospital  of 
Philadelphia  only  50%  of  the  cases  were  so 
complicated.^®  Brooks  and  Lippincott®®  found 
in  their  150  cases  of  pericarditis,  pleural  lesions 
in  136.  Robert’s®  series  of  39  cases  revealed  a 
history  of  some  form  of  infection  in  either  the 
lungs  or  the  pleura  in  19  cases. 

In  the  previously  mentioned  1,553  autopsies^® 
of  the  78  cases  of  pericarditis,  acute  pneumonia 
or  pleuritis  was  found  49  times.  StilP^  reports 

24  cases  out  of  28  as  being  associated  with 
empyema  or  pleurisy. 

In  the  150  autopsies  mentioned  above,  the  39 
cases  of  purulent  pericarditis  were  complicated 
by  pneumonia  20  times  and  empyema  5 times. 
Preble®®  in  his  series  found  pericarditis  compli- 
cated pneumonia  in  34%  ; rheumatism,  28.3%  ; 
chronic  diffuse  nephritis,  11.2%;  tuberculosis, 
10%  ; sepsis,  4.7%  ; aneurysm,  2.6%  ; typhoid, 
1.7%  of  the  cases. 

Preble  (loc.  cit.)  analyzed  a series  of  cases 
with  particular  reference  to  the  degree  of  lung 
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involvement  due  to  pneumonia.  When  one  lobe 
is  involved  the  chances  of  pericarditis  are  I to 
40 ; 2 to  3 lobes,  i to  19 ; 4 lobes,  i to  5 ; with 
pneumonia  of  the  entire  left  lung,  i to  8.  He 
feels  that  the  danger  is  somewhat  greater  with 
a left-  tlian  with  a right-sided  pneumonia. 

One  author  has  pointed  out  as  a peculiarity  of 
childhood,  that  pericarditis  in  the  earliest  periods 
of  life  depends  chiefly  upon  pyemic  infection; 
in  middle  childhood  mainly  upon  the  spread  of 
inflammatory  processes ; and  in  later  childhood 
generally  upon  rheumatic  conditions.^* 

Bacteriology:  While  the  bacteriology  of 

suppurative  pericarditis  shows  the  occurrence  of 
staphylococci,  streptococci,  Frankel’s  diplococcus, 
B.  pyocyaneus,  B.  tuberculosis,  B.  coli  communis, 
B.  influenza,  rarely  B.  lactis  aerogenes  and  B. 
proteus  vulgaris,*^  the  pneumococcus  is  pre- 
eminently the  organism  responsible  for  the  con- 
dition in  infants.  The  species  of  bacteria  pres- 
ent, however,  in  a given  case  is  that  of  the 
primary  affection. 

The  pericardium  may  be  infected  at  a very 
early  stage  of  the  primary  disease,  or  as  a ter- 
minal event.  The  effusion  may  be  fibrinous, 
serous  or  purulent.  A dry  pericarditis  of  one 
day  may  be  a pericarditis  with  effusion  the  next. 
The  amount  of  fibrin  in  an  exudate  will  vary 
greatly.  Often  there  is  only  sufficient  to  coat 
the  pericardium.  At  other  times  it  is  so  abun- 
dant that  the  heart  is  covered  with  a plastic 
layer  which  may  be  as  much  as  a centimeter  in 
thickness.^  It  has  been  claimed  that  the  exu- 
date in  early  life  is  usually  purulent,  in  middle 
childhood  serafibrinous,  and  later  almost  always 
purely  fibrinous.^*  When  pericarditis  is  due  to 
the  pneumococcus  the  pus  is  generally  less  abun- 
dant, thick  and  creamy ; the  two  layers  of  the 
pericardium  being  completely  covered  with  an 
envelope  of  thick,  dark-yellowish  fibrin.*  When 
streptococcic,  this  liquid  is,  on  the  contrary, 
abundant,  purulent,  with  the  membrane  only 
slightly  thickened.*  Large  effusions  are  more 
apt  to  be  serous.* 

In  pericarditis  the  myocardium  is  often  at- 
tacked.® Indeed  one  of  the  earliest  results  of 
pericarditis  is  dilation  of  the  heart.  As  the 
visceral  layer  of  the  pericardium  sends  a fibrous 
meshwork  carrying  blood  and  lymph  vessels 
into  the  myocardium,  the  inflammation  is  carried 
into  the  muscular  wall.  With  every  pericarditis, 
therefore,  must  be  more  or  less  myocarditis^^ 
and  consequent  cardiac  weakness.  Finally,  it  is 
not  unusual  to  find  inflammation  of  the  medi- 
astinum and  pleura  as  well  as  bronchial  and  pul- 
monary complications. 

Symptoms:  In  the  very  young  all  the  usual 
symptoms  one  expects  to  find  may  be  absent. 


The  temperature  may  be  normal  or  subnormal. 
There  may  be  no  indications  of  the  presence  of 
cardiac  disease  or  other  abnormal  physical  signs. 
For  these  reasons  some  excuse  may  be  made  for 
failure  to  recognize  the  affection  during  life.*® 
These  facts  emphasize  the  importance  of  a thor- 
ough physical  examination  at  each  visit,  with 
complete  notes  and  charts.  Location  lines  may 
be  left  for  comparison  at  the  next  visit.  Aside 
from  the  fact  that  examination  of  the  heart  in 
the  young  is  attended  with  many  difficulties, 
there  is  scarcely  another  disease  which  presents 
as  variable  a picture  as  does  pericarditis.®^ 

The  symptoms  in  a given  case  depend  largely 
upon  the  pathology  present.  It  is  well  to  keep 
in  mind  these  changes  and  the  resultant  physical 
findings.  These®®  will  include  alterations  in  the 
surface  of  the  pericardium,  the  presence  of  fluid 
exudate  and  changes  in  the  condition  of  the 
heart  muscle. 

The  history  will  usually  reveal  that  the  child 
has  recently  suffered  from  some  acute  infectious 
process,  associated  with  fever,  rapid  pulse,  dysp- 
nea, restlessness,  possibly  cough  and  precordial, 
epigastric  or  abdominal  pains.®® 

In  cases  with  moderate  effusion,  palpitation, 
dyspnea  and  acceleration  of  the  respiratory 
rhythm  does  not  usually  occur.®  The  pulse  is 
usually  rapid,  but  remains  regular.®  With  in- 
creasing effusion,  dyspnea,  orthoponea,  cyanosis, 
rapid,  irregular  and  intermittent  action  of  the 
heart  develop.®®  In  septic  cases  there  may  be  in 
addition  high  fever  and  profuse  sweating.* 
When  effusion  occurs  the  pain  becomes  less  or 
may  disappear  entirely.®® 

Diagnosis  : As  already  intimated,  the  diag- 
nosis in  children  is  not  the  simple  procedure  one 
would  ordinarily  suppose.  The  reverse  is  a fact 
and  there  is  no  other  grave  malady  so  frequently 
discovered  for  the  first  time  in  the  postmortem.* 
It  is  most  important,  therefore,  to  remember  this 
fact  and  not  make  the  mistake  of  attributing 
any  suggestive  symptoms  to  the  already  known 
conditions.*®’  *■  *■  * 

While  in  most  cases  acute  pericarditis  is  a 
rapid  process,  in  some  cases  the  onset  is  insidi- 
ous. Occasionally  cases  occur  which  run  a mild 
course  in  the  beginning,  then  suddenly  develop 
grave  symptoms  with  dangerous  complications.®® 

The  apex  beat  in  exudative  pericarditis  of 
children,  may  move  to  various  points  within  the 
area  of  dullness,  by  change  of  the  child’s  condi- 
tion, if  the  heart  has  not  lost  its  motility  in  the 
pericardial  sac.®*  When  the  child  bends  forward 
or  is  placed  in  knee-chest  position,  the  apex  beat 
which  previously  may  have  been  absent  may  re- 
appear.®®- ®*  With  small  effusions  there  is  little 
change  in  the  force  or  position  of  the  cardiac 
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impulse  or  in  the  intensity  of  the  heart  sounds. 
In  larger  effusions  the  apex  beat  may  be  higher 
up  and  farther  to  the  right,  even  in  the  fourth 
space  near  the  sternum,  the  explanation  being 
that  the  effusion  allows  only  the  front  of  the 
ventricle  to  strike  the  chest  wall.  The  impulse 
may  disappear  to  inspection,  but  still  be  palpa- 
ble.-^ In  extensive  effusion  the  impulse  is  usu- 
ally neither  visible  nor  palpable,  the  heart  sounds 
being  very  feeble  or  completely  absent  except  at 
the  base.  Diminution  in  the  intensity  of  the 
heart  sound  is  not  accompanied  by  a correspond- 
ing weakening  of  the  radial  pulse — an  important 
point  in  diagnosis.^^ 

Obliteration  of  the  intercostal  spaces  and  even 
bulging  of  the  precordia,  with  immobility,  may 
result  when  effusion  develops  in  sufficient 
amount.-®  In  these  cases  there  will  be  an  in- 
crease in  the  area  of  cardiac  dullness,  an  en- 
feebled or  lost  apex  beat  and  auscultatory  sounds. 
The  pulse  rate  is  considerably  accelerated,  some- 
times reaching  150-180  to  the  minute,  in  small 
children.®*  In  most  cases  of  large  pericardial 
effusion  one  finds  some  modification  of  the  voice 
and  breath  sounds,  either  intensification  or  dimi- 
nution, below  and  internal  to  the  angle  of  the 
scapula.*® 

Friction  : Friction  rubs  may  be  constant,  in- 
termittent or  absent.  One  writer®*  believes  that 
they  are  present  in  every  case  some  time  in  its 
course,  and  that  systematic  examination  will  re- 
veal them.  Others  believe  that  they  are  excep- 
tional®® and  that  pericarditis  can  develop  and  go 
on  to  effusion  without  the  characteristic  friction 
rub  being  detected  except  by  the  closest  and  most 
frequently  repeated  observation.  The  friction 
murmur  varies  in  character,  depending  upon  the 
age  and  physical  character  of  the  exudate.®* 
The  friction,  when  present,  may  be  evident  to 
both  palpation  and  auscultation.®® 

If  present  it  is  usually  loudest  at  the  base  of 
the  heart,  and  changes  in  intensity  with  change 
in  position  or  pressure  with  the  stethoscope.®’  ®* 
It  becomes  louder  when  the  child  sits  up,  walks 
or  bends  forward,  or  when  pressure  is  made 
with  the  stethoscope,  and  more  feeble  when  the 
child  lies  on  its  back.®*  As  the  pericardial  sur- 
faces are  kept  separated  with  larger  effusions, 
the  friction  usually  disappears,  and  a decided  in- 
crease in  the  area  of  dullness  is  observed.®*  A 
friction  murmur,  when  present,  accompanies  one 
phase  of  the  cardiac  cycle.  It  may  be  systolic 
or  diastolic  or  have  a three-beat  rhythm — due  in 
part  to  change  of  position  of  the  patient.  In  in- 
fants and  young  children  the  recognition  of  the 
friction  rub  is  very  difficult  and  often  impossible, 
on  account  of  the  very  rapid  action  of  the 
heart,®®  and  it  may  be  mistaken  for  a valve  mur- 


mur. The  rub  may  move  from  day  to  day,  and 
disappears  with  resolution  or  the  formation  of 
fluid.  The  effusion  may  be  so  extensive  that  it 
fills  the  entire  left  chest,  pushing  up  the  lung 
and  giving  the  same  signs  as  pleural  effusion.®® 

The  disposition  of  the  effusion  with  relation 
to  the  heart  itself  is  of  importance.  The  con- 
ception that  the  fluid  in  pericarditis  is  evenly 
distributed  about  the  heart  is  certainly  not  cor- 
rect. The  fluid  tends  to  accumulate  in  the 
lowermost  part  of  the  sac.  With  the  patient  in 
the  supine  position,  the  fluid  would  accumulate 
in  the  posterior  part,  and  the  anterior  surface  be 
but  scantily  covered.  If  it  is  possible  to  put  the 
patient  in  the  knee-chest  position,  an  increasing 
cardiac  dullness  can  be  noted.*  A recent  study 
by  Williamson*®  showed  that  fluid  fii;st  accumu- 
lates along  the  lower  margin  of  the  heart  about 
the  apex,  and  next  over  the  great  vessels  at  the 
base.  The  result  in  the  first  instance  is  to  push 
the  left  lobe  of  the  liver  downward,  and  the  sec- 
ond result  is  a retrosternal  dullness — both  of 
which  constitute  important  signs.  Studies  were 
made  by  Rotch,®*  as  a result  of  which  he  con- 
cluded that  the  obliteration  of  the  cardiohepatic 
angle  was  a conclusive  sign  of  pericardial  effu- 
sion. While  this  sign  is  still  quoted,  it  is  our 
impression  that  it  lacks  the  importance  attributed 
to  it  by  Rotch. 

In  respect  to  diagnostic  symptoms  in  the  pres- 
ence of  effusions,  one  general  statement  may  be 
made,  viz.,  the  more  rapid  the  development  of 
the  effusion,  the  more  severe  are  the  symptoms 
likely  to  be.  In  other  words,  a large  effusion 
which  has  taken  some  little  time  to  form,  so  that 
the  heart  and  lungs  have  had  time  to  adjust 
themselves,  may  be  attended  with  much  less  dis- 
tress than  a much  smaller  effusion  which  has 
formed  rapidly  and  has  not  given  so  much  time 
for  compensation.* 

The  cardinal  diagnostic  points  which  are  usu- 
ally set  down  are:®"  (i)  Increase  in  the  cardio- 
hepatic angle.  (2)  Increasing  faintness  of  the 
cardiac  sounds.  (3)  Disappearance  of  cardiac 
impulse.  (4)  Pulsus  paradoxis.  The  latter  may 
occur  in  other  conditions  and  even  in  normal 
subjects.® 

In  determining  increase  in  the  area  of  cardiac 
dullness,  it  is  important  to  remember  that  the 
apex  beat  is,  as  a rule,  outside  the  mammary 
line  until  the  fourth  year.  From  the  fourth  to 
the  ninth  year  in  or  near  the  mammary  line; 
after  the  thirteenth  year,  under  normal  condi- 
tions, it  is  invariably  within  the  line.®"  Nor- 
mally cardiac  dullness  extends  from  *4  i'lch 
beyond  the  right  margin  of  the  sternum,  to  the 
left  vertical  nipple  line,  and  in  very  young  chil- 
dren inch  beyond.®" 


April,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


439 


In  moderate  effusions  there  is  slight  absolute 
dullness  in  the  fourth  right  interspace,  more 
marked  absolute  dullness  in  the  fifth  interspace, 
an  obtuse  cardiohepatic  angle,  and  enlargement 
of  the  precordial  dullness  to  the  left.^®  This  area 
of  dullness  is  usually  triangular,  with  the  base 
below, and  has  been  described  as  a bag  filled 
with  water  set  down  on  a table.®  The  larger  the 
effusion,  the  farther  does  the  area  of  precordial 
dullness  extend,  both  to  the  right  and  to  the 
left.®*  In  very  large  effusions  the  area  of  dull- 
ness is  rather  circular,  the  cardiohepatic  angle 
again  becoming  acute.®  A progressive  increase 
in  cardiac  dullness  constitutes  the  most  reliable 
evidence  of  a pericardial  effusion.'^  Daily  noting 
this  broadening  area  of  dullness,  one  will  appre- 
ciate more  forcibly  the  dullness  in  the  cardio- 
hepatic angle ; and  the  fact  that  while  the 
cardiac  dullness  is  increased  in  all  directions,  the 
greatest  increase  is  along  the  base  line.®®  As 
a collateral  sign  of  pericardial  effusion.  Pins  of 
Vienna  long  ago  pointed  out  evidences  of  pres- 
sure exerted  upon  the  lower  left  lobe  of  the 
lung.'^  Almost  all  authors  ( Billings, Bab- 
cock,®® Cabot,®®  Parkinson®®)  call  attention  to 
this  small  area  of  dullness  in  the  left  back,  just 
inside  the  angle  of  the  scapula,  as  described  by 
Ewart,  and  produced  by  the  mechanical  atilecta- 
sis  of  the  compressed  lung.®  Ewart®®  describes 
this  patch  of  marked  dullness  present  in  peri- 
cardial effusion,  as  extending  from  the  spine  out- 
ward not  quite  so  far  as  the  scapular  angle  line 
and  ceasing  with  its  vertical  outward  boundary 
extending  upward  to  the  ninth  or  tenth  rib  and 
for  a short  distance  to  the  right  of  the  spinal 
vertebrae.  Rarely,  however,  is  this  sign  deter- 
mined with  the  exactness  laid  down  by  Ewart’s 
boundaries,^  and  as  a partial  consolidation  of 
the  lung  or  of  a pleural  effusion,  as  well  as  com- 
pression of  the  lung  by  the  distended  pericar- 
dium, may  account  for  them, ^Ewart’s  explana- 
tion®® is  interesting  but  not  conclusive. 

Differential  Diagnosis  : It  may  be  well  to 
point  out  a few  of  the  difficulties  which  confront 
us  in  the  individual  case.  Considering  the  inti- 
mate contact  of  the  pericardium  with  almost  all 
the  structures  of  the  thorax,  it  is  not  remarkable 
that  pericarditis  may  be  mistaken  for  other  af- 
fections of  the  thoracic  or  abdominal  viscera.® 

Enlarged  Heart  : The  enlarged  heart  will 
give  an  increase  in  the  area  of  dullness  both  to 
the  right  and  to  the  left.  The  left  limit  of  pre- 
cordial dullness  corresponds  to  the  apex  beat  or 
extends  little  beyond,  while  in  pericardial  effu- 
sion the  dullness  usually  extends  notably  beyond 
the  apex  beat.®®  Also  in  enlarged  heart  the  car- 
diohepatic angle  is  acute,  while  in  small  and 
moderate  effusions  in  the  pericardium,  it  may  be 
2 


obtuse.®®  The  area  of  dullness  and  bronchial 
breathing  referred  to  as  occurring  in  the  back 
on  the  left  side  is  almost  never  caused  by  en- 
larged heart  alone.®®  As  regards  cardiac  hyper- 
trophy, this  may  be  surmised  with  fair  accurate- 
ness by  inspection  and  palpation,  suggestive 
signs  being : a large  area  of  pulsation  and  pos- 
sible precordial  bulging,  increased  dullness  to  the 
right  with  a diastolic  thrust  in  the  epigastrium, 
pointing  to  right-sided  hypertrophy,  and  a large 
area  of  cardiac  dullness  to  the  left ; a systolic 
thrust  of  the  apex  well  outside  the  nipple  line, 
suggesting  left  ventricular  hypertrophy.®® 

Dilatation  of  the  heart  may  give  rise  to  en- 
largement similar  to  that  of  effusion,  but  this 
being  enlargement  of  either  right  or  left  ven- 
tricle, has  not  the  symmetrical  enlargement  of 
pericardial  effusion.®  A cardiac  dilatation  may 
be  sudden,  progressive  and  extreme,  especially 
that  of  the  right  side  of  the  heart.  The  dullness 
may  extend  from  the  right  nipple  to  2 or  3 
inches  outside  the  left  nipple  line,  thus  simulat- 
ing pericardial  effusion,  and  to  be  differentiated 
with  difficulty. 

Dullness  : Both  Sibson’s  notch  and  Rotch’s 
notch  acquired  their  chief  importance  from  the 
result  of  experimental  injections  into  the  peri- 
cardium. These  are  now  believed  to  be  of  little 
practical  value.®  As  regards  cardiac  dullness  in 
the  presence  of  effusion,  three  particular  signs 
have  been  pointed  out,  all  of  which  have  been 
questioned  by  various  authors.  The  first  of 
these  is  described  as  an  increase  in  cardiac  dull- 
ness, outwards  and  upwards  on  the  left  side 
along  the  third  space  or  rib.®  This  leads  to  the 
disappearance  of  the  cardiomediastinal  notch 
described  by  Sibson  and  named  after  him — 
Sibson’s  notch.®  This  condition  is  often  seen  in 
pericarditis  without  effusion,  or  other  forms  of 
heart  disease,  where  no  pericarditis  exists  at  all, 
possibly  being  due  to  a dilatation  of  the  left 
auricle.®  Rotch  (loc.  cit.)  called  attention  to 
increasing  dullness  in  the  fifth  and  sixth  inter- 
spaces on  the  right,  with  increasing  effusion. 
This  results  in  a disappearance  of  the  cardio- 
hepatic notch  on  the  right  side  known  as  Rotch’s 
notch  or  angle,  and  was  formerly  regarded  as  an 
early  sign  of  effusion.®®  Williamson®®  was  un- 
able to  demonstrate  Rotch’s  sign  or  that  the  po- 
sition of  the  patient  i..fluenced  the  character  of 
the  cardiac  dullness.®  The  third  sign,  that  of 
Ewart,  has  already  been  described. 

It  is  from  dilatation  of  the  heart  particularly 
that  pericardial  effusion  must  be  distinguished.®® 
With  dilatation  the  impulse  can  usually  be  made 
out  as  far  as  the  dullness  extends  at  the  apex.® 
While  the  epigastrium  may  be  prominent  in  both 
cases,  in  pericardial  effusion  there  is  often  epi- 
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gastric  recession ; in  dilatation  there  is  mostly 
systolic  protrusion^ 

Pleuritic  Effusion  : A large  pericardial 

effusion  in  which  the  precordial  dullness  on  the 
left  merges  with  the  dullness  in  the  left  back, 
may  be  mistaken  for  pleurisy.^®  Pleurisy  of  the 
left  base  is  common  in  pericarditis.^®  When 
pericardial  effusion  occurs  in  association  with 
pleuritic  effusion,  as  often  happens  in  empyema, 
the  recognition  of  the  former  is  still  more  diffi- 
cult, unless  a typical  pericardial  friction  rub  be 
present.^®  Likewise  a massive  pericardial  effu- 
sion considerably  compressing  the  left  lung 
might  be  mistaken  for  a pleural  effusion  if  suffi- 
cient stress  were  not  laid  upon  the  position  of 
the  apex  beat  of  the  heart,  which  is  shoved  to 
the  right  side  with  pleurisy  and  is  absent  with 
pericarditis;^^ 

Empyema;  In  the  presence  of  most  cases  of 
empyema,  purulent  pericarditis  is  not  diagnosed, 
either  because  the  symptoms  are  masked  or  be- 
cause there  are  no  definite  cardiac  symptoms  at 
all.^  In  others,  a diagnosis  of  left-sided  empy- 
ema may  be  made,  and  on  opening  the  side,  after 
finding  or  not  finding  pus  in  the  pleura,  the  peri- 
cardial sac  may  be  felt  bulging,  and  incision 
through  the  pleural  opening  shows  it  to  contain 
pus.^  The  important  points  in  pericardial  effu- 
sion are  absolute  dullness  in  the  fifth  right  inter- 
space with  an  obtuse  cardiohepatic  angle  when 
the  empyema  is  on  the  left;  extension  of  the 
dullness  to  the  left,  notably  beyond  the  apex 
beat,  when  the  empyema  is  on  the  right  side ; 
and  weak  impulse  with  faint  heart  sounds.  Of 
course,  a typical  pericardial  friction  rub  is  the 
greatest  aid  in  the  recognition  of  these  cases,  but 
this  is  often  absent  and  pericardial  effusion 
complicating  empyema  is  frequently  over- 
looked.-® 

Likewise  a left-side  empyema  may  produce 
cardiac  dullness  to  the  right  and  obscure  the 
limits  of  cardiac  dullness  to  the  left.^  In  a 
similar  manner  a pleural  effusion  on  the  right, 
a pneumonia,  an  enlarged  liver,  abdominal  dis- 
tension, displacing  the  liver  and  diaphragm  up- 
wards, or  still  more  commonly  the  noisy  respira- 
tion or  restlessness  of  an  extremely  sick  child, 
may  make  observation  difficult  or  misleading.'^ 
It  may  be  distinguished  from  an  enlarged  liver 
by  the  faintness  of  the  heart  sounds  and  the 
disappearance  of  the  cardiac  impulse.® 

Loss  of  abdominal  respiratory  movement  has 
already  been  mentioned  as  an  accompaniment  of 
pericarditis,  often  preceding  and  surviving  the 
friction  sound.'®  Wynter  (loc.  cit.)  reports  a 
case  in  which  remarkable  stillness  of  the  abdo- 
men led  to  a diagnosis  of  an  acute  abdominal 
condition,  which  later  proved  to  be  pericarditis. 


Purulent  pericarditis,  particularly  following 
measles,  whooping  cough  and  influenza,  fre- 
quently passes  unobserved,  except  when  friction 
occurs,  or  in  the  presence  of  a large  effusion." 

Sibson®®  found  pain  in  70%  of  cases ; Sears 
in  65  out  of  100  cases.®  Babcock®®  found  pain 
in  a majority  of  his  cases,  and  if  pain  was  ab- 
sent there  was  a sense  of  distress.  In  Robey’s® 
series  of  78  cases,  pain  was  present  26  times. 
Of  these  26  cases,  17  had  either  pneumonia  or 
pleurisy  and  only  6 had  pain  directly  over  the 
precordia.  In  two  purulent  cases  operated  upon, 
pain  was  never  present.®  While  opinions  differ, 
the  most  generally  accepted  is  that  the  majority 
of  cases  do  not  have  much  pain.®>  ® 

X-RAY  Evidence:  Williams  in  experimental 
studies  reported  in  1903,  states  that  the  signs  in 
pericardial  effusion  differ  with  the  amount  of 
fluid  present.  The  larger  amount  increases  the 
shadow  of  the  cardiac  area  and  the  heart  shadow 
becomes  more  rounded.  In  small  effusions,  it 
should  be  remembered  that  the  fluid  is  largely 
in  the  most  dependent  part  of  the  pericardial  sac. 

Holmes'^  states  that  the  shadow  of  the  dilated 
heart  resembles  very  closely  that  of  pericarditis 
with  effusion.  The  heart  shadow  is  rounded  and 
there  is  no  change  in  position  of  the  patient. 

Comparing  roentgenograms  of  pericardial  ef- 
fusion with  those  of  dilated  hearts,  the  line  in 
the  latter  is  almost  always  a curve  inward  as  it 
approaches  the  liver. 

The  x-ray  findings  in  pericarditis  with  effusion 
may  be  summed  up  as  follows ;®® 

1.  Heart  globular  in  shape  and  enlarged 
symmetrically,  with  widened  base. 

2.  Heart  shadow  larger  in  the  recumbent 
posture  than  in  the  vertical  posture. 

3.  Diminished  impulse  of  the  heart  under 
fluoroscopic  examinations.  This  is  due  to  pres- 
ence of  sac  fluid. 

4.  The  obliteration  of  the  costocardiac  angle, 
due  to  fluid  in  the  pericardial  sac,  we  feel  is  un- 
reliable, as  conditions  of  the  pleura  and  lungs 
involving  that  region  simulate  distention  and  en- 
largement of  the  heart. 

Finally  we  believe  the  x-ray  to  be  a valuable 
aid  in  the  diagnosis  of  pericarditis  in  children ; 
only,  however,  when  studied  in  connection  with 
the  physical  findings.  It  aids  very  materially  in 
pointing  out  other  associated  complications. 

Prognosis  : Purulent  pericarditis  in  children, 
whether  due  to  the  pneumococcus,  strepto- 
coccus, or  some  other  organism,  is  usually  fa- 
tal." It  is  practically  always  a fatal  complica- 
tion in  infants.®®  In  many  cases  of  latent 
purulent  pericarditis,  death  is  sudden.  This  is 
due  to  cardiac  syncope,  the  result  of  the  myo- 
cardial changes  which  are  more  extreme  with 
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purulent  than  with  other  forms  of  pericarditis. 
The  pneumococcic  type  is  one  of  the  causes  of 
sudden  death  in  pneumonia.’^  The  quantity  of 
exudate  has  a definite  relation  to  the  prognosis.’^ 
Studies  indicate  that  whatever  the  nature  of  the 
pericardial  effusion,  if  it  be  accompanied  by  low 
blood  pressure  and  weak,  irregular  heart  action, 
the  pressure  within  the  pericardial  sac  should  be 
lowered  by  aspiration  or  drainage.* 

Treatment:  The  only  form  of  treatment 
holding  out  any  hope  for  cure  in  purulent  peri- 
carditis is  surgical  incision  and  drainage.  In 
Elliott’s  table*  of  22  cases  of  suppurative  peri- 
carditis treated  by  operation,  7 of  which  were 
under  16  years  of  age,  only  one  recovered.  The 
prospect  of  a cure  after  operation  is  much  more 
favorable  where  the  infection  is  limited  to  the 
pericardial  sac  than  where  the  pericarditis  is 
part  of  a general  sepsis.*  That  occasional  re- 
coveries are  secured  in  this  latter  group,  how- 
ever, warrants  surgical  interference  under  all 
circumstances  where  the  patient  is  not  mori- 
bund.* 

CASE  REPORT 
History  of  the  Case: 

March  25,  1923 — Male,  white,  4 years  and  q months 
of  age. 

Previous  Illness:  Ten  days  previous,  following  what, 
according  to  the  description  obtained,  was  rubeola,  the 
child  had  become  worse,  and  suffered  from  high  fever, 
cough  and  pain  in  the  abdomen  and  back.  The  phy- 
sician in  charge  had  made  a diagnosis  of  bronchopneu- 
monia. 

At  the  first  visit,  March  25,  1923,  the  patient’s  con- 
dition was  as  follows : He  complained  of  cough,  and 
pain  in  the  epigastrium.  There  was  fullness  of  the 
latter.  Temperature  1022/5°.  No  vomiting;  bowels 
constipated ; soreness  in  abdomen  and  back.  Throat 
reddened ; postnasal  mucopus ; tonsils  large ; no  evi- 
dence of  ear  disease.  No  desquamation.  Fine  rMes 
in  the  left  lung  posteriorlj'.  Urine  contained  albumin. 
A diagnosis  of  bronchopneumonia  of  left  .apex  was 
made  and  treatment  instituted  accordingly.  The  next 
day  the  temperature  had  fallen  to  99°  and  the  general 
condition  was  somewhat  improved.  For  several  days 
the  child’s  condition  remained  the  same.  Then  a rise 
in  temperature  was  noted  in  the  afternoon  (100-101°) 
with  constant  complaint  of  persistent  pain  and  tender- 
ness in  the  epigastric  region.  The  heart  sounds  were 
clear,  the  apex  visible  and  palpable  in  normal  position; 
no  increase  of  cardiac  dullness  noted.  Of  particular 
interest  was  the  sighing  respiration  of  the  child. 

On  April  6th,  his  general  condition  became  distinctly 
worse  and  we  concluded  that  an  empyema  was  present 
and  advised  admission  to  the  hospital  for  x-ray  and 
exploration. 

Hospital  Notes  : 

L.  P.,  aged  4 years,  9 months,  was  admitted  to  the 
Howard  Hospital  April  8,  1923. 

Chief  Complaint:  Epigastric  pain,  swelling  under 
eyes  and  distension  of  the  abdomen. 

Family  History:  Father  and  mother  living  and  well. 
He  was  the  only  child. 

Examination:  Eyes — Pupils  equal,  reacting  regularly 
to  light  and  accommodation.  No  ocular  palsies;  no 


exophthalmos.  Ears — No  evidence  of  disease.  Mouth 
— Tongue  slightly  coated;  teeth  normal  for  age. 
Pharynx  congested;  tonsils  not  cryptic;  subtonsillar 
glands  merely  palpable ; no  mastoid  tenderness ; no 
edema  of  skin  over  mastoid.  Some  edema  of  face. 
Neck — No  abnormalties.  Chest — Expansion  good  and 
equal ; no  gross  deformity.  Lungs — Percussion  note 
resonant,  though  some  slight  impairment  at  left  apex. 
Breath  sounds  bronchovesicular  at  right  apex;  some- 
what prolonged  posteriorly;  no  rales.  Voice  sounds 
normal.  No  bulging  of  interspaces.  Heart — There 
was  a visible,  rather  diffuse  cardiac  impulse,  which 
was  easily  palpable  and  was  simultaneous  with  systole. 
There  were  no  audible  murmurs,  no  arrhythmia,  no  dis- 
placement; heart  muscle  tone  was  good.  Abdomen — 
Somewhat  distended.  There  were  no  areas  of  tender- 
ness, or  palpable  masses.  A movable  dullness  was 
present  in  the  flanks  with  a tympanic  area  in  the  mid- 
line, probably  due  to  some  fluid.  The  peristalsis  was 
normal.  There  was  no  hernia  present.  There  was 
perhaps  a slight  edema  in  the  lumbar  region.  Extremi- 
ties— No  edema,  no  gross  abnormality.  Temperature — 
103°. 

April  9:  Dullness  over  left  apex  in  front  .and  later- 
ally ; posteriorly,  the  note  was  hyperresonant.  Abdomen 
distended,  but  not  tender  or  rigid.  Dullness  in  both 
flanks,  disappearing  when  the  child  was  turned  on  the 
side.  Apparently  some  peritoneal  effusion.  Urine  con- 
tained a trace  of  albumin  and  a few  hyaline  casts. 
Blood  count  was  as  follows:  Erythrocytes  4,120,000, 
leucocytes  15,400,  hemoglobin  80%,  polys.  50%,  lymph- 
ocytes 50%.  X-ray  showed  effusion  of  left  chest,  which 
was  totally  opaque  up  to  the  level  of  the  3d  rib  pos- 
teriorly. 

April  10:  Dullness  over  lower  left  lung  posteriorly. 

April  II : Dullness  over  left  lung  increasing. 

April  12:  Exploring  needle  inserted  in  the  7th  in- 
terspace, postaxillary  line,  and  60  c.c.  of  serum  with- 
drawn, without  anesthesia.  Light  ether  anesthesia  was 
then  induced.  Exploring  needle  inserted  in  second 
interspace  just  outside  of  nipple  line  drew  pus.  In- 
cision; two  rubber  tubes  introduced  for  drainage  be- 
tween second  and  third  ribs. 

April  15:  No  drainage.  Upper  tube  removed;  lower 
tube  shortened. 

April  16:  Tube  shortened;  only  suspicion  of  drain- 
age, but  general  condition  not  improved.  Pus  from 
chest  was  sterile  after  96  hours.  Direct  smear  showed 
many  pus  cells  and  a few  streptococci.  Culture  grew 
streptococci,  nonhemolytic  and  staphylococcus  aureus, 
probably  contaminated. 

April  Ip:  Tube  removed;  exploring  needle  inserted 
perpendicularly  through  wound  and  140  c.c.  of  pus  were 
withdrawn.  The  position  of  the  needle,  the  depth  to 
which  it  was  inserted  and  the  fact  that  each  heart  beat 
could  be  felt  by  the  hand  holding  the  syringe  led  to  the 
diagnosis  of  pus  in  the  pericardial  sac.  Further  opera- 
tion was  postponed  as  permission  of  the  parents  had  not 
been  obtained  for  a major  operation. 

April  ig:  The  x-ray  showed  “a  decided  decrease  in 
size  of  area  reported  ii  days  ago.  While  it  is  true  that 
this  shadow  has  the  water-bottle  shape  of  a pericar- 
ditis with  effusion,  the  cardiohepatic  angle  is  not  ob- 
literated and  the  density  of  the  shadow  is  not  uniform, 
it  being  more  dense  in  the  left  than  in  the  right.  There 
is  a definite  increase  in  width  in  the  mediastinal  shadow 
which  extends  up  above  the  level  of  the  clavicle.  This 
mediastinal  shadow  could  be  caused  by  glandular  en- 
largement.” 

April  20:  Impaired  resonance,  one  finger’s  breadth 
to  right  of  sternum  reaching  up  to  clavicle;  apex  beat 
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not  visible.  Heart  sounds  muffled,  mitral  sounds  heard 
best  at  4th  interspace,  i cm.  within  nipple  line.  Aortic 
sounds  extremely  muffled,  no  murmurs  heard.  No 
difference  in  the  measurement  of  each  side  at  nipple 
line. 

April  21 : Ether  anesthesia.  Incision  through  site  of 
old  wound  after  antiseptic  preparation  and  tincture  of 
iodin  application.  The  left  third  rib  was  exposed  in  the 
nipple  line  by  transverse  incision,  and  about  one  and 
one-half  inches  of  bone  resected  subperiosteally.  This 
revealed  a bulging  tumefaction,  which  upon  being 
opened  discharged  about  250  c.c.  of  yellow  pus.  The 
cavity  was  irrigated  with  warm  saline  solution.  The 
examining  finger  passed  through  the  incision  came  in 
immediate  contact  with  the  heart.  No  drainage  was 
inserted,  and  the  wound  was  not  sutured,  being  left 
open  to  insure  free  drainage.  The  general  condition 
of  the  child  remained  satisfactory  through  the  opera- 
tion. The  respiration  at  the  time  of  opening  the 
pericardial  sac  was  36;  after  evacuation  of  the  pus 
the  respiration  was  56.  No  cough  or  other  signs  of 
pleural  irritation  occurred.  X-ray  examination  after 
operation  showed  a marked  diminution  in  the  size  and 
density  of  the  shadow.  The  upper  mediastinal  shadow 
still  persisted. 

April  24:  The  drainage  had  become  scant  and  it  was 
found  that  the  wound  had  become  partly  closed.  It 
was  freely  opened  with  the  finger  and  a considerable 
amount  of  yellowish  pus  evacuated.  The  wound  was 
irrigated  with  Dakin’s  solution  and  dressings  reapplied. 
The  general  condition  remained  unchanged. 

April  25:  The  discharge  was  still  scant.  The  wound 
was  again  divulsed  and  a drainage  tube  inserted,  through 
which  a free  discharge  of  pus  was  evacuated.  The 
sac  was  again  irrigated  with  Dakin’s  solution. 

April  26:  Free  thin  purulent  discharge,  the  tube 

was  reintroduced  and  Dakin’s  irrigation  repeated. 

April  jo:  Gradual  lessening  of  discharge.  General 
condition  good. 

May  i:  X-ray  report  was:  “The  heart  and  medias- 
tinal tissues  are  retracted  to  the  left  so  much  that  the 
right  border  of  the  heart  does  not  project  bevond  the 
right  sternal  border.  The  pericardial  shadow  is  prob- 
ably less  dense  than  it  was.’’ 

May  3:  Practically  no  discharge.  General  condi- 
tion improved. 

May  6:  Wound  healed  over.  Condition  very  good. 

May  12:  Pulse  100,  full,  regular.  Heart  sounds 

normal  in  quality  and  intensity.  Heart  dullness  normal. 
A few  moist  rales  at  base  of  left  lung.  Slight  im- 
pairment at  left  base ; thickened  pleura. 

Surgical  Considerations  : The  surgery  of 
the  pericardium  naturally  falls  under  two  great 
heads — traumatic  and  elective. 

The  traumatic  is  wholly  emergency  and  the 
operator  is  generally  confronted  with  a more  or 
less  serious  proposition,  depending  upon  the 
damage  done  to  the  heart  muscle  and  contig- 
uous structures,  coincident  with  the  wounding 
of  the  pericardium.  The  degree  of  uncontrolled 
hemorrhage,  together  with  that  already  sus- 
tained, generally  decides  the  issue.  Simple 
suture,  preferably  through  the  original  wound, 
enlarged,  if  necessary,  with  the  evacuation  of 
any  retained  blood  clot  within  the  pericardium, 
together  with  drainage  (flexible  preferred)  con- 
stitutes the  proper  surgical  treatment. 


The  elective  surgery  covers  a much  wider 
field  and  much  remains  to  be  said.  A late  diag- 
nosis being  generally  the  case,  the  operative  pro- 
cedure is  necessarily  fraught  with  much  danger 
and  this  danger  is  in  direct  ratio  to  the  time  of 
the  diagnosis  and  the  complications  present. 
Pericardiotomy  in  a strong,  well  child  assumes 
no  graver  aspect  than  thoracoplasty  would  in  the 
same  individual,  and  in  both  it  might  be  said  that 
the  operative  risk  is  practically  nil.  But  in  the 
highly  septic,  moribund  individual,  the  doors  of 
heaven  are  gaping  widely,  ready  to  receive  your 
patient.  Early  diagnosis  of  pericarditis  with 
effusion,  either  serous  or  purulent,  is  the  only 
factor  that  will  cut  the  60%  mortality.  All  work 
done  must  be  rapid,  nontraumatizing  and  as 
shockless  as  is  possible,  for  by  far  the  great 
majority  of  these  cases  have  but  a fine  thread 
holding  them  to  this  existence  and  the  mortality 
will  be  lessened  by  better  technique. 

The  embryological  aspect  of  the  pericardium 
is  rather  interesting  and  makes  the  conception 
of  its  pathology  comparatively  simple.  The 
pleural  and  peritoneal  cavities  are  developed  by 
a budding  process  from  the  body  cavity.  Later 
another  budding  process  takes  place  from  the 
pleural  membrane  or  cavity,  which  develops  into 
the  pericardium.  A bar  arises  and  gradually  in- 
serts itself  between  the  pleural  and  peritoneal 
sacs,  eventually  separating  the  two  cavities. 
Hence,  we  may  safely  say  that  within  certain 
limits  the  pathology  of  the  pericardium  will  be 
that  of  the  pleura  and  in  all  likelihood  their 
diseases  with  some  modifications  will  be  the 
same.  There  is  a divergency  in  this  analogy  in 
one  respect,  and  while  we  shall  speak  of  this 
later,  it  may  be  well  to  finish  the  comparison  of 
the  two  membranes  at  this  time.  The  subserous 
layers  of  the  visceral  pleura  have  only  a few 
fibrous  bands  continuing  into  and  becoming  a 
part  of  the  interlobular  structures  of  the  lung, 
while  the  visceral  pericardium  is  closely  and  in- 
timately related  to  the  intramuscular  septi.  This 
proves  of  great  pathological  importance  in  peri- 
carditis, particularly  of  the  purulent  variety. 

Histologically  the  pericardium  is  a serous  sac 
which  encloses  the  heart  and  the  proxim.al  por- 
tions of  the  great  vessels.  It  consists  of  two 
layers,  one  of  which,  the  visceral  layer,  closely 
invests  the  heart  and  at  its  base  becomes  contin- 
uous with  the  parietal  layer,  within  which  it  is 
invaginated.  It  is  to  be  noted  that  the  visceral 
layer  is  an  exceedingly  thin  membrane  and  is 
throughout  its  extent  so  closely  adherent  to  the 
outer  surface  of  the  heart  that  any  attempt  to 
detach  it  results  in  injury  to  the  heart  muscula- 
ture. In  fact,  so  close  is  this  relation  that  many 
of  the  fibrous  bands  of  the  subserous  coat  are 
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continued  into  and  become  integral  with  the 
intramuscular  bands  of  the  heart,  similar  to  the 
close  relation  existing  between  the  fascia  lata 
and  the  intramuscular  septi  in  the  leg.  There  is 
a break  in  this  close  relationship  and  some  fat 
may  lie  between  the  visceral  layer  and  the  heart 
over  the  ventricle  and  anterior  surface.  The 
parietal  layer  is  much  stonger  than  the  visceral 
and  forms  a sac,  the  base  of  which  rests  upon 
and  is  attached  to  the  diaphragm,  while  its  apex 
surrounds  the  roots  of  the  aorta  and  pulmonary 
artery.  The  two  layers  are  in  close  proximity, 
save  at  the  base  where  a small  cavity  exists  con- 
taining liquor  pericardii.  At  the  sides  and  along 
a considerable  portion  of  the  sac,  its  anterior 
surface  is  in  close  proximity  to  the  pleura.  The 
upper  part  of  the  anterior  surface  where  it 
covers  the  aorta  is  free  from  this  contact ; the 
lower  anterior  surface  lies  posterior  to  and  is 
loosely  attached  to  the  sternum.  Posteriorly,  it 
is  free  to  a considerable  extent  from  the  pleura, 
that  portion  covering  the  posterior  surface  of  the 
left  auricle  resting  upon  the  esophagus  and  the 
thoracic  aorta.  The  point  at  which  union  takes 
place  between  the  visceral  and  parietal  layers 
corresponds  to  the  upper  margin  of  the  second 
costal  cartilage.®® 

All  authorities  are  agreed  that  there  is  a great 
variation  in  the  line  of  the  reflection  of  the  pleura 
and  pericardium.  Sick®  reports  that  in  adult 
findings  in  23  cases,  the  pleura  reflections  at  the 
level  of  the  fifth  cartilage  lay  either  at  or  within 
the  left  border  of  the  sternum  in  17 ; at  the  level 
of  the  sixth,  the  pleural  border  had  not  gone 
beyond  the  sternal  border  in  ten ; at  the  level 
of  the  sternal  articulation  of  the  seventh  in  9 
cases  they  were  at  the  sternal  border.  Eleven 
children  out  of  twelve,  according  to  the  same 
author,  show'ed  the  pleural  edge  at  or  within  the 
sternal  border  at  the  fifth  costal  cartilage ; at 
the  level  of  the  sixth  the  pleura  had  not  left  the 
sternal  border  in  8 children.®  Brooks,  Luschka, 
Delorma  and  Mignon,  and  Dwight  found  the 
pleural  margin  either  within  or  at  the  border  of 
the  sternum  at  the  fifth  costal  cartilage  in  all 
their  cases.  The  internal  mammary  artery 
throughout  the  first  six  interstices  follows  along 
the  border  at  a distance  of  from  one-half  to  2 
cm. 

As  has  been  previously  stated,  a delayed  diag- 
nosis makes  for  a high  death  rate  in  the  surgery 
of  purulent  pericarditis  and  to  a less  degree  in 
the  serous  variety.  The  visceral  pericardium 
being  so  thin,  so  intimately  connected  with  the 
cardiac  muscle,  and  the  subserous  coat  sending 
so  many  fibers  into  the  intramuscular  septa, 
favors  the  advance  of  any  septic  process  from 
the  pericardial  sac,  by  direct  continuity  of  1 issue. 


into  the  intramuscular  septa  and  from  here  lead- 
ing to  an  involvement  of  the  musculature  itself. 
Local  abscesses  are  th?n  the  possibility  and,  if 
delayed,  the  probability,  in  all  purulent  pericardi- 
tis. Hence,  you  have  to  deal  with  a weakened 
heart  muscle  in  every  instance.  This,  in  itself, 
forms  no  mean  obstacle  to  successful  surgery. 

Of  course,  a diagnosis  is  essential  and  much, 
has  been  said  upon  the  subject  of  exploratory 
puncture  of  the  pericardial  sac.  We  believe 
this  can  be  dismissed  with  a few  words.  It  is 
a procedure  not  without  some  danger.  To  say 
that  it  is  never  advisable  would  argue  for  a 
diagnostic  acumen  which,  unfortunately,  has  not 
been  reached  by  most  of  us.  To  those  so  fa  /ored 
that  a diagnosis  is  possible  without  recourse  ta 
this  procedure,  it  may  be  unwarranted.  To 
others,  not  so  favored  by  an  unerring  diagnostic 
ability,  it  often  becomes  necessary.  Owing  to 
the  fact  that  the  heart  occupies  a downward  and 
anterior  position  within  the  pericardial  sac,  the 
exploring  needle  is  quite  apt  to  injure  the  mus- 
cle and  actually  penetrate  the  left  ventricle. 
While  this  might  not  cause  much  damage  prr  sc, 
it  is  at  least  undesirable  to  force  pus  and  micro- 
organisms directly  into  the  blood  stream. 

Anesthetics  in  these  cases  must  be  adminis- 
tered with  great  caution.  Local  anesthesia  theo- 
retically is  ideal,  but  in  many  hands  does  not 
work  out.  Ether  and  pus  always  make  a lethal 
cocktail,  the  deadliness  of  which  is  proportionate 
to  the  degree  of  sepsis  present  and  the  amount 
of  ether  used.  Ether,  though,  in  experienced 
hands  (and  by  this  we  mean  experienced)  seems 
essential  in  children.  Nitrous  oxid  and  oxygen 
have  their  place  with  adults  and  should  generally 
precede  ether  at  any  rate.  An  adequate  exposure 
of  the  pericardium  is  desirable  in  all  operative 
procedures. 

Many  lines  of  attack  have  been  suggested ; 
some  may  be  mentioned  only  to  condemn  them. 
Trephining  of  the  sternum  is  unnecessary,  does 
not  furnish  an  adequate  exposure  and  its  margins 
are  too  inflexible.  An  incision  over  the  xiphoid 
angle  may  involve  the  diaphragm,  may  open  the 
peritoneal  cavity,  and  should  the  pus  be  loculat- 
ed,  of  which  there  are  cases  on  record,  may 
result  in  not  bringing  the  accumulation  into  a 
position  to  be  tapped  and  drained.  Resection  of 
one  or  more  of  the  costal  cartilages  then  seems 
the  only  reasonable  method  of  attack.  It  has  all 
the  good  points  and  fewer  of  the  bad  ones  than 
either  of  the  others.  True,  there  is  danger  of 
opening  the  pleura,  but  by  careful  dissection  this 
can  be  successfully  guarded  against.  Having 
decided,  then,  upon  this  method  of  approach, 
the  operative  procedure  resolves  itself  into  a few 
elementary  steps. 
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(1)  Incision  over  the  fifth  or  sixth  costal  cartilage 
about  two  and  one-half  or  three  inches  long,  curved 
or  straight  at  the  discretion  of  the  operator. 

(2)  Strip  back  the  periosteum  from  the  cartilage. 

(3)  Resect  the  cartilage  for  adequate  exposure  and, 
if  necessary, 

(4)  Ligate  the  internal  mammary  artery  above  and 
below. 

{5)  Retract  the  pleural  overhang. 

(6)  Incise  and  drain  the  exposed  pericardium  through 
the  smallest  possible  niche,  thus  allowing  a long  time 
to  elapse  during  the  process  of  evacuation. 

(7)  Investigate  by  palpation  for  any  loculations  or 
adhesions. 

(8)  Drain. 

The  last  of  these  steps  is  open  to  discussion. 
Whether  or  not  the  pericardium  should  be  sut- 
ured to  the  w’ound  edge  or  the  skin  for  per- 
manency in  drainage  will  depend  upon  the 
circumstances  governing  each  case.  As  a rule 
this  procedure  is  not  practical.  Tube  drainage 
is  objectionable  and  is  not  advised.  A rubber 
dam  (rolled)  changed  daily,  may  be  used,  the 
result  aimed  at,  of  course,  being  adequacy  of 
opening,  maintenance  of  the  opening  and  self- 
draining facilities  of  the  wound. 

In  the  case  here  reported  no  drainage  was 
used,  the  position  of  the  patient  being  depended 
upon.  By  position  is  meant  that  the  child  was 
kept  upon  the  left  side,  face  down  and  feet  ele- 
vated. As  is  seen  by  the  records  this  proved 
satisfactory. 

We  cannot  consider  the  case  under  discussion 
as  being  in  any  way  typical  of  the  condition 
under  discussion.  In  the  first  place,  this  child 
had  a complicated  empyema  of  the  pleura,  which 
of  itself  is  not  extremely  unusual.  This  we 
drained  a few  days  prior  to  the  discovery  of 
the  pericardial  complication.  Secondly,  explora- 
tory puncture  failed  to  draw  pus  in  the  lower 
interspaces  and  it  was  not  found  until  we  tapped 
between  the  third  and  fourth  cartilages.  This 
fact  made  us  feel  rather  uncertain  as  to  the 
correctness  of  our  diagnosis,  as  the  loculatcd 
empyema  of  the  pleura  which  we  previously 
operated  upon  was  in  this  location. 

Because  of  the  fact  that  we  failed  to  recover 
pus  in  the  lower  punctures,  the  incision  (simply 
an  enlargement  of  the  previous  thoracoplasty) 
was  made  over  the  third  costal  cartilage  which 
was  resected.  After  our  dissection  was  com- 
pleted, the  edge  of  the  pleura  immediately  came 
into  view,  also  the  pericardium  bulging  very 
tensely  under  great  pressure.  The  pus  in  the  sac 
was  very  slowly  evacuated,  and  as  said  before, 
no  drain  was  used. 

We  have  never  been  able  satisfactorily  to  ex- 
plain our  failure  to  get  the  pus  in  our  lower 
punctures.  We  might  ask  ourselves,  and  properly 
too,  what  relation  the  preexisting  (or  was  it 


preexisting?)  pleurisy  had  to  the  pericarditis 
and  thereby  get  into  that  old  argument  as  to  the 
possibility  of  a transmission  of  infection  from 
the  pleural  cavity  to  the  pericardium  by  direct 
continuity  of  tissue.  Of  course,  this  is  un- 
doubtedly possible,  but  does  it  happen?  There 
seems  much  to  say  on  both  sides  of  the  question 
and  the  difference  of  opinion  held  and  fought 
over  for  the  past  decade  still  leaves  us  in  doubt. 
We  are  of  the  opinion  that  direct  infection  rarely 
takes  place  and  that  most  of  the  purulent  infec- 
tions of  the  pericardium  are  of  metastatic  origin. 
Yet  here  is  a case  in  point  which  seems  on  its 
face  rather  to  favor  the  other  theory  and  to  be 
one  of  the  very  unusual  cases. 
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DISCUSSION 

Dr.  j.  C.  Gittings  (Philadelphia,  Pa.)  : Dr.  Bradley 
and  Dr  Wood  are  to  be  congratulated  upon  a difficult 
case,  admirably  diagnosed  and  skilfully  treated. 

Suppurative  pericarditis  in  childhood  very  frequently 
is  diagnosed  at  autopsy.  It  would  seem  that  the  two 
chief  reasons  for  this  are:  (i)  The  fact  that  it  is 

almost  always  secondary  to  an  extensive  and  serious 
disease  in  the  lung  which  more  or  less  confuses  the 
picture;  and  (2)  that  we  are  not  sufficiently  on  the 
alert  to  find  it  because  the  primary  disease  has  en- 
grossed our  attention  and  has  satisfactorily  explained 
the  symptoms.  Pulmonary  and  cardiac  disease  have 
much  in  common  with  respect  to  symptomatology.  A 
routine  practice  of  examining  daily  the  heart  of  every 
patient  with  pneumonia  would  obviate  many  mistakes. 
A routine  x-ray  examination  of  every  patient  who  has 
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any  disease  inside  the  chest  which  is  not  indubitably 
clear  cut,  such  as  croupous  pneumonia,  would  prevent 
a definitely  large  percentage  of  errors.  Unfortunately, 
x-rays  often  are  not  available  when  most  needed,  so 
that  we  must  rely  on  careful  physical  examination  and 
exploratory  puncture. 

The  daily  examination  of  the  heart  gives  us  the 
opportunity  to  make  comparisons.  If  we  examine  a 
heart  on  the  2d  day  of  a pneumonia  and  then  do  not 
listen  to  it  again  until  the  loth  or  I2th  day,  we  may  not 
be  surprised  to  find  the  sounds  somewhat  mulfled  and 
weak  and  the  area  slightly  enlarged  because  of  the 
toxic  effect  of  the  primary  lung  disease  on  the  myo- 
cardium. If  we  have  listened  daily,  however,  and  have 
noted  a change  on  the  8th  or  gth  day,  coincident  with  a 
beginning  decline  in  the  general  clinical  picture,  we 
shall  be  prepared  to  explore  the  pericardial  sac  with  a 
needle  as  soon  as  the  pus  begins  to  accumulate,  instead 
of  waiting  for  a large  and  damaging  collection  to  form. 
When  it  is  possible  to  outline  the  left  border  of 
pericardial  dullness,  the  puncture  may  be  made  in  the 
5th  interspace,  just  within  the  dull  area,  pointing  the 
needle  slightly  upward  and  backward.  When  the 
pleural  involvement  masks  the  left  border,  puncture 
may  be  made  in  the  5th  interspace  just  to  the  left  of 
the  apex  beat.  The  mortality  in  unoperated  cases  is 
so  high  that  exploratory  puncture  is  entirely  justifiable. 


NONSURGICAL  TREATMENT  OF  DA- 
CRYOCYSTIC  BLENNORRHEA* 
EDWARD  B.  HECKEL,  M.D. 

PITTSBURGH,  PA. 

Your  attention  is  respectfully  directed  to 
those  patients  who,  during  a long  period  of  time, 
have  been  annoyed  by  an  epiphora  or  watery 
eye  with  a mucous  or  slightly  mucoflocculent  or 
even  a mucopurulent  content  of  the  lacrimal  sac 
which  exudes  rather  freely  from  the  canaliculi 
on  pressure  over  the  lacrimal  sac ; all  of  which 
exists  without  any  acute  symptoms  of  either  the 
conjunctiva  or  lacrimal  sac. 

It  is  to  this  condition  that  we  wish  to  limit 
the  discussion  and  apply  the  term  dacryocystic 
blennorrhea,  leaving  the  term  dacryocystitis  for 
those  acute  cases  in  which  the  lacrimal  sac  has 
actually  become  an  abscess  and  which  must  of 
necessity  be  treated  surgically. 

The  lacrimal  apparatus  consists  of  the  lacri- 
mal gland,  the  canaliculi,  the  lacrimal  sac  and 
the  nasolacrimal  duct. 

A lacrimal  gland  is  not  found  in  purely 
aquatic  animals,  but  makes  its  first  appearance 
in  amphibia  and  then  in  air-breathing  vertebrates. 
Comparative  studies  have  shown  that  in  am- 
phibia the  lacrimal  gland  occupies  the  nasal  end 
of  the  lower  lid,  while  in  reptiles  and  birds  it 
is  found  in  the  temporal  end  of  the  lower  lid. 
In  man  it  has  shifted  upward  and  is  found  in 
its  familiar  position,  in  a little  fossa  in  the  an- 
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terior  part  of  the  bony  roof  of  the  orbit  at  the 
temporal  side. 

The  natural  flow  of  the  tears,  then,  is  from 
the  lacrimal  gland  in  the  upper  outer  part  of 
the  conjunctival  sac  across  the  eyeball  into  the 
canaliculi,  then  into  the  lacrimal  sac  and  down 
the  nasolacrimal  duct  into  the  inferior  meatus 
of  the  nose  and  then  back  into  the  pharynx. 

The  tears  are  more  or  less  taken  up  by  the  air 
we  breathe,  as  it  passes  through  the  nose,  yet 
some  of  the  tears  reach  the  pharynx  and  that  is . 
why  some  of  our  patients  tell  us  at  times  that 
they  can  taste  the  drops  which  have  been  in- 
stilled into  the  conjunctival  sac.  If  tears  are 
secreted  in  great  abundance,  as  in  the  weeping 
child,  then  they  have  a tendency  to  flow  forward 
and  find  egress  from  the  nose,  which  in  turn 
sets  up  the  reflex  act  of  sniffling. 

The  canaliculi  and  the  lids  play  a very  im- 
portant role  in  the  passage  of  tears  from  the 
conjunctival  sac  into  the  lacrimal  sac.  The 
canaliculi  are  not  simple  little  tubes,  but  they 
are  delicately  and  mechanically  constructed,  pro- 
vided with  muscular  fibers,  and  the  lid  ends  are 
buried  in  the  fibers  of  the  orbicularis  muscle, 
arranged  in  a sphincter-like  manner.  The  hori- 
zontal portions  of  the  canaliculi  are  surrounded 
by  the  same  orbicularis.  During  the  act  of 
winking,  the  lower  lid  moves  upward  but  little, 
but  in  addition  to  the  upward  movement,  it  has 
a very  important  movement  toward  the  inner 
canthus,  during  which  act  the  lumen  of  the 
canaliculus  changes  and  exerts  a definite  suc- 
tion-like  force  to  draw  the  tears  into  the  lacrimal 
sac. 

The  lacrimal  sac  itself  has  a variable  content. 
It  is  capable  of  increasing  its  capacity,  as  it  is 
a little  smaller  than  the  bony  fossa  in  which  it 
rests.  In  round  numbers  it  is  about  one-half 
inch  long  and  about  one-quarter  inch  wide.  The 
hony  part  of  the  duct  is  about  one-half  inch  long, 
so  that  sac  and  duct  are  about  one  and  one-quar- 
ter inch  long.  In  the  newborn  the  mucous  mem- 
brane of  the  lacrimal  passages  is  sacculated  and 
irregular,  after  absorption  of  the  epithelial  cord 
from  which  the  passages  are  developed.  In  the 
adult  most  of  these  sac-like  depressions  have 
disappeared,  while  some  may  remain,  so  that 
some  observers  refer  to  these  remnants  as 
\alves.  No  less  than  seven  are  described. 

The  lacrimal  passages  are  lined  by  a mucous 
membrane  which  is  continuous  with  the  con- 
junctiva above  and  with  the  nasal  mucosa  be- 
low. This  is  of  considerable  clinical  importance, 
as  practically  all  diseased  conditions  of  the 
lacrimal  passages  have  a nasal  origin. 

The  lacymal  secretion  (tears)  is  a clear,  salty, 
slightly  alkaline  fluid,  and  the  chemical  compo- 
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sition  may  vary,  but  water  constitutes  the  major 
portion,  or  about  99  per  cent,  with  a trace  of 
albumin,  sodium  chlorid  and  phosphates. 
Whether  the  lacrimal  secretion  exerts  any  bac- 
tericidal effect  is  uncertain,  but  under  ordinary 
conditions  it  seems  to  be  sterile  and  at  least 
retards  bacterial  growth. 

The  condition  under  consideration  is  most 
insidious  in  its  onset,  as  it  may  exist  for  months 
or  even  several  years  with  little  annoyance  ex- 
cept a slightly  watery  eye  on  exposure  to  wind. 
In  fact,  it  is  impossible  to  elicit  a definite  history 
as  to  when  it  began.  The  diagnosis  is  easy, 
especially  when  on  exerting  some  pressure  over 
the  lacrimal  sac  the  contents  exude  through  the 
canaliculi  into  the  conjunctival  sac.  At  times, 
in  some  cases,  it  is  possible  to  express  the  sac 
contents  into  the  nose. 

The  routine  treatment  for  years  in  these  cases 
consisted  of  slitting  the  lower  canaliculus,  fol- 
lowed by  a prolonged  course  of  probing  of  the 
nasolacrimal  canal. 

The  destruction  of  the  delicately,  mechanically 
constructed  canaliculus  is  to  our  mind  bad  surg- 
ery and  should  not  be  done.  We  have  not 
resorted  to  this  procedure  for  some  years. 
Probing  of  the  passages  crowded  with  mucous 
membrane  and  bony  in  part  seems  illogical  and 
not  a good  procedure ; therefore  we  abandoned 
this  some  years  ago. 

The  lacrimal  sac  and  also  the  conjunctiva 
acquire  a tolerance  to  the  invading  bacteria  in 
this  condition,  so  that  in  many  cases  it  is  quite 
sufficient  simply  to  empty  the  sac  several  times 
daily  by  pressing  the  contents  through  the  canali- 
culi, and  thus  keep  the  patient  quite  free  from 
any  annoyance,  even  without  the  use  of  any 
drops.  It  is  our  custom  first  to  teach  the  patient 
how  best  to  express  the  contents  of  the  lacrimal 
sac,  and  in  doing  so  it  is  very  important  to  re- 
member that  the  sac  extends  upward  for  at 
least  a quarter  inch  above  the  horizontal  line 
of  the  canthi  or  palpebral  fissure.  The  tip  of 
the  index  finger  is  best  suited  for  this  procedure 
and  should  be  used  wet.  This  operation  should 
be  performed  as  part  of  the  morning  toilet  on 
rising  and  at  least  two  or  three  times  during 
the  day,  depending  upon  conditions.  Solutions 
should  not  be  used  in  the  conjunctival  sac  until 
the  lacrimal  sac  has  been  thoroughly  emptied. 
As  to  the  solution  to  be  used,  we  generally 
employ  a solution  of  i per  cent  zinc  sulphate  or 
silver  nitrate  i ; 1000.  The  success  depends  not 
so  much  on  what  is  used  as  on  how  it  is  used. 

The  prognosis:  In  children  the  prognosis  is 
good,  as  they  yield  readily  in  a very  short  time 
to  this  treatment  and  remain  free  from  any 
symptoms — in  other  words  are  “cured”  as  it 


were.  In  adults  the  prognosis  is  also  good,  but 
it  may  be  necessary  to  continue  treatment  in- 
definitely, although  not  necessarily  under  the 
care  of  the  ophthalmologist.  We  have  had 
patients  under  observation  whom  we  have  seen 
occasionally,  for  as  long  as  15  years,  and  they 
remained  comfortable,  and  free  from  symptoms. 
Some  of  these  patients,  through  neglect,  may 
develop  an  acute  condition  or  a true  dacryocy- 
stitis. Then  we  do  not  hesitate  to  treat  them 
surgically  by  incising  the  sac  and  treating  it  as 
an  abscess.  They  invariably  heal  over  nicely 
and  then  when  all  acute  symptoms  have  sub- 
sided the  routine  treatment  of  emptying  the  sac 
is  begun  and  they  do  very  well  again. 

The  organisms  found  in  our  cases  were  lim- 
ited to  Hoffman’s  bacillus,  pneumococcus,  and 
the  staphylococcus  albus. 

DISCUSSION 

Dr.  William  C.  Posby  (Philadelphia,  Pa.) : Many 
cases  of  simple  blennorrhea  of  the  sac  will  yield  to 
the  treatment  outlined  by  Dr.  Heckel,  but  if  stricture 
in  the  drainage  apparatus  be  present  other  measures 
will  be  necessary.  My  own  plan  of  procedure  in  the 
treatment  of  lachrymal  obstruction  is  first  to  syringe 
the  passages  with  a mild  antiseptic  solution.  One 
must  avoid  too  strong  agents,  for  the  solution  may 
find  its  way  into  the  orbit  and  give  rise  to  orbital 
abscess  and  resultant  optic  atrophy.  Such  a case  once 
came  to  my  clinic  at  the  Wills  Hospital.  Argyrol  must 
be  avoided  on  account  of  the  danger  of  staining  the 
tissues  in  case  of  escape  of  any  of  the  solution  into 
the  soft  parts  connected  with  the  lacrimal  apparatus. 
If  the  fluid  does  not  pass  into  the  nose  following 
syringing,  the  punctum  is  dilated,  the  lower  canalicu- 
lus slit  up  and  the  duct  dilated  with  a Levis  dilator. 
If  there  is  pus  in  the  sac,  extirpation  of  the  sac  is 
necessitated,  a procedure  followed  in  most  cases  with 
gratifying  results,  provided  one  adheres  closely  to 
Mellor’s  method.  There  is  but  little  scarring.  At 
one  time  I used  styles  extensively,  but  relinquished 
them  on  account  of  the  irritation  of  the  tissues  they 
provoked. 

Dr.  S.  Lewis  Ziegler  (Philadelphia,  Pa.)  : Since  I 
began  the  use  of  my  rapid  dilatation  I have  not  used 
lacrimal  probes.  But  there  is  a condition  in  addition  to 
those  Dr.  Heckel  has  described.  I refer  to  the  dis- 
charge of  septic  material  from  the  sinuses  into  the 
nasal  chambers  and  regurgitation  from  there  into  the 
tear  duct.  In  other  words,  you  must  by  some  means 
control  this  infection,  which  is  constant,  before  you 
can  expect  a good  result.  In  these  cases  I have  been 
using  antistreptococcic  serum  and  have  had  much 
success  with  it.  The  injections  are  made  subcutaneously 
in  the  arm  about  once  a week.  In  one  case  that  I 
treated  last  year  very  successfully  I continued  the 
injections  for  eight  or  nine  months  before  the  dis- 
charge wholly  ceased. 

Rapid  dilatation  can  be  called  a surgical  procedure 
in  about  the  same  sense  that  passing  a sound  into  the 
urethra  might  be  so  classed.  It  is  not  necessarily  an 
operation.  Nevertheless,  whether  child  or  adult,  I do 
not  hesitate  to  use  rapid  dilatation.  I presume  I have 
had  some  failures,  but  I have  had  such  a large  pro- 
portion of  successes  that  I am  still  quite  satisfied  with 
what  I have  been  doing  for  the  past  thirty-five  years. 
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Dr.  Heckel  (in  closing)  : There  is  a certain  class 
of  cases  which  I like  to  define  as  dacryocystic  blen- 
norrhea, in  which  the  symptoms  are  not  at  all  pro- 
nounced but  are  of  a subacute  or  chronic  type.  They 
consist  simply  of  a chronic  inflammatory  process  of 
the  lacrimal  sac  in  which  drainage  is  more  or  less 
interrupted  at  its  lower  end,  but  in  which  the  lacrimal 
sac  is  still  intact.  These  cases  can  be  very  successfully 
handled  in  the  manner  which  I have  suggested.  As  a 
result  of  the  bacterial  invasion  a mucopurulent  secre- 
tion fills  the  sac,  resulting  in  more  or  less  tumefac- 
tion over  the  sac  area  and  an  annoying  epiphora. 

Many  of  these  cases  get  along  very  nicely  if  noth- 
ing else  is  done  but  simply  to  express  the  contents  of 
the  sac  once  or  twice  daily,  but  if  some  astringent, 
slightly  antiseptic,  solution  is  dropped  into  the  con- 
junctival sac  after  the  tear  sac  has  been  emptied, 
they  get  along  very  much  better.  I have  some  patients 
whom  I have  had  under  observation  for  more  than 
twenty  years  with  this  simple  line  of  treatment  applied 
at  intervals  and  the  patients  have  been  kept  free  from 
any  annoyance  and  perfectly  comfortable. 


THE  USES  OF  THE  ROENTGEN  RAY  IN 
THE  DIAGNOSIS  OF  CHEST 
CONDITIONS* 

JOHN  E.  LIVINGOOD,  M.D. 

READING,  PA. 

When  Laennec,  in  1819,  utilized  a roll  of 
paper,  held  together  with  paste,  for  the  purpose 
of  listening  to  the  chest,  he  laid  the  foundation 
of  our  present  day  conception  of  auscultation. 
And  surely  no  one  would  attempt  to  diagnose 
a disease  of  the  heart  or  lungs  without  resort- 
ing to  auscultation  through  the  medium  of  the 
stethoscope.  In  the  early  sixties  of  the  nine- 
teenth century  the  clinical  thermometer  was 
brought  into  use  for  the  estimation  of  the  de- 
gree of  fever  by  a correct  determination  of  the 
temperature.  And  in  the  seventies  the  ther- 
mometer was  so  perfected  that  it  was  used 
routinely  in  the  hospitals.  Certainly  to-day  few 
of  us  would  like  to  dispense  with  the  use  of  the 
thermometer,  and  all  hospitals  routinely  keep 
temperature  charts.  William  Conrad  Roentgen, 
a physicist  from  Wurzburg,  announced  the  fun- 
damental principles  of  the  roentgen  ray  in  1895. 
These  same  laws  can  be  applied  as  well  to-day 
and  have  not  been  disputed  by  our  modern  con- 
ception of  the  x-rays.  Since  1900  the  roentgen 
rays  have  been  employed  generally  throughout 
the  world  for  the  diagnosis  of  various  surgical 
and  medical  conditions.  And  I feel  that  to-day 
many  patients,  as  well  as  their  physicians,  ap- 
preciate the  service  that  can  be  rendered  by  a 
carefully  made  roentgen  examination.  To-day, 
in  the  Mayo  Clinic,  all  chest  conditions  are 
routinely  examined  with  x-rays.  This  is  also 
true  of  chest  cases  in  the  Cleveland  Clinic, 

• Read  before  the  Section  on  Medicine  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  8,  1924. 


which  was  originated  by  Dr.  Crile  and  several 
other  physicians.  In  fact,  I feel  safe  in  saying 
that  the  great  majority  of  hospitals  and  physi- 
cians make  use  of  the  services  of  a roentgenolo- 
gist whenever  occasion  demands. 

In  this  paper,  which  will  be  supplemented  by 
lantern  slides  showing  illustrative  cases,  I wish 
to  present  such  facts  as  will  be  of  practical  use 
to  you  in  your  work,  for  I firmly  believe  that 
few  of  those  engaged  in  the  general  practice  of 
medicine  have  time  to  digest  a bibliographical 
review.  Personally,  I prefer  observing  the 
work  of  my  colleagues  to  reading  about  their 
accomplishments.  Neither  shall  I give  you  any 
staggering  statistics  regarding  cases,  because 
most  of  such  figures  are  forgotten  as  soon  as 
spoken,  and  I believe  that  physicians  are  always 
more  interested  in  the  case  as  an  individual 
rather  than  as  one  of  twenty  cases  of  whatever 
the  disease  may  be. 

A clinician  with  a qualitatively  accurate  ex- 
perience will  be  able,  by  means  of  a careful 
history  and  examination,  to  make  a diagnosis 
of  pulmonary  tuberculosis  before  signs  can  be 
demonstrated  on  the  radiograph.  Likewise  a 
similarly  experienced  radiologist  may  be  able 
to  make  a diagnosis  of  a condition  not  noted  or 
suspected  by  an  inexperienced  clinician — or  may 
I substitute  for  inexperienced,  a clinician  in  a 
liurry?— for  surely  more  things  are  missed  by 
the  physician  who  does  not  look  than  by  the 
physician  who  does  not  know.  Radiography 
supplements  the  work  of  the  clinician,  just  as 
any  laboratory  investigation  does,  and  the  com- 
bination of  a careful  clinician,  together  with  the 
reports  from  an  experienced  roentgenologist 
and  an  experienced  pathologist,  leaves  nothing 
to  be  desired  in  the  matter  of  diagnosis. 

No  matter  what  viewpoint  one  takes,  he  can 
easily  believe  in  the  value  of  a roentgen  ray 
examination  to  confirm  clinical  findings,  to  re- 
cord graphically  the  extent  and  distribution  of 
a lesion  (this  record  to  be  used  for  comparison 
with  future  records),  and  to  give  our  patients 
the  best  service  available  during  this  era  of 
practice.  If  the  aseptic  scalpel  of  the  skillful, 
and  experienced  surgeon  can  clearly  demon- 
strate the  pathology  in  the  living,  with  particu- 
lar reference  to  the  abdomen,  I sincerely 
believe  that  the  skillful  and  experienced 
roentgenologist  can  demonstrate  equally  well 
the  pathology  in  the  living,  so  far  as  the  chest 
is  concerned,  with  possibly  less  pain  to  the 
patient. 

If  the  members  of  the  profession  expect  the 
public  to  accept  their  advice,  the  profession 
should  without  hesitation  give  the  best  and 
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most  comprehensive  advice  possible.  Remem- 
ber, it  is  the  patient,  after  all,  who  pays  for  the 
physician’s  opinion,  and  he  is  entitled  to  the 
best  advice  on  the  subjects  of  diagnosis  and 
treatment.  I believe  a physician  should  request 
an  x-ray  study  before  the  patient  suggests  that 
it  should  be  made,  or  before  the  insurance  com- 
pany orders  it  to  be  made.  This  procedure  will 
help  to  lessen  criticism  of  the  individual  physi- 
cian, and  through  him  of  the  profession  of 
medicine  so  far  as  its  sins  of  omission  are 
concerned.  This  applies  equally  well  to  the  pro- 
cedure of  suggesting  to  a patient  the  need  of 
the  services  of  a consultant  in  other  specialties. 
Once  a suggestion  has  been  offered  to  a patient 
and  he  fails  to  execute  it  according  to  the  direc- 
tions given,  the  sin  of  omission  belongs  to  him. 

A detailed  enumeration  of  the  pathological 
•conditions  of  the  chest  that  are  particularly 
suitable  for  diagnosis  by  radiography  would  be 
interesting  only  to  those  practicing  roentgenol- 
ogy, and  I believe  a brief  summary  of  the 
organs  that  are  in  the  thorax  would  be  more 
to  the  point.  The  examination  of  the  chest 
reveals  abnormal  thyroid  and  thymus  glands, 
and  pathological  changes  in  the  morphology  of 
the  aorta,  heart,  pericardium  and  mediastinal 
structures.  Organic  alterations  in  the  esopha- 
gus, trachea,  bronchi,  lungs  and  pleurae  are 
easily  demonstrated.  Alterations  of  movement 
and  contour  of  the  diaphragm  can  be  easily 
seen,  as  well  as  diseases  of  the  vertebrae,  ribs 
and  sternum.  Because  the  air-containing  lungs 
surround  such  dense  structures  as  the  heart  and 
aorta  one  can  readily  detect  changes  in,  mor- 
phology by  means  of  x-ray  shadows  on  a fluoro- 
scopic screen  or  a sensitized  emulsion  on  glass 
■or  a film  of  cellulose-nitrate.  The  striations  in 
the  lung  fields  present  in  the  radiograph  of  a 
normal  chest  are  produced  by  the  ramifications 
of  bronchi,  blood  vessels  and  lymphatics. 
Glands  that  are  calcified  or  enlarged  are  easily 
•detected  at  the  roots  of  the  lungs.  Increased 
•density  is  seen  when  an  inflammatory  exudate 
is  present,  when  there  is  a neoplasm,  or  when 
an  area  becomes  fibrosed  or  calcified.  On  the 
other  hand,  destroyed  or  displaced  tissue  shows 
decreased  density,  as  seen  in  a cavity,  in  atelec- 
tasis and  in  a pneumothorax.  Before  going  any 
further  let  me  urge  you  to  have  x-ray  studies 
made  of  the  chest  in  all  malignant  cases  of  the 
breast,  the  thyroid  and  the  testicle.  Other 
malignancies  also  show  chest  metastases. 
Opaque  foreign  bodies  are  well  shown,  while 
nonopaque  foreign  bodies  cause  characteristic 
changes  in  the  lung  fields. 

While  on  a recent  visit  to  the  Mayo  Clinic, 


where  fifty  to  sixty  chests  are  routinely  exam- 
ined every  day,  I was  very  much  impressed  by 
the  frequency  with  which  metastatic  conditions 
are  seen  in  the  chest.  One  must  always  re- 
member the  possibility  of  the  heart,  pericardium, 
lungs,  pleura,  mediastinum,  esophagus,  spine, 
and  ribs,  as  sites  for  metastases. 

In  showing  these  slides  I wish  to  demon- 
strate the  relative  importance  of  another  link 
in  the  chain  of  evidence  to  be  used  in  diagnosing 
diseases  of  the  chest  and  to  show  you  of  what 
use  the  consulting  radiologist  may  be  in  the 
pursuit  of  your  profession.  Most  of  the  slides 
were  made  from  radiographs  of  patients  at  the 
Hamburg  State  Sanatorium.  The  roentgen  ray 
department  of  this  institution  was  inaugurated 
December  i,  1921,  and  has  been  under  my 
supervision  since  that  time.  I also  want  to  take 
this  opportunity  to  tell  you  that  this  work  was 
extremely  interesting  and  instructive  because  of 
the  cooperation  of  the  medical  director.  Dr.  H. 
A.  Gorman,  and  his  staff  of  clinical  assistants. 
The  routine  pursued  was  to  make  a fluoroscopic 
examination  of  the  patient  in  several  diameters 
to  determine  accurately  the  alterations  in  the 
physiological  movements  of  the  heart,  lungs  and 
diaphragm,  and  to  supplement  this  with  a radio- 
graph in  all  cases  where  a fluoroscopic  diagnosis 
could  not  be  made  with  certainty.  When  the 
interpretations  were  made  from  the  radiograph, 
the  clinical  observations,  which  included  history, 
physical  examination,  temperature  charts, 
weight  charts,  ward  observations  and  laboratory 
examinations  of  blood,  urine  and  sputum,  as 
indicated,  were  carefully  considered  and  cor- 
related with  the  roentgen  findings.  This  pro- 
cedure we  believed  ideal  and  productive  of  the 
best  results  for  the  patient’s  welfare. 

DISCUSSION 

Dr.  H.  a.  Gorman  (Hamburg,  Pa.)  ; The  least  we 
might  say  of  Dr.  Livingood’s  paper  and  demonstration 
i.-j  that  in  a very  limited  period  he  has  clearly  covered 
the  essential  points  in  chest  roentgenology.  With  x-ray 
work  as  with  other  laboratory  methods  its  value  is 
often  overestimated.  While  we  rely  a great  deal  on 
our  interpretations,  we  have  not  as  yet  become  con- 
vinced that  they  are  as  valuable  as  a well  taken  his- 
tory, careful  physical  examination  or  clinical  observa- 
tion in  the  diagnosis  of  tuberculosis- — certainly  not  in 
the  early  cases. 

I believe  there  is  a time  in  the  course  of  every  case 
of  pulmonary  tuberculosis  when  a diagnosis  can  be 
definitely  made  from  the  history  and  physical  exami- 
nation, although  at  the  same  period  even  the  most  expert 
roentgenologist  would  have  difficulty  in  doing  so.  In 
other  words,  the  x-ray  evidence  is  somewhat  delayed. 
This  is  probably  more  conspicuous  in  bone  lesions. 

There  is  little  doubt  that,  of  the  various  diagnostic 
methods  used  in  determining  chest  conditions,  fluoros- 
copy is  the  speediest  and  easiest,  and  therein  lies  the 
danger.  There  is  a tendency  to  neglect  the  stethoscope 
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and  thus  miss  much  reliable  information.  A puzzling 
subject  to  me  in  chest  roentgenology  has  been  just 
what  might  be  considered  a normal  chest — how  much 
density  or  how  extravagant  a root  system  shall  we 
allow  before  we  call  it  pathological. 

In  the  matter  of  differential  diagnosis  or  for  the 
purpose  of  following  one’s  work  in  artificial  pneumo- 
thorax it  is  invaluable.  In  fact,  I do  not  feel  that  a 
collapse  of  the  lung  should  be  attempted  without  such 
a means  of  determining  the  action  of  the  injected  air. 

Another  feature  of  the  radiograph  is  its  value  as  a 
record ; for  instance,  when  plates  are  taken  at  in- 
tervals during  the  course  of  the  disease,  a comparison 
of  these  will  give  a fairly  accurate  idea  of  the  changes 
for  better  or  worse.  During  the  last  few  years  we 
have  learned  from  routine  study  and  checking  with 
clinical  data  to  respect  the  findings  of  the  roentgenolo- 
gist but  to  consider  them  very  much  in  the  same  light 
as  other  methods  of  examination,  no  one  of  which  is 
infallible,  but  which  when  finally  summed  up  make 
the  diagnosis. 

Dr.  J.  Slater  Crawford  (Pittsburgh,  Pa.)  ; I think 
Dr.  Livingood,  who  has  presented  this  very  fine  paper, 
has  given  one  of  the  most  concise  and  instructive  ex- 
positions that  we  have  heard  at  this  session.  It  is  to 
the  point  and  well  written.  We  clinicians  always  feel 
a little  skeptical  about  the  roentgenologist  when  it 
comes  to  the  diagnosis  of  chest  conditions.  I think  we 
should  take  this  attitude : that  the  stethoscope  in  the 

hands  of  a good  man  is  far  more  valuable  in  the  diag- 
nosis of  tuberculosis,  especially  in  its  early  stages  (and 
at  any  stage  when  the  disease  is  active)  than  any  pic- 
ture. In  army  work  I examined,  I suppose,  60,000 
chests,  and  the  x-ray  man  and  my  corps  of  men  had 
many  differences  of  opinion.  We  took  the  attitude,  and 
the  government  at  that  time  took  the  same  attitude,  that 
the  physical  examination  was  more  important  by  far 
in  active  tuberculosis  than  the  x-ray  plate,  and  I 
still  feel  the  same  way. 

Now  the  point  that  Dr.  Gorman  brought  out  in  his 
discussion  of  the  paper  is  all  important — what  is  a 
pathological  chest  from  the  standpoint  of  the  roentgen- 
ologist, and  w'hat  is  the  so-called  normal  or  nearly 
normal  chest?  I think  that  is  the  most  important 
point.  The  mediastinal  pictures  oftentimes  show  a 
thickening  which  does  not  mean  anything,  clinically 
speaking.  We  see  calcified  glands  and  bronchial  thick- 
ening which  clinically  are  of  no  significance,  and  I feel 
that  the  paramount  usefulness  of  the  x-ray,  so  far  as 
tuberculosis  is  concerned,  is  principally  in  the  old  or 
negative  cases. 

Dr.  Thomas  H.  A.  Stites  (Cresson,  Pa.)  : Dr. 

Livingood’s  paper  and  the  discussion  following  it  have 
been  most  interesting.  Many  years  of  experience  in 
both  state  and  federal  tuberculosis  hospitals  has  proved 
to  me  the  great  value  of  roentgen  ray  examination 
when  properly  correlated  with  the  results  of  physical 
examination  and  clinical  observation.  To  obtain  the 
full  value  of  their  efforts  the  clinician  and  roentgenolo- 
gist must  carefully  cooperate,  and  it  ill  behooves  either 
to  belittle  the  other.  Whether  the  clinician  or  the 
roentgenologist  can  first  make  a diagnosis  of  pulmonary 
tuberculosis  is  an  interesting  point  but  one  of  academic 
rather  than  practical  interest,  for  the  best  efforts  of 
either  may  be  inconclusive  while  the  two  put  together 
may  furnish  enough  evidence  to  settle  the  nature  of  the 
case.  Experience  in  checking  the  work  of  others  as 
well  as  my  own  has  convinced  me  that  this  is  by  no 
) means  unusual. 

It  is  my  belief  that  the  clinician  and  the  roentgenolo- 


gist should  work  together  to  the  extent  of  actually 
reading  the  plates  with  each  other.  Most  clinicians 
are  not  capable  of  correctly  interpreting  the  shadows 
tliey  see,  but  seeing  the  shadows  and  discussing  them 
with  the  x-ray  specialist  means  a great  deal  more 
than  even  careful  study  of  his  report.  The  stereoscopic 
method  of  examination  is  unquestionably  far  superior 
to  the  flat  plate  and  I believe  it  fully  worth  the  extra 
cost  of  material  and  equipment. 

This  discussion  emphasizes  the  great  need  of  full  co- 
operation between  different  departments  and  specialists 
both  in  hospital  and  private  practice.  So  great  is  the 
need  for  early  diagnosis  that  neither  clinician,  patholo- 
gist nor  roentgenologist  can  conscientiously  try  to  get 
along  without  the  other.  The  physician  who  has  at 
heart  the  best  interest  of  his  patient  will  always  be 
ready  to  avail  himself  of  every  source  of  information, 
no  matter  what  it  rnay  be.  Experience  shows  that 
the  roentgen  ray  shadow  interpreted  by  a properly 
qualified  expert  may  be  and  often  is  the  first  bit  of 
evidence  upon  which  a diagnosis  can  be  made. 

Dr.  Livingood  (in  closing)  : I wish  only  to  say 

that  I am  very  glad  the  atmosphere  I wished  to  create 
has  been  kindly  taken  by  the  clinicians.  We  supple- 
ment their  work  and  at  times  confirm  it.  We  never 
wish  to  dispute  it  and  do  not  wish  to  be  thought  of 
as  standing  alone  and  attempting  to  make  the  decision. 
We  help. 


■ SELECTIONS 


THE  DIFFERENTIAL  DIAGNOSIS  OF 
EARLY  TUBERCULOSIS 
GEORGE  R.  HARRIS,  M.D. 

PITTSBURGH,  PA. 

The  diagnosis  of  early  or  incipient  tubercu- 
losis is  a problem  confronting  most  physicians 
sooner  or  later,  and  in  many  cases  is  an  impos- 
sible one  to  make  definitely.  There  may  seem 
to  be  little  excuse  for  the  reiteration  of  common- 
place and  well-known  facts,  but  if  this  is  irk- 
some, let  the  excuse  be  that  if  these  are 
well-known  facts,  then  they  are  not  used  as 
frequently  as  they  deserve  to  be,  and  the  old 
system  of  diagnosing  cases  by  history,  physical 
examination  and  laboratory  findings  should  be 
restored  to  its  rightful  place.  The  three  factors 
must  be  considered  together ; none  alone,  except 
in  obvious  conditions,  will  enable  one  to  make  a 
positive  diagnosis.  None  of  them  alone  tells 
the  whole  story,  but  pieced  together,  the  answer 
may  be  at  hand.  Incipient  tuberculosis  is  not 
easy  to  diagnose;  there  are  other  conditions 
giving  similar  symptoms  and  a similar  history. 
The  most  common  of  these  conditions  are  con- 
sidered here,  after  a primary  summing  up  of 
the  diagnostic  features  of  tuberculosis. 

In  incipient  tuberculosis  the  history  is  fairly 
constant.  There  are  usually  loss  of  weight 
and  strength.  These  will  occur  in  a vari- 
ety of  degrees,  ranging  from  slight  afternoon 
weariness  and  slight  loss  of  weight  to  utter 
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inability  to  undertake  any  exertion,  and  severe 
loss  of  weight.  There  may  be  a slight  cough, 
either  productive  or  not.  At  this  stage  of  the 
disease  there  is  no  anatomic  reason  why  there 
should  be  any  production  of  sputum  very  much 
over  normal,  and  usually  there  is  not.  There  is 
not  as  a rule  any  pain,  though  at  times  it  is 
present  on  deep  inspiration.  There  is  a rise  of 
temperature,  which  may  not  have  been  noted 
subjectively,  but  which  will  be  found  if  it  is 
taken  every  two  hours  during  the  afternoon  and 
evening.  Dyspnea  may  or  may  not  exist.  It 
may  appear  simply  as  shortness  of  breath  on 
exertion.  The  skin  is  pale,  and  there  is  loss  of 
appetite.  Night-sweats  usually  belong  to  a later 
stage  of  the  disease  when  there  is  no  great  dif- 
ficulty in  finding  very  suggestive  lung  signs. 
When  present  in  the  early  case,  they  may  be  due 
to  general  debility  or  nervous  influence  rather 
than  to  any  toxin  of  tuberculosis.  • Hemorrhage 
is  always  suspicious,  but  care  must  be  taken  to 
find  out  if  the  hemorrhage  is  really  from  the 
lungs,  and  not  from  the  throat  or  other  source. 
True  pulmonary  hemorrhage  is  of  great  im- 
portance in  the  early  diagnosis  of  tuberculosis, 
and  has  been  considered  so  for  ages,  following 
the  ancient  dictum,  “the  spitting  of  blood  is 
followed  by  the  spitting  of  pus.”  In  female 
patients  there  may  be  amenorrhea,  which  is  said 
to  be  nature’s  effort  to  conserve  needed  blood. 
During  the  examination  of  the  patient,  free  per- 
spiration from  one  or  the  other  axilla  is  always 
to  be  looked  on  with  suspicion.  This  may  be 
due  to  other  causes  than  tuberculosis,  but  it  is 
suggestive,  at  least. 

The  x-ray  is  useful  in  these  cases.  By  means 
of  the  fluoroscope  there  may  be  detected  lagging 
of  one  side  of  the  diaphragm,  which  is  suspi- 
cious, even  in  the  absence  of  cloudiness  in  the 
apices.  Stereoscopic  plates  may  show  enlarged 
glands  at  the  hilus,  or  involvement  of  the  apices. 
In  early  cases  flat  plates  are  of  little  value. 

The  finding  of  tubercle  bacilli  in  the  sputum 
as  the  final  and  conclusive  sign  clinching  the 
diagnosis,  but  these  may  not  be  found,  or  may 
be  found  only  after  repeated  and  careful  exami- 
nation. 

Physical  examination  of  the  chest  will  reveal 
those  signs  so  frequently  enumerated,  but  oc- 
casionally overlooked.  There  is  unequal  expan- 
sion of  the  chest  walls ; an  impaired  note  on 
percussion,  not  vei-y  marked;  an  interruption 
of  the  normal  ratio  of  inspiration  and  expira- 
tion, but  not  commonly  reaching  the  stage  of 
being  jerky;  rales  may  or  may  not  be  pres- 
ent. If  they  are  not  heard,  they  may  possibly 
be  brought  out  by  having  the  patient  expire, 


cough,  and  then  take  a deep  breath,  when  they 
will  be  heard.  Muscle  irritability  when  present 
is  not  particularly  indicative ; inequality  of  the 
pupils,  alone,  need  not  be  considered  seriously. 

The  various  skin  tuberculin  tests  are  not  to 
be  depended  upon  in  making  the  diagnosis.  The 
complement-fixation  test  is  still  subject  to  many 
variations  of  technique  and  cannot  be  considered 
conclusive  or  reliable. 

The  conditions  which  may  resemble  incipient 
tuberculosis  are  largely  comprised  in  the  follow- 
ing list : hookworm  disease,  secondary  syphilis, 
enlarged  bronchial  glands  with  pressure  on  a 
bronchus,  and  chronic  bronchitis. 

In  hookworm  disease  the  history  of  the  origi- 
nal infection  may  be  lacking.  There  are  loss  of 
weight  and  strength,  slight  afternoon  tempera- 
ture, and  frequently  cough  with  expectoration. 
The  sputum  is  negative.  The  chest  findings 
may  be  suspicious,  showing  at  times  small  rales, 
and  irregular  respiration.  The  cough  and  spu- 
tum seem  to  be  due  to  the  migration  of  the  worm 
over  the  bronchial  surfaces.  These  cases  clear 
up  after  the  diagnosis  has  been  established  by 
stool  examination,  and  appropriate  treatment  is 
instituted. 

In  secondary  syphilis  the  mucous  membrane 
takes  part  in  the  general  skin  and  mucous  mem- 
brane irritation,  and  cough  results.  The  history 
of  syphilitic  infection  may  be  denied  or  over- 
looked. There  may  be  afternoon  rise  of  tem- 
perature, along  with  frequent  loss  of  weight  and 
strength.  The  diagnosis  is  established  by  the 
history,  findings  and  Wassermann. 

In  chronic  bronchitis  the  history  may  re- 
semble that  of  tuberculosis.  Indeed,  in  many 
cases  diagnosed  chronic  bronchitis,  there  is  prob- 
ably tuberculosis,  especially  in  older  persons.  In 
younger  persons  the  history,  the  negative 
sputum,  and  the  lack  of  progress  in  the  disease 
should  be  diagnostic. 

Enlarged  bronchial  glands,  with  pressure  on 
a bronchus,  may  produce  many  of  the  symptoms 
of  tuberculosis.  The  x-ray  will  assist  in  making 
the  diagnosis.  Rales  are  usually  present,  the 
sputum  is  negative,  and  the  chest  findings  are 
more  localized  and  in  a different  location  than 
in  tuberculosis. 

Summary:  Incipient  tuberculosis  is  difficult 
to  diagnose,  and  all  the  factors  of  history,  physi- 
cal examination  and  laboratory  findings  must  be 
carefully  considered  before  making  either  a pos- 
itive or  negative  diagnosis.  The  exclusion  of 
confusing  conditions  is  sometimes  more  easy 
than  the  establishment  of  the  positive  diagnosis 
of  tuberculosis. 

7151  Jenkins  Arcade. 
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Probably  in  the  case  of  no  other  disease,  with 
the  possible  exception  of  smallpox,  can  the  re- 
sponsibility for  deaths  be  laid  more  directly  to 
ignorance  than  in  the  case  of  diphtheria.  In 
fact,  were  there  an  intensive  campaign  of  edu- 
cation, combined  with  intelligent  cooperation  on 
the  part  of  physicians,  law  makers  and  laity, 
diphtheria  could  be  eradicated  almost  com- 
pletely and  fatalities  would  be  a thing  of  the 
past.  There  is  hardly  another  disease  in  which 
every  phase  of  the  subject  is  so  thoroughly  un- 
derstood and  whose  control  could  be  more  sci- 
entifically handled. 

The  solution  of  the  diphtheria  problem  lies  in 
three  different  procedures  : (i)  Early  diagnosis 
of  the  disease,  when  present,  combined  with 
proper  isolation  and  adequate  antitoxin  admini- 
stration as  soon  as  the  disease  is  even  suspected. 
(2)  Culture  and  isolation  of  all  positive  inti- 
mate contacts,  and  the  administration  of  pro- 
tective doses  of  antitoxin  to  all  intimate  con- 
tacts, especially  children.  (3)  Universal  use 
of  the  Schick  test  with  toxin-antitoxin  active 
immunization  of  all  infants  and  children  and 
exposed  adults  who  give  negative  reactions. 

Taking  up  these  three  phases  seriatim,  we 
shall  first  consider  the  diagnosis  of  diphtheria 
of  the  different  portions  of  the  upper  respira- 
tory tract.  Of  its  three  types,  probably  the 
most  important  from  the  standpoint  of  the  con- 
trol of  the  disease  is  that  affecting  the  nose, 
because  diphtheria  limited  to  the  nasal  chambers 
seldom  incapacitates  the  patient  and  is  fre- 
quently rather  chronic  in  nature,  often  lasting 
from  four  to  six  weeks  or  possibly  longer. 
During  all  this  time  the  patient  mingles  with 
his  playmates,  goes  to  school,  moving  picture 
theaters,  etc.  When  diphtheria  attacks  the 
fauces  or  larynx,  it  promptly  prevents  the  in- 
dividual from  doing  widespread  damage,  be- 
cause he  becomes  too  ill  to  be  out.  In  the  case 
of  diphtheria  of  the  nose  that  period  of  illness 
rarely  occurs,  the  temperature  frequently  being 
normal  and  rarely  going  over  100°  F.,  with 
total  or  almost  total  absence  of  constitutional 
symptoms.  It  is  almost  always  taken  for  a cold 
in  the  head  and  no  especial  attention  paid  to  it. 
Even  when  called  to  the  attention  of  the  phy- 
sician it  is  too  often  considered  a manifestation 
of  large  adenoids  or,  as  is  a case  recently  seen 
by  the  writer,  congenital  lues. 

There  is  little  or  no  excuse  for  a mistake  in 
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diagnosis  of  the  ordinary  case  of  nasal  diph- 
theria. Any  case  of  unilateral  rhinitis  should 
demand  an  immediate  careful  intranasal  exam- 
ination, for  unilateral  discharge  is  never  due  to 
simple  rhinitis,  but  is  caused  either  by  some 
foreign  material  or  growth,  or  by  some  specific 
form  of  infection.  Again,  in  rhinitis  there  is 
practically  never  a unilateral  excoriation  of  the 
atrium  of  the  nose,  but  excoriation,  if  present, 
is  usually  bilateral  and  never  as  persistent  and 
as  deep  and  followed  with  crusting  as  in  the 
case  of  diphtheria.  The  discharge  from  diph- 
theria is  thin,  serous  and  irritating  and  never 
tends  to  become  purulent,  whereas  the  discharge 
in  rhinitis  rapidly  develops  from  the  serous  into 
the  purulent  stage.  In  diphtheria  we  frequently 
obtain  a history  of  recent  epistaxis,  whereas  in 
rhinitis  we  have  no  such  history.  Finally,  ex- 
amination of  the  nasal  chambers  reveals  a mem- 
brane, usually  on  the  septum  quite  far  anteri- 
orly, although  early  cases  may  show  the  mem- 
brane far  back  in  the  nares  and  well  up  in  the 
ethmoid  region.  When  there  is  any  doubt  as  to 
the  nature  of  the  membrane  a culture  can  be 
taken,  but  there  is  very  much  less  chance  of 
mistake  in  diagnosis  than  in  the  case  of  the 
tonsils. 

In  the  course  of  ten  years’  experience  with 
the  contagious  division  of  the  Bureau  of  Health, 
during  which  time  the  writer  had  the  opportu- 
nity of  seeing  hundreds  of  cases  of  nasal  diph- 
theria among  school  children  and  at  their  homes, 
only  on  two  occasions  had  cases  that  resembled 
nasal  diphtheria  proved  by  culture  to  be  non- 
diphtheritic  pseudomembranous  rhinitis.  In 
both  these  instances  the  patients  were  suffering 
from  chickenpox  in  which  an  intranasal  lesion 
had  probably  produced  the  membrane.  A rather 
remarkable  fact  is  that  during  the  entire  ten 
years’  of  service  with  the  Bureau  of  Health, 
only  two  cases  of  nasal  diphtheria  reported  by 
private  physicians  came  under  observation,  the 
remainder  being  reported  by  nose  and  throat 
dispensaries  or  found  by  the  writer  in  schools 
and  during  investigation  of  contacts  of  diph- 
theria cases  in  other  members  of  the  family. 
It  is  for  this  reason  that  it  seems  timely  to  lay 
particular  stress  on  the  importance  of  recogniz- 
ing this  disease.  During  the  time  mentioned  a 
number  of  fatal  cases  of  diphtheria,  affecting 
particularly  the  larynx  in  infants,  were  defin- 
itely traced  to  cases  of  unrecognized  nasal  diph- 
theria in  other  children  of  the  family. 

Diphtheria  affecting  the  tonsils  and  fauces 
offers  slightly  more  difficulty  in  diagnosis,  but 
fortunately  does  not  usually  do  as  much  damage 
to  the  community  at  large  while  awaiting  diag- 
nosis. Whether  the  disease  is  some  form  of 
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tonsillitis  or  true  diphtheria,  the  child  is  usually 
too  sick  to  attend  school  or  to  play,  so  that  he 
is  causing  less  spread  of  the  disease.  The  dam- 
age in  unrecognized  or  unreported  cases  is  usu- 
ally done  after  convalescence  when  the  patient 
returns  to  his  ordinary  routine  while  still  a 
carrier  of  virulent  diphtheria  germs. 

As  to  the  differential  diagnosis,  that  is  not 
always  easy  and  some  cases  can  be  differentiated 
only  by  culture.  Certain  findings  help  us  to 
formulate  our  opinion  as  to  whether  a case  is 
merely  one  of  tonsillitis  or  true  diphtheria.  The 
patient  is  usually  not  so  ill  in  the  beginning  of 
an  attack  of  diphtheria  as  of  tonsillitis.  The 
temperature  is  rarely  so  high,  often  not  going 
above  ioo°F.,  and  the  prostration  is  not  so 
great.  A point  that  frequently  helps  in  thq 
diagnosis  is  that  diphtheria  is  commonly  uni- 
centric in  origin,  spreading  in  all  directions  from 
one  point  and  covering  all  the  intervening  tis- 
sue, not  jumping  tissue  to  appear  simultaneously 
at  various  crypt  mouths.  In  severe  forms  of 
pneumococcic  and  streptococcic  tonsillitis,  the 
entire  tonsil  may  eventually  be  covered  with  a 
membrane  very  similar  to  diphtheria,  but  in 
those  instances  the  membrane  has  begun  in  the 
various  crypts  and  by  ever-widening  circles  has 
fused  to  form  a solid  membrane.  Those  cases, 
however,  are  usually  of  several  days’  duration, 
and  in  the  case  of  diphtheria,  by  that  time  the 
membrane  will  usually  have  passed  the  confines 
of  purely  lymphoid  tissue  and  have  invaded  the 
pillars  of  the  tonsils,  uvula  and  pharynx.  In 
diphtheria  the  membrane  is  usually  more  ad- 
herent, so  that  attempts  to  remove  it  often 
cause  bleeding,  but  too  much  stress  should  not 
be  laid  upon  this,  as  it  does  not  always  occur. 
The  appearance  may  also  vary  from  a uniform 
smooth  white  membrane  to  one  of  a granular, 
greenish-gray  color.  In  advanced  cases  there  is 
a very  foul  odor  to  the  breath. 

The  condition  which  most  closely  simulates 
the  appearance  of  diphtheria  is  Vincent’s  angina, 
as  in  this  disease  the  membrane  may  also  leave 
the  confines  of  the  tonsil  and  invade  the  uvula, 
pillars  of  the  tonsils  and  even  the  buccal  mucous 
membrane.  In  this  condition  the  constitutional 
symptoms  are  usually  not  so  severe.  The  in- 
fection more  often  remains  localized  to  one 
tonsil,  is  inclined  to  be  very  chronic  in  nature 
(cases  lasting  months),  may  be  quite  destructive 
of  tissues,  is  very  resistant  to  all  medication,  is 
not  affected  by  the  administration  of  antitoxin, 
and  on  microscopic  examination  of  a smear  of 
the  membrane,  shows  the  typical  fusiform  ba- 
cillus and  the  spirillum  of  Vincent  in  symbiosis. 

When  considering  diphtheria  of  the  larynx, 
the  chief  condition  from  which  it  must  be  dif- 


ferentiated is  simple  croup.  In  this  condition 
the  diagnosis  must  necessarily  be  clinical,  as  it 
is  never  safe  to  await  the  result  of  culture  in 
laryngeal  diphtheria.  Obstructive  symptoms  of 
a dangerous  character  develop  too  rapidly,  and 
too  frequently  cultures  are  unreliable  in  the 
early  stages  of  the  disease  unless  taken  directly 
from  the  larynx. 

When  called  to  see  a child  supposed  to  be 
suffering  from  an  attack  of  croup,  it  is  well,  if 
possible,  to  examine  it  while  in  sleep  for  much 
of  differential  value  can  be  learned  when  the 
patient  is  resting  and  not  excited.  In  simple 
croup  the  breathing  will  usually  be  perfectly  free 
and  quiet,  there  being  no  “pulling,”  as  there  is 
no  spasm  present  during  rest.  The  patient  with 
diphtheria,  having  an  actual  foreign  body  pres- 
ent in  the  larynx  in  the  form  of  a membrane, 
has  the  obstruction  present  all  the  time,  so  that 
the  respiration  will  be  audible  and  the  obstruc- 
tion will  be  as  great  to  expiration  as  to  inspira- 
tion. It  is  true  that  the  obstruction  will  prob- 
ably not  be  as  great  during  sleep  as  when  awake, 
because  when  frightened  there  may  be  an  ele- 
ment of  spasm  added  to  the  physical  obstruction 
caused  by  the  membrane,  but  it  is  decidedly  dif- 
ferent from  the  free  breathing  found  in  simple 
croup.  Again,  the  color  may  be  cyanotic  in 
diphtheria,  whereas  it  is  never  so  in  simple 
croup. 

When  aroused,  the  child  “with  simple  croup 
may  cry  and  have  a crowing  respiration,  but  the 
crowing  sound  is  altogether  associated  with  in- 
spiration, the  spasm  then  relaxing  and  the  ex- 
piration being  quiet  and  unobstructed.  There  is 
rarely  “pulling”  present  except  during  great  ex- 
citement when  the  spasm  is  most  severe.  In 
laryngeal  diphtheria  there  is  a brassy  cough  or 
bark,  not  so  likely  to  be  a crowing,  but  there 
is  a distinct  obstruction  to  both  inspiration  and 
expiration  so  that  there  is  retraction  of  the  ab- 
domen, a sinking  in  of  the  supraclavicular 
spaces  and  prominence  of  the  sternocleido- 
mastoid muscles.  There  is  a decided  tendency 
to  cyanosis  and  all  the  evidences  of  air  hunger. 
The  voice  is  often  a definite  differential  point. 
In  simple  croup  there  is  usually  a huskiness  of 
the  voice  but  it  is  rarely  lost,  whereas  in  diph- 
theria the  voice  is  absent,  crying  and  talking 
being  in  a whisper  devoid  of  the  element  of 
sound.  Croup  tends  to  recur  on  several  differ- 
ent nights,  but  is  usually  absent  on  the  interven- 
ing days,  there  being  nothing  present  beyond 
slight  signs  of  a cold,  rhinitis,  etc.  In  laryngeal 
diphtheria  the  disease  is  progressive  and  does 
not  tend  to  improve  during  the  intervening  days. 
In  doubtful  cases  the  direct  laryngoscope  in 
competent  hands  will  clear  the  diagnosis  im- 
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mediately,  as  some  cases  of  subglottic  edema 
simulate  diphtheria  very  closely,  whereas  cases 
of  tracheal  and  bronchial  diphtheria  often  differ 
from  the  typical  picture  of  laryngeal  diphtheria. 

Another  disease  that  at  times  is  confused  with 
laryngeal  diphtheria,  in  that  it  causes  obstruc- 
tion to  breathing  that  persists  during  sleep,  is 
retropharyngeal  abscess.  In  this  condition,  ex- 
amination of  the  throat  shows  the  pharyngeal 
wall  pushed  forward  against  the  posterior  pillars 
of  the  fauces  and  on  palpation  with  the  fingers 
a doughy  mass  is  felt  instead  of  the  firm  pha- 
ryngeal wall. 

When  a final  diagnosis  of  laryngeal  diphtheria 
is  made,  there  is  no  justification,  in  these  days 
of  modern  medicine,  in  delaying  the  adminis- 
tration of  antitoxin  very  promptly  and  in  large 
doses.  It  has  been  proved  quite  conclusively 
that  the  good  that  antitoxin  does  is  directly  pro- 
portionate to  the  promptness  with  which  it  is 
given,  the  dosage  and  mode  of  administration. 
The  days  for  timidity  have  passed,  so  that  in 
severe  cases  doses  of  from  fifty  to  one  hundred 
thousand  units  of  antitoxin  can  be  given  to  older 
children  without  hesitation,  to  be  repeated  if  nec- 
essary. The  intravenous  method  of  administra- 
tion is  more  rapid  in  action  and  should  be  used, 
at  least  in  the  beginning,  in  severe  cases.  No  case 
of  diphtheria  is  so  slight  as  to  warrant  failure  to 
give  antitoxin,  for  even  in  very  mild  and  un- 
recognized cases  that  have  not  received  anti- 
toxin, typical  postdiphtheritic  paralysis  some- 
times develops.  In  fact  it  is  this  point  very 
often  that  first  calls  the  attention  of  the  physi- 
cian to  the  fact  that  three  or  four  weeks  previ- 
ously he  had  treated  the  patient  for  tonsillitis, 
when  in  reality  the  case  was  one  of  diphtheria. 

As  far  as  the  isolation  of  the  patient  is  con- 
cerned, it  is  necessary  to  say  but  few  words  in 
these  enlightened  times.  However,  far  too  much 
attention  is  paid  to  the  hanging  of  carbolized 
sheets  over  the  doors  and  filling  the  house  full 
of  tear-producing  and  nauseating  disinfectants, 
while  insufficient  care  is  taken  of  the 
linens,  dishes,  etc.,  that  become  contaminated 
with  the  discharges.  In  addition,  the  need  is 
not  sufficiently  realized  of  keeping  doting  rela- 
tives from  showing  their  indifference  to  the  dan- 
ger of  contagion  by  kissing  the  patient. 

When  we  consider  the  second  phase  of  our 
subject,  namely,  the  culturing  and  isolation  of 
contacts,  etc.,  we  realize  that  with  the  fulfill- 
ment of  the  third  phase,  the  necessity  for  this 
second  phase  will  have  been  almost  completely 
eliminated.  Until  such  time  as  our  children 
are  protected  from  early  childhood  it  will  be 
necessary  for  us  to  safeguard  them  from  con- 
tagion by  segregating  the  “carriers”  of  the  dis- 


ease, especially  those  “carriers”  who  presumably 
harbor  virulent  bacteria  as  attested  by  the  fact 
that  a clinical  case  has  developed  among  their 
contacts.  This  often  entails  serious  economic 
loss  to  the  individual  and  in  the  end  to  the 
community,  and  is  a powerful  argument  in  favor 
of  legislation  looking  toward  compulsory  Schick 
testing  and  active  immunization  just  as  we  have 
compulsory  vaccination.  The  administration  of 
small  doses  of  antitoxin  to  all  contacts  to  give 
passive  immunity  is  a quite  effectual  and  harm- 
less procedure  and  should  be  done  in  all  cases. 
While  it  is  true  that  we  do  not  commonly  have 
secondary  cases  among  adults,  it  is  also  true 
that  this  occurs  with  sufficient  frequency  to  rob 
us  of  a false  sense  of  security  and  to  make  it 
advisable  for  adults  to  be  protected.  One  case 
of  clinical  diphtheria  results  in  more  than  suf- 
ficient economic  loss,  with  danger  to  life  and 
subsequent  health,  to  overbalance  all  the  dis- 
comfort and  inconvenience  caused  by  any 
number  of  immunizing  doses  of  antitoxin  ad- 
ministered unnecessarily. 

The  third  and  most  important  phase  of  the 
subject  deals  with  active  immunization  against 
the  disease.  If  universally  practiced,  this  would 
result  in  completely  eradicating  the  disease,  or 
at  least  in  causing  it  to  be  sufficiently  infrequent 
and  harmless  to  the  community  because  of  the 
unfavorable  soil  for  its  spread  to  make  it  pos- 
sible to  take  it  from  among  the  quarantinable 
diseases.  This  will  be  a matter  of  some  years, 
but  the  time  must  come  when  the  state  will  be 
compelled  to  take  cognizance  of  the  immense 
wastage  of  human  life  brought  about  by  this 
disease  and  also  the  immense  amount  of  finan- 
cial and  economic  loss  occasioned,  so  that  the 
prejudices  of  the  ignorant  will  not  be  permitted 
to  interfere  with  doing  what  is  best  for  the 
community. 

The  Schick  test  is  comparatively  simple  of 
performance  and  the  reading  of  the  results  can 
be  obtained  with  a little  experience.  The  test 
is  performed  by  injecting  with  a tuberculin 
syringe  one  fortieth  of  the  minimum  lethal 
dose  of  toxin  diluted  in  0.2  c.c.  freshly  mixed 
normal  salt  solution  intradermally  in  the  left 
forearm,  just  beneath  the  antecubital  space.  A 
similar  injection  is  made  into  the  skin  of  the 
right  arm  using,  however,  a mixture  made  up 
in  the  same  manner,  only  employing  heated  in- 
stead of  unheated  toxin.  This  answers  the  pur- 
pose of  a control.  A wheal  appears  immediately 
but  rapidly  disappears  and  has  no  significance. 
The  final  reading  of  the  result  cannot  be  ac- 
curately made  until  seventy-two  hours  have 
elapsed.  Then  in  susceptible  individuals  a rough 
dusky  red  area  about  the  size  of  a quarter- 
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dollar,  will  be  present  at  the  site  of  the  injection 
of  the  unheated  toxin.  In  contrast  to  this,  the 
site  where  the  heated  toxin  has  been  injected 
will  show  no  such  areola.  Some  individuals 
who  are  not  susceptible  to  diphtheria  will  give 
what  is  known  as  a spurious  reaction  due  to 
protein  sensitization.  This  reaction  appears 
earlier,  is  sometimes  more  violent  for  a brief 
time,  but  is  usually  fading  before  seventy-two 
hours  have  passed.  In  addition,  it  does  not  leave 
an  area  of  pigmentation,  as  is  often  the  case 
with  the  true  reaction.  The  test  materials  are 
put  up  in  convenient  form  by  many  manufac- 
turers, and  the  technic  is  gladly  taught  by  the 
physicians  of  the  Bureau  of  Health,  who  are 
expert  in  its  performance.  Practically  every 
pediatrist  is  proficient  in  the  technic,  for  if  not, 
he  would  find  himself  being  shoved  to  the  rear. 
The  intelligent  public  is  beginning  to  ask  to  have 
the  test  made  upon  their  children  and  it  be- 
hooves the  general  practitioner  to  fall  in  line 
for  his  own  protection,  as  well  as  for  the  bene- 
fit of  his  patients. 

It  is  not  advisable  to  use  this  test  on  babies 
under  six  months  of  age  unless  it  is  again  to  be 
repeated  at  a later  date,  for  infants,  under  six 
months,  especially  when  breast  fed,  rarely  give 
positive  reactions.  From  then  on  until  two 
years  of  age  the  number  of  positives  rapidly 
lise  and  remain  high  until  six  or  seven  years. 
There  is  then  a slight  decline  until  twelve  or 
thirteen  years  is  reached,  when  there  is  a 
gradual  decline  until  adult  life.  In  adult  life  the 
incidence  of  positive  reactions  is  very  much 
lower  than  in  youth  but  higher  than  is  generally 
believed.  This  is  noteworthy,  for  it  leads  to  a 
very  important  recommendation,  namely,  that 
all  persons  working  around  children  as  school 
teachers,  attendants  in  children’s  institutions,  all 
trained  nurses,  etc.,  should  be  tested  and  if  pos- 
itive given  the  toxin  antitoxin  injections. 

Any  individual  who  gives  a positive  reaction 
to  the  Schick  test  should  receive  active  im- 
munization by  means  of  the.  toxin  antitoxin 
treatment.  This  consists  of  injecting  one  cubic 
centimeter  of  prepared  toxin  antitoxin  mixtures 
into  the  arm  by  deep  injection  once  a week  for 
three  successive  weeks.  The  individual  is  again 
given  the  Schick  test  at  the  end  of  three  months 
and  in  the  majority  of  cases  will  then  give  a 
negative  test.  In  the  very  few  in  whom  the 
natural  immunity  is  so  difficult  to  stimulate  that 
one  series  of  injections  fails  to  render  them 
immune,  a second  series  of  three  injections  will 
usually  succeed  where  the  first  failed.  Another 
Schick  test  should  be  made  again  in  three 
months  and  the  process  repeated  until  a negative 
reaction  is  obtained.  An  individual  who  is  so 


difficult  to  stimulate  would  probably  stand  a 
poor  show  of  recovery  if  attacked  by  a virulent 
type  of  the  disease. 

The  reactions  following  the  Schick  test  are  nil 
and  those  following  the  toxin-antitoxin  injec- 
tions so  rare  and  slight  that,  were  the  truth 
more  generally  known,  no  difficulty  would  be  en- 
countered in  having  it  universally  adopted.  At 
present  the  majority  of  children’s  institutions 
have  adopted  universal  Schick  testing  and  active 
immunization,  so  that  the  disease  which  was 
formerly  a scourge  in  these  institutions  is  rap- 
idly becoming  unknown.  Is  it  not  incumbent 
upon  us  to  do  as  much  for  our  own  flesh  and 
blood  and  as  physicians  to  show  the  light  to  our 
patients  who  are  not  so  fortunate  as  to  know 
of  the  benefits  of  this  simple  procedure?  Is  it 
not  incumbent  upon  the  state  to  do  as  it  has 
done  in  the  case  of  smallpox — pass  enabling 
laws  which  will  give  the  authorities  power  to 
demand  that  every  child  of  one  year  of  age  shall 
have  been  properly  tested  and  given  the  injec- 
tions if  positive?  Could  not  the  state  at  least 
pass  a law  demanding  a certificate  of  negative 
Schick  reaction  before  admitting  the  child  to 
school?  This  procedure  alone  would  eliminate 
diphtheria  among  children  of  school  age  and 
over,  and  it  would  not  be  long  before  parents 
would  be  demanding  similar  benefits  for  their 
younger  children.  In  addition  it  would  auto- 
matically reduce  the  incidence  of  diphtheria 
among  these  younger  children,  for  many  of  the 
cases  originate  among  the  older  children  attend- 
ing school. 

2106  Spruce  Street. 
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TUMOR  OF  THE  BREAST 
PAUL  R.  SIEBER,  M.D. 

By  far  the  most  important  problem  to  be 
considered  in  surgery  of  the  breast,  is  the  diag- 
nosis and  treatment  of  cancer.  It  has  frequent- 
ly been  stated  that  in  at  least  one-third  of  the 
women  who  develop  cancer,  it  arises  primarily 
in  the  breast;  and  that  approximately  eighty 
per  cent  of  all  tumors  of  the  breast  are  malig- 
nant. The  average  expectation  of  life  in  patients 
who  have  carcinoma  of  the  breast  is  not  more 
than  three  years,  unless  they  are  fortunate 
enough  to  detect  the  tumor  at  an  early  stage, 
consult  a physician  and  submit  to  surgical  treat- 
ment. 
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Even  then  they  will  not  always  he  cured  of 
the  disease.  I believe  it  is  fair  to  state  that 
about  fifty  per  cent  of  early  cases  get  no  re- 
currence after  radical  operative  treatment,  and 
it  is  certainly  a fact  that  in  the  remaining  cases 
a well  planned  operation  will  generally  result 
in  the  patient  being  spared  the  dreadful  pain 
and  discomfort  of  an  ulcerating  growth  in  the 
breast. 

The  importance  of  the  early  recognition  of  a 
cancer  in  the  breast  is  fully  appreciated  by  the 
medical  profession,  as  the  possibility  of  suc- 
cessful treatment  depends  so  greatly  on  the 
stage  at  which  operation  is  permitted.  Yet  to- 
day the  treatment  of  cancer  of  the  breast  leaves 
much  to  be  desired.  A great  number  of  cases 
are  first  reported  to  the  physician  or  surgeon 
when  the  disease  is  well  established,  and  when 
the  most  extensive  operation  in  skilled  hands 
can  offer  little  or  no  hope  of  a cure. 

For  some  few  years  there  has  been  a more  or 
less  intensive  campaign  to  educate  the  public  as 
to  the  necessity  of  early  diagnosis  and  early 
treatment,  if  cancer  is  to  be  successfully  com- 
bated. That  this  has  been  partially  successful 
is  evidenced  by  the  increasing  number  of  women 
who  consult  their  physicians  for  a benign  mass 
of  the  breast  or  carcinoma  in  the  earlier  stages. 
In  order  that  the  present  results  in  surgery  may 
be  improved  the  fullest  cooperation  is  essential. 
The  patient  must  consult  her  physician  at  an 
earlier  stage  of  the  disease ; the  physician  must 
make  a diagnosis  at  the  earliest  possible  moment 
and  the  surgeon  must  endeavor  to  perform  the 
most  scientific  and  comprehensive  operation  that 
the  condition  will  permit. 

It  is  well  to  keep  in  mind  the  familiar  state- 
ment that  every  lump  in  a woman’s  breast  should 
be  considered  malignant  until  definitely  proved 
otherwise,  as  it  is  practically  impossible  to  diag- 
nose clinically  a cancer  of  the  breast  in  its  ear- 
lier stage.  If  we  wait  until  a classical  textbook 
picture  of  cancer  is  developed  we  deprive  the 
patient  of  whatever  chance  of  a cure  she  may 
have  had. 

Any  tumor  in  a woman’s  breast,  regardless  of 
its  pathological  nature  is  not  desirable.  Some 
of  the  benign  types  are  potentially  malignant, 
and  not  a few  of  the  clinically  benign  types 
show  definite  histological  evidence  of  early 
malignancy.  In  the  latter  type,  if  a thorough 
radical  operation  is  performed  we  can  confi- 
dently expect  a permanent  cure.  Therefore  our 
only  advice  should  be,  provided  we  feel  that 
the  tumor  is  not  clinically  malignant,  to  have  it, 
with  a section  of  the  breast  removed,  and  a 


diagnosis  made  immediately  from  the  gross  and 
histological  findings.  I do  not  believe  that  a 
careful  wide  excision  of  the  growth  for  imme- 
diate examination  subjects  the  patient  to  any 
danger  of  rapid  metastasis.  In  practically  every 
case  a definite  diagnosis  can  be  made  in  a few 
minutes  and  the  surgeon  can  then  proceed  with 
the  proper  treatment.  While  we  all  appreciate 
the  value  of  a frozen  section,  yet  we  must  re- 
member that  the  reliance  to  be  placed  on  such 
a section  lies  solely  in  the  ability  of  the  surgeon 
to  excise  the  proper  area,  and  on  the  ability  of 
the  pathologist  to  recognize  in  the  gross  the 
area  most  likely  to  contain  the  cancer.  This  is 
so  important  that  it  is  in  only  a very  small  per- 
centage of  cases  where  the  tissue  is  removed 
that  one  is  unable  to  state  positively  from  the 
gross  appearance  alone,  whether  the  lesion  is 
benign  or  malignant. 

At  the  present  time  the  treatment  that  offers 
us  the  greatest  percentage  of  cures  is  a careful 
and  thorough  resection  of  the  breast  including 
the  pectoral  muscles  and  all  the  contents  of  the 
axilla  en  masse.  Whether  the  original  Halstead 
incision  or  one  of  its  modifications  is  used, 
makes  little  difference  so  long  as  it  fulfills  its 
purpose,  namely  a wide  excision  of  skin,  good 
exposure  of  the  axillary  contents  and  early  re- 
turn of  function  in  the  arm. 

The  question  whether  the  cases  that  are  clin- 
ically cancer,  with  marked  axillary  involvement 
should  be  operated  upon  or  not  is  at  times  a 
difficult  one  to  decide.  In  all  these  cases  a 
thorough  search  should  be  made  for  metastasis, 
paying  particular  attention  to  both  the  lungs 
and  liver.  Physical  signs  of  definite  involve- 
ment of  any  internal  organ  will,  of  course, 
exclude  any  radical  operative  procedure.  How- 
ever, in  cases  where  the  supraclavicular  glands 
are  palpable,  without  signs  of  internal  metas- 
tasis, I believe  one  is  justified  in  performing  a 
radical  operation,  including  a clean  resection  of 
the  supraclavicular  space.  In  this  type  of  case 
one  cannot  hope  for  a cure,  but  with  the  aid  of 
the  x-ray  or  perhaps  radium,  we  may  prolong 
the  patient’s  life  in  comfort  until  internal  metas- 
tasis carries  her  off. 

I am  unable  to  discuss  what  x-ray  and  radium 
in  combination  with  surgery  may  have  to  offer, 
yet  I have  made  it  a practice  to  have  all  cases 
given  an  adequate  number  of  x-ray  treatments 
following  the  radical  operation.  I believe  that 
the  x-ray  has  helped  in  the  postop>erative  {>eriod 
and  that  radium  also  does  its  share  in  the  inoper- 
able cases.  Until  the  cause  of  cancer  is  found, 
surgery  will  continue  to  be  the  best  therapeutic 
measure  we  have. 
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SOME  FACTORS  CONCERNING  THE 
ETIOLOGY  OF  HEART  DISEASE 
F.  W.  MATHEWSON,  M.D. 

OAKDALE,  PA. 

It  is  quite  probable  that  endocarditis  occurring 
during  the  course  of  acute  infectious  diseases,  is 
not  more  common  than  it  ever  was.  If  there 
has  been  any  change  in  recent  years,  I believe 
it  has  been  for  tbe  better,  due  to  the  better  care 
which  these  patients  receive. 

Syphilitic  heart  affections  are  probably  not 
more  common  than  formerly. 

Septicemias  are  much  less  common  than  in 
former  years  and  there  should  be  less  cases 
from  this  source. 

In  recent  years  people  have  been  carrying 
around  large  numbers  of  devitalized  abscessed ' 
teeth,  but  while  they  have  produced  some  cases 
of  heart  disease,  especially  when  associated  with 
pyorrhea,  yet  the  number  of  heart  cases  from 
this  cause  is  less  than  one  would  suppose,  con- 
sidering the  number  of  infections.  In  my  judg- 
ment the  reason  for  this  lies  in  the  fact  that 
there  is  comparatively  little  absorbtive  surface 
around  an  apical  abscess,  and  to  produce  an 
endocarditis  we  must  have  a sudden  throwing 
into  the  blood  stream  of  large  numbers  of  bac- 
teria such  as  might  occur  from  seriously  diseased 
gums  or  diseased  tonsils,  where  the  absorbtive 
surface  is  much  greater. 

The  most  common  cause  of  endocarditis  as 
given  by  our  text  books  is  rheumatism  in  its 
various  forms.  In  my  experience  rheumatism 
following  acute  tonsillar  infections  is  compli- 
cated by  endocarditis  in  more  than  90%  of  cases, 
while  rheumatism  following  other  focal  infec- 
tions is  complicated  by  endocarditis  in  less  than 
25%  of  cases.  If  there  is  any  increase  in  heart 
disease  from  this  class  of  cases,  I believe  it  is 
very  slight. 

Tonsillitis  without  rheumatism  as  a cause  of 
heart  disease,  I have  found  mentioned  by  one 
author.  Osier.  He  states  that  it  may  occur.  An 
internist  doing  largely  a hospital  and  consulta- 
tion practice,  probably  would  not  often  see  such 
cases.  In  my  opinion  tonsillar  infections  cause 
more  heart  disease  than  all  the  other  causes 
combined.  If  that  be  true  it  is  easy  to  determine 
the  cause  of  the  increase  of  heart  disease, .for 
tonsillar  disease  I believe  is  much  more  prevalent 
than  it  was  20  years  ago.  We  do  not  often  see 
heart  disease  follow  a true  follicular  tonsillitis 
where  there  is  a copious  exudate,  nor  do  we  see 
it  follow  quinsy.  We  do  see  heart  disease  often 
follow  in  a class  of  tonsillar  patients  who  present 


a pretty  definite  set  of  symptoms.  The  follov/- 
ing  case  will  illustrate : 

I was  called  to  see  a young  man  who  complained  of 
sore  throat,  headache  and  muscle  pains.  His  tem- 
perature was  100,  his  pulse  90.  Examination  of  the 
throat  revealed  moderate  swelling  of  the  tonsils,  with 
very  slight  exudate.  The  tonsils  were  very  red.  The 
following  day  the  patient  appeared  to  be  very  much 
better.  His  temperature  was  gg,  his  pains  were  gone. 
There  was  no  secretion  over  the  tonsils,  but  they  were 
still  somewhat  swollen  and  red.  The  next  day  he  was 
allowed  to  be  up.  On  the  following  day  I was  again 
called  to  see  the  patient  who  complained  of  weakness, 
slight  pain  in  the  region  of  the  heart,  palpitation  of 
the  heart,  with  a temperature  of  99.5  and  a pulse  rate 
of  120.  Three  days  later  a well  defined  cardiac  mur- 
mur was  present. 

This  is  only  one  of  many  almost  identical  cases 
which  I have  observed.  Nearly  all  were  appar- 
ently mild  cases  of  tonsillitis ; the  outstanding 
features  being  the  low  temperature,  the  lack  of 
tonsillar  exudate,  and  the  red,  beefy  appearance 
of  the  tonsils.  There  was  rapid  improvement 
in  the  throat  symptoms,  due  probably  to  the 
fact  that  much  of  the  infection  passed  into  the 
blood  stream. 

The  cause  of  the  increase  in  tonsillar  infec- 
tions is  a subject  for  discussion,  but  from  ob- 
servation I believe  the  infection  primarily  is 
disseminated  in  the  school  room.  As  an  ex- 
ample : 

A few  years  ago  a family  consisting  of  seven 
children,  father  and  mother,  lived  in  a rather 
isolated  district  in  this  country.  The  children 
of  school  age  attended  a small  district  school  in 
the  neighborhood  where  the  children  from  only 
two  other  families  attended.  About  five  years 
ago  the  schools  were  centralized  and  these  chil- 
dren were  sent  to  a large  school. 

In  a very  short  time  two  of  the  children  de- 
veloped a very  severe  tonsillitis,  transmitting  it 
to  every  member  of  the  family,  including  the 
father  and  mother.  Not  a member  of  this 
family  had  ever  had  a sore  throat  before  placing 
their  children  into  what  might  be  termed  a 
streptococcic  atmosphere  of  a crowded  school- 
room. This  change  transformed  an  extremely 
healthy  family  into  a very  unhealthy  family  i:i 
a period  of  a few  weeks.  One  of  these  children 
has  heart  disease  as  a result,  another  is  almost 
totally  deaf,  and  all  have  chronic  tonsillar  in- 
fection. 

In  conclusion,  I believe  the  reduction  in  the 
number  of  heart  cases  depends  largely  upon  our 
ability  to  prevent  throat  infections,  to  have  ton- 
sillectomy performed  in  all  cases  where  the 
tonsils  show  signs  of  disease,  and  when  we  are 
treating  tonsillitis  or  other  acute  infections,  to 
keep  our  patients  in  bed  long  enough. 
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A CASE  OF  BILATERAL  OVARIAN  CAR- 
CINOMA WITH  METASTASES  IN 
A YOUNG  WOMAN,  AGED  23 
BENDER  Z.  CASHMAN,  M.D. 

The  ovary  more  than  any  other  organ  in  the 
body  is  subject  to  tumor  formation,  particularly 
during  its  active  period.  Aside  from  the  small 
retention  cysts  in  ovaries,  the  common  ovarian 
cysts  are  divided  into  the  serous  and  pseudomu- 
cinous. In  both  of  these  types  papillary  changes 
may  occur  and  give  rise  to  the  most  common 
type  of  malignant  ovarian  tumor,  the  cystade- 
noma  malignum,  which  is  usually  bilateral.  In 
addition  to  this  we  have  the  rarer  primary  can- 
cers of  the  ovary,  usually  unilateral,  and  the 
secondary  or  metastatic  cancers  of  the  ovary 
which  are  secondary  to  cancer  of  stomach,  gall- 
bladder, intestinal  tract,  pancreas,  mammary 
glands  and  uterus. 

The  common  type,  the  cystadenoma  malignum 
develops  in  ovaries  already  the  seat  of  serous  or 
pseudomucinous  cystic  proliferation,  and  growth 
may  be  so  excessive  as  to  obliterate  any  traces 
of  normal  ovarian  stroma. 

Ovarian  cancer  metastasizes  by  continuity  and 
affects  the  adjacent  structures,  in  contradistinc- 
tion to  uterine  and  mammary  carcinoma  which 
affects  remotely  lying  organs.  The  papillary 
growths  break  through  the  cortex  and  metasta- 
size to  the  peritoneum.  I recently  operated  upon 
a malignant  tumor  of  the  ovary  with  such 
growths.  What  brought  the  patient  to  the  hos- 
pital was  an  acute  attack  of  abdominal  pain 
simulating  a tumor  with  twisted  pedicle.  At 
operation,  an  extensive  aseptic  peritonitis  was 
found,  due  to  rupture  of  tumor  wall  and  spill- 
ing of  contents  into  free  peritoneal  cavity. 

There  is  no  specific  ovarian  symtomatology, 
aside  from  rapid  growth  of  the  tumor.  Ascites 
and  nodules  on  the  peritoneum,  as  detected  by 
rectal  or  vaginal  examination,  are  the  most  sig- 
nificant signs  of  malignancy.  The  prognosis  is 
variable.  Some  grow  very  slowly.  When  a 
cyst  is  removed  intact  without  peritoneal  con- 
tamination, the  prognosis  is  good,  no  matter  how 
malignant  it  may  appear  microscopically.  Gen- 
eral metastases  are  rare.  If  the  cyst  ruptures 
during  removal  or  if  there  is  evident  extension 
to  the  peritoneum  at  time  of  operation,  the 
patient  may  live  for  years  because  of  slow 
growth  of  the  tumor  tissue  remaining. 

Malignant  tumors  of  the  ovary  may  occur  at 
any  age.  This  patient  is  23  years  of  age.  Up 
to  1915,  thirty-five  cases  of  malignant  tumors 
of  ovaries  in  children  under  ten  years  of  age 
were  reported  in  Johns  Hopkins  Hospital.  The 
youngest  case  I found  reported  was  in  a child 


one  year,  eight  months  of  age.  Another  inter- 
esting feature  of  my  case  is  that  although  there 
was  not  enough  ovarian  tissue  found  by  the 
pathologist  to  recognize  the  tumors  as  of  ovarian 
origin,  the  patient  had  had  a baby  7 months  be- 
fore operation  and  normal  menstrual  periods 
except  that  she  was  four  days  overdue  at  time 
of  operation. 

Robert  M.  Entwisle,  M.D. 

Secretary. 


COMMUNICATION 


LAST  ANNOUNCEMENT  FOR  REGISTRATION 
ON  THE  INTERSTATE  POSTGRADUATE 
ASSEMBLY  CLINIC  TOUR  OF  AMER- 
ICAN PHYSICIANS  TO  CANADA, 
BRITISLI  ISLES  AND  FRANCE 

Members  of  the  medical  profession  of  America,  who 
are  in  good  standing  in  their  state  medical  societies, 
and  members  of  their  families  are  cordially  invited  to 
participate  in  the  Interstate  Postgraduate  Assembly 
clinic  tour  to  Canada,  British  Isles  and  France,  leaving 
Chicago,  May  17,  and  sailing  from  Montreal,  May  23. 
There  is  no  restriction  as  to  territory.  Dr.  Charles  H. 
Mayo,  of  Rochester,  Minnesota,  will  be  the  presiding 
officer  of  the  tour,  and  Dr.  William  B.  Peck  of  Free- 
port, Illinois,  Managing-Director. 

The  following  distinguished  members  of  the  pro- 
fession and  citizens  in  foreign  countries  are  in  charge 
of  the  arrangements  in  the  clinic  cities : 

Toronto:  Dr.  Alexander  Primrose,  Dean  of  the 

University  of  Toronto.  Clinics  will  be  conducted  in 
the  different  branches  of  medical  science  at  the  Toronto 
General  Hospital,  the  Medical  Building  of  the  Uni- 
versity of  Toronto  and  other  institutions  of  the  city. 

Montreal:  Dr.  Charles  F.  Martin,  Dean,  and  Jonathan 
C.  Meakins.  Director  of  the  Department  of  Medicine 
of  McGill  University. 

London,  England:  Mr.  Philip  Franklin,  F.R.C.S., 
Director  of  the  American  Hospital  and  Honorary  Or- 
ganizer ; Sir  Humphry  Rolleston,  Bt.,  President,  Royal 
College  of  Physicians;  Sir  St.  Clair  Thomas,  President 
of  the  Royal  Society  of  Medicine;  ,Sir  William  Hale 
Wffiite,  Retiring  President,  Royal  Society  of  Medicine; 
Sir  William  Arbuthnot  Lane;  Sir  Holburt  J.  Waring, 
Chairman  of  the  medical  program  committee;  Mr.  W. 
Girling  Ball,  F.R.C.S.;  Mr.  H.  W.  Carson,  F.R.C.S., 
and  the  honorary  secretaries  of  the  different  specialties. 

Special  social  features  of  the  London  program  will 
include  the  conferring  of  the  honorary  membership  of 
the  Association  upon  H.  R.  H.,  Duke  of  York;  the  Rt. 
Hon.  Austen  Chamberlain,  Minister  of  Foreign  Affairs ; 
Rt.  Hon.  Neville  Chamberlain,  Minister  of  Health; 
Sir  Alfred  Bower,  Lord  Mayor  of  London;  Lord 
Desborough,  Chairman  of  the  Pilgrims’  Society;  Sir 
Humphry  Rolleston,  Bt.,  President  Royal  College  of 
Physicians ; Sir  John  Bland  Sutton,  President  Royal 
College  of  Surgeons ; Sir  St.  Clair  Thomson,  President 
Royal  Society  of  Medicine;  Sir  Holburt  J.  Waring, 
Chairman  of  Medical  Program  Committee;  Sir  John 
Y.  W.  MacAlister,  Secretary  Royal  Society  of 
Medicine. 

Receptions  and  luncheons  will  be  given  by  the  Lord 
Mayor  of  London,  the  Presidents  of  the  Royal  So- 
cieties of  Medicine  and  Surgery,  the  English-Speaking 
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Union,  the  Pilgrims’  Society,  American  Chamber  of 
Commerce  and  members  of  the  British  Government. 

Liverpool:  Sir  Robert  Jones,  Mr.  R.  E.  Kelly, 

F.R.C.S.,  and  members  of  the  staffs  of  the  following 
hospitals : Royal  Infirmary,  Royal  Southern  Hospital, 
Northern  Hospital,  Liverpool  Stanley  Hospital,  Royal 
l.,iverpool  Children’s  Infirmary,  Hospital  for  Women, 
Liverpool  Maternity  Hospital. 

Manchester:  Sir  William  Milligan  and  members  of 
the  staff  of  the  Royal  Infirmary. 

Leeds:  Sir  Berkeley  Moynihan  and  members  of  the 
staff  of  the  University  of  Leeds. 

Dublin:  Sir  William  DeCouroy  Wheeler,  Past 
President  of  the  Royal  College  of  Surgeons  of  Ireland, 
Honorary  Organizer;  Sir  William  Taylor  ; Sir  Arthur 
Ball ; Sir  Robert  Woods  and  their  colleagues.  The 
clinic  work  will  be  distributed  among  nine  hospitals. 
The  Governor-General  of  the  Irish  Free  State  has  in- 
vited the  Assembly  to  a Garden  Party  at  the 
Government  House.  A reception  committee  has  been 
formed  consisting  of  the  Provost  of  Trinity  College; 
President  of  University  College;  President,  Royal  Col- 
lege of  Physicians ; President,  Royal  College  of  Sur- 
geons ; President,  Royal  Academy  of  Medicine  and 
President  of  Association  of  Surgeons.  These  gentle- 
men, separately  or  collectively,  will  entertain  the 
Assembly  on  the  night  of  its  arrival.  The  Hon.  Lady 
DeCouroy  Wheeler  is  organizing  a Ladies’  Committee 
to  take  care  of  the  visiting  doctors’  wives  while  the 
doctors  are  at  work. 

Belfast:  Prof.  Andrew  Fullerton,  C.B.,  C.M.G.,  head 
of  the  department  of  surgery.  Queen’s  University, 
Chairman ; Sir  Thomas  Sinclair,  Emeritus  Prof,  of 
Surgery  and  a member  of  the  House  of  Parliament; 
Prof.  W.  W.  D.  Thomson,  Head  of  the  Department 
of  Medicine;  C.  G.  Lowry,  Head  of  the  Department 
of  Obstetrics ; Prof.  J.  E.  Macllwaine,  Head  of  the 
Department  of  Therapeutics  and  Pharmacology;  Dr. 
A.  J.  Craig  and  Dr.  H.  Hanna,  Department  of  Oph- 
thalmology and  Otology;  Prof.  Symmers,  Head  of  the 
Department  of  Pathology  and  Dr.  Thomas  Houston 
(Hematologist).  In  presenting  the  clinics  and  demon- 
strations, the  teaching  staff  of  Queen’s  University  will 
be  associated  with  that  of  the  Royal  Victoria  Hospital. 

The  social  features  will  include  a garden  party  given 
by  Sir  James  and  Lady  Craig,  Prime  Minister  of 
Northern  Ireland  at  Stormont  Castle. 

Glasgow:  Sir  Donald  MacAlister,  K.C.B.,  Principal 
of  the  University  of  Glasgow,  Chairman;  Dr.  James 
Carslaw,  Secretary,  and  members  of  the  staff  of  the 
medical  department  of  the  University  of  Glasgow. 

Edinburgh:  Sir  Harold  J.  Stiles,  Head  of  the  De- 
partment of  Surgery,  University  of  Edinburgh,  Chair- 
man; Dr.  John  D.  Comrie,  Secretary;  Sir  Norman 
Walker;  Sir  David  Wallace;  Sir  E.  A.  Schafer  and 
associates  at  the  University  of  Edinburgh  and  the 
Royal  Infirmary. 

Newcastle-upon-Tyne : Mr.  George  Grey  Turner, 

F.R.C.S.,  and  associates  on  the  staff  of  the  Royal  In- 
firmary of  Newcastle  and  the  University  of  Durham. 

Paris:  Prof.  Theodore  Tuffier  of  the  surgical  de- 
partment, Faculty  of  Medicine,  Paris,  Chairman;  Dr. 
T.  deMartel,  Secretary.  Practically  all  the  hospitals 
of  Paris  are  contributing  programs  for  the  benefit  of 
the  American  physicians. 

Among  the  numerous  social  functions  of  Paris  are 
the  following : A reception  given  on  June  22  by  the 
Academy  of  Medicine;  a large  reception  given  in 
honor  of  the  American  physicians  by  the  Municipal 
Council  of  Paris  at  the  Hotel  de  Ville  (City  Hall)  ; 


an  evening  reception  and  banquet  by  the  Interallied 
Assembly  and  a reception  by  Professor  Tuffier  at  his 
country  home,  which  is  located  near  Versailles.  Hon- 
orary memberships  will  be  conferred  upon  distinguished 
statesmen,  soldiers  and  citizens  of  France. 

The  tour  is  being  conducted  as  the  result  of  an  in- 
vitation extended  to  the  American  physicians  through 
this  Association  by  the  leading  universities  and  medical 
institutions  of  Canada,  British  Isles  and  France. 

Clinic  space  in  all  the  clinic  cities  has  been  arranged 
so  as  to  accommodate  five  hundred  physicians.  The 
clinics  will  cover  every  branch  and  specialty  of  medical 
science.  The  price  of  the  tour,  including  traveling 
expenses  is  under  $i,ooo.oo. 

Two  ships  have  been  cliartered  to  take  the  physicians 
abroad,  the  “Ansonia”  of  the  Cunard  Line  and  the 
“Doric”  of  the  White  Star  Line.  They  are  fine  new 
one-cabin  ships  with  excellent  appointments.  Trans- 
atlantic professional  programs  will  take  place  on  board 
both  ships  eastbound  and  will  be  participated  in  by  the 
physicians  of  the  tour. 

Reservations  can  be  made  by  sending  the  reservation 
fee  of  $65.00  per  person  to  Dr.  William  B.  Peck, 
Managing-Director,  Freeport,  Illinois.  There  are 
plenty  of  first-class  accommodations  available. 

The  registration  March  17  was  375  physicians  and 
total  number,  including  members  of  the  physicians’ 
families,  625.  Forty-one  states  are  represented,  and 
quite  a number  of  provinces  of  Canada. 


SYSTEMIC  REACTIONS  TO  ORAL 
INFECTIONS 

Draper  and  Johnson  (Amer.  Jour.  Med.  Sci.,  Mar., 
1925)  firmly  believe  that  evidence  appears  to  be  in- 
creasing that  dental  infection  stands  in  an  important 
and  until  recently  unrecognized  causal  relationship  to 
many  remote  systemic  pathological  conditions.  Atten- 
tion is  called  to  a chart  analysis  of  16  patients,  all 
suffering  from  remote  and  general  pathological  con- 
ditions due  chiefly  to  oral  infection.  (i)  Three 
instances  in  which  blindness  was  considered  by  com- 
petent occulists  to  be  imminent  and  in  which  the 
progress  of  the  lesion  was  arrested  by  oral  detoxica- 
tion; (2)  3 patients  in  whom  cardionephritic  lesions 
predominated;  (3)  2 patients  in  whom  insomnia  was 
the  chief  complaint;  (4)  2 patients  suffering  from 
well-defined  psychoses;  (5)  4 patients  presenting 
typical  symptoms  of  gastro-intestinal  invalidism  and 
who  obtained  subjective  relief  from  oral  detoxication; 
(6)  2 patients  suffering  from  neuritis,  definitely  ar- 
rested by  the  same  procedure.  An  interesting  obser- 
vation upon  one  patient  consisted  in  the  unexpected  but 
definite  relaxation  which  took  place  in  a Dupuytren 
contracture  of  fifteen  years’  standing. 


LUNG  ABSCESS 

Greer  (Amer.  Jour.  Med.  Sci.,  Mar.,  1925)  reports 
thirty-three  cases,  and  concludes  as  follows:  Lung  ab- 
scess is  more  frequent  after  throat  operations  than  after 
all  other  operations.  This  suggests  the  correctness  of  the 
aspiration  hypothesis,  there  being  also  definitely  known 
facts  to  support  this  view.  However,  aspiration  is  not 
the  only  way  in  which  pulmonary  abscess  may  develop, 
for  influenza,  pneumonia  and  localized  infections  may 
be  the  cause  of  lung  abscess.  It  may  not  be  amiss  to 
strongly  advise  against  using  general  anesthesia  for 
nose  and  throat  operation  on  adults. 


April,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


459 


THE  ATLANTIC 

Medical  Journal 

Editor-in-Chief 


FREDERICK  L.  VAN  SICKLE,  M.D. Harrisburg,  Pa. 

Assistant  Editors 

GEORGE  R.  MOFFITT,  M.D Harrisburg,  Pa. 

W.  EDWIN  BIRD,  M.D Wilmington,  Del. 

Associate  Editors 

George  H.  Cross,  M.D.,  Chester,  Pa. 

Elliott  B.  Edie,  M.D.,  Connellsville,  Pa. 

Harold  L.  Foss,  M.D Danville,  Pa. 

William  E.  Hart,  M.D. Pittsburgh,  Pa. 

George  E.  Holtzapple,  M.D. ! York,  Pa. 

I.  Allan  Jackson,  M.D.,  Danville,  Pa. 

Joseph  V.  Klauder,  M.D Philadelphia,  Pa. 

John  B.  McAlister,  M.D.,  Harrisburg,  Pa. 

Arthur  C.  Morgan,  M.D Philadelphia,  Pa. 

George  E.  Peahler,  M.D Philadelphia,  Pa. 

Adam  J.  Simpson,  M.D.,  Chester,  Pa. 

Roy  Ross  Snowden,  M.D. Pittsburgh,  Pa. 

Albert  Robin,  M.D.,  Wilmington,  Del. 

Business  Manager 

M.  S.  Blair Harrisburg,  Pa. 

Publication  Committee 
For  Pennsylvania 

Frank  C.  Hammond,  M.D.,  Chairman Philadelphia,  Pa. 

Theodore  B.  Apple,  M.D Lancaster,  Pa. 

Lawrence  Litchfield,  M.D. Pittsburgh,  Pa. 

For  Delaware 

W.  Edwin  Bird,  M.D.,  Wilmington,  Del. 

Albert  Robin,  M.D.,  Wilmington,  Del. 

William  O.  La  Motte,  M.D.,  Wilmington,  Del. 


All  communications  relative  to  exchange,  books  for  review, 
manuscripts,  news,  advertising  and  subscriptions  should  be  ad- 
dressed to  The  Atlantic  Medical  Journal,  230  State  St.,  Har- 
risburg, Pa. 


The  Journal  does  not  hold  itself  responsible  for  opinions  ex- 
pressed in  original  papers,  discussions,  communications  or  ad- 
vertisements. 


Subscription  price — $3.00  per  year,  in  advance 


April,  1925 


EDITORIALS 


WHERE  WILL  IT  END? 

As  week  after  week  goes  by  and  the  Pennsyl- 
vania Legislature  records  its  action  on  various 
measures,  it  becomes  increasingly  evident  that 
some  time  in  the  near  future  steps  must  be  taken 
to  revamp  the  laws  governing  the  practice  of  the 
healing  art.  By  this  we  mean  a law  regulating 
the  examination  and  licensure  of  all  those  who 
practice  any  branch  of  the  healing  art. 

We  are  quite  sure  that  the  average  lay  mem- 
ber of  the  Legislature  would  welcome  a cessa- 
tion of  the  appeals  for  legal  recognition  of  those 
who  represent  limited  branches  of  practice,  with 
the  concomitant  opposition  on  the  part  of  mem- 
bers of  the  regular  profession  to  any  lowering 
of  the  educational  standards.  How,  then,  can 
this  be  accomplished? 

Up  to  the  present  time  there  have  been  pre- 
sented for  legislative  action  in  the  1925  Legis- 
lature, four  bills  to  create  Chiropractic  boards 
of  examination  and  licensure;  also  one  bill  to 


create  a board  of  Naturopathic  examiners.  The 
Osteopaths  have  a bill  to  establish  a separate 
board  of  examiners  for  Osteopathic  surgeons, 
thus  creating  two  standards  for  the  practice  of 
surgery  in  Pennsylvania.  We  can  safely  say 
that  this  is  only  the  beginning  of  this  wave  of 
legislative  appeal  by  those  who  represent  these 
limited  practitioners.  As  time  goes  on  it  will 
become  harder  to  effect  a reorganization  of  the 
laws  so  that  the  gates  may  not  be  open  wide 
to  further  multiplication  of  licensing  boards 
with  consequent  lowering  of  the  standards  of 
education  and  practice.  Again  we  say,  how  can 
this  be  accomplished? 

Our  suggestion  is  that  a commission  be  ap- 
pointed to  study  and  draft  a bill  that  will  make 
provision  for  the  examination  and  regulation  of 
all  who  practice  any  form  of  healing,  not  in- 
cluding those  who  base  their  mode  of  relief 
from  sickness  on  religion.  It  is  time  that  the 
question  be  settled  in  Pennsylvania  in  a broad- 
minded way,  thus  avoiding  the  unpleasant  and 
indeed  disastrous  consequences  that  appear  to 
affect  some  other  states  because  of  neglect  to 
arrive  promptly  at  some  universal  legal 
standard. 

Surely  this  problem  should  be  solved  by  some 
group  of  individuals  especially  interested  in  edu- 
cational problems.  Just  because  the  subject  re- 
lates to  medicine  and  the  healing  of  disease,  it 
should  not  be  more  difficult  of  solution  than 
the  problems  of  any  other  profession  or  busi- 
ness. 


VISUAL  STANDARDS  FOR  AUTO 
DRIVERS 

It  is  evident  that  the  time  is  not  far  off,  when, 
to  operate  a motor  vehicle,  it  will  be  necessary 
for  the  operator  to  pass  a complete  physical  ex- 
amination, and  the  most  important  part  of  such 
an  examination  will  be  the  determination  of 
visual  acuity.  Railroad  officials  make  periodic 
tests  of  the  vision  of  engine  drivers  and  other 
employees  and  maintain  a high  standard.  The 
engine  runs  on  a fixed  track  on  a private  right 
of  way  with  the  protection  of  block  signals  and 
crossing  watchmen,  while  an  auto  runs  all  over 
the  public  highways,  and  to  tell  where  it  is  go- 
ing or  what  it  is  going  to  do,  at  times  taxes  to 
the  limit  a driver  with  100^  brain  and  100% 
vision. 

An  auto  driver  with  defective  vision  is  in 
great  personal  danger,  and  is  a menace  to  every 
other  driver,  passenger  or  pedestrian  using  the 
highways. 

The  fixing  of  a standard  of  vision  will  require 
very  careful  consideration.  Section  10,  Motor 
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Vehicle  Act  of  Pennsylvania,  in  part  fixes  a 
standard  of  vision  summarized  as  follows : 
“Those  persons  desiring  an  operator’s  license 
must  be  able  with  or  without  glasses  to  distin- 
guish substantial  objects  clearly  at  a distance  of 
one  hundred  and  fifty  feet,  and  possess  20% 
of  normal  vision,  that  is  they  must  be  able  with 
one  eye  to  read  all  the  letters  on  line  marked 
twenty  (20)  of  standard  types  at  a distance  of 
four  feet.” 

In  an  investigation  of  the  motor  vehicle  acts 
of  the  following  states,  Maine,  New  York,  Ver- 
mont, New  Hampshire,  Massachusetts,  New 
Jersey,  Maryland  and  Illinois,  there  is  found  no 
mention  of  the  amount  of  vision  necessary  to 
obtain  a driver’s  license.  In  most  of  the  acts 
examined,  the  details  of  the  examination  and 
ciualifications  of  the  driver  are  left  to  the  com- 
missioner, inspector,  secretary  or  registrar,  as 
designated  by  the  different  acts. 

In  view  of  the  universal  use  of  automobiles 
throughout  every  state  in  the  Union  it  seems 
that  an  effort  should  be  made  to  make  the  motor 
vehicle  acts  of  the  various  states  more  uniform. 
If  this  is  done  it  will  be  the  equivalent  of  a na- 
tional act. 

More  and  more  are  people  touring  the  entire 
country  from  north  to  south  and  east  to  west, 
from  one  state  to  another,  and  more  and  more 
will  they  continue  to  do  so  as  roads  are  im- 
proved. It  is  very  evident  that  a more  careful 
and  extensive  ocular  examination  should  be  re- 
quired of  every  person  desiring  to  operate  a 
motor  vehicle,  so  that  the  accident  hazard  will 
be  reduced. 


DR.  CHARLES  B.  PENROSE;  A POST 
OBITUM  TRIBUTE 

The  death  of  Dr.  Charles  B.  Penrose  on  Feb- 
ruary 26,  1925,  demands  not  alone  an  expression 
of  a sense  of  loss  but  also  an  acknowledgment 
of  a debt  of  gratitude,  on  the  part  of  the  medical 
profession,  for  his  altruistic  labors  in  the  field 
of  state  medicine  and  sanitation.  To  his  initi- 
ative is  due  the  enactment  of  the  health  laws 
under  which  Pennsylvania  has  risen  to  a high 
plane  in  the  administration  of  state  health  af- 
fairs. As  an  original  member  of  the  Advisory 
Board  of  the  State  Department  of  Health,  he 
gave  unremunerated,  though  none  the  less  loyal, 
services  for  eighteen  years,  and  much  of  the 
Board’s  efficiency  was  due  to  his  wise  counsel. 

Possessed  of  high  ideals,  he  strove  constantly 
to  improve  the  conditions  which  make  for  health, 
happiness  and  longevity,  and  his  activities  were 
always  entirely  devoid  of  personal  interest. 
Genial,  modest  and  kindly,  as  becomes  a human- 


itarian and  scientist,  and  withal  learned  and  of 
a keen  sense  and  appreciation  of  the  past  and  of 
the  needs  of  the  present  and  the  future,  he  has 
left  an  impress  on  his  period  of  evolutionary 
progress — a heritage  of  inestimable  value  to  the 
welfare  of  the  citizens  of  this  commonwealth. 

^Vithout  his  name  and  accomplishments  to 
illuminated  its  pages,  the  medical  history  of 
Pennsylvania  may  not  be  written. 


THE  ACTIVE  HORMONE  OF  THE 
PARATHYROID  GLAND 

A communication  of  very  great  interest,  pos- 
sibly as  epochal  as  the  announcement  of  the  dis- 
covery of  insulin,  'was  made  by  Professor  J. 
Collip,  Professor  of  Physiology  and  Biochem- 
istry, University  of  Alberta,  Edmonton,  Ontario, 
at  the  recent  Washington  meeting  of  the  Ameri- 
can Congress  of  Internal  Medicine.  Professor 
Collip  announced  that  he  had  succeeded  in  iso- 
lating in  active  form  a hormone  from  the  para- 
thyroid gland.  This  active  extract,  when  in- 
jected subcutaneously  or  intravenously  has  very 
profound  effects,  principally  on  the  calcium 
metabolism.  Given  by  mouth  it  has  very  little, 
if  any,  demonstrable  action. 

The  experiments,  as  presented  before  the 
Congress  by  Professor  Collip,  demonstrate  with 
finality  certain  facts,  as  follows ; removal  of  the 
parathyroid  and  thyroid  glands  from  dogs  re- 
sults in  the  rapid  development  of  tetany,  with 
an  accompanying  drop  in  the  calcium  content  of 
the  blood.  The  injection  of  this  active  extract 
of  the  parathyroid  causes  a very  rapid  rise  of 
the  calcium  in  the  blood  and  a corresponding 
complete  cessation  of  all  the  signs  and  symp- 
toms of  tetany.  Professor  Collip  presented  very 
elaborate  studies  of  other  physical  and  chemical 
findings  which  were  of  striking  interest.  Par- 
ticularly the  behavior  of  the  blood  phosphorus 
was  striking,  exhibiting  a terminal  rise  as  the 
calcium  dropped  in  the  final  stage  of  tetany,  and 
returning  to  normal  as  the  calcium  rose  under 
the  administration  of  the  parathyroid  hormone. 
Interesting  changes  also  were  noted  in  blood 
pressure  and  blood  volume.  Professor  Collip’s 
studies  indicate  a very  definite  relation  between 
an  internal  secretion  of  the  parathyroid  gland 
and  the  calcium  metabolism  of  the  body  of  the 
dog.  This  apparently  proves  MacCallum’s 
theory  as  to  such  a relationship. 

From  the  standpoint  of  our  knowledge  of  the 
glands  of  internal  secretion  and  as  a basis  for 
forward  steps  in  the  field  of  metabolism.  Pro- 
fessor Collip’s  work  is  epochal.  There  is  also 
immediate  use  for  this  parathyroid  hormone  in 
clinical  medicine.  It  will  be  specific  in  those  rare 
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cases  of  tetany  following  extensive  removal  of 
the  thyroid ; also,  it  may  prove  to  be  very 
beneficial  in  cases  of  tropical  sprue  in  which 
there  is  found  a reduction  in  the  calcium  content 
of  the  blood.  Professor  Collip’s  work  will  also 
undoubtedly  stimulate  research  in  the  study  of 
calcium  metabolism,  and  more  than  likely  this 
will  disclose  many  facts  of  physiological  and 
clinical  importance. 

The  importance  of*  Dr.  Collip’s  discovery  is 
great,  ranking  with  that  of  insulin,  and  it  is  in- 
teresting that  these  discoveries  were  both  made 
by  our  Canadian  colleagues. 


THE  SURGICAL  SECTION  PROGRAM 

The  program  for  the  Surgical  Section  this 
year  will  differ  considerably  from  the  programs 
of  previous  years.  Seven  major  subjects  will 
be  presented  as  symposia.  In  addition  to  these 
symposia,  there  will  be  ten  short  case  reports 
detailing  interesting  cases.  We  shall  be  very 
fortunate  this  year  in  having  with  us  as  guests 
Dr.  Charles  H.  .Mayo,  of  Rochester,  Minn.,  and 
Dr.  William  D.  Haggard,  President  of  the 
American  Medical  Association,  both  of  whom 
will  address  the  Surgical  Section. 

The  subjects  which  will  be  presented  in  the 
symposia  are  as  follows : First,  Surgery  of  the 
Biliary  System,  which  will  not  only  take  up  the 
question  of  diagnosis  and  operative  treatment, 
but  will  go  into  the  more  recent  investigations 
that  have  been  made  considering  liver  function 
and  types  of  jaundice.  Second,  Orthopedic 
Surgery.  Here  the  question  of  crippled  children 
will  be  presented.  The  activities  of  various  fra- 
ternal organizations  in  the  welfare  of  these  chil- 
dren has  stimulated  a great  deal  of  interest  in 
them  among  the  laity  and  it  is  important  that 
the  general  practitioner  should  be  familiar  with 
what  can  be  done  for  these  children  and  when 
and  where  it  should  be  done.  Third,  Pelvic 
Surgery.  Here  will  be  considered  the  essential 
causes  of  bleeding  from  the  uterus  from  the 
time  of  adolescence  to  late  adult  life.  Fourth, 
Cranial  Surgery.  Pituitary  gland  disturbance 
will  constitute  the  chief  phase  of  this  subject. 
Fifth,  Surgery  in  Children.  This  will  include 
the  more  common  and  serious  general  surgical 
diseases  that  occur  in  children.  For  example, 
intussusception,  pyloric  stenosis,  empyema,  and 
hernia.  Sixth,  Fractures,  a most  important  sub- 
ject, in  which  standard  and  well-tried  methods 
of  treatment  will  be  given.  Seventh,  Surgery 
of  the  Breast,  which  will  cover  both  the  benign 
and  malignant  conditions,  together  with  the 
diagnosis  and  treatment. 

The  ten  case  reports  will  present  many  inter- 


esting conditions.  It  is  believed  that  the  mem- 
bers will  find  this  type  of  program  unusually 
interesting  and  instructive. 


DYSPEPSIA 

The  frequency  with  which  cases  are  still  being 
diagnosed  and  treated  for  dyspepsia  when  the 
so-called  dyspepsia  is  simply  a symptom,  too 
frequently  referable  to  the  stomach,  of  disease 
in  other  organs,  warrants  further  calling  atten- 
tion to  this  unfortunate  indifferent  study  of  the 
patient  on  the  part  of  his  physician.  Just  as 
dysmenorrhea  is  a symptom,  and  not  a disease 
entity,  so  dyspepsia  is  a vague  term. 

Deaver  (Therapeutic  Gazette,  February, 
1925)  again  reminds  us  of  the  surgical  dyspep- 
sias. As  he  truly  states,  with  the  advance  of 
medical  and  surgical  knowledge  based  on  the 
study  of  living  pathology,  every  practitioner 
knows  (at  least  he  should  know)  that  dyspepsia 
has  a pathologic  basis  located  within  or  without 
the  digestive  system,  the  stomach  acting  as  the 
advance  agent  to  announce  the  oncoming  of  the 
drama,  which  too  often  turns  out  to  be  a tragedy. 
A disturbance  in  one  organ  may  manifest  itself 
in  another  apparently  unrelated  viscus.  Many 
conditions  formerly  considered  functional  dis- 
orders now  can  be  traced  to  visceral  pathology^, 
not  amenable  to  medical  treatment,  but  properly 
belonging  to  surgery. 

The  symptoms  and  signs  of  visceral  lesions 
are  apt  to  be  referred  rather  than  localized,  but 
each  condition  at  times  has  some  distinguishing 
features  which  suggest  the  probable  basic  lesion. 
For  this  reason  a carefully  taken  history  and 
careful  physical  examination  are  of  utmost  im- 
portance. The  correlation  of  the  symptoms  with 
the  physical  examination  very  often  will  lead  to 
a correct  diagnosis,  even  without  the  aid  of 
laboratory  and  x-ray  study. 

Too  much  emphasis  cannot  be  laid  upon  the 
necessity  for  a careful  physical  examination  in 
all  patients,  but  especially  in  the  so-called  dys- 
pepsias which  show  no  improvement  after  a few 
weeks’  treatment.  These  are  the  patients  that 
so  frequently  change  from  physician  to  physi- 
cian, until  finally  one  is  consulted  who  takes  the 
time  to  make  the  proper  physical  examination, 
and  recommends  the  appropriate  treatment. 
Much  could  be  done  to  prevent  advanced  patho- 
logical lesions  if  such  patients  could  be  brought 
to  surgical  interference  earlier  than  is  now  done 
in  many  instances.  The  malignant  changes  that 
follow  in  the  wake  of  benign  pathology  often 
could  be  obviated.  Then,  too,  certain  malig- 
nancies would  be  discovered  early,  at  a time 
when  something  might  be  done  to  afford  a cure. 
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The  practitioner  must  realize  that  if  anything  is 
to  be  accomplished  in  the  treatment  of  cancer, 
it  must  be  in  the  early  recognition  and  early 
operative  interference.  Thus  the  responsibility 
in  these  cases  rests  upon  the  attending  physician 
who  first  sees  them. 


SMALLPOX  AND  VACCINATION 

Smallpox  is  increasing  in  the  United  States. 
The  public  needs  to  be  reeducated  as  to  the  need 
of  vaccination  from  time  to  time.  This  is  evi- 
dent from  the  numerous  outbreaks  of  the  dis- 
ease in  the  various  parts  of  the  United  States, 
attacking  individuals  who  had  never  been  vacci- 
nated. It  does  seem  that  not  anything  will  im- 
press some  people  of  the  need  and  value  of 
vaccination  except  an  outbreak  of  smallpox  and 
a number  of  deaths. 

Among  other  preventive  measures,  L.  B. 
Glayne^  discusses  the  method  of  vaccination  as 
demonstrated  by  Dr.  J.  R.  Leake  of  the  U.  S. 
Public  Health  Service.  He  states  that  first 
is  the  use  of  a good  virus.  Vaccines  must 
be  kept  on  ice  and  not  merely  in  an  ice  box.  The 
site  of  vaccination  is  cleansed  with  soap  and 
water  and  this  is  followed  by  alcohol  and  ether 
if  desired.  A single  scratch  not  over  one-eighth 
of  an  inch  long  is  made,  taking  care  not  to  draw 
blood.  The  virus  is  then  put  on  this  scratch, 
thoroughly  worked  in  and  allowed  to  dry.  No 
covering  is  applied.  A control  scratch  about  two 
inches  away  may  be  made.  No  virus  is  placed 
on  this.  The  celluloid  shields  are  particularly 
bad.  The  U.  S.  Public  Health  Service  is  trying 
to  stop  the  manufacture  of  all  shields  by  pro- 
hibiting interstate  shipment. 

The  majority  of  swollen  arms  are  caused  by 
shields.  There  is  a direct  ratio  between  the 
number  of  infections  and  the  size  of  the  vacci- 
nation. There  is  no  excuse  for  a scratch  almost 
an  inch  long. 

There  are  three  degrees  of  reaction  : 

1.  Immune  reaction:  Where  the  immunity  of 
the  individual  is  high,  either  from  a previous 
vaccination  or  an  attack  of  smallpox,  a subse- 
quent vaccination  results  in  a sharp  prompt  re- 
action which  reaches  its  maximum  in  48  hours 
and  may  disappear  in  four  days.  There  is  red- 
ness and  swelling  around  the  incision  receiving 
the  virus  as  compared  with  the  control.  Rarely 
vesicles  are  seen. 

2.  Vaccinoid  (accelerated  and  modified  vacci- 
nation) appears  in  48  hours.  The  papule  ap- 
pears between  the  second  and  fifth  days.  It  is 
less  severe  and  of  shorter  duration  than  a typical 
take.  Vesicles  are  present  and  pustules  at  times. 

3.  Successful  vaccination:  Here  there  is  no 


reaction  for  3 to  5 days.  Vesiculation  occurs  in 
5 to  7 days,  with  a pustule  and  well  marked 
area  about  the  eighth  day.  If  one  follows  the 
vaccinations  carefully  much  time  may  be  saved. 
If  there  are  early  immune  reactions  there  is  no 
need  of  repeated  attempts  to  get  a take. 

The  most  important  consideration  to-day  in 
dealing  with  smallpox  is  diagnosis.  Any  physi- 
cian who  has  not  seen  much  of  the  disease  and 
once  in  a long  while  has  come  in  contact  with 
something  that  looks  like  smallpox,  will  recall 
the  anxiety  until  a positive  diagnosis  was  made. 

A.  L.  Hoyne^  states  that  at  the  present  time 
there  is  no  disease  more  worthy  of  serious  con- 
sideration than  smallpox.  In  the  prevaccination 
days  smallpox  was  on  a similar  plane  in  its  age 
period  and  frequency  with  measles  to-day. 
Vaccination  has  changed  this  so  that  smallpox  is 
a rare  disease  of  adult  life  and  few  physicians 
get  an  opportunity  of  becoming  clinically  very 
familiar  with  it.  This  gives  rise  to  many 
erroneous  diagnoses.  Just  now  we  are  in  a 
hazardous  situation,  because  antivaccination  agi- 
tation has  developed  a real  opposition  to  the 
greatest  truth  in  medicine. 

A protozoan  has  been  cited  as  the  cause  of 
smallpox  but  as  yet  we  are  not  definitely  sure  of 
the  etiologic  agent.  The  average  incubation 
period  is  12  to  14  days.  It  is  rarely  as  long  as 
21  days  and  may  frequently  be  as  short  as  8 to 
10  days. 

The  onset  is  abrupt.  In  adults  there  may  be 
a chill,  or  in  children  a convulsion  or  chilly  feel- 
ing. The  majority  of  the  cases  start  in  the 
moming  hours.  The  temperature  may  be  103 
to  104°  F.  The  pulse  is  full  and  rapid  and  there 
is  often  severe  frontal  headache,  nausea  and 
vomiting,  severe  headache  in  the  lumbar  regions, 
pain  in  the  legs  and  sometimes  excruciating  pain 
in  the  epigastric  region.  Constipation  is  the  rule, 
but  diarrhea  may  occur. 

During  the  second  day  there  may  be  vomiting 
and  the  temperature  may  rise  to  107°  F.  Usu- 
ally the  face  is  flushed  and  hot  with  a dry  skin, 
but  sweating  may  occur.  Delirium  may  develop 
and  the  patient  appear  extremely  prostrated. 

On  the  third  day  headache,  fever,  general 
prostration  and  perhaps  sweating  are  the  chief 
symptoms.  By  the  fourth  day  the  patient  fre- 
quently feels  much  better  and  very  often  has 
diagnosed  his  own  case  as  influenza.  During  the 
second  or  third  day,  10  to  16  per  cent  of  cases 
are  said  to  show  prodromal  rashes  which  re- 
semble either  measles  or  scarlet  fever.  On  the 
fourth  day  of  illness,  which  is  usually  the  first 
day  of  the  eruption,  the  lesions  are  macular  and 
may  resemble  rose  spots. 

They  rapidly  become  papular  and  have  the  so- 
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called  shotty  feel.  During  the  third  to  the  fifth 
day  of  the  eruption  the  lesions  become  vesicular. 
They  have  a thick  covering  and  rupture  with 
difficulty.  Within  24  hours  of  vesicle  formation 
they  may  show  umbilication. 

From  the  sixth  to  the  eighth  day  the  lesions 
become  pustular.  With  this  change  they  become 
larger,  presenting  a full  and  tense  appearance 
and  contents  have  changed  from  a semitrans- 
parent fluid  to  one  with  a grey-yellow  opacity. 
At  this  stage  the  fever  is  supposed  to  rise, but  in 
the  discrete  type  this  is  more  the  exception  than 
the  rule.  There  may  be  a feeling  of  tenseness 
and  burning  in  the  lesions  at  this  stage.  Itching 
is  at  no  time  a prominent  symptom.  In  the  fatal 
cases  death  usually  occurs  on  the  ninth  to  the 
twelfth  days.  Desiccation  starts  by  the  ninth 
day  and  in  the  average  discrete  smallpox  the  skin 
will  be  free  of  crusts  within  three  weeks  of  the 
date  of  the  eruption. 

Hoyne  assumes  that  a definite  diagnosis  can- 
not be  made  before  the  eruption  occurs.  If  a 
diagnosis  is  made  on  the  patient’s  history  alone 
the  error  will  be  about  50%.  A good  vaccina- 
tion scar  must  usually  rule  out  variola.  Touch- 
ing the  lesion  is  not  necessary  to  make  a diag- 
nosis. A common  error  is  the  belief  that  a 
smallpox  patient  should  be  very  ill  during  the 
first  days  of  the  eruption.  During  the  prodro- 
mal stage,  influenza  is  the  most  common  diag- 
nosis made.  Tonsillitis,  bronchitis,  broncho-  or 
lobar  pneumonia  are  other  causes  for  which 
early  smallpox  patients  are  often  admitted  to  a 
private  hospital.  The  diagnosis  of  malaria  and 
typhoid  fever,  of  appendicitis,  cholecystitis  and 
uterine  trouble  are  other  early  errors. 

The  fact  that  there  is  no  leukocytosis  early  in 
smallpox  should  help  to  rule  out  most  of  these 
conditions,  but  will  help  little  in  influenza,  ty- 
phoid fever  and  malaria.  The  lesions  in  chicken- 
pox  predominate  between  the  shoulders  and 
knees.  The  varicella  lesions  are  flat,  oval,  super- 
ficial, rupture  easily,  and  occur  in  crops.  A 
chickenpox  patient  usually  feels  worse  on  the 
day  of  the  eruption,  whereas  the  smallpox  pa- 
tient feels  better.  The  absence  of  rose  spots  and 
of  catarrhal  symptoms  may  aid  in  eliminating 
measles.  The  absence  of  postauricular  glands 
may  aid  in  eliminating  German  measles.  One 
should  be  slow  to  diagnose  measles  in  an  unvac- 
cinated adult  during  an  epidemic  of  variola. 
Impetigo,  pustular  syphilis,  glanders,  dermatitis 
herpetiformis,  drug  eruptions,  typhus  fever, 
ulcerative  endocarditis,  purpura,  cerebrospinal 
fever  and  vaccinia  are  conditions  which  have 
been  from  time  to  time  confused  with  smallpox. 

Two  distinct  forms  of  osteomyelitis  some- 
times occur  as  a complication  in  variola:  (i) 


The  ordinary  pyogenic  metastatic  osteomyelitis 
that  occurs  in  other  infectious  diseases ; and 
(2)  a distinct  form  of  necrosing,  nonsuppurat- 
ing osteomyelitis  probably  due  to  the  specific 
virus  of  smallpox  which  frequently  involves  the 
diaphyseal  ends  of  the  long  bones,  destroying  the 
epiphyseal  lines  and  causing  late  deformities. 
This  occurs  most  frequently  in  children. 
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THE  X-RAY  DIAGNOSIS  OF  GALL- 
BLADDER DISEASE 

The  frequency  of  gall-bladder  disease  is  indi- 
cated by  the  fact  that  the  diagnosis  of  cholecystic 
disease  was  made  in  5%  of  all  cases  observed  in 
the  Mayo  Clinic  in  1922  by  Carmen,  MacCarty 
and  Camp  (Roentgen  Diagnosis  of  Cholecystic 
Disease,  Radiology,  Feb.,  1924).  Also  in  100 
consecutive  necropsies  at  the  Mayo  Clinic,  either 
macroscopic  or  microscopic  evidence  of  disease 
of  the  gall-bladder  was  found  in  64%.  Mac- 
Carty has  examined  more  than  10,000  gall- 
bladders and  found  but  seventeen  normal  speci- 
mens in  a series  of  5,000  cases. 

The  x-rays  furnish  both  direct  and  indirect 
evidence  of  gall-bladder  disease.  The  direct  evi- 
dence is  as  follows : 

( 1 ) Definite  shadows  of  gall-stones  may  be 
found.  When  typical,  these  look  like  shells  and 
are  less  dense  at  the  center  than  at  the  periphery. 
Occasionally  they  are  recognized  by  their  dis- 
placement shadows  in  the  bile  because  of  less 
density.  They  may  be  single  or  multiple,  large 
or  small,  but  usually  only  those  that  contain  lime 
salts  can  be  demonstrated.  Many  others  may  be 
present  in  the  same  gall-bladder  which  contain 
no  lime  salts.  Sometimes  these  shadows  are 
very  faint  and  must  only  be  looked  upon  as  so 
much  additional  evidence. 

(2)  The  gall-bladder  itself  may  be  shown  fre- 
quently. If  enlarged  or  very  dense  it  may  be 
interpreted  as  being  diseased. 

(3)  The  gall-bladder  may  be  demonstrated  by 
the  Graham  method.  This  consists,  briefly,  in 
the  intravenous  injection  of  sodium  salt  of 
tetrabrom-phenolphthalein  (with  all  the  precau- 
tions used  with  salvarsan)  after  a period  of  fast- 
ing. Roentgenograms  of  the  gall-bladder  region 
are  then  made  at  the  end  of  4,  8,  12,  24  and  42 
hours.  The  shadow  of  the  gall-bladder  is  seen 
most  distinctly  at  the  end  of  from  4 to  8 hours. 
The  size,  location,  shape,  nonfilling,  and  delayed 
emptying  furnish  presumptive  evidence  of  dis- 
ease. This  method  should  be  reserved  for  the 
cases  not  diagnosed  by  other  means.  Those  who 
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use  it  should  be  familiar  with  the  technique  and 
precautions  described  in  literature. 

The  indirect  evidence  consists  of  the  follow- 
ing: 

(1)  Deformities  of  the  pyloric  end  of  the 
stomach  and  of  the  duodenum  produced  by  the 
pressure  of  the  gall-bladder. 

(2)  Deformities  of  the  pyloric  end  of  the 
stomach,  duodenum  and  hepatic  flexure  of  the 
colon,  due  to  adhesions  about  the  gall-bladder. 

(3)  Certain  referred  spastic  phenomena  in 
the  stomach,  such  as  pylorus  spasm,  delayed 
motility  and  cardiac  regurgitation. 

By  these  means  a correct  diagnosis  can  be  ex- 
pected to  be  made  in  at  least  50%  of  the  cases, 
but  as  high  as  go%  has  been  claimed  by  com- 
petent observers.  A negative  diagnosis  has  little 
value.  No  field  in  roentgen  diagnosis  requires 
more  skill,  more  careful  technique,  nor  more 
caution  in  interpretation.  Those  who  attempt 
this  work  should  read  carefully  the  technical 
papers  and  books  written  upon  this  special  sub- 
ject. 


THE  INDUSTRIAL  FRACTURE  AND  ITS 
TREATMENT 

This  very  important  and  always  timely  sub- 
ject is  well  covered  in  an  article  by  Hinton  in 
the  Therapeutic  Gazette  for  January,  1925,  who 
truly  states  that  in  hospital  and  dispensary  the 
fracture  is  often  the  surgical  injury  most  neg- 
lected. The  reasons  for  tliis  are:  (i)  the  in- 
terne, in  the  hurry  of  dressing  a ward  full  of 
cases,  leaves  the  fracture  case  until  to-morrow, 
which  may  stretch  past  the  conventional  twenty- 
four  hours,  and  (2)  in  tlie  dispensary  the  frac- 
ture dressing  consumes  time  and  is  left  until  the 
congestion  caused  by  the  large  number  of  small 
wound  cases  is  relieved.  By  this  time  the  dis- 
pensary hours  are  nearly  over  and  the  doctor  is 
tired.  The  patient  is  sent  out  with  a dressing 
hastily  applied,  and  instructed  to  return  on  a 
given  day,  when  the  same  procedure  may  be 
gone  through  with  a different  attendant.  Con- 
sequently the  patient  does  not  receive  the  best 
care  necessary  throughout  the  orderly  procedures 
necessary  for  the  proper  attention. 

The  importance  of  follow  up  and  postopera- 
tive treatment  is  not  appreciated,  and  the  unnec- 
essary bad  results  discourage  the  medical  attend- 
ant. The  fear  of  a suit  instituted  by  a lawyer 
(Shyster  or  otherwise)  also  plays  its  role.  As 
Hinton  says  “One  man  supervision  is  all  impor- 
tant and  essential  for  uniform  good  results, 
anatomical  or  functional.” 

It  is  his  opinion  that  simple  fractures  of  fin- 
gers, toes,  metacarpals,  radius,  ulna,  jaw,  and 


clavicle,  can  be  efficiently  handled  in  a dispen- 
sary. Simple  fractures  of  the  tarsus,  metatarsus 
and  lower  leg,  supracondylar  fractures  of  the 
humerus,  and  compound  fractures  of  the  hand 
and  forearm,  tarsus  and  metatarsus,  require 
some  hospital  treatment  followed  by  outpatient 
supervision.  All  other  fractures  of  the  humerus, 
excepting  certain  impacted  fractures  of  the  head 
and  neck  and  infractions,  fractures  of  both 
bones  of  the  leg  above  the  lower  third,  femur, 
pelvis,  vertebras  and  skull,  require  more  or  less 
prolonged  hospital  care,  depending  somewhat 
upon  the  kind  of  industry. 

The  frequency  of  bones  involved  will  run 
somewhat  in  the  following  order:  phalanges, 
Colles’,  metatarsals,  tibia  and  fibula,  forearm, 
femur,  clavicle,  humerus,  ribs  and  pelvis.  There 
are  certain  complications  of  sufficient  occurrence 
that  they  must  be  anticipated,  and  obviated  or 
reduced  to  an  absolute  minimum  by  proper 
treatment.  In  simple  fractures  manipulation 
necessary  only  for  a diagnosis  is  required.  Im- 
mobilize the  part  at  once  where  possible.  Do 
not  move  the  patient  until  sufficient  help  has 
been  obtained  to  do  so.  It  is  preferable  not  to 
attempt  reduction  until  an  x-ray  first  has  been 
taken  to  show  the  position  of  the  fragments. 
Reduction  should  be  done  at  the  earliest  possible 
moment  and  not  at  the  convenience  of  the  doc- 
tor. Anesthesia  is  frequently  necessary,  and  re- 
duction should  be  done  with  the  fluoroscope  if 
available.  If  not,  an  x-ray  should  subsequently 
be  taken  in  order  to  determine  if  proper  reduc- 
tion has  been  accomplished.  Should  it  be  im- 
possible to  do  so,  then  open  reduction  must  be 
considered,  and  if  the  patient  is  under  an  anes- 
thetic, a second  anesthesia  is  obviated.  Permis- 
sion to  do  what  is  necessary  always  should  be 
obtained  before  giving  a patient  an  anesthetic. 

It  would  seem  true  that  the  fracture  case  re- 
duced by  one  man  and  subsequently  treated  by 
another  has  a longer  period  of  disability  than 
the  one  carried  through  its  convalescence  by  one 
interested  man.  The  keynote  of  the  situation  is 
one  man  supervision  of  all  fractures. 


HEART  DISEASE  AND  IDEALS 

At  first  sight  there  seems  slight  connection 
between  heart  disease  and  national  ideals ; but 
further  examination  proves  their  close  relation- 
ship, and  indicates  a need  for  revision  of  the 
latter. 

Heart  disease,  nervous  derangements  and  cir- 
culatory disorders  have  been  increasing  at  an 
alarming  rate  the  past  two  or  three  decades, 
and  it  is  largely  during  this  period  that  civiliza- 
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tion  has  speeded  up  so  greatly  and  become  so 
complicated. 

However,  the  seeds  from  which  have  sprung 
this  speed,  these  complications,  are  rooted  deep 
in  the  soil  of  our  national  ambitions  and  aspira- 
tions. For  so  long  America  has  been  known 
as  the  land  of  opportunity  that  it  has  been 
largely  the  ambitious  and  courageous  that  have 
come  to  our  shores,  and  ours  has  become  famed 
as  a land  of  hard  workers — and  hard  players. 
Constantly  we  are  talking  of  success  as  if  it 
were  the  one  thing  on  earth  worth  achieving ; 
constantly  we  are  told  that  to  gain  this  goal  we 
must  strive  without  ceasing,  persevere  without 
end.  Emphasis  is  placed  continaully  on  stick- 
ing to  the  job  SO'  long  as  an  ounce  of  strength 
remains.  And  although  working  hours  have 
been  shortened  in  an  unprecedented  manner,  the 
remaining  hours  are  speeded  up  so  that  we  can 
accomplish  as  much  in  eight  hours  as  we  for- 
merly did  in  ten  or  twelve,  and  the  hours  of 
freedom  are  employed  in  a still  further  tiring 
search  for  thrills  to  stimulate  our  jaded  appe- 
tites. One  strain  has  been  removed  onlv  to  be 
replaced  by  another,  probably  more  severe. 

So  much  emphasis  has  been  placed  on  recrea- 
tion that  we  think  if  we  have  not  spent  our 
requisite  eight  hours  in  play — and  usually 
strenuous  play — we  have  not  done  our  duty. 
The  strenuous  life  has  been  held  up  as  the 
ideal  for  so  long  that  folks  have  come  to  be- 
lieve that  only  in  this  way  lies  salvation.  Or- 
ganizations and  entertainments  have  been  multi- 
plied, and  propaganda  insidiously  circulated, 
until  almost  we  are  persuaded  that  unless  we 
can  see  all  the  theatrical  hits  of  the  season, 
belong  to  all  the  prominent  clubs,  and  read  all 
the  best  sellers,  we  are  not  fullv  alive.  Vaca- 
tions have  become  a duty,  regardless  of  whether 
this  may  mean  a long  and  tiring  drive  for 
father,  or  a mere  additional  weariness  of  prepa- 
ration for  mother.  \'acations  we  must  have  but 
rest  we  can  do  without,  and  we  often  return 
more  weary  than  when  we  started. 

Why  all  the  unnecessary  expenditure  of 
energy  ? It  would  be  vastly  more  profitable  to 
work  longer  hours  and  in  a more  leisurely  man- 
ner; vastly  more  profitable  to  take  a little  time 
for  meditation  and  real  rest  than  to  be  always 
asking  ourselves  “where  do  we  go  from  here?” 
We  should  be  a great  deal  better  off  were  we 
to  eliminate  three-quarters  of  our  organizations, 
and  five-sevenths  of  our  entertainments,  movies, 
etc.,  and  devote  a little  more  time  to  cultivating 
our  souls  in  solitude  and  peace,  and  our  bodies 
in  the  fresh  air  and  sunshine  that  every  healthy 
living  being  requires  in  greater  abundance  than 


our  complicated  and  busy  lives  now  permit.  A 
Lincoln  might  work  his  fifteen  hours,  and  an 
Edison  subsist  on  his  four  hours  of  sleep  a 
night,  but  the  average  human  being  requires 
more  to  remain  in  health. 

This  we  recommend  to  the  consideration  of 
the  various  heart  associations.  Propaganda 
looking  towards  the  simplification  an,d  slowing 
down  of  life  will  without  doubt  be  of  assistance 
in  the  campaign  to  reduce  the  nervous  and  car- 
diovascular diseases  now  so  prevalent.  We 
need  to  revise  our  ideals,  substituting  for  suc- 
cess happiness,  for  speed  peace  and  poise,  for 
entertainment  normal  individual  growth  and 
self  development ; taking  as  our  highesc  ideal 
the  common  sense  and  temperance  in  all  things 
that  makes  for  a healthy  mind  in  a healthy  body. 


IN  RE  EDITORIALS  AND  BOOK 
REVIEWS 

At  a recent  meeting  of  the  Board  of  Trustees, 
certain  activities  of  the  Journal  were  discussed, 
based  upon  recommendations  made  by  the  Com- 
mittees on  Publication  for  Pennsylvania  and 
Delaware.  As  a result  the  Board  approved  (i) 
that  initials  be  discontinued  at  the  end  of  edi- 
torials. The  better  class  of  medical  journals 
have  ceased  this  practice.  The  Editor  of  the 
journal  does  not  write  all  of  the  editorials  pub- 
lished each  month,  nor  would  he  be  expected  to 
do  so.  Editorials  are  contributed  by  various 
members  of  the  Society.  Our  editorial  columns 
are  open  to  any  members  of  the  Society  who 
desire  to  contribute.  Many  of  the  best  news- 
papers have  editorial  contributors,  whose  names 
do  not  appear  on  the  editorial  page,  nor  are 
initials  used.  After  due  deliberation  it  was 
deemed  expedient  to  discontinue  the  initials. 
(2)  In  order  to  increase  the  value  of  the  column 
on  book  reviews,  and  make  it  well  worth  while, 
and  better  to  serve  as  a guide  to  the  membership 
in  the  purchase  of  books,  a corps  of  book  re- 
viewers is  being  organized.  All  reviews  must 
be  returned  not  later  than  thirty  days  after 
receipt  of  the  books  for  review.  By  these  pro- 
cedures the  value  of  the  reviews  will  greatly 
be  increased,  and  they  will  be  published  more 
promptly.  The  personnel  of  reviewers  will  be 
changed  from  time  to  time,  as  occasion  warrants 
(which  will  be  determined  by  the  grade  of  the 
reviews  submitted)  until  an  efficient  corps  is 
assembled.  These  changes  are  made  with  the 
idea  of  better  serving  the  membership  of  the 
Society,  and  increasing  the  journalistic  value  of 
The  Atlantic  Medical  Journal. 
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ITEMS  OF  INTEREST 

Dr.  C.  C.  Laffer  of  Meadville,  for  the  past 
thirty  years  Secretary  of  the  Crawford  County 
Medical  Society,  has  resigned,  and  has  been  suc- 
ceeded by  Dr.  John  W.  Hazen  of  Meadville. 

* * * 

Dr.  Gerald  D.  Bliss  of  Altoona  has  contributed 
$10.00  to  the  Medical  Benevolence  Fund. 

* * * 

The  American  Medical  Association  meets  in 
Atlantic  City,  May  25-29.  We  trust  that  those 
of  our  members  who  contemplate  attending  the 
meeting  will  remember  that  unless  they  are  Fel- 
lows of  the  Association  they  are  not  eligible  to 
register  or  to  take  part  in  discussions. 

All  of  our  members  are  members  of  the  Amer- 
ican Medical  Association,  but  only  those  who 
make  formal  application  to  Secretary  Olin  West, 
535  No.  Dearborn  St.,  Chicago,  Illinois,  are  ad- 
mitted to  Fellowship. 

* * :): 

The  President  of  the  American  Medical  As- 
sociation will  be  present  for  the  opening 
exercises  of  the  Seventy-Fifth  Annual  Meeting 
of  our  Society  in  Harrisburg,  October  6.  Dr. 
Haggard  has  also  accepted  an  invitation  to  take 
charge  of  a period  in  the  Surgical  Section  and 
to  address  the  Secretaries’  Conference. 

* * 

Our  Board  of  Trustees  will  entertain  at 
luncheon  on  the  opening  day  of  the  “Diamond 
Jubilee”  the  President  of  the  American  Medical 
Association  and  the  official  delegates  from  the 
medical  societies  of  the  states  of  New  York, 
New  Jersey,  Ohio  and  West  Virginia,  and  the 
District  of  Columbia,  who  have  already  been  ap- 
pointed. 


CANDIDATES  FOR  THE  1925  HONOR 
ROLL 

On  March  20,  1925,  this  office  had  received 
the  annual  assessment  of  5,582  members ; on  the 
same  day,  1924,  of  5,233  ; on  the  same  day,  1923, 
of  4,615  members;  on  the  same  day,  1922,  of 
5,105  members. 

The  percentage  of  1925  dues  received  at  this 
office,  March  20th,  from  certain  county  medical 
societies  is  herewith  indicated;  Wyoming,  100%  ; 
Clinton,  100% ; Adams,  100% ; McKean, 
100%  ; Sullivan,  100%  ; Clarion,  96%  ; Greene, 
96%  ; Montour,  96%  ; Center,  95^  ; Northum- 
berland, 95% ; Monroe,  93% ; Montgomery, 
93%  ; Delaware,  92%  ; Juniata,  92%  ; Warren, 
92%  ; Washington,  91%  ; Dauphin,  90%  ; Fay- 
ette, 90%  ; Berks,  89%  ; Cambria,  89%  ; Co- 
lumbia, 89%  ; Huntingdon,  89%  ; Armstrong, 
88%  ; Clearfield,  88%  ; Carbon,  86%  ; Perry, 
86%  ; Union,  86%  ; York,  86%  ; Mercer,  84%  ; 
Lehigh,  83%) ; Schuylkill,  82% ; Allegheny, 
81%;  Bucks,  80%  ; Franklin,  80%  ; Jefferson, 
80%  ; Lycoming,  80%  ; Somerset,  80%  ; Sus- 
quehanna, 80%  ; Mifflin,  77%  ; Tioga,  77%  ; 
Bradford,  76% ; Philadelphia,  72% ; Potter, 
71%;  Blair,  70%;  Cumberland,  70%;  Butler, 
67;  Erie,  66;  Lancaster,  66% ; Luzerne,  63%  ; 
Lebanon,  60%  ; Lackawanna,  59%  ; Lawrence, 
57%;  Wayne,  57%;  Beaver,  55%;  West- 
moreland, 55% ; Elk,  52%. 


CHANCxES  IN  MEMBERSHIP  OF  COUNTY 
SOCIETIES 

The  following  changes  have  been  reported  to  March 
20th : 

Allegheny  : New  Members — David  M.  Dunbar,  100 
Stockton  Ave. ; Auleen  M.  Jamison,  7109  Agnew  $t., 
Pittsburgh ; Richard  H.  Middleton,  306  Eighth  Ay.e., 
Homestead ; Guy  D.  Moates,  Fifth  and  Corbett  Sts., 
Tarentum ; Benjamin  H.  Patterson,  404  S.  Trenton  Ave. ; 
John  A.  Zuck,  742  Penn  Ave.,  Wilkinsburg;  George 
W.  Kutscher,  739  Braddock  Ave.,  Braddock;  Milton 
E.  Lowell,  1304  N.  Canal  St.,  Sharpsburg.  Deaths— 
John  C.  McCormick  of  Pittsburgh  (Jeff.  Med.  Coll., 
’69),  March  2,  aged  79;  William  M.  Campbell  of 
Pittsburgh  (Univ.  of  Penna.,  ’99),  from  pneumonia, 
March  12,  aged  49;  Charles  Rowan  of  Pittsburgh 
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(Jeff.  Med.  Coll.,  ’96),  lost  at  sea,  March  8,  aged  S4- 

Armstrong:  Transfer — A.  Victor  Ohlson  of  Kane, 
to  McKean  County  Society. 

Beaver  : New  Members — Walter  F.  Coss,  New 

Brighton;  Walter  M.  Yost,  Rochester;  Edward  H. 
Douds,  Mashel  F.  Pettier,  J.  Howard  Swick,  Beaver 
Falls.  Removal — G.  Fay  Boal,  from  Baden  to  Coopers- 
town  (Venango  Co.). 

Bedford  : Removal — Wilmot  Ayres,  from  Bedford  to 
La  Mesa,  N.  Mex. 

Blair:  Reinstated  Member — John  C.  Noss,  141XL2 
Twelfth  Ave.,  Altoona. 

Bradford  : Death — D.  Leonard  Pratt  of  Towanda 
(Jeff.  Med.  Coll.,  ’75),  recently. 

Bucks:  New  Member — Clairmont  A.  Kressley,  Sel- 
lersville.  Death — George  M.  Grim  of  Ottsville  (Jeff. 
Med.  Coll.,  ’87),  March  12,  aged  62. 

Cambria  : Reinstated  Member — J.  Swan  Taylor,  408 
Franklin  St.,  Johnstown. 

Chester  : New  Member — Harry  Hyzer,  State  Insti- 
tution for  Feeble-minded,  Pennhurst.  Reinstated  Mem- 
bers— J.  Clifford  Scott,  Oakburne ; James  S.  Hammers, 
May  view  (Alleg.  Co.). 

Dauphin  : Death— Charles  J.  Manning  of  Harris- 
burg (Jeff.  Med.  Coll.,  ’89),  March  8,  aged  65. 

Dei  aware:  New  Members — Russell  G.  Witman,  no 
Cornell  Ave.,  Swarthmore;  Joseph  C.  Jenkins,  7703 
West  Chester  Pike,  Highland  Park. 

Fayette:  New  Members — Charles  F.  Smith,  Jen 
Karolcik,  Uniontown ; Louis  F.  Arensburg,  E.  Mills- 
boro. 

Franklin  : New  Member — John  W.  Prather,  South 
Mountain  Sanatorium,  Mont  Alto. 

Huntingdon:  Death — Benjamin  W.  Genung  of  Ea- 
rner, N.  J.,  recently. 

Jefferson  : Reinstated  Member — George  H.  Humph- 
reys, Brockwayville. 

Lancaster:  New  Members — John  S.  Simons,  20  W. 
Market  St.,  Marietta ; Samuel  S.  Simons,  240  So. 
Queen  St.,  Lancaster.  Death — Benjamin  E.  Kendig  of 
Salunga  (N.  Y.-  Univ.  Med.  Coll.,  ’74),  February  21. 

Lawrence  : New  Member — Morris  Davis,  207  E. 
Long  Ave.,  New  Castle. 

Lackawanna:  New  Members — Anna  L.  Levy,  316 
No.  Washington  Ave. ; Bruce  G.  Hamlin,  907  Prescott 
Ave. ; E.  U.  Van  Dyke,  308  Connell  Bldg. ; W.  Larkin, 
Brick  Ave.,  Scranton ; C.  L.  Hosier,  Dunmore. 

Luzerne:  Transfer— NJWWam  Baurys,  Nanticoke 

(formerly  of  Pittsburgh),  from  Allegheny  County  So- 
ciety. 

Mercer:  Removal — Harry  Kusmin,  from  Sharon  to 
Youngstown,  Ohio. 

Montgomery  : New  Member — James  J.  Mallard, 

Royers  ford. 

Northumberland  : Neiv  Members — Clarence  M.  Ma- 
lone, 202  E.  Sunbury  St.,  Shamokin;  Roland  R.  Keiser, 
Mahanoy  City;  Charles  R.  Glennaria,  Trevorton.  Re- 
instated Member — John  G.  Mengel,  Trevorton. 

Philadelphia  : New  Members — John  B.  Cardone, 
^27  N.  63d  St. ; Theodore  Cianfrani,  1719  S.  Thirteenth 
St. ; Louis  K.  Elfman,  6425  Lebanon  Ave. ; Samuel  T. 
Gordv,  4543  N.  Tenth  St.;  James  H.  Kates,  1611  So. 
Third  St.;  Francis  P.  Knight,  1116  S.  56th  St.;  James 
K.  MeShane,  6442  Ogontz  Ave. ; George  L.  Whelan, 
257  S.  Sixteenth  St. ; William  F.  Whelan,  257  S.  Six- 
teenth St.,  Philadelphia.  Death — Joseph  J.  Burke  of 
Philadelphia  (Jeff.  Med.  Coll.,  ’89),  Feb.  6,  aged  58. 

Snyder:  Reinstated  Member — Percy  E.  Whiff en, 

McClure. 

Schuylkill:  New  Member — William  A.  Jacques, 
Ashland. 

Washington  : New  Members — Blaine  Walter  Scott, 
Monongahela ; W.  A.  Schmid,  Bertha. 

Westmoreland  : New  Members — Howard  J.  Thomas, 
Export;  Wesley  S.  Miller,  Jeannette;  Daniel  E.  Beltz, 
Ligonier ; Josiah  R.  Eisaman,  Jr.,  Greensburg. 


PAYMENT  OF  PER  CAPITA  ASSESSMENT 


The  following  payment  of  per  capita  assessment  has 
been  received  since  February  19th.  Figures  in  first  col- 
umn indicate  county  society  numbers ; second  column, 
State  Society  numbers : 


Feb.  19 


20 


23 


25 


Mar.  I 


3 

4 

5 


6 

9 

10 

11 

13 


Mercer 

46 

3718 

$5-00 

Clarion 

25-27 

3719-3721 

15.00 

Lycoming 

54-74 

3722-3742 

105.00 

Delaware 

72-76 

3743-3747 

25.00 

Franklin 

21-33 

3748-3760 

65.00 

Adams 

27 

3761 

5.00 

Lebanon 

1-20 

3762-3781 

106.00 

Mercer 

47-49 

3782-3784 

15.00 

Sullivan 

1-7 

3785-3791 

3500 

Snyder 

1-4 

3792-3795 

20.00 

York 

77-88 

3796-3807 

60.00 

Chester 

1-35 

3808-3842 

175-^ 

Cambria  (1924)  141 

7372 

5-po 

Cambria 

82-101 

3843-3862 

100.00 

Northampton 

42-48 

50-56 

3863-3876 

70.00 

Somerset 

32-33 

3877-3878 

10.00 

Mercer 

50 

3879 

500 

Bradford 

19-22 

3880-3883 

20.00 

Center 

19-21 

3884-3886 

15.00 

Delaware 

77-78 

3887-3888 

10.00 

Mercer 

51 

3889 

5.00 

Montour 

23-24 

3890-3891 

10.00 

Armstrong 

39-40 

3892-3893 

10.60 

Northumberland  46-51 

3894-3899 

30.00 

Bucks 

37-47 

3900-3910 

5500 

Union 

12-13 

3911-3912 

10.00 

Mifflin 

19 

3913 

5-00 

Erie 

83-93 

3914-3924 

5500 

Lawrence 

1-28 

3925-3952 

140.00 

Westmoreland  1-52 

3953-4004 

260.00 

Cumberland 

17 

4005 

5 00 

Juniata 

6-12 

4006-4012 

3500 

Armstrong 

41-42 

4013-4014 

10.00 

Delaware 

79 

4015 

5P0 

Fayette 

84-91 

4016-4023 

40.60 

Mifflin 

20 

4024 

5-00 

York 

89-99 

4025-4035 

55-.00 

Bradford 

23-26 

4036-4039 

20.00 

Mercer 

52 

4040 

500 

Delaware 

80 

4041 

5-6o 

Dauphin 

91-113 

4042-4064 

115.00 

Somerset 

34-35 

4065-4066 

lO.W 

Center 

22-23 

4067-4068 

10.60 

Berks 

61-103 

406^41 1 1 

215.00 

Delaware 

81-86 

4112-4117 

30.60 

Cumberland 

18-21 

4118-4121 

20.00 

Wayne 

12-17 

4122-4127 

30.00 

McKean 

24-34 

4128-4138 

55-00 

Mercer 

53 

4139 

5-00 

Northumberland  52-59 

4140-4147 

40.00 

Franklin 

34-40 

4148-4154 

35-00 

Delaware 

87 

4155 

5-po 

Mercer 

54-55 

4156-4157 

10.60 

Schuylkill 

51-101 

4158-4208 

255.00 

Lancaster 

24-42 

4209-4227 

95.00 

Mercer 

56-58 

422^4230 

1500 

York 

100-109 

4231-4240 

50.00 

Fayette 

92-106 

4241-4255 

75.00 

Butler 

2S-34 

4256-4262 

35-00 

Allegheny 

813-977 

4263-4482 

979-1035 

1,100.00 

Mercer 

59 

4483 

5-00 

Armstrong 

43-48 

4484-4489 

30.00 

Cambria 

102-122 

4490-4510 

105.60 

Somerset 

36 

4511 

5-po 

Venango 

15-16 

4512-4513 

10.60 

Philadelphia 

1104-1455 

4514-4865 

1,760.00 

Philadelphia 

(1921) 

5-00 

Philadelphia 

( 1924) 

7373 

2.50 

Lackawanna 

1-139 

4866-5004 

695.00 

Butler 

35 

5005 

5-00 

Somerset 

37 

5006 

5-00 

Jefferson 

34-42 

5007-5015 

45-00 
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13  Blair 

47-66 

5016-5035 

100.00 

Clearfield 

38-53 

5036-5051 

80.00 

Fayette 

107-1 16 

5052-5061 

50.00 

Montgomery 

120-133 

5062-5075 

70.00 

Beaver 

2-41 

5076-5115 

200.00 

17  Columbia 

• 35 

5116 

500 

Huntingdon 

33 

5117 

5.00 

Armstrong 

49-50 

5118-5119 

lo.bo 

Delaware 

8^1 

5120-5123 

26.00 

Lehigh 

60,  62-89 

5124-5152 

145.00 

Carbon 

1-24 

5153-5176 

120.60 

Columbia 

32-34 

5177-5179 

1500 

Schuylkill 

102-112 

5180-5190 

5500 

Bradford 

27-33 

5191-5197 

3500 

Dauphin 

1 14-132 

5198-5216 

95.00 

Cambria 

123-130 

5217-5224 

40.00 

Mercer 

60 

5225 

5.00 

Berks 

104-117 

5226-5239 

70.00 

Lycoming 

75-89 

5240-5254 

7SOO 

Washington 

106-122 

5255-5271 

85.00 

Cumberland 

22-25 

5272-5275 

20.60 

Tioga 

3-24 

5276-5297 

1 10.00 

18  Huntingdon 

34 

5298 

5-00 

Franklin 

41-42 

5299-5300 

10.00 

Fayette 

I 17-120 

5301-5304 

20.00 

Northumberland  60-61 

5305-5306 

16.60 

Montgomery 

134-139 

5307-5312 

30.00 

Venango 

17-22 

5313-5318 

30.00 

Bucks 

48-60 

5319-5331 

65.00 

Lancaster 

43-85 

5332-5374 

215.00 

19  Washington 

I 23- I 24 

5375-5376 

16.60 

Clearfield 

54-62 

5377-5385 

45-PO 

Westmoreland  53-81 

5386-5414 

14500 

Fayette 

121 

5415 

5-00 

Venango 

23-24 

5416-5417 

10.00 

McKean 

35-37 

5418-5420 

iSoo 

Dauphin 

133-135 

5421-5423 

1 5 00 

Mercer 

61 

5424 

5.00 

Luzerne  63-71, 73-163 

5425-5524 

506.60 

FREDERICK  L.  VAN  SICKLE,  M.D. 

Executive  Secretary 
230  State  St.  Harrisburg,  Pa. 


ANNUAL  REGISTRATION 

It  is  probably  not  news  to  any  of  the  mem- 
bers of  the  Medical  Society  of  the  State  of 
Pennsylvania  that  during  this  Session  of  the 
Legislature  two  bills  were  introduced  for  the 
purpose  of  annual  registration  of  all  those  who 
practice  under  the  Medical  Practice  Act  of  1911 
as  amended  in  1913.  The  one  bill.  No.  351, 
was  introduced  in  the  Senate,  and  the  other, 
No.  81 1,  was  introduced  in  the  House  of  Rep- 
resentatives. P>oth  of  these  bills  were  identical 
in  wording,  and  they  were  introduced  into  both 
houses  to  facilitate  passage.  These  bills  have 
now  passed  both  the  House  and  Senate,  and 
one  of  them  will  be  presented  to  the  Governor, 
if  it  has  not  already  reached  him. 

Annual  registration  may  not  meet  with  the 
approval  of  many  physicians  in  this  state.  In 
fact  it  is  just  another  annoyance,  as  well  as 
expense,  connected  with  the  practice  of  medi- 
cine. However,  as  this  bill  was  introduced  by 
the  Board  of  Medical  Education  and  Licensure 
for  the  double  purpose  of  locating  and  record- 
ing the  present  place  of  practice  of  those  who 


are  in  the  practice  of  medicine  and  drugless 
therapy,  that  of  itself  should  merit  our  ap- 
proval ; and  secondly,  it  is  for  the  purpose  of 
raising  revenue  for  the  enforcement  of  the 
Medical  Practice  Act,  which  from  the  time  of 
its  inception  until  the  present  has  not  been  a 
revenue  raiser.  For  as  long  as  we  can  recall, 
the  constant  cry  of  the  Board  has  been : “No 
funds  with  which  to  prosecute  those  who  are 
practicing  illegally  in  Pennsylvania”  — hence 
there  have  been  no  prosecutions  to  any  extent. 

Granting  the  annoyance  and  expense  in- 
curred in  connection  with  this  act,  it  should 
merit  our  approval  provided  the  results  ob- 
tained are  commensurate  with  the  annoyance 
caused.  We  have  the  assurance  of  the  allied 
professions  of  phanuacy  and  dentistry,  whose 
boards  of  examination  and  licensure  as  well  as 
enforcement  have  had  similar  regulations  for 
some  years,  that  they  have  proved  eminently 
satisfactory. 

Wdren  this  measure  was  first  proposed  we 
were  decidedly  against  this  annoyance.  We 
felt  that  the  state,  having  licensed  us  to  prac- 
tice medicine,  should  protect  us  and  should  see 
to  it  that  the  several  counties  of  the  state  were 
free  from  those  who  would  practice  in  violation 
of  the  law.  However,  we  find  that,  with  the 
medical  profession  especially,  there  is  little  sym- 
pathy on  the  part  of  the  public  and  they  wel- 
come irregular  practice  equally  with  our  own. 
Consequently,  it  is  our  duty  to  aid  and  assist 
in  every  manner  possible  those  who  are  en- 
trusted with  the  duties  of  examination,  licensure 
and  enforcement  of  the  act  which  requires  a 
license  to  practice  medicine  or  drugless  therapy. 

Without  complaint,  let  us  see  what  the  next 
few  years  will  develop  by  the  application  of 
annual  registration,  and  it  may  be  possible  that 
this  very  measure,  which  we  at  first  opposed, 
will  be  the  means  of  correcting  many  of  the 
evils  which  exist  in  this  state.  We  are  not  in- 
formed at  this  time  of  the  mode  of  procedure 
which  the  Board  will  adopt,  but  we  trust  that 
the  members  of  organized  medicine,  as  repre- 
sented by  the  officers  and  members  of  the  county 
societies,  will  lend  the  Board  every  aid  possible 
in  promptly  facilitating  the  application  of  this 
measure.  It  is  quite  time  for  the  medical  pro- 
fession to  cease  being  so  obstructive  and  in 
some  instances  reactionary,  and  to  encourage 
those  who  are  endeavoring  to  do  the  best  they 
can  in  the  way  of  law  and  order. 

Should  we  not  prove  ourselves  sufficiently  iii- 
tei'ested  in  the  future  welfare  of  the  practice  of 
medicine  to  welcome  any  innovation  which  may 
lead  to  better  conditions  in  practice  for  the 
people  of  the  state? 


County  Medical  Societies 


REPORTERS  OF  COUNTY  SOCIETIES 


Adams — James  P.  Dalbey,  M.D.,  Gettysburg. 
Allecheny — Lester  Hollander,  M.D.,  Pittsburgh, 
Armstrong — Jay  B.  F.  Wyant,  M.D.,  Kittanning. 
Beaver — Francis  H.  McCaskey,  M.D.,  Rochester. 
Bedford — N.  A.  Timmons,  M.D.,  Bedford. 

Berks — Clara  Shetter-Keiser,  M.D.,  Reading. 

Blair — 'James  S.  Taylor,  M.D.,  Altoona. 

Bradford — Stanley  D.  Conklin,  M.D.,  Sayre. 

Bucks— Anthony  F.  Myers,  M.D.,  Blooming  Glen. 
Butler — L.  Leo  Doane,  M.D.,  Butler. 

Cambria — ^Joseph  J.  Meyer,  M.D.,  Johnstown. 

Carbon — Jacob  A.  Trexler,  M.D.,  Lehighton. 

Center — James  L.  Seibert,  M.D.,  Bellefonte. 

Chester — J.  A.  Perkins,  M.D..  Coatesville. 

Clarion — James  M.  Hess,  M.D.,  Tylersburg. 
Clearfield — -John  M.  Guigley,  M.D.,  Clearfield. 
Clinton — R.  B.  Watson,  M.D.,  Lock  Haven. 
Columbia — ,C.  B.  Yost,  M.D.,  Bloomsburg. 

Crawford — Cornelius  C.  Laffer,  M.D.,  Meadville. 
Cumberland — Calvin  R.  Rickenbaughj  M.D.,  Carlisle. 
Dauphin — W.  Minster  Kunkel,  M.D.,  Harrisburg. 
Delaware — George  L.  Armitage,  M.D.,  Chester. 

Elk — Samuel  T.  McCabe,  M.D.,  Johnsonburg. 

Erie — Anna  M.  Schrade,  M.D.,  Erie. 

Fayette — John  D.  Sturgeon,  Jr.,  M.D.,  Uniontown. 
Franklin — Samuel  D.  Shull,  M.D.,  Chambersburg. 
Greene — Robert  W.  Norris,  M.D..  Waynesburg. 
Huntingdon — John  M.  Beck,  M.D.,  Ale.xandria. 
Indiana — F.  J.  Kellam,  M.D.,  Ernest. 

Jefferson — W.  A.  Hill,  M.D..  Reynoldsville. 

Juniata — Brady  F.  Long,  M.D..  Mifflin. 

Lackawanna — G.  A.  Clark,  M.D.,  Scranton. 


Lancaster- — J.  Sullivan,  M.D.,  Lancaster. 

Lawrence — William  A.  Womer,  M.D.,  New  Castle. 
Lebanon — W.  Horace  Means,  M.D.,  Lebanon. 

Lehigh — Harold  E.  Hersh,  M.D.,  Allentown. 

Luzerne — H.  Irvin  Evans,  M.D.,  Ashley. 

Lycoming — Wesley  F.  Kunkle,  M.D.,  Williamsport. 
McKean — Francis  DeCaria,  M.D.,  Bradford. 

Mercer — M.  Edith  MacBride,  M.D.,  Sharon. 

Mifflin — F.  A.  Rupp,  M.D.,  Lewistown. 

Monroe — Walter  L.  Angle,  M.D.,  Stroudsburg. 
Montgomery — John  C.  Simpson,  M.D.,  Norristown. 
Montour — John  H.  Sandel,  M.D.,  Danville. 
Northampton — ^Frank  J.  Hahn,  M.D.,  Bath. 
Northumberland — Charles  H.  Swenk,  M.D.,  Sunbury. 
Perry — A.  R.  Johnson,  M.D.,  New  Bloomfield. 
Philadelphia — Franklin  M.  Crispin,  Philadelphia. 

Potter — Ross  H.  Jones,  M.D.,  Coudersport. 

Schuylkill — Arthur  B.  Fleming,  M.D.,  Tamaqua. 
Snyder — -John  O.  Wagner,  M.D.,  Beaver  Springs. 
So.MERSET — H.  Clay  McKinley,  M.D.,  Meyersdale. 
Sullivan — ^P.  G.  Biddle.  M.D.,  Dushore. 

Susquehanna — Robert  B.  Mackey,  M.D.,  Montrose. 

Tioga — John  H.  Doane,  M.D.,  Mansfield. 

Union — Oliver  W.  H.  Glover,  M.D.,  Laurelton. 

Venango — John  F.  Davis,  M.D.,  Oil  City. 

Warren — M.  V.  Ball,  M.D.,  Warren. 

Washington — Charles  C.  Cracraft,  M.D.,  Claysville. 
Wayne — Hugh  Stevenson,  III,  M.D.,  Waymart. 
Westmoreland — Ellsmer  L.  Piper,  M.D.,  Export,  Pa. 
Wyoming — Herbert  L.  McKown,  M.D.,  Tunkhannock. 
York — Pius  A.  Noll,  M.D.,  York. 
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COUNTY  SOCIETY  REPORTS 


BERKS— MARCH 

The  Berks  County  Medical  Society  at  its  monthly 
meeting,  March  lo,  1925,  was  favored  with  an  address 
by  Dr.  Philip  F.  Williams  of  Philadelphia. 

The  history  of  100  cases  of  abortion  formed  the 
basis  of  the  lecture.  In  21  of  these  cases  under  25 
years  of  age  it  was  the  first  pregnancy.  In  79  multi- 
parae  it  was  the  second  pregnancy  in  12  cases  and 
the  third  pregnancy  in  15.  The  majority,  80%,  aborted 
during  the  second  and  third  months. 

The  fetus  was  seen  in  but  one-third  of  the  cases, 
which  seems  to  indicate  that  the  death  of  the  fetus 
preceded  the  clinical  manifestations  of  a spontaneous 
abortion  by  an  average  of  six  weeks. 

In  most  cases  pelvic  examination  disclosed  little 
pelvic  pathology.  As  an  evidence  of  old  endocervicitis 
and  presumably  of  some  degree  of  endometritis,  it 
was  found  that  over  half  of  the  cases  complained  of 
considerable  leucorrhea. 

Among  the  causes  were  criminal  induction,  heavy 
labor,  trauma,  fibroid  tumor,  pneumonia,  pernicious 
vomiting,  cervical  implantation,  and  fright.  Where  no 
cause  could  be  given  by  the  patient,  malpositions  of  the 
uterus,  endocervicitis  and  traces  of  pelvic  peritonitis 
and  cellulitis  were  found. 

The  duration  of  hospitalization  ranged  from  5 to  52 
days,  the  latter  in  a case  of  pneumonia,  while  there 
was  an  average  of  12  days  for  all  cases. 

Clara  Shutter-Keiser,  M.D.,  Reporter. 


DAUPHIN— MARCH 

At  the  March  meeting  of  the  Dauphin  County  So- 
ciety the  principal  speaker  was  Dr.  Josiah  F.  Reed 
ivho  read  a paper  entitled  “Placenta  Praevia,”  an  ab- 
stract of  which  follows : 


Placenta  praevia  is  divided  into  3 varieties;  central, 
partial,  and  marginal.  The  condition  is  differentiated 
from  premature  separation  by  the  painlessness  of  the 
bleeding.  Hemorrhage  due  to  placenta  praevia  may 
occur  at  any  time  during  the  period  of  gestation  but 
usually  begins  about  the  6th  month  or  later.  Treat- 
ment of  the  early  cases  consists  in  elevating  the  foot 
of  the  bed,  and  administering  opium  or  allonal  bj' 
mouth.  If  hemorrhage  continues,  subsequent  treatment 
depends  upon  the  condition  of  the  cervix  and  the  via- 
bility of  the  child.  If  the  patient  is  a multipara,  the 
child  can  usually  be  delivered  by  dilatation  of  the 
cervix  with  pack  or  bag,  allowing  nature  to  expel  the 
child  if  it  is  viable,  or  by  performing  version  and 
extraction  if  the  child  is  dead.  As  a rule,  measures 
such  as  intravenous  salt  solution  or  transfusion  of 
compatible  blood,  must  be  taken  to  combat  the  hem- 
orrhage. 

The  most  frequent  complication  is  infection,  which 
should  be  treated  in  the  usual  way,  by  panhysterectomy, 
or  possibly  by  intravenous  mercurochrome.  Placenta 
praevia  is  a formidable  complication.  Twenty  years 
ago  the  fetal  mortality  was  60  to  80%,  and  the  mater- 
nal mortality  30  to  50%.  Today  the  mortality  to 
mothers  has  dropped  to  8 or  12%,  while  the  fetal 
mortality  remains  the  same. 

In  the  discussion  that  followed  Dr.  David  S.  Funk 
read  some  abstracts  from  a paper  presented  by  him 
23  years  ago  at  the  State  Society  meeting,  showing 
the  methods  in  vogue  at  that  time,  in  interesting  con- 
trast to  the  present  mode  of  treatment. 

W.  M.  Kunkel,  M.D.,  Reporter. 


LUZERNE— MARCH 

A regular  meeting  of  the  Luzerne  County  Medical 
Society  was  held  in  the  Medical  Building,  March  4, 
with  Dr.  Wolf  presiding  and  75  members  and  6 
visitors  present. 
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The  Wyoming  Valley  Motor  Club  was  successful  in 
obtaining  extra  parking  privileges  for  physicians, 
after  taking  up  the  matter  with  the  City  Council,  the 
Chief  of  Police  and  the  Mayor.  Permission  was 
granted  to  physicians  to  park  on  either  side  of  the 
street  for  the  purpose  of  attending  to  professional 
business,  provided  they  have  on  the  front  of  the  car 
the  insignia  of  the  medical  profession. 

Dr.  A.  Zingher,  Assistant  Director  of  the  New 
York  City  Department  of  Health,  then  read  a most 
interesting  and  instructive  paper  on  the  Dick  test  and 
active  immunization  with  scarlet  fever  toxin.  The 
reaction  to  the  test  was  demonstrated  by  showing  25 
children  upon  whom  it  had  been  done  the  day  before. 
Dr.  Zingher  made  very  plain  the  significance  of  the 
reaction.  There  is  a hope  that  it  will  be  of  just  as 
much  service  as  we  now  know  the  Schick  test  to  be. 
Scarlet  fever  toxin  has  proved  to  be  very  valuable 
in  the  hands  of  Dr.  Zingher  in  the  treatment  of  severe 
cases  of  scarlet  fever.  He  cautioned  us  not  to  be  too 
anxious  to  use  the  toxin  until  the  serum  has  been 
fully  tested  as  to  the  dosage  and  toxicity.  It  is  to 
be  hoped  that  the  dread  of  this  disease,  because  of  its 
serious  complications,  may  soon  be  overcome. 

The  regular  meeting  of  March  i8th  was  called  to 
order  by  the  president,  Dr.  Wolfe.  There  were  62 
members  and  4 visitors  present.  Dr.  John  J.  Caffery 
was  elected  to  membership.  The  secretary  read  a let- 
ter from  a committee  of  nurses  from  the  Wilkes- 
Barre  General  Hospital,  stating  that  the  graduate 
nurses  had  established  a 12-hour  nursing  day,  and  they 
were  asking  the  members  of  Luzerne  County  Medical 
Society  to  support  this  measure.  After  some  dis- 

cussion, it  was  moved  and  carried  that  the  Society 
believes  the  working  hours  of  nurses  are  not  onerous, 
and  disapproves  of  the  nurses  in  setting  hours  any 
different  from  those  customary  at  the  present  time. 

Dr.  Russell  S.  Boles,  instructor  in  medicine  at  the 
University  of  Pennsylvania,  then  read  an  excellent 
paper  on  “The  Unsuccessful  Gastro-Tntestinal  opera- 
tion from  a Medical  Viewpoint.”  Dr.  Boles  stated 
that  many  unsuccessful  operative  results  are  due,  in 
some  cases  at  least,  to  an  error  in  diagnosis.  For 
instance,  a case  may  be  operated  upon  for  chronic 
appendicitis,  but  after  the  appendix  is  removed  an 
unlooked-for  visceroptosis  will  keep  the  patient  from 
feeling  well.  The  lack  of  skill  in  the  performance  of 
gall-bladder  surgery  may  be  the  reason  for  a recur- 
rence of  stones  in  a gall-bladder  which  was  drained 
when  it  should  have  been  removed.  It  may  also  cause 
the  patient  to  complain  of  the  same  symptoms  that 
were  present  before  the  operation.  He  cited  the 
opinion  of  many  eminent  men  that  once  the  gall- 
bladder is  diseased,  it  will  always  remain  so. 

Dr.  Boles  dwelt  at  some  length  on  the  question  of 
■ ^rf'on  in  the  mouth,  teeth,  tonsils  and  intes- 

tinal tract  as  a cause  for  peptic  ulcer,  saying  that 
unless  the  source  of  infection  is  removed,  the  operation 
of  gastro-enterostomy  will  not  be  successful!  in  all 
cases.  He  emphasized  the  importance  of  and  the 
good  results  from  colonic  irrigation  in  the  treatment 
of  stasis  of  the  bowel  and  the  removal  of  'toxins. 
The  points  to  remember  are  correct  diagnosis  of  the 
conditions  that  cause  the  patient’s  illness,  preoperative 
treatment  if  time  will  permit,  the  after-care  of  cases 
and  regulation  as  to  their  mode  of  living  and  eating. 

This  is  the  kind  of  paper  which  helps  both  the  sur- 
geon and  the  medical  man  to  obtain  better  results  in 
the  work  that  he  performs.  A rising  vote  of  thanks 
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was  extended  to  Dr.  Boles  for  coming  to  Wilkes- 
Barre  to  read  this  paper. 

W.  J.  Davis,  M.D.,  Reporter. 


PHILADELPHIA 
February  24,  1925 

The  President,  Dr.  Arthur  C.  Morgan,  in  the  Chair. 

HEART  SYMPOSIUM 

Dr.  William  S.  Thayer,  Emeritus  Professor  of  Medi- 
cine, Johns  Hopkins  University,  Baltimore  (by  invita- 
tion): Observations  on  Bacterial  Endocarditis. — These 
studies  on  acute  and  subacute  bacterial  endocarditis 
were  made  over  a period  of  several  years,  by  necropsy 
records.  The  cases  were  sorted  out  according  to  dif- 
ferent organisms  and  the  respective  characteristics 
noted.  One  hundred  and  ninety-nine  cases  were  con- 
sidered, one  hundred  and  thirty-eight  with  autopsy  find- 
ings. In  taking  up  first  the  group  of  fatal  cases  of 
acute  or  subacute  rheumatic  endocarditis  we  first  ask 
what  is  this  rheumatic  group — an  unknown  infection? 
The  cases  picked  were  those  which  at  autopsy  were  in- 
disputably rheumatic  and  whose  cultures  were  negative. 
Acute  rheumatic  fever  and  chorea  are  the  visible  mani- 
festations of  a malady  whose  most  important  effects  are 
on  the  heart — myocarditis  (with  acute  perivascular  col- 
lections of  cells,  Ashoff  bodies  and  chronic  fibrosis  in 
the  affected  areas),  pericarditis  (serofibrinous  and  fre- 
quently fatal),  and  endocarditis  (small  verrucous 
nodules  on  the  free  edge  of  the  valves,  with  regression, 
sclerosis,  shrinking,  adhesions,  insufficiency  and  ste- 
nosis). Recovery  in  these  cases  is  usual  but  the  char- 
acteristic lesions  remain.  In  the  early  stage  symptoms 
are  slight  and  undiagnosticable  unless  the  pericardium  or 
muscle  is  affected,  but  when  there  is  an  increase  in  the 
rheumatic  fever,  a marked  leukocytosis,  joint  symptoms, 
febrile  chorea  or  after  tonsillitis,  always  watch  for 
later  symptoms  of  valvular  insufficiency.  In  cases  of 
marked  myocarditis  evidence  of  mitral  insufficiency  may 
or  may  not  be  present  and  murmurs  are  frequently  due 
not  to  endocarditis,  but  to  a dilatation  of  the  valve  be- 
cause of  the  myocarditis.  Emboli,  petechiae,  hematuria, 
acute  nephritis — common  in  bacterial  endocarditis — are 
rare  in  rheumatic  cases.  The  age  relation  differs,  too, 
since  three-fourths  of  the  fatal  cases  of  rheumatic  fever 
occur  under  twenty  years.  There  is  some  close  rela- 
tionship to  rheumatism,  fever,  tonsillitis  and  chorea. 
Early  heart  failure,  rare  in  the  bacterial  cases,  is  com- 
mon here  and  these  are  the  ones  that  show  the  marked 
dilatation  in  childhood.  The  rheumatic  heart  is  a pan- 
carditis, acute  or  adherent  pericarditis  occurring  in 
more  than  ninety-five  per  cent  of  the  fatal  cases ; this, 
again,  being  rare  in  bacterial  endocarditis.  Acute  rheu- 
matic endocarditis  is  important  in  that  it  is  usually  asso- 
ciated with  myocarditis  and  pericarditis  which  may 
prove  fatal  or  lead  to  chronic  disease.  While  this 
endocarditis  may  be  unrecognizable,  by  its  later  results 
it  is  important. 

The  next  group  of  cases  to  be  considered  are  the 
acute  septicemias  associated  with  disease  of  the  heart 
valves,  where  endocarditis  leads  to  death  and  is  the 
essential  feature.  This  is  notably  true  in  cases  in- 
fected with  the  pneumococcus,  gonococcus,  staphylo- 
coccus aureus,  B.  influenzae,  streptococcus  and  ocasion- 
ally  the  staphylococcus  albus.  Bacterial  endocarditis  is 
acute  or  subacute,  according  to  the  rapidity  of  death. 
In  the  cases  studied  death  occurred  within  four  weeks 
(pneumococcus  and  staphylococcus  aureus),  with  little 
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verrucous  lesions  on  the  valves  and  no  evidence  of 
myocardial  lesion.  When  the  disease  is  of  longer  dura- 
tion, vegetations,  ulcerations  and  emboli  occur,  making 
a characteristic  picture,  varying  in  the  different  infec- 
tions as  follows:  i%  staphylococcus  albus;  4%  B.  in- 
fluenzae; iij4%  gonococcus:  13%  staphylococcus 

aureus ; 14%  pneumococcus ; 57%  streptococcus  (ma- 
lignant or  viridans).  In  pneumococcic  endocarditis 
there  is  rapid  growth  of  vegetations  with  ulceration  and 
destruction  of  the  valves.  If,  after  the  crisis  of  pneu- 
monia the  temperature  suddenly  becomes  high  and  con- 
tinued and  pneumococci  are  present  in  the  blood,  in  a 
week  or  two  there  probably  will  be  signs  of  valvular 
disease  or  embolism.  A majority  of  these  cases  occur 
in  later  adult  life,  more  in  colored  than  in  white,  and, 
differing  from  streptococcic  endocarditis,  a preexisting 
valvular  disease  is  rarely  present.  The  leukocytes  may 
go  to  60,000  and  the  aortic  valve  is  the  more  frequently 
affected.  The  disease  is  rapidly  fatal,  and  recovery  is 
rare,  if  indeed,  it  ever  occurs. 

Gonorrhea  is  frequently  associated  with  endocarditis, 
and  over  11%  in  this  series  of  cases  had  this  origin. 
It  occurs  where  there  is  no  preexisting  cardiac  disease, 
has  an  acute  destructive  lesion,  runs  a high  temperature 
with  chills,  leukocytosis,  progressive  anemia,  and  after 
a duration  somewhat  longer  than  the  pneumonia  cases, 
is  nearly  always  fatal.  Occasionally  it  runs  as  a sub- 
acute endocarditis  similar  to  streptococcic  infection. 
The  aortic  valve  is  affected  more  often  than  the  mitral. 

There  were  about  twenty-five  cases  of  endocarditis 
due  to  staphylococcus  aureus,  but  these  were  beginning 
endocarditis  in  fatal  pyemias,  unrecognizable  during  life 
and  clinically  unimportant.  They  often  occurred  in 
puerperal  pyemias  and  showed  a very  high  leukocytosis 
and  focal  abscesses  in  the  heart  muscle.  The  organism 
was  never  cultivated  in  the  blood  more  than  twenty 
days  before  death. 

Two  cases  of  subacute  endocarditis  occurred  in  the 
course  of  old  chronic  pulmonary  disease,  due  to  staphy- 
lococcus albus. 

Streptococcic  endocarditis  occurs  in  two  forms,  acute 
and  subacute.  The  acute  variety  comes  as  part  of  a 
rapidly  fatal  septicemia  (usually  hemolytic  strepto- 
cocci) and  runs  a course  of  two  to  three  weeks.  In 
over  seventy  per  cent  of  the  cases  the  valves  were  the 
seat  of  chronic  rheumatic  heart  disease,  the  mitral  valve 
being  most  commonly  affected.  There  are  no  endocar- 
ditic  symptoms  in  the  acute  cases.  When  the  duration 
is  more  than  three  weeks  it  becomes  subacute,  the 
lesions  becoming  large,  with  thrombi  formation.  Symp- 
toms in  these  cases  are  due  to  anemia — fatigue,  ano- 
rexia, emaciation — to  emboli  or  to  destruction  of  valves. 
Dyspnea,  night  fever  (100-101°),  leukocytosis  (ii- 
16,000)  and  palpable  spleen  may  occur.  There  may  be 
a change  in  a previous  murmur.  The  blood  culture 
may  show  streptococcus  viridans.  Definite  signs  of 
valvular  disease  or  emboli  are  petechiae,  especially  those 
with  white  centers,  and  emboli  in  feet,  fingers  or  toes 
may  be  evidenced  by  small  blue,  tense,  painful  swell- 
ings. Flocks  of  red  blood  cells  may  occur  in  the  urinary 
sediment  because  of  bacterial  emboli  in  the  glomeruli. 
The  spleen  may  show  tenderness  due  to  infarction,  and 
cerebral  embolus,  which  occurs  in  one-third  of  the  fatal 
cases,  may  cause  delirium,  dementia  or  paralyses. 
These  cases  are  of  long  duration  and  frequently  take 
months  for  diagnosis.  They  terminate  in  sepsis,  ne- 
phritis, anemia,  aggravation  of  a previous  heart  lesion, 
or  failure  in  an  old  rheumatic  heart.  Occasionally  ab- 
scesses are  found  in  the  heart  muscle,  but  the  myocar- 
dial changes  are  relatively  unimportant  compared  with 
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the  rheumatic  cases.  What  is  the  relation  between 
rheumatic  heart  and  streptococcic  endocarditis?  Ten  of 
the  twenty-four  streptococcic  cases  showed  acute  myo- 
cardial lesions  characteristic  or  suspicious  of  rheuma- 
tism. In  all  other  forms  of  bacterial  endocarditis  there 
was  no  evidence  of  rheumatism.  Syphilitic  changes  in 
the  aortic  valves  played  a very  small  part  in  this  series. 

The  prognosis  in  bacterial  endocarditis  is  bad.  In 
pneumococcus  and  staphylococcus  aureus  cases  there  is 
practically  no  recovery;  it  is  infrequent  in  gonococcus 
infection  and  only  in  rare  instances  is  there  a subacute 
streptococcus  case  which  recovers. 

As  to  treatment,  arsenic  as  sodium  cacodylate  has 
been  advocated  by  some,  but  the  benefit  is  doubtful. 

In  summary,  various  recognized  infective  agents  may 
give  rise  to  vegetative  ulcerative  endocarditis,  acute  or 
suppurative  pericarditis  or  acute  myocarditis — all  these 
the  sequels  of  a focal  inflammatory  process  and  most 
cases  progressive  and  fatal.  In  cases  of  recovery  the 
valves  are  deformed,  there  are  myocardial  scars  and, 
rarely,  pericardial  lesions.  Rheumatic  fever  and  chorea 
alone  are  associated  with  a peculiar  pancarditis,  exhib- 
iting Ashoff  bodies,  seropericarditis,  cicatrization,  peri- 
vascular fibrosis  or  adherent  pericarditis. 

Dr.  Jante^  B.  Herrick,  Professor  of  Medicine,  Rush 
Medical  College,  Chicago  (by  invitation):  The  Clin- 
ical Recognition  of  Coronary  Thrombosis. — If  a coro- 
nary artery  or  a large  branch  is  occluded,  the  part  of 
the  heart  supplied  by  it  is  infarcted  and  the  muscle  dies. 
Rupture  may  occur,  or  through  fibrous  healing,  a par- 
tial aneurysm  of  the  heart,  functionless  as  to  contrac- 
tility, but  if  it  holds  the  rest  of  the  organ  may  function. 
Old  views  of  acute  coronary  obstruction  were  that  a 
sudden  obstruction  of  a coronary  artery  meant  sudden 
death,  and  that  the  coronaries  were  terminal  vessels. 
Of  late,  experiments  by  Cohnheim  have  shown  that  no 
dog  can  live  longer  than  two  minutes  with  a closed 
coronary.  But  since  the  symptoms  due  to  the  lesion  are 
known,  is  that  not  subjective  proof  that  the  patient  has 
lived  long  enough  to  have  evidenced  them?  There  is 
a changing  attitude  on  this  subject  at  present.  In  1912 
Dock  and  Osier  recognized  angina  due  to  coronary 
obstruction,  and  believed  this  did  not  always  cause 
death. 

The  condition  is  really  a clinical  entity.  The  clinical 
features  cannot  be  drawn  sharply  into  groups,  but 
roughly,  there  is  one  group  where  there  is  a sudden 
death,  occasionally  painless,  but  in  other  cases  with 
angina,  pain,  shock  and  death  in  a few  hours.  The 
nonfatal  cases  may  be  grouped  as  mild  and  severe.  The 
mild  cases  have  stich  pains  in  the  precordia  because  of 
a patchy  fibrosis  following  obstruction  in  the  smaller 
vessels  which  have  become  sclerosed.  These  cases  may 
show  many  attacks,  with  symptoms  of  increasing  sever- 
ity. A thrombus  in  a small  vessel  here  has  its  parallel 
in  a clot  in  a small  cerebral  twig.  Cases  with  severe 
symptoms  are  frequently  but  not  always  fatal,  and  are 
as  unfixed  as  are  those  of  cerebral  thrombus.  They 
vary  as  to  the  suddenness,  the  completeness,  the  size 
and  location  of  the  artery,  the  collateral  circulation  and 
the  extent  of  area  functionally  lost  (which  is  influenced 
by  a compensatory  vessel  change).  The  most  serious 
results  occur  where  there  has  been  no  previous  com- 
pensating process. 

The  disease  is  rare  in  childhood,  frequent  after  forty, 
especially  in  men,  and  a large  proportion  suffer  typical 
angina.  There  is  a paroxysmal  substernal  pain  radiat- 
ing to  the  arm,  but  no  previous  angina  of  effort.  Of 
the  symptoms,  pain  is  most  common,  although  if  the 
process  is  gradual  it  may  be  painless.  However,  the 
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pain  is  usually  severe  and  lasting,  resisting  nitro- 
glycerin, requiring  morphin  and  frequently  developing 
into  a status  anginosis  from  which  there  is  no  recovery. 
The  symptoms  may  ease  up  and  the  patient  be  able  to 
exert  himself  without  the  paroxysm  of  effort.  With 
dilatation  of  the  heart,  pain  ceases  and  dyspnea  begins. 
The  pain  is  often  referred  to  the  epigastrium  or  lower 
sternum  without  radiation,  due  probably  to  a plug  in 
the  left  descending  branch.  Higher  pain  comes  from  a 
lesion  in  the  circumflex,  perhaps.  Exact  study  of  the 
localization  of  pain  should  be  made  by  autopsy,  clinical 
symptoms  and  electrocardiogram.  In  these  cases  the 
provocative  cause  of  the  angina  is  frequently  absent. 
The  sudden  shock  to  the  heart  muscle  affects  the  pulse, 
and  the  blood  pressure  usually  falls  to  lOO  systolic,  or 
less,  while  in  classic  angina  pectoris  the  blood  pressure 
rises.  The  heart  tones  become  faint,  with  apex  im- 
pulse imperceptible,  the  pulse  becomes  rapid,  feeble  and 
irregular,  with  extra  systoles,  auricular  fibrillation, 
tachycardia  or  heart  block.  These  symptoms  are  absent 
in  angina  pectoris  and  should  always  be  viewed  as 
coronary  occlusion.  Shock  is.  common,  with  ashy, 
clammy  face,  weakness,  feeble  voice,  recurring  anginal 
seizures  and  frequently  sudden  death  by  rupture  or  ven- 
tricular fibrillation.  There  may  be  a pseudorecovery 
with  breathing  easy  or  dyspneic  or  Cheyne- Stokes. 
Congestive  phenomena,  bronchopneumonia,  or  often 
emphysema,  may  be  evident,  and  occasionally  an  aseptic 
pericarditis  with  discernible  friction  rub.  Fever  is  not 
infrequent  and  may  run  from  ioi°  to  102®,  either  from 
bronchopneumonia  or  from  toxic  absorption  of  prod- 
ucts of  destroyed  muscle.  Uncomplicated  angina  pec- 
toris is  fever  free.  The  mental  state  may  be  calm, 
nervous  or  apprehensive,  restless,  sleepless  or  mildly 
delirious  (due  to  disturbed  cerebral  circulation,  faulty 
elimination,  absorption  of  toxins,  bronchopneumonia  or 
nephritis).  The  cases  vary  in  behavior,  nor  is  their 
fate  uniform.  Cyanosis,  rales,  enlarged  liver,  edema  of 
the  ankles,  albuminuria  and  a leaden  color  may  point  to 
a cardiac  dilatation.  Death  is  the  rule,  though  relative 
recovery  occurs. 

The  electrocardiogram  is  a help  in  early  diagnosis. 
Coronary  thrombosis  must  be  differentiated  from  gall- 
bladder disease,  acute  pancreatitis,  perforated  gastric  or 
duodenal  ulcer,  hemorrhage  in  the  adrenal  capsule, 
pneumothorax,  diaphragmatic  hernia  and  pneumonia. 

Treatment  lies  in  conservation  of  strength,  prolonged 
rest  until  the  danger  of  dilatation  is  over,  light  diet  to 
avoid  gas,  avoidance  of  straining  at  stool,  morphin  for 
pain,  digitalis  in  feeble  or  irregular  heart  (aiming  to 
establish  collateral  circulation)  and  stimulants  such  as 
camphorated  oil,  caffein  and  strychnin,  as  indicated. 
This  disease  is  a clinical  entity,  a special  group  under 
typical  angina  of  effort,  from  which  it  can  be  differ- 
entiated with  reasonable  certainty  by  the  lack  of  provo- 
cative effort,  by  the  duration  of  severe  pain,  epigastric 
pain,  shock,  feeble  heart,  pericardial  friction  and  im- 
paired muscle.  A careful  history  will  eliminate  pneu- 
monia, tabetic  crises,  etc.,  and  in  the  future,  if  care  is 
used  in  diagnosis,  there  will  be  fewer  deaths  from  “in- 
digestion” and  “ptomaine.” 

Dr.  Emanuel  Libman,  Professor  of  Clinical  ■Medi- 
cine, Columbia  University,  Nciv  York  City  (by  invita- 
tion): Subacute  Bacterial  Endocarditis  ivith  .Special 
Reference  to  Healing  and  Recurrences. — This  paper 
makes  an  effort  to  show  the  need  for  change  in  view- 
point on  the  outcome  of  this  disease,  with  special  ref- 
erence to  the  possibility  of  spontanous  healing.  There 
are  four  types  of  subacute  bacterial  endocarditis — rheu- 
matic, syphilitic,  bacterial  and  the  indeterminate,  or  as 


was  formerly  termed,  cachectic.  Subacute  endocarditis 
is  more  frequent  than  the  acute,  and  90%  of  the  bac- 
terial cases  are  due  to  nonhemolytic  streptococci.  The 
staphylococcus  aureus,  gonococcus  and  pneumococcus 
are  sometimes  causative,  and  in  other  cases  there  is  an 
anaerobic  Gram-negative  streptococcus.  Infarcts  may 
occur  in  the  kidney,  or  part  of  a glomerulus  may  be 
affected,  causing  albuminuria  and  hematuria  but  not 
total  dysfunction;  petechiae  and  nodes  appear  on  the 
skin;  emboli  and  aneurysms  are  common.  Anemia  re- 
sults, with  a varying  leukocytosis,  a degeneration  of 
lymphocytes  and  the  appearance  of  macrophages  or 
clasmatocytes.  The  symptoms  are  those  of  a toxemia 
and  anemia,  of  endocarditis  and  later  myocarditis. 
Diagnosis  is  made  by  the  febrile  condition,  the  old 
lesions,  petechiae,  nodes,  emboli,  aneurysms,  club  fingers 
and  by  the  presence  of  macrophages.  Ninety  per  cent 
yield  positive  cultures  by  the  Noguchi  method,  and  the 
method  of  Rosenau  is  also  good.  The  finding  of  strep- 
tococcus viridans  in  the  blood  is  not  alone  sufficient  for 
a diagnosis  of  subacute  bacterial  endocarditis.  It  may 
be  the  cause;  it  may  be  the  secondary  invader  in  rheu- 
matic fever,  or  there  may  be  a mixed  infection  of  rheu- 
matism and  bacterial  endocarditis.  The  organisms  may 
be  in  the  blood  from  a focal  infection  or  a postpartem 
infection  without  endocarditis.  When  are  the  organ- 
isms secondary  and  when  responsible  for  the  disease? 

The  outcome  in  cases  where  the  temperature  goes  to 
102-4°  with  a positive  culture  is  bad.  Not  more  than 
three  per  cent  recover;  but  in  the  milder  cases,  where 
the  clinical  features  are  present,  but  where  there  is  a 
negative  culture,  there  are  many  recoveries.  Transi- 
tional cases  may  be  observed  with  all  the  symptoms  but 
with  a negative  culture,  or  with  a positive  culture  and 
loss  of  fever.  Club  fingers  and  petechiae  of  the  eyelids 
help  in  diagnosing  these  types.  Recurrent  cases  occur. 
We  may  find  a bacteria-free  stage,  a result  of  previous 
bacterial  infection,  where  there  is  no  fever  (unless  due 
to  anemia,  embolism,  intercurrent  disease,  etc.),  where 
there  are  petechiae,  tender  nodes,  enlarged  joints,  tender 
spleen  and  tenderness  low  over  the  sternum.  Important 
symptoms  are  the  marked  brown  pigmentation  of  the 
face,  embolism,  increasing  anemia,  splenomegaly  and  the 
development  of  chronic  nephritis  (one-third  die  from 
uremia).  Embolism  is  not  a symptom  of  valvular  dis- 
ease, but  is  due  to  a thrombus  of  the  auricle  or  an  en- 
docarditis. 

Cases  were  then  cited  of  recovery  from  the  mild 
form  of  recurrences.  Slides  followed  depicting  acute 
bacterial  endocarditis  with  necrosis  of  the  mitral  valve, 
thrombi,  ulcerations,  rheumatic  lesions,  syphilitic  aor- 
titis, gumma,  mjxed  streptococcic  and  rheumatic  infec- 
tions with  Ashoff  bodies,  mixed  lues  and  streptococcic 
endocarditis,  kidney  lesions,  healed  and  healing  lesions 
in  the  same  heart,  macrophages  and  clasmatocytes. 

Mary  A.  Hipple,  M.D.,  Reporter. 


WARREN— JANUARY-FEBRUARY-MARCH 

Our  January  meetuig  was  devoted  to  the  annual 
election  and  banquet.  Dr.  Richard  B.  Stewart  was 
elected  president  and  Dr.  Roy  L.  Young,  secretary. 

The  February  mee'ing  was  addressed  by  Dr.  Lyndon 
H.  Landon,  of  Pittsburgh,  who  dwelt  upon  the  im- 
portance of  preventive  surgery  in  peritonitic  conditions. 
He  described  the  course  of  the  lymphatic  system  about 
the  liver  and  pancreas,  expressing  his  belief  that  drain- 
age of  the  ga'1-bladder  without  full  exploration  sur- 
gically is  not  a valuable  measure.  Eighteen  members 
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attended  the  meeting,  and  Drs.  J.  W.  and  E.  G.  Hamil- 
ton were  hosts. 

A resolution  was  adopted  by  the  society,  calling  for 
the  repeal  of  all  laws  on  medical  licensure.  If  every 
sect  is  to  be  licensed  by  a separate  board  of  examiners 
selected  by  members  of  that  sect,  it  would  be  far 
better  for  all  laws  restricting  the  art  of  healing  to  be 
abolished  and  the  public,  whose  interests  the  regular 
physician  has  tried  to  protect,  the  public,  which  freely 
patronizes  every  new  fad,  be  allowed  to  select  phy- 
sicians on  their  merits.  All  efforts  on  the  part  of  the 
regular  profession  to  raise  the  standard  of  medicine 
have  only  resulted  in  creating  new  sects  which  practice 
freely  without  restriction,  or  which  are  admitted  and 
legalized  without  any  examination.  If  a license  to  prac- 
tice were  not  required,  the  sects  would  probably  com- 
pete themselves  to  death. 

The  March  meeting  of  our  society  was  devoted  to  a 
review  of  the  recent  novel.  Dr.  Martin  Arrowsmith. 
Dr.  Africa  acted  as  host.  Eighteen  members  were 
present.  M.  Ball,  M.D.,  Reporter. 


PENNSYLVANIA  NEWS  ITEMS 

PKATHS 

Dr.  John  C.  McCormick,  of  Pittsburgh,  who  was 
born  in  1846  and  was  graduated  from  Jefferson  Medical 
College  of  Philadelphia  in  1869,  died  on  March  2d. 

Dr.  Arthur  J.  Simons,  of  Newfoundland,  died  re- 
cently, aged  67  years.  Dr.  Simons  was  graduated  from 
Jefferson  Medical  College  of  Philadelphia  in  1885. 

Dr.  George  M.  Grim,  of  Ottsville,  died  on  March 
I2th  of  uremia,  aged  62  years.  He  was  graduated  from 
Jefferson  Medical  College  of  Philadelphia  in  1887. 

Dr.  Charles  Otis  Miller,  of  Saxton,  aged  59  years, 
died  on  January  29th  of  cerebral  hemorrhage.  He 
was  graduated  from  Baltimore  Medical  College  in  1896. 

Dr.  Charles  E.  Landis,  of  Shippensburg,  died  on 
January  17th  of  heart  disease.  He  was  a graduate  of 
Jefferson  Medical  College  of  Philadelphia,  class  of 
1892. 

Dr.  Sullivan  A.  Gaskill.  of  Covington,  aged  77 
years,  died  on  January  loth  of  cerebral  hemorrhage. 
He  was  a graduate  of  Baltimore  Medical  College,  class 
of  1893. 

Dr.  John  A.  McCormick,  of  Philadelphia,  aged  56 
years  died  on  February  i6th  of  pneumonia.  He  was  a 
graduate  of  Jefferson  Medical  College  of  Philadelphia, 
class  of  1897. 

Dr.  Charles  Rowan,  of  Pi  tsburgh,  was  drowned 
at  sea  March  nth.  Dr.  Rowan  was  born  in  1871  and 
was  graduated  from  Jefferson  Medical  College  of 
Philadelphia  in  1896. 

Dr.  j.  Willis  Walter,  of  Point  Pleasant,  aged  57 
years,  died  of  tuberculosis  of  the  throat  on  March  25th. 
He  was  graduated  from  the  Medico-Chirurgical  Col- 
lege of  Philadelphia  in  1892. 

Dr.  Cadv/allader  Evans,  of  Pittsburgh,  died  on 
February  7th  at  Los  Angeles,  Calif.,  aged  80  years. 
He  was  a graduate  of  Jefferson  Medical  College  of 
Philadelphia  in  the  class  of  1868. 

Dr.  Benjamin  E.  Kendig,  of  Salunga,  aged  87 
years,  died  on  February  21st  of  cerebral  hemorrhage. 
He  was  graduated  from  the  Medical  Department  of  the 
University  of  the  City  of  New  York  in  1874. 

Dr.  William  McF.  Campbell,  of  Pittsburgh,  who 
was  born  in  1876  and  was  graduated  from  the  Univer- 
sity of  Pennsylvania  School  of  Medicine,  Philadelphia, 
in  1899,  died  on  March  12th  of  pneumonia. 

Dr.  John  Hudock,  of  Mahanoy  City,  formerly  of 
Philadelphia,  died  on  January  24th  of  pneumonia,  aged 


37  years.  He  was  a graduate  of  the  University  of 
Pennsylvania  School  of  Medicine,  class  of  1920. 

Dr.  Charles  J.  Manning,  of  Harrisburg,  aged  65 
years,  died  on  IVIarch  8th.  He  was  graduated  from 
Jefferson  Medical  College  of  Philadelphia  in  1889. 
He  is  survived  by  his  widow  and  three  children. 

Dr.  Benjamin  W.  Genung,  of  Elmer,  N.  J.,  and 
a member  of  the  Huntingdon  County  Medical  Society, 
died  recently.  Dr.  Genung  was  born  in  1868  and  was 
graduated  from  the  Cleveland  Medical  College  in  1892. 

Dr.  Franklin  D.  Kerr,  of  Hookstown,  died  on 
February  25th.  He  was  born  in  1844  and  was  grad- 
uated from  Western  Reserve  University  School  of 
Medicine,  Cleveland,  Ohio,  in  1878.  He  was  a Civil 
War  veteran. 

Dr.  Caroline  E.  Smith,  of  Parkesburg,  aged  71 
years,  died  of  pneumonia  in  February,  at  the  Coates- 
ville  Hospital.  Dr.  Smith  was  graduated  from  the 
Woman’s  Medical  College  of  Pennsylvania,  Phila- 
delphia, in  1883. 

Dr.  George  B.  Tullidge,  of  Philadelphia,  an  inti- 
mate friend  of  both  Presidents  Cleveland  and  Harding, 
died  recently  at  the  home  of  his  daughter,  Mrs.  Robert 
Sturr,  Haddon  Heights.  He  was  graduated  from 
Jefferson  Medical  College  of  Philadelphia  in  1886. 

Dr.  Milton  K.  Neiffer.  of  Wyncote,  died  on  Feb- 
ruary 13th  of  chronic  myocarditis,  aged  54  years.  He 
was  a graduate  of  the  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia,  class  of  1892,  and 
was  on  the  staff  of  the  Abington  Memorial  Hospital, 
where  he  died. 

Dr.  Willi.'VM  H.  Barcl.w,  a retired  physician  of 
Philadelphia,  was  found  dead  in  his  apartment,  Feb- 
ruary 13th,  supposedly  a suicide.  Dr.  Barclay  was 
graduated  from  Jefferson  Medical  College  of  Phila- 
delphia in  1880.  He  left  his  entire  estate,  valued  at 
$48,000,  to  a sister. 

Dr.  Alexander  Klein,  senior  interne  at  the  Mt. 
Sinai  Hospital,  Philadelphia,  died  suddenly  at  his 
home  on  March  13th.  Dr.  Klein  was  bom  in  Hungary 
in  1862  and  studied  medicine  in  Vienna,  later  coming 
to  this  country  and  graduating  from  the  Long  Island 
College  Hospital,  Brooklyn,  in  1889. 

Dr.  Patrick  H.  O’Hara,  of  Pottsville,  aged  55  years, 
died  on  March  i8th  following  an  illness  of  several 
weeks.  Dr.  O’Hara  was  graduated  from  the  Univer- 
sity of  Pennsylvania  School  of  Medicine,  Philadelphia, 
in  1892,  and  later  studied  in  some  of  the  leading  in- 
stitutions in  Germany,  Austria  and  France.  His  widow 
and  eight  children  survive. 

Dr.  William  Nesbitt  Armstrong,  of  Philadelphia, 
sged  53  years,  died  on  February  21st  of  arteriosclerosis 
and  nephritis.  Dr.  Armstrong  was  graduated  from  the 
University  of  Pennsylvania  School  of  Medicine,  Phila- 
delphia, in  1898.  He  was  formerly  on  the  staff  of  the 
Lock  Haven  Hospital  and  during  the  World  War  he 
served  in  the  M.  C.,  U.  S.  .\rmy. 

Dr.  Eleanor  Collins  Jones,  of  Philadelphia,  died 
at  her  home  on  March  23d,  of  pneumonia,  one  week 
after  attending  the  funeral  of  her  brother.  She  was  a 
graduate  of  the  Woman’s  Medical  College  of  Penn- 
sylvania, Philadelphia,  in  1887,  in  whic’n  institution  she 
had  been  professor  of  pediatrics  since  1918.  Her 
mother,  Mrs.  Elizabeth  Collins  Jones,  was  one  of  the 
early  graduates  of  the  same  college. 

Dr.  Charles  B.  Penrose,  of  Philadelphia,  died  on 
February  27th,  in  his  sta'eroom  on  a train  bound  for 
his  home  from  .'\iken,  S.  C.,  where  he  had  gone  to 
recuperate  his  health.  Dr.  Penrose  was  a noted  special- 
ist scientist  and  sportsman.  He  was  born  in  1862, 
and  was  graduated  from  the  University  of  Pennsyl- 
vania School  of  Medicine  in  1884.  For  many  years 
Dt.  Penrose  was  actively  connected  with  the  Pennsyl- 
vania Hospital.  He  was  surgeon  to  the  Gynecean 
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Hospital  from  its  foundation  in  1887,  and  surgeon  to 
the  German  Hospital  m 1890.  In  1893  he  became  pro- 
fessor of  gynecology  at  the  University  of  Pennsylvania. 
He  relincpiished  that  post  in  1899,  at  the  same  time 
retiring  from  medical  practice.  His  interest  in  science 
was  not  confined  to  the  study  of  medicine.  He  was 
deeply  interested  in  zoology  and  niathematics  and  con- 
tributed largely  to  scientific  journals  on  physiological 
and  mathematical  subjects.  Dr.  Penrose  was  a brother 
of  the  late  Senator  Boise  Penrose.  He  is  survived  by 
one  daughter,  one  son,  a student  at  Harvard,  and  two 
brothers.  Dr.  Richard  A.  F.  Penrose  and  Spencer  Pen- 
rose, who  is  traveling  in  Japan. 

BIRTHS 

Born  to  Dr.  and  AIrs.  L.  L.  Blackburn,  of  Greens- 
burg,  in  January,  a daughter. 

Dr.  and  Mrs.  Guy  L.  Crist,  of  Harrisburg,  haye 
announced  the  birth  of  a daughter. 

Dr.  and  Mrs.  Jos.  T.  Murphy,  of  Pottsville,  an- 
nounce the  birth  of  a son,  Eugene  Morris  Murphy,  on 
March  6th. 

Dr.  and  Mrs.  Tempi.e  S.  Fay,  of  Germantown,  are 
receiving  congratulations  upon  the  birth  of  a daughter, 
Jean  Dundas  Fay,  February  27th. 

Dr.  and  Mrs.  Warren  Walker,  of  Ardmore,  are 
receiving  congratulations  upon  the  birth  of  a daughter, 
Helen  Perot  Walker,  on  February  i6th. 

Dr.  and  Mrs.  H.  Albert  Holland,  of  Chestnut 
Hill,  Philadelphia,  are  being  congratulated  upon  the 
birth  of  a son,  Edgar  Pardee  Earle  Holland,  on  Feb- 
ruary 7th, 

marriages 

Dr.  Francis  Tone  Cavill,  of  Jessup,  and  Mrs. 
Emma  Sisson  Pavey,  of  Lincoln,  111.,  were  married  on 
February  17th. 

Dr.  Charles  Reed  Glennaria,  of  Trevorton,  and 
Miss  Esther  J.  Weiss,  of  Wilkes-Barre,  were  married 
on  January  loth. 

Dr.  Joseph  Russell  Sweeney,  of  Tamaqua,  and 
Miss  Helen  Louise  Minnich  of  Hazleton,  were  married 
on  Saturday,  January  31st. 

items 

Dr.  Charles  E.  Taylor,  of  Irw  n,  is  visiting  in 
Florida. 

Dr.  E.  a.  McLai.ve,  of  Scranton,  is  convalescing  at 
Asheville,  N.  C. 

Dr.  Hobart  A.  Hare  is  President  of  the  College  of 
Physicians  of  Philadelphia  for  192-5. 

Dr.  Chas.  E.  Noecker.  of  Scranton,  is  spending 
several  w'eeks  at  Jacksonville,  Florida. 

Dr.  J.  H.  Wilson  and  wife  of  Beaver,  are  spending 
the  la' ter  part  of  the  winter  in  Florid.i. 

The  home  of  Dr.  M.  O.  St.wer,  of  Johnstown,  was 
badly  damaged  by  fire  several  weeks  ago. 

Dr.  and  Mrs.  J.  C.  Rfifsnyder,  of  Scranton,  have 
gone  to  Florida  for  the  remainder  of  the  winter. 

Dr.  j.  P.  Replogle,  of  Johnstown,  has  returned  from 
a two  weeks’  stay  at  the  Mayo  Clinic,  Rochester,  Minn. 

Dr.  Jason  W.  Carson  has  removed  from  Indiana, 
Pa.,  to  201  South  Ave.,  Wilkinsburg,  and  will  practice 
internal  medicine  only. 

Dr.  C.  M.  Wilson,  of  Franklin,  has  been  reappointed 
for  the  twentieth  time  as  divis  on  surgeon  of  the  New 
York  Central  Rai'road. 

The  board  of  directors  of  the  York  Hospital  re- 
cently purchased  twenty  acres  of  ground  as  a site  for 
their  proposed  $1,000,000  institution. 


Dr.  j.  Solis  Cohen,  noted  laryngologist  of  Phila- 
delphia, recently  celebrated  his  87th  birthday.  He  is 
reported  as  being  in  wonderful  health. 

Dr.  George  A.  Ricketts,  of  Osceola  Mills,  and  Dr. 
E.  L.  Jones,  of  Philipsburg,  were  recently  elected  to 
die  medical  staff  of  the  Philipsburg  Hospital. 

Dr.  R.  M.  Patt'ERSON,  of  Beaver  Falls,  is  recovering 
rapidly  in  the  Cleveland  Hospital,  where  he  has  been 
a patient  since  the  early  part  of  November,  1924. 

Dr.  Cornelius  C.  Laffer,  of  Meadville,  has  re- 
signed as  secretary  and  treasurer  of  the  Crawford 
County  Medical  Society  after  thirty  years  of  service  in 
that  capacity. 

.A.  BANQUET  was  tendered  to  Dr.  Frederick  S.  Baldi, 
retiring  president  of  the  .Tiisculapian  Club  of  Phila- 
delphia, at  the  clubhouse  on  February  19th,  with  one 
hundred  members  and  guests  in  attendance. 

The  majority  of  the  555  patients  treated  at  the 
White  Haven  Sanitarium  last  year  left  the  institution 
greatly  improved,  according  to  the  report  of  Dr. 
Lawrence  F.  Flick,  read  before  the  annual  meeting  of 
the  board  of  managers. 

A $300,000  DRIVE  is  under  way  in  Sayre  for  the 
erection  of  a nurses’  home  to  the  Packer  Hospital,  the 
nucleus  of  which,  $10,000,  was  given  for  that  purpose 
by  President  Charles  R.  Marvin,  of  the  village  of 
Owego,  N.  Y.,  recently  elected  a trustee  of  the  insti- 
tution. 

The  Marlboro-Blenheim  has  been  chosen  as  head- 
quarters for  the  Woman’s  Medical  College  Alumnae 
during  the  next  meeting  of  the  American  Medical 
Association  at  Atlantic  City.  The  Alumnae  will  have 
a table  at  the  luncheon  of  the  Medical  Women’s  Na- 
tional Association. 

In  recognition  of  the  “faithful  attention  and  serv- 
ices” of  Laura  La  Bartic,  as  his  nurse.  Dr.  Heinry  J. 
Miller,  of  Philadelphia,  who  died  in  March,  1924,  be- 
queathed her  a preferred  legacy  of  $2,800  and  an  addi- 
tional bequest  of  $1,000.  He  also  gave  her  the 
furniture  and  effects  of  his  home. 

Dr.  Albert  J.  Guerinot,  of  Pittsburgh,  recently  ad- 
dressed the  Crawford  County  Medical  Society  upon 
the  subject,  “Foreign  Bodies  in  the  .Air  and  Food  Pas- 
sages,” illustrated ; also  the  Jefferson  County  Medical 
Society  of  Steubenville,  Ohio,  on  “Fractures  of  the 
Skull,  Their  Diagnosis  and  Treatment,”  accompanied 
by  pictures. 

The  Samuel  D.  Gross  Prize  of  the  Philadelphia 
Academy  of  Surgery  for  1925,  amounting  to  fifteen 
hundred  dollars  ($1,500),  has  been  awarded  to  Dr. 
John  Alexander,  Department  of  Surgery,  University  of 
Michigan  Medical  School,  for  his  essay  entitled 
“History,  Present  Practice  and  Proposed  Reform  of 
the  Surgical  Management  of  Pulmonary  Tuberculosis.” 

Effort.s  to  limit  the  membership  of  the  Medical 
Club  of  Philadelphia  failed  when  the  question  was  pro- 
posed at  the  annual  mee  ing  of  the  club  held  recently 
on  the  roof  of  the  Bcllevuc-Stratford.  By  a proposed 
amendment  to  the  constitution  of  the  organization,  the 
membership  would  have  been  limited  to  1,450.  The 
present  membe  sh  p approximates  1,400.  Dr.  Charles 
Burr  was  elected  president  of  the  club. 

In  February.  Dr.  M.  E.  Herrmann  of  Dushore, 
celebrated  the  fifty-fourth  anniversary  of  his  coming 
to  Durhore,  and  he  was  honored  by  his  fellowtowns- 
mcn  at  special  dinners  at  which  he  was  presented  -with 
a med'eal  case,  a surgical  case,  and  a gold  watch  and 
chain.  .Although  83  years  old.  Dr.  Herrmann  is 
actively  ministering  I0  the  needs  of  a large  section  of 
Sullivan  County  and  a portion  of  Bradford  County 
after  more  than  half  a century  of  service. 

The  Northern  Li.bErties  Hospital,  7th  and  Brown 
Streets,  Philadelphia,  was  recently  dedicated  and 
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opened  to  the  inspection  of  the  public.  The  institution 
is  nonsectarian  and  is  the  product  of  four  years’  activity 
by  an  organization  of  business  men  in  the  northern 
part  of  the  city.  It  will  serve  a population  of  more 
than  150,000  residents  there.  The  hospital  equipment 
was  selected  with  a view  to  meet  any  emergency  that 
may  rise  in  one  of  the  most  congested  districts  of  the 
city. 

Announcement  has  eeen  made  of  the  appointment 
of  Dr.  H.  Harris  Perlman  as  Medical  Director  of  the 
Ocean  City  Seashore  Home  for  Babies.  The  decision 
was  reached  at  a recent  meeting  of  the  Board  of 
Trustees.  Dr.  Perlman  was  graduated  in  1913  from 
the  Philadelphia  College  of  Pharmacy  and  Science,  and 
from  Jefferson  Medical  College  in  1918.  At  the  pres- 
ent time  he  is  instructor  in  pediatrics  at  the  Jefferson 
Medical  College  and  visiting  pediatrician  to  other 
hospitals  and  health  centers  in  the  city  of  Philadelphia. 

The  Bedford  Lecture  of  the  Pittsburgh  College  of 
Physicians  has  been  scheduled  for  the  evening  of 
April  24,  1925.  The  essayist,  Daniel  J.  McCarthy, 
M.D.,  Professor  of  Medical  Jurisprudence  at  the  Uni- 
versity of  Pennsylvania,  will  speak  on  the  development 
of  medical  jurisprudence.  At  4 o’clock  on  the  same 
day  Professor  William  Kolle  will  speak  on  the  treat- 
ment of  syphilis.  These  lectures  will  probably  be  given 
at  the  University  Club  and  the  profession  is  cordially 
invited  to  attend  Reservations  may  be  obtained  by  call- 
ing Smithfield  0797.  Full  notice  later. 

At  the  February  iith  meeting  of  the  Bucks 
County  Medical  Society  at  Newtown,  Dr.  A.  F.  Myers, 
the  Secretary,  was  presented  with  a cane  used  by  the 
late  Dr.  Phineas  Jenks,  formerly  of  Newtown,  pro- 
moter and  first  president  of  the  Bucks  County  Medical 
Society.  The  cane — a well  preserved  cherry  stick  with 
a curved  handle — is  not  less  than  seventy-five  and 
probably  one  hundred  years  old.  It  was  given  to  Dr. 
Myers  for  his  use  and  custody  so  long  as  he  might 
desire,  with  the  request  that  at  some  future  time  he 
pass  it  on  to  some  other  worthy  successor  of  his 
o.ffice,  as  a continued  token  of  regard  and  respect  to 
the  memory  of  Dr.  Jenks. 

A reception  was  tendered  by  the  Director  of  the 
Department  of  Public  Health  Medical  Board  and  the 
Resident  Staff  of  the  Philadelphia  General  Hospital  to 
Dr.  Joseph  Chapman  Doane  Medical  Director  of  the 
Philadelphia  General  Hospital,  on  March  5th,  in  honor 
of  eleven  years’  service  in  this  position.  The  occasion 
marked  the  opening  of  the  new  building  for  resident 
physicians  of  the  Philadelplra  General  Hospital, 
familiarly  known  as  “Blockley.”  In  .order  to  afford 
a proper  approach  to  the  entrance  to  the  building,  the 
wall  surrounding  the  hospital,  which  has  been  intact 
since  1832,  will  be  torn  down  in  the  near  future. 


committees  on  meeting  of  state  medical  society 

IN  HARRISBURG,  OCTOBER  5-8,  K25 
The  following  chairmen  of  committees  on  arrange- 
ments for  the  meeting  of  The  jMedical  Society  of  the 
State  of  Pennsylvania,  to  be  held  in  Harrisburg  Oc- 
tober 5-8,  1025,  are  announced  : 


General  Chairman  

Committee  on  Entertainment 
Com.  on  Entertainment — Lad 
Committee  on  Finance 
Committee  on  Hotels  . 
Historical  Committee  . 
Reception  Committee  . 
.Automobile  Committee 

Golf  Committee  

Garage  Committee  . . . 
Information  Committee 
In  addition,  on  the 


. . Clarence  R.  Phillips 
. . George  L.  Laverty 
es . . Frances  Shields 
. . Earl  R.  Whipple 
. . Maurice  Stein 
..Frederick  W.  Coover 
..J.  B.  Hileman 
. . E Nicodemus 
. . Harvey  Smith 
. . C.  C.  Stauffer 


F.  F.  D.  Reckord 

. eneral  Committee,  are  the 

presidents  and  secretaries  of  the  Societies  of  Cumber- 
land, Lancaster,  Lebanon  and  York  Counties,  which 
joined  the  Dauphin  County  Society  in  the  invitation  to 
the  State  Society  to  meet  in  Harrisburg. 


The  chairmen  of  these  committees  have  been  em- 
powered to  appoint  the  remainder  of  the  membership 
of  each  committee.  When  the  membership  is  com- 
pleted the  list  will  be  published  in  this  Journal. 


GENERAL  NEWS  ITEMS 

Dr.  Walter  T.  Williamson,  a Trustee  of  the  Amer- 
ican Medical  Association  since  1920  and  chairman  of 
the  Board  since  June,  1924,  died  suddenly  at  his  home 
in  Portland,  Ore.,  March  2d,  of  myocardial  degenera- 
tion and  angina  pectoris. 

Prof.  August  von  W’assermann,  director  of  the 
Kaiser  Wilhelm  Institute  for  Experimental  Therapy, 
and  professor  of  internal  medicine  at  the  University 
of  Berlin,  died  at  Berlin  on  March  i6th.  He  was  one 
of  Germany’s  greatest  medical  research  men  and  the 
originator  of  the  celebrated  Wassermann  blood  test. 
He  was  59  years  old. 

THE  AMERICAN  BOARD  OF  OTOLARYNGOLOGY 

The  American  Board  of  Otolaryngology  will  hold 
its  first  examination  during  the  meeting  of  the  Amer- 
ican Medical  Association  in  .Atlantic  City,  May  25th  to 
28th.  According  to  the  rules  of  the  Board,  applicants 
are  divided  into  three  classes:  Class  i,  those  who  have 
practiced  otolaryngology  ten  years  or  more ; Class  2, 
those  who  have  practiced  otolaryngology  five  years 
and  less  than  ten  years ; Class  3,  those  who  have  prac- 
ticed otolaryngology  less  than  five  years.  The  type  of 
examination  is  different  for  each  class.  The  Secretary, 
Dr.  H.  W.  Loeb,  announces  that  thus  far  over  three 
hundred  applications  have  been  made. 

Four  lepers  who  went  to  U.  S.  Marine  Hospital  No. 
66,  Carville,  Louisiana,  the  National  Home  for  Lepers, 
a few  years  ago,  have  been  discharged,  according  to  a 
statement  made  recently  by  Surgeon-General  Hugh  S- 
Cumming  of  the  United  States  Public  Health  Service. 
They  are  no  longer  a menace  to  the  public  health,  the 
disease  having  been  cured,  or  according  to  official 
parlance,  “arrested.”  The  conditions  under  which  lepers 
are  released  from  this  institution  are  exceedingly  rigid. 
They  require  special  observation  for  a period  of  one 
year,  including  monthly  bacteriological  examinations 
to  show  that  the  bacillus  leprre  is  absent  from  the 
tissues.  Certification  of  cure  is  also  lequired  from  a 
board  of  three  medical  officers  stationed  at  the  hospital 
and  experienced  in  leprosy. 

Probably  the  largest  drug  shipment  ever  to  leave 
an  .American  port,  consisting  of  14,000,000  five-grain 
quinin  tablets,  is  now  on  its  way  to  Greece,  There  it 
will  be  used  to  combat  the  scourge  of  malaria  existing 
in  the  great  refugee  camps  of  that  country.  National 
Headquarters  of  the  .American  Red  Cross  today  ap- 
propriated $85,000  for  the  purchase  of  this  record  ship- 
ment, which  will  weigh  many  tons.  It  is  the  last  of  a 
series  of  shipments  made  by  the  Red  Cross  to  relieve 
widespread  malaria  outbreaks  in  the  congested  refugee 
camps.  Tlie  repatriation  of  nearly  1,000,000  Greek 
nationals  from  Asia  Minor  unavoidably  resulted  in 
many  of  these  being  quartered  in  malaria  country.  The 
result  was  a scourge  as  dreaded  as  that  of  typhus. 
The  liberal  distribution  of  the  quinin  rhipments  of  the 
.American  Red  Cross  has,  according  to  tlie  Greek  De- 
partment of  Hygiene,  saved  the  lives  of  tens  of  thou- 
sands of  the  refugees  and  enabled  countless  others,  who 
otherwise  would  have  Iieen  unable  to  work,  to  reestab- 
I'sh  themse’ves  in  their  new  homes. 

The  Pennsylvani \-New  Jersev-Delaware  Section 
of  the  .American  College  of  Surgeons  met  at  Hotel 
Ca  ey.  Scranton,  Pa.,  March  23  and  24,  for  a hospital 
conference  and  election  of  officers.  The  Monday  after- 
noon meeting  was  addressed  by  M.  T.  Maclvichern, 
.M.D.,  Ch  cago;  John  A.  l.iclity,  M.D.,  Clifton  Springs, 
N.  Y.:  Newton  E.  Davis  Chicago,  and  presided  over 
by  W'.  L.  E-sies,  M.D.,  Bethlehem,  Pa.  At  the  second 
session  the  Round  Table  Conference  was  conducted 


476 


THE  ATLANTIC  MEDICAL  JOURNAL 


April,  1925 


by  J.  Garland  Sherrill,  Al.D.,  Louisville,  Ky.  The  dis- 
cussion on  Case  Records  was  opened  by  Samuel  P. 
Mengel,  M.D.,  Wilkes-Barre,  Pa.;  that  on  Laboratory 
Service  by  Joseph  Purvis,  Scranton ; Postmortems  by 
Frank  C.  Hammond,  M.D.,  Philadelphia;  Consultations 
by  Donald  Guthrie,  M.D.,  Sayre,  Pa.,  with  a general 
summary  by  Dr.  Sherrill. 

On  Tuesday  morning  the  Round  Table  Conference, 
conducted  by  M.  T.  MacEachern,  M.D.,  Chicago,  was 
followed  by  an  illustrated  address  on  Hospital  Ad- 
ministration. The  afternoon  meeting  was  addressed 
by  Basil  Graves,  M.C.,  M.A.,  M.R.C.S.,  of  London, 
England;  John  B.  Deaver,  M.D.,  Philadelphia;  Walter 
E.  Dandy,  M.D.,  Baltimore,  Md.;  and  J.  C.  Sherrill, 
AI.D.,  Louisville,  Ky. 

On  Monday  evening  a Community  Health  Meeting 
was  held  under  the  auspices  of  the  College.  Addresses 
by  several  eminent  speakers  were  followed  by  a motion 
picture  film,  “How  the  Eires  of  the  Body  are  Eed.” 
On  Tuesday  evening  the  College  was  entertained  at  a 
dinner  by  the  Lackawanna  County  Medical  Society  at 
the  Scranton  Club,  which  was  followed  by  an  address 
on  “Tumors  of  the  Brain”  by  Walter  E.  Dandy,  M.D., 
Baltimore,  Md. 

PROGRESS  MADE  IN  CONTROL  OE  CANCER 

Dr.  Floward  Canning  Taylor,  New  York,  professor 
of  clinical  gynecology  at  the  College  of  Physicians  and 
Surgeons,  and  president  of  the  American  Gynecological 
Society,  was  elected  president  of  the  American  Society 
for  the  Control  of  Cancer  at  the  annual  meeting  of 
the  Society,  held  March  7,  1925.  Dr.  Taylor,  who 
has  been  the  Society’s  vice-president  and  chairman  of 
its  executive  committee,  succeeds  Dr.  Charles  A. 
Powers,  deceased.  Thomas  M.  Debevoise  was  re- 
elected secretary,  and  Calvert  Brewer  was  again 
elected  treasurer.  Dr.  Erancis  Carter  Wood  was 
elected  vice-president.  In  the  annual  report  of  Dr. 
George  A.  Soper,  managing  director,  evidence  was  pre- 
sented to  show  that  the  efforts  of  the  .Society  to  acquaint 
the  public  with  the  early  symptoms  of  cancer  in  order 
that  those  who  were  affected  may  receive  speedy  treat- 
ment, had  borne  fruit  throughout  the  country. 

NOTICE  OF  EXAMINATION  FOR  ENTRANCE  INTO  THE  REG- 
ULAR CORPS  OF  THE  UNITED  STATES  PUBLIC  HEALTH 
SERVICE 

Examinations  of  candidates  for  entrance  into  the 
Regular  Corps  of  the  U.  S.  Public  Health  Service  will 
be  held  at  the  following-named  places  on  the  dates 
specified;  At  Washington,  D.  C.,  June  i,  1925;  at 
Chicago,  111.,  June  i,  1025;  at  New  Orleans,  La.,  June 
J,  1925:  at  San  Erancisco,  Calif.,  June  i,  1925. 

Candidates  moist  be  not  less  than  twenty-three  nor 
more  than  thirty-two  years  of  age,  and  they  must  have 
been  graduated  in  medicine  at  some  reputable  medical 
college,  and  have  had  one  year’s  hospital  experience 
or  two  years’  professional  practice.  They  must  pass 
satisfactorily,  oral,  written  and  clinical  tests  before  a 
Ixiard  of  medical  officers,  and  undergo  a physical  ex- 
amination. Successful  candidates  will  be  recommended 
for  appointment  by  the  President  with  the  advice  and 
consent  of  the  Senate. 

Requests  for  information  or  permission  to  take  this 
examination  should  be  addressed  to  the  Surgeon- 
General,  U.  S.  Public  Health  Service,  Washington, 
D.  C. 


MEMORIAL  TRUST  EUND  IS  PROVIDED  FOR 
PHYSICIANS 

Establishment  of  a trust  fund  as  a memorial  to  the 
late  Dr.  William  Henry  Seibert,  Steelton,  for  European 
study  and  travel  by  a member  of  the  Harrisburg  Acad- 
emy of  Medicine,  was  announced  recently  at  a meeting 
of  the  organization.  The  fund  of  $10,000  was  created 
by  Miss  Annie  Mary  Seibert,  a sister  of  the  late  phy- 
sician. 


The  deed  of  trust  has  been  received  by  the  Academy, 
and  it  provides  that  an  award  is  to  be  made  biennially 
to  any  member  of  the  Academy  under  45,  regardless  of 
race,  religion  or  sex,  who  is  eligible  for  the  prize  under 
conditions  outlined  in  the  deed.  The  money  is  to  be 
held  by  the  Steelton  Trust  Company,  and  the  remainder 
of  the  revenue  derived  from  the  fund  is  to  be  devoted 
to  increasing  the  medical  books  and  periodicals  in  the 
library  of  the  Academy. 

A board  consisting  of  the  five  oldest  living  former 
presidents  of  the  Academy  will  pick  the  winner  every 
two  years  by  ballot.  Attendance  at  meetings,  interest 
in  the  profession  and  character  of  the  member  are 
some  of  the  requisites  for  winning  the  prize.  The  prize 
is  to  be  awarded  only  to  members  under  45,  and  is  to 
be  spent  in  travel  and  study  abroad.  The  member 
taking  the  trip  also  is  required  to  read  a paper  to  the 
Academy  on  his  observations  and  knowledge  gained  by 
making  the  trip.  If  at  any  time  the  board  of  ex- 
presidents fails  to  determine  on  a winner,  that  portion 
of  the  original  trust  is  to  be  used  for  maintenance  of 
the  Academy  of  Medicine. 

The  fund,  as  announced,  was  made  by  Miss  Seibert 
as  a memorial  to  her  brother  who  died  several  years 
ago,  after  devoting  all  his  life  to  the  practice  of  his 
profession  in  Steelton.  Dr.  William  Henry  Seibert  was 
born  in  Dauphin  County  in  1850.  His  early  days  were 
passed  in  teaching  school  and  reading  medical  books  in 
the  physicians’  offices  of  his  neighborhood.  He  was 
graduated  from  Annville  Academy,  now  Lebanon  Val- 
ley College,  and  later  entered  the  University  of  Penn- 
sylvania, completing  his  medical  course  there  in  1874. 

He  also  took  an  active  part  in  the  Harrisburg  Acad- 
emy of  Medicine  and  also  the  Dauphin  County  Medical 
Society.  He  served  as  president  of  the  latter  in  1887, 
and  the  local  organization  in  1901.  An  oil  portrait  of 
Dr.  Seibert,  also  a gift  of  his  sister,  was  presented  to 
the  Academy  at  the  meeting  last  night.  Both  the  trust 
fund  and  picture  were  unanimously  accepted  by  the  or- 
ganization. 

A historical  sketch  of  Dr.  Seibert  was  read  by  Dr. 
Carson  Coover,  a classmate  at  the  University  of  Penn- 
sylvania. Dr.  Coover  introduced  the  resolution  to  the 
meeting  for  the  acceptance  of  the  gifts.  The  first 
award  from  the  William  Henry  Seibert,  M.D.,  memo- 
rial fund  will  be  made  in  1927. 

This  donation  was  discussed  by  Messrs.  John  Fox 
Weiss,  H.  B.  McCormick,  Edward  Bailey,  and  several 
members  of  the  profession. 

This  is  the  second  prize  offer  given  to  the  Academy. 
Some  time  ago  Dr.  F.  W.  Coover  made  a similar  offer, 
with  the  prize  to  be  given  in  1928. — The  Dmiphin  Med- 
ical Academician. 


THE  GASTRIC  SECRETION 
ITS  bactericidal  value  to  man 

Bartle  and  Harkins  (Amer.  Jour.  Med.  Sci.,  Mar., 
1925)  have  made  experimental  studies  to  demonstrate 
that  the  prolific  and  varied  bacterial  flora  found  in 
the  intestinal  canal  gain  entrance  to  the  greatest  extent 
by  way  of  the  stomach  through  the  mouth,  and  con- 
clude as  follows : It  can  be  reasonably  inferred  that 

there  is  an  actual  bactericidal  action  constantly  being 
exerted  by  the  gastric  juice  because  of  its  hydrochloric 
acid  content  (and  perhaps  because  of  some  other  ele- 
ment, chemical  constituent  or  enzyme).  Certainly  a 
solution  of  inorganic  hydrochloric  acid  is  just  as  potent 
a germicide  as  the  secreted  gastric  juice  having  the 
same  degree  of  acidity.  It  can  be  inferred,  also, 
from  this  study  that  while  many  bacteria  are  killed 
in  transit  through  the  stomach  of  a man  having  a 
normal  amount  of  hydrochloric  acid  in  the  gastric 
juice,  many,  perhaps  very  many  of  the  more  resistant 
types,  when  clothed  about  with  food  particles  and 
mucus,  pass  through  unaffected  by  Nature’s  barrier. 
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THE  PRINCIPLES  OF  HEREDITY  AND 
THEIR  RELATION  TO  EUGENICS* 

ALFRED  GORDON,  M.D. 

PHILADELPHIA,  PA. 

One  of  the  most  interesting  and  fascinating 
problems  for  scientific  inquiry  and  practical  de- 
duction is  the  conception  of  heredity.  The 
knowledge  of  its  laws  and  principles  is  of  great 
human  importance,  because  many  individual  and 
social  questions  are  directly  dependent  upon  this 
knowledge.  When  we  reflect  upon  only  one  of 
the  many  phases  of  inheritance,  as  for  example 
the  data  concerning  resemblances  between  par- 
ent and  child,  between  brothers  and  sisters,  be- 
tween children  and  grandparents,  and  uncles, 
aunts  and  cousins,  we  are  bound  to  admit  the 
considerable  usefulness  of  the  subject  in  ques- 
tion because  such  information  becomes  the  basis 
for  the  solution  of  the  propriety  of  marriages. 

Many  instances  may  be  brought  forward  to 
demonstrate  the  preponderant  influence  of 
heredity,  but  before  doing  so  let  us  consider  the 
fundamental  principles  of  the  problem. 

Heredity  means  transmission  of  natural 
characteristics  of  ascendants  to  descendants. 
The  female  ovum  and  male  spermatozoon  bear 
potentially  all  the  characters  inherited  by  the 
offspring.  Heredity,  therefore,  deals  with  the 
most  fundamental  problem  of  biology,  namely 
the  ultimate  nature  of  living  matter.  The  char- 
acteristics may  be  identical  with  those  of  the 
parents,  or  may  be  under  a different  form  but 
of  the  same  nature,  as  for  example,  a neurosis 
of  the  ascendants  may  be  transformed  in  the 
descendants  into  a psychosis.  Heredity  may  be 
direct  when  the  disorder  is  transmitted  directly 
by  the  parents.  If  the  transmission  of  special 
characteristics  misses  one  generation  and  ap- 
pears subsequently  we  deal  with  an  atavistic 
heredity.  When  the  special  features  do  not 
exist  in  parents,  but  only  in  collateral  memliers 
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of  the  family,  such  as  uncles,  cousins,  etc.,  the 
heredity  is  collateral. 

Human  inheritance,  generally  speaking,  dif- 
fers in  no  way  from  that  of  other  mammalia 
with  regard  to  the  laws  governing  the  transmis- 
sion of  special  characters.  All  varieties  of 
physical  or  bodily  structures,  as  well  as  mental 
and  emotional  attributes,  are  directly  or  indi- 
rectly transmitted.  In  measurable  characteris- 
tics, as  shown  by  biometric  methods,  such  as 
stature,  eye-color,  length  of  individual  limbs, 
also  in  non-measurable  ones,  such  as  intellectual 
abilities,  predisposition  to  certain  diseases,  con- 
genital anomalies  of  the  special  senses,  insani- 
ties, certain  functional  nervous  disorders,  such 
as  chorea — in  all  such  cases  the  intensity  of 
heredity  is  evident.  The  logical  deduction  from 
these  observations  is  that  when  male  and  female 
sex-cells  are  combined,  the  resulting  individual 
will  contain  a mixture  of  germ-plasms  which 
themselves  form  a part  of  the  chromosomes  of 
the  germ-cells.  These  special  bodies  called 
chromosomes  contain  germ-plasms  descended 
from  different  ancestors.  Thus,  different  in- 
dividuals contain  different  combinations  of  an- 
cestral germ-plasms,  and  in  such  a manner 
arise  variations  between  separate  individuals. 
The  fundamental  fact  of  hereditary  transmis- 
sion lies  in  the  conception  of  germinal  contin- 
uity, namely  that  the  germ  material  is  derived 
from  previous  germ  material.  The  child  is  like 
its  parent  because  of  the  sameness  or  identity 
in  their  stock  of  germ-plasm. 

Among  the  psysiological  laws  which  deter- 
mine the  mode  of  hereditary  transmission  there 
is  at  least  one  which  is  gradually  gaining 
ground.  It  is  based  on  the  conception  of  unit 
characters  or  individual  characteristics,  on  the 
importance  of  which  De  Vries  lays  special  em- 
phasis. The  principle  of  unit  characters  being 
at  work  in  genetic  processes  constitutes  the  fun- 
damental structure  built  by  Gregor  Johann 
Mendel,  a monk  of  a monastery  in  Bohemia. 
Upon  his  laws  of  inheritance  the  modern  evolu- 
tionary ideas  are  based.  Let  us,  then,  consider 
briefly  the  essential  features  of  Mendel’s  dis- 
coveries. 
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Mendel  observed  that  in  crossing  plants  pos- 
sessing one  strikingly  different  characteristic  or 
in  mating  animals  different  in  certain  character- 
istics, the  result  will  be  that  the  first  crossbred 
plant  or  the  first  offspring  animal  exhibits  the 
character  of  one  parent  to  the  exclusion  of  the 
opposite  character.  The  character  which  is  pres- 
ent is  called  “dominant”  (D),  the  character 
which  disappears  is  called  “recessive”  (R). 
But  while  the  latter  is  not  seen  in  the  immedi- 
ate family,  it  is  nevertheless  present  in  a latent 
state  and  will  reappear  in  the  subsequent  family 
or  families. 

d'his  law  of  dominance  was  demonstrated  by 
Mendel  first  on  peas.  By  applying  the  pollen 
of  a tall  variety  of  the  plant  to  the  stigma  of 
a very  small  variety  he  obtained  seeds  which 
grew  all  into  tall  plants.  Tallness  was,  there- 
fore, the  dominant  character,  smallness  the  re- 
cessive. The  first  generation  or  family,  then, 
inherits  a character  purely  of  one  or  the  other 
parent.  The  second  and  later  generations,  on 
the  contrary,  are  characterized  by  polymor- 
phism ; each  possesses  characteristics  resulting 
from  a combination  of  those  of  both  parents. 

Pursuing  the  observations  on  peas,  it  was 
noticed  that  in  the  second  generation  the 
products  were  of  both  kinds,  tall  as  well  as 
small,  but  there  were  three  tails  to  one  small — 
otherwise  speaking,  three  dominants  (D)  to  one 
recessive  (R).  In  the  third  generation  we  find 
that  the  recessive  give  exclusive  recessives,  that 
is  the  small  variety  presented  only  small  plants, 
but  the  dominants  (tall  ones)  gave  two  kinds 
of  offspring,  viz.,  tails  and  mixed,  the  latter 
consisting  again  of  three  tails  to  one  small. 

The  same  ratio  may  be  observed  in  crossing 
3'ellow  with  green  peas.  The  yellow  color  was 
found  to  be  dominant  over  green.  The  first 
generation  of  seeds  will  all  be  yellow.  Plants 
raised  from  this  product  presented  both  yellow 
and  green  seeds  and  in  the  ratio  of  3 to  i.  In 
the  next  generation  the  green  seed  bore  only 
green,  while  among  the  yellow  one  out  of  three 
seeds  produced  only  yellow  and  two  produced 
green  and  yellow,  three  of  the  latter  to  each  of 
the  first,  precisely  what  we  have  seen  in  the 
selection  of  the  tall  and  small  varieties.  We, 
therefore,  observe  the  proportion  of  three  dom- 
inants to  one  recessive  as  being  a constant  char- 
acteristic feature. 

d'hus  far,  two  important  conclusions  may  be 
drawn  from  mendelian  observations  on  plants; 
First,  separation  or  dissociation  of  specific  char- 
acters and  their  reappearance  in  the  later  forma- 
tions of  germs;  this  special  feature  is  called 


segregation.  Second,  the  constant  ratio  of  three 
dominants  to  one  recessive.  The  phenomenon 
of  segregation  is  the  most  fundamental  part  of 
mendelian  laws  of  heredity.  It  emphasizes  at 
once  a regularity  in  transmission  of  hereditary 
features.  It  points  out  the  direction  in  which 
certain  units  or  characteristics  may  develop  or 
else  disappear. 

The  principle  of  dominance  and  recessiveness, 
which  consists  respectively  of  the  presence  or 
absence  of  a certain  definite  factor,  is  equally 
applicable  to  animals.  In  normal  conditions 
color  inheritance  has  been  well  studied  from  this 
standpoint.  Pigmentation  has  been  shown  to  be 
dominant  to  absence  of  pigment.  L.  Cuenot 
(La  loi  de  Mendel  et  I’heredite  de  la  pigmenta- 
tion chez  les  souris.  Compt.  rend.,  Paris,  T., 
134,  p.  779)  demonstrated  that  by  crossing  gray 
with  white  mice,  one  obtains  in  the  second  gen- 
eration both  kinds  of  mice  and  in  the  ratio  of 
three  grays  to  one  white.  The  same  may  be 
observed  by  crossing  gray  rabbits  with  white 
ones. 

The  color  of  eyes  presents  interesting  data 
from  this  standpoint.  The  pigmentation  of  the 
iris  is  the  cause  of  differences  in  eye-color. 
Hurst  has  shown  that  brown  eyes  contain  pig- 
ment, blue  eyes  are  characterized  by  absence  of 
pigment.  The  presence  of  brown  pigment  be- 
haves as  a dominant,  while  the  absence  of  it 
is  a recessive  characteristic.  In  albinos  pigment 
is  totally  absent  and  the  reason  the  eyes  appear 
pink  is  because  the  light  penetrates  through  a 
transparent  iris.  Albinism  behaves  as  a reces- 
sive to  gray  or  black,  which  are  dominant.  By 
crossing  two  pure  albinos  one  obtains  only 
albinos.  When  an  albino  is  crossed  with  a col- 
ored individual,  the  real  absence  of  pigment  in 
the  first  will  be  demonstrated  if  the  particular 
color  of  the  other  individual  happens  to  be  re- 
cessive. In  such  cases  the  albino  factor  will  be 
the  dominant  and  w'ill  be  manifested  even  in  the 
first  generation. 

These  several  examples  tend  to  prove  that 
colors  in  animals  as  well  as  in  plants  may  be 
altered  by  suitable  matings.  The  latter  must 
follow  the  laws  of  dominance  and  recessiveness. 
This  law  has  been  observed  in  many  other  in- 
dividual characteristics  besides  those  already 
mentioned.  The  influence  of  sex  on  inheritance 
can  also  be  seen  from  the  well-known  condition 
called  color-blindness.  According  to  Bateson, 
4 per  cent  of  the  male  population  in  Europe 
and  less  than  0.5  per  cent  of  the  female  are 
color-blind.  Color-blindness  is  a dominant 
characteristic  in  male  and  recessive  in  female. 
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The  same  author  speaks  of  the  records  of  seven 
color-blind  women  whose  17  sons  were  all  color- 
blind. These  facts  point  to  a possibility  that  the 
female  organism  contains  some  element  which 
inhibits  or  interferes  with  the  effect  of  the  dom- 
inant element. 

Extensive  experimentation  with  regard  to 
variations  or  limitations  conducted  by  Bateson 
and  Punnett  (Proceed.  Cambr.  Philosoph.  Soc., 
1905,  XIII,  P-  165),  in  matings  between  certain 
fowls,  such  as  silkies  with  unpigmented  shanks, 
all  tend  to  prove  that  sex  is  a problem  which  is 
governed  by  mendelian  laws.  The  fact  that  the 
above-mentioned  interference  with  the  opera- 
tions of  a dominant  factor  occurs  constantly  in 
females  but  not  in  males,  leads  one  to  conclude 
that  femaleness  itself  is  due  to  the  presence  of 
a dominant  element. 

The  study  of  inheritance  in  man  on  the  men- 
delian plan  with  regard  to  normal  characteristics 
is  still  in  its  incipiency.  Some  advance  has  been 
m.ade  in  the  study  of  a few  features,  such  as 
the  color  of  the  eyes,  the  color  and  the  general 
character  of  the  hair,  of  stature,  etc.  But  un- 
like animals  or  plants  in  which,  as  it  was  men- 
tioned above,  the  rules  are  simple,  in  man  a 
great  multiplicity  and  diversity  of  factors  have 
an  influence  on  the  transmission  of  normal 
hereditary  characteristics,  which  therefore  ren- 
der the  problem  quite  complex. 

The  study  of  abnormalities  and  of  pathologi- 
cal conditions  has  been  more  fruitful.  The 
reason  of  it  undoubtedly  lies  in  the  facility  with 
which  striking  dominant  factors  can  be  elicited 
and  traced  from  generation  to  generation. 
Speaking  generally,  it  is  established  that  ab- 
normal features  play  the  role  of  dominant  in 
relation  to  normal  features.  Nettleship  (Report 
of  Royal  Ophth.  Hosp.,  in  London,  1905,  XVI, 
p.  i)  observed  that  various  forms  of  cataract 
have  played  the  role  of  dominant  in  his  series 
of  cases  and  he  could  trace  them  through 
several  generations  in  which  the  pathological 
condition  was  transmitted  chiefly  through  the 
affected  members.  He  also  reports  a history  of 
congenital  night-blindness  in  nine  consecutive 
generations  (ibid.,  1907,  XXVII)  and  all  were 
transmitted  through  the  affected  persons. 
Night-blindness,  therefore,  behaved  as  a dom- 
inant factor.  Various  other  eye  affections  have 
been  found  to  be  dominants,  such  as  glaucoma, 
coloboma,  ptosis  and  others. 

Polydactylism  has  occasionally  been  observed 
among  other  malformations  as  following  men- 
delian laws.  Fotherby,  Tubby,  Lewis  and 
Embleton  described  such  occurrences.  In  two 


cases  that  came  under  my  observation  I was  able 
to  trace  the  malformations  through  four  and 
three  generations  respectively. 

An  analysis  of  the  several  generations  from 
the  standpoint  of  the  abnormality  shows  the 
presence  of  a remarkable  correspondence  to 
mendelian  requirements.  Beginning  with  the 
second  generation,  there  was  one  parent  af- 
fected and  the  other  unaffected.  The  polydacty- 
lism behaved  as  a dominant  factor.  The 
marriage  of  the  person  having  this  dominant 
with  a normal  resulted  in  children  of  about 
equal  numbers,  affected  and  unaffected. 

It  is  also  interesting  to  observe  the  phenome- 
non of  sex  limitation  in  one  of  our  cases. 
Beginning  with  the  third  generation  the  females 
appear  to  present  the  largest  number  of  individ- 
uals affected  with  the  abnormality.  The  above- 
discussed  role  of  sex  in  inheritance  finds  i(s 
support  in  the  interesting  manifestation  of  our 
case. 

An  analysis  of  the  cases  from  the  standpoint 
of  mendelian  inheritance  shows  the  polydactyl- 
ism to  behave  as  a dominant.  I was  unable 
to  establish  the  presence  or  absence  of  the  dom- 
inant factor  beyond  the  first  grandparents.  In 
the  latter  the  polydactylism  is  present  in  all 
intensity.  In  the  second  generation  we  find 
about  the  same  number  of  affected  and  unaf- 
fected individuals  (4  to  3).  In  the  last  genera- 
tion the  proportion  is  5 to  4. 

Besides  polydactylism,  other  varieties  of 
finger  and  hand  malformation  have  been  ob- 
served as  playing  the  role  of  dominant  and 
following  mendelian  laws  of  inheritance. 
Brachydactylia,  for  example,  was  reported  by 
Farabee  (in  Peabody  Museum  of  Amer.  Arch, 
of  Ethnol.,  Harvard  Univ.,  iii,  3,  1905,  p.  69) 
and  Drinkwater  (Proceed.  Royal  Soc.  Edin- 
burgh, XXVHI,  1908,  p.  35).  The  first  ob- 
served through  five  generations  shortening  of 
fingers  and  toes  which  had  only  one  phalangeal 
articulation.  The  second  author  traced  the  same 
peculiarity  in  seven  generations. 

More  recent  investigations  show  that  certain 
diseases  have  been  traced  in  several  generations 
of  the  same  family  and  followed  quite  closely 
the  mendelian  plan.  Thomsen’s  disease,  pseudo- 
hypertrophic  muscular  paralysis,  Sydenham’s 
chorea,  Huntington’s  chorea,  periodic  paralysis, 
spastic  paraplegia,  retinitis  pigmentosa,  diabetes 
and  hemophilia,  are  the  few  affections  which 
have  been  studied  from  this  standpoint. 

More  elaborate  studies  have  been  made  on 
transmission  of  morbid  hereditary  features  in 
mental  deficiency  and  psychoses.  The  most 
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interesting  account  is  presented  in  contribu- 
tions by  G.  L.  Cannon  and  A.  J.  Rosanoff  in 
the  Journal  of  Nervous  and  Mental  Diseases, 
1911,  p.  272,  and  by  A.  J.  Rosanoff  and  F.  I. 
Orr  in  the  American  Journal  of  Insanity,  v. 
LXVIll,  p.  221.  They  all  examined  a very 
large  number  of  pedigrees  of  patients  in  Kings 
Park  State  Hospital  with  the  utmost  care.  Com- 
paring their  statistical  data  with  the  theoretical 
possibilities  according  to  mendelian  laws,  one  is 
struck  with  the  remarkable  correspondence  be- 
tween the  two.  Six  different  matings  are  con- 
sidered by  them,  and  the  conclusions  to  which 
this  study  leads  are  most  significant.  In  view 
of  their  practical,  viz.,  sociological  interest,  they 
deserve  to  be  emphasized. 

(1)  Both  parents  being  normal  and  of  pure  normal 
ancestry,  all  children  will  be  normal  and  not  capable 
of  transmitting  the  neuropathic  make-up  to  the  off- 
spring. 

(2)  When  both  parents  are  neuropathic,  all  children 
will  be  neuropathic. 

(3)  One  parent  being  normal,  but  with  neuropathic 
taint  from  one  parent,  and  the  other  parent  being 
neuropathic,  half  the  children  will  be  neuropathic  and 
half  normal,  although  capable  of  transmitting  the 
neuropathic  tendency  to  their  offspring. 

(4)  One  parent  being  normal  and  of  pure  normal 
ancestry  and  the  other  parent  being  neuropathic,  all 
children  will  be  normal,  but  capable  of  transmitting 
the  abnormal  tendency  to  their  offspring. 

(5)  Both  parents  being  normal  but  each  with  a 
neuropathic  taint  from  one  parent,  one-fourth  of  the 
children  will  be  normal  ^md  not  capable  of  transmitting 
the  neuropathic  tendency  to  their  offspring ; one-half 
will  be  normal  but  capable  of  transmitting  the  neuro- 
pathic make-up ; the  remaining  one- fourth  will  be 
neuropathic. 

(6)  Both  parents  being  normal,  one  of  pure  normal 
ancestry,  the  other  with  a neuropathic  taint  from  one 
parent,  all  the  children  will  be  normal,  half  of  them 
capable  and  the  other  half  incapable  of  transmitting 
the  neuropathic  tendency  to  their  offspring. 

An  analysis  of  the  results  obtained  from 
crossing  plants  or  from  mating  animals  possess- 
ing certain  characteristic  units,  the  observations 
on  transmissions  of  bodily  defects  and  malfor- 
mations, as  polydactyly  or  brachydactyly,  of 
certain  diseases,  of  mental  deficiencies  and  of 
neuropathic  tendencies,  such  as  described  above 
— analysis  of  all  these  accumulated  data  points 
strongly  to  the  existence  in  the  original  parent 
germ-cells  of  definite  factors  or  determiners 
which  possess  the  power  of  transmitting  certain 
characteristic  units.  What  these  factors  actu- 
ally are,  in  the  light  of  our  present  knowledge, 
we  are  as  yet  unable  to  say,  but  we  do  know 
their  potentiality.  We  know  that  they  are  ca- 
pable of  transmitting  certain  color,  certain 
shape,  certain  make-up  of  mind.  The  differ- 


ences in  individuals  and  species  are  unquestion- 
ably due  to  those  same  factors.  Moreover,  the 
facts  related  above  demonstrate  with  evidence 
that  hereditary  transmission  is  accomplished  ac- 
cording to  strict  laws  and  in  a regular  manner. 
No  individual  can  transmit  to  the  offspring  a 
character-unit  which  he  or  she  has  not  pos- 
sessed. 

Mendelian  laws  of  heredity  prove,  in  my 
opinion,  beyond  doubt  that  variation  is  the  re- 
sult of  special  crossings  in  which  addition  or 
loss  of  special  characteristic  units  plays  the  most 
essential  role.  The  importance  of  dominance 
and  recessiveness  cannot  be  overestimated. 
Once  the  special  units  of  character  exist,  they 
are  permanent  and  cannot  be  obliterated.  Their 
segregation  is  only  a distribution,  but  they  in- 
variably come  out  in  subsequent  generations. 
Species  and  their  variations  depend  exclusively 
on  special  crossings.  Consequently,  variation  of 
individuals  and  races  is  a definite  occurrence 
based  on  definite  combinations  of  segregated 
character  units.  The  conception  of  evolution, 
therefore,  can  no  more  admit  a gradual  transfor- 
mation of  individuals  by  gradual  additions  or  im- 
perceptible changes,  but  it  must  admit  that  those 
changes  are  controlled  by  physiological  laws  and 
that  each  new  apparently  additional  character 
has  in  reality  existed  in  the  germ-cell  of  the  in- 
dividual. These  newer  ideas  of  biological  diver- 
sities, which  are  founded  on  physiological 
observations  and  analytical  breeding,  lead  us 
directly  to  great  possibilities  in  the  domain  of 
genetics,  and  consequently,  to  eugenics. 

Before  we  draw  our  final  practical  conclu- 
sions, let  us  consider  for  a moment  a few  statis- 
tical data  on  at  least  one  of  the  many  pernicious 
consequences  of  morbid  heredity.  I mean  the 
problem  of  mental  deficiency.  The  latter,  of 
course,  is  understood  here  as  an  inherent  state 
which  is  very  frequently,  although  not  always, 
the  result  of  pathological  contents  of  the  germ- 
cells  of  syphilitic  or  alcoholic  parents.  In  a 
study  made  by  Thomas  H.  Haines,  clinical  di- 
rector of  the  Bureau  of  Juvenile  Research, 
Columbus,  Ohio,  entitled  “Feeble-Mindedness 
Among  Delinquents,”  it  was  found  that  many 
delinquents  are  defective  in  mental  endowment. 
He  calculates  that  nineteen  per  cent  of  admis- 
sions to  the  Ohio  Penitentiary  and  State  Re- 
formatory may  be  classed  as  sexual  offenders ; 
forty-eight  per  cent  committed  offenses  against 
property  rights ; thirty-three  per  cent  com- 
mitted offenses  against  the  right  to  life. 
Haines’  complete  table  is  very  eloquent  and 
speaks  for  itself.  (Jour.  Amer.  Institute  of 
Criminal  Law,  Jan.,  1917). 
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Classification  of  Offenses  of  Which  ioo  Prisoners 
Stand  Convicted 

Burglary  5 

4 Burglary  and  Larceny,  ii 

I  Housebreaking  2 

3 Interference  with  rail- 

I road  property  2 

I Receiving  stolen  prop- 

1 erty  2 

^ Life 

^ Robbery  attempt  8 

Carrying  concealed 
weapons  4 

2 Cutting  to  wound  8 

2 Attempt  to  kill I 

7 Cutting  to  kill  I 

3 Shooting  to  wound  ...  2 

5 Shooting  to  kill  I 

7 Manslaughter  7 

r'i fly-eight  of  the  hundred  delinquents  are 
repeaters.  They  have  previous  records  either  in 
the  correctional  institutions  of  Ohio  or  other 
states  or  in  workhouses. 

Another  author,  William  J.  Hickson,  director 
of  the  Psychopathic  Laboratory,  Municipal 
Court,  Chicago,  taking  at  random  245  boys  com- 
mitted to  court  for  various  offenses,  finds 
ninety-three  per  cent  defective.  The  same 
writer  speaking  of  his  experience  with  the 
Domestic  Relations  Court  says : “A  large  per- 
centage of  marital  unhappiness  and  shipwreck 
has  feeble-mindedness  at  the  bottom.”  Paul  E. 
Bowers,  physician  in  charge  of  Indiana  State. 
Prison,  in  examining  100  recidivists,  finds 
among  them : twelve  insane ; twenty-three 

feeble-minded ; thirty-eight  constitutionally  in- 
ferior ; seventeen  psychopaths,  and  ten  epilep- 
tics. The  IOO  habitual  criminals  are  therefore 
defective. 

There  are  250,000  patients  in  hospitals  for 
mental  diseases  in  this  country.  Each  year 
50,000  persons  are  admitted  to  these  hospitals 
for  the  first  time.  There  are  many  cases  of  seri- 
ous mental  maladjustment  that  never  reach 
these  hospitals.  Patients  with  one  type  of 
mental  disease  alone  (dementia  prsecox)  are 
twice  as  numerous  as  persons  in  all  hospitals  for 
tuberculosis.  One  man  out  of  every  six  received 
into  a state  hospital  for  mental  diseases  for  the 
first  time  is  admitted  on  account  of  syphilis 
(8,000,000  syphilitics). 

Over  one-eighth  of  the  total  expenditures  of 
some  states  is  for  the  insane.  The  expenditures 
for  the  insane  in  some  states  exceed  the  amount 
for  any  other  purpose  except  education.  The 
cost  of  maintenance  of  persons  in  hospitals  for 
mental  diseases  throughout  this  country  is  about 
$74,000,000  annually.  The  economic  loss  to  the 
United  States  each  year  on  account  of  mental 
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diseases  is  over  $200,000,000.  The  number  of 
hospital  beds  occupied  by  patients  with  mental 
diseases  exceeds  the  number  in  use  in  all  gen- 
eral hospitals  in  this  country. 

All  these  statistical  data  are  too  conspicuous 
to  require  further  comment.  If,  in  addition  to 
this,  we  consider  also  for  a moment  that  we  are 
constantly  building  asylum^  sanitariums  and 
prisons  to  shelter  the  constantly  growing  num- 
ber of  unfit,  are  we  not  deluged  by  a progres- 
sively accumulating  flood  of  defectives  in  every 
sense  of  the  term?  If  it  is  so,  are  we  not  breed- 
ing defectives?  Since  we  know  that  human 
harvest  is  based  essentially  on  inheritance,  are 
we  not  criminally  negligent  in  permitting  the 
production  of  such  crops  ? Let  us  not  waste  our 
energies  in  devising  various  methods  for  curing 
deficiencies  but  let  us  rather  devote  our  work 
to  preventing  them.  Any  assumption  that  an 
improvement  of  external  conditions  will  remove 
liuman  deficiencies  and  reform  chronic  offenders 
who  are  constitutionally  below  normal  is  an  il- 
lusion of  mistaken  philanthropy.  The  student 
of  heredity  must  realize  that  intrinsic  qualities 
of  the  human  species  are  to  be  found  almost 
exclusively  in  suitable  matings  of  individuals. 

The  solution  of  the  problem  of  betterment 
cf  the  race  lies  in  two  essential  principles:  i,  a 

selection  of  the  fittest  for  union ; 2,  prevention 
of  reproduction  among  the  unfit.  Success  in 
this  double  endeavor  requires  recourse  to 
methods  of  education.  The  seriousness  of  the 
entire  situation  must  be  brought  to  light,  the 
knowledge  of  facts  of  heredity  must  be  dis- 
seminated and  each  individual,  in  choosing  a 
marriage  mate,  must  know  that  he  is  choosing 
a future  parent  for  his  children.  Heredity  is 
the  great  force  that  governs  the  world ; it  con- 
trols all  the  acts  of  life,  physiological  as  well 
as  pathological.  Morbid  heredity  is  of  major 
interest.  Is  it  not  of  the  gravest  importance  to 
know  what  type  of  individual  the  son  of  an 
alcoholic,  a syphilitic,  or  an  insane  parent  will 
be?  How  many  unfortunate  marital  unions, 
miserable  existences,  and  domestic  tragedies 
could  be  avoided  through  an  exact  knowledge 
cf  the  value  of  the  principles  of  heredity. 

Heredity  is  a biological  law  according  to 
which  the  parents  transmit  to  their  offspring 
peculiarities  of  organization  and  normal  or  mor- 
bid aptitudes.  “Is  pater  est  quern  nuptiae 
demonstrant.”  was  an  axiom  of  Roman  law. 
Biologically  we  may  say : “Is  pater  est  quern 

morbi  filiorum  demonstrant.”  A syphilitic  or 
alcoholic  individual  is  capable  of  poisoning  the 
blood  of  a whole  family  for  generations.  If  I 
make  the  statement  that  according  to  the  latest 
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Sex 

Rape  

Incest  

Bigamy  

Sodomy  

Exposure  

Liquor  to  a girl 

Nonsupport  

Abandonment  . . . 

Property 

False  pretenses  . 
Embezzlement  . . 

Forgery  

Pickpocket  

Larceny  

Grand  larceny  . , 
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authoritative  census  there  are  now  about  eight 
million  syphilitics  in  the  United  States,  you  will 
agree  that  the  situation  is  truly  alarming.  Does 
not  society  owe  it  to  itself  as  a matter  of  self 
preservation  to  prevent,  with  force  if  necessary, 
perpetuation  of  the  defects  created  by  the 
syphilitic  or  alcoholic  poisons? 

The  duty  of  physicians  is  plain  regarding  the 
application  of  these  facts.  By  enlightening  the 
public  and  by  intelligent  agitation  of  these  vital 
problems,  a fair  degree  of  cooperation  of  the 
people  will  eventually  be  obtained.  Physicians 
possess  the  scientific  facts  demonstrating  the 
right  of  every  child  of  the  future  to  be  well 
born,  and  the  sacred  duty  and  obligation  of 
every  individual  toward  mankind  to  see  that  his 
own  germ  plasm  is  not  impaired  by  preventible 
poisons.  At  this  juncture  it  is  interesting  to 
recall  Regis’s  definition  of  degeneracy : “It  is  a 
decadence  of  the  species  which  goes  progres- 
sively to  extinction  of  its  descendants  who  by 
virtue  of  physical,  intellectual  and  moral  de- 
fects are  less  and  less  capable  of  adapting  them- 
selves to  surroundings.’’ 

If  the  first  of  our  problems,  namely,  “selec- 
tion of  the  fittest,”  cannot  find  its  proper  solu- 
tion, and  the  abnormal  offspring  cannot  be 
prevented  from  marrying,  then  prevention  of  re- 
production must  be  seriously  considered.  Cas- 
tration in  both  sexes  and  vasectomy  are  two  of 
the  measures  which  enable  us  to  prevent  the 
production  of  generations  of  abnormal  types. 
Much  has  been  said  in  certain  quarters  against 
them,  but  the  voices  raised  come  from  indi- 
viduals who  are  either  prompted  by  sentimental 
motives  or  else  are  not  familiar  with  the  laws 
of  heredity  as  described  above,  with  the  power 
of  transmission  of  character  units  once  they 
originate  in  the  germ  cells,  with  the  constancy 
and  regularity  of  this  transmission.  Segrega- 
tion of  persons  with  a marked  neuropathic  in- 
heritance during  the  reproductive  period  of  life 
is  still  another  prophylactic  measure  in  our  en- 
deavors for  disappearance  of  abnormal  char- 
acter units  in  successive  generations  and  there- 
fore for  improvement  of  our  race. 

The  foregoing  analysis  of  our  knowledge  of 
laws  of  heredity  directs  us  physiologically,  so 
to  speak,  to  the  proper  understanding  of  breed- 
ing or  crossing.  Herein  lie  the  fundamental 
principles  of  formation  of  certain  characteristic 
features  of  individuals  and  races  and  of  the 
manner  with  which  varieties  and  species  arise. 
The  entire  phenomenon  of  heredity  is  merely  a 
phenomenon  of  individuals  and  controlled  by 
precise  and  specific  physiological  laws.  A pro- 
found knowledge  of  the  principle  of  inheritance 
enables  one  to  grasp  the  fact  that  the  character 


of  the  component  elements  of  human  society 
can  be  greatly  controlled.  Consequently,  the 
proper  conception  of  eugenics  is  the  direct  out- 
come of  the  fundamental  knowledge. 

Let  us  therefore  continue  studying  this  prob- 
lem, keep  pace  with  new  facts,  and  develop  an 
enlightened  interest  in  ideals  of  eugenics  in 
every  one  with  whom  we  come  in  contact.  The 
task  is  a difficult  one,  but  if  at  least  some  peo- 
ple can  be  convinced  that  the  social  evils  can  be 
prevented,  that  the  defective  intellect,  the  crim- 
inal tendencies,  and  the  degeneracy  of  the  child 
all  originate  from  a pathological  parentage,  your 
contribution  to  mankind  will  be  of  the  highest 
order. 

The  role  of  the  physician  does  not  lie  ex- 
clusively in  removing  suffering.  His  mission 
must  be  a higher  one.  Who,  if  not  the  physi- 
cian, can  best  serve  as  the  guide  to  an  honest 
man  who  undertakes  to  lay  the  foundation  of  a 
family?  The  physician  alone  can  avert  danger 
by  emphasizing  to  the  candidates  for  marriage 
the  laws  of  heredity  and  the  consequences  of 
morbid  heredity.  He  alone  can  make  it  clear 
to  any  man  or  woman  that  to  read  daily  on  the 
face  of  their  child  the  stamp  and  the  reproach 
of  a morbid  taint  which  they  tried  to  conceal 
is  more  torturing  than  the  stain  of  blood  to 
Lady  Macbeth.  To  combat  social  misery  and 
all  its  consequences  is  to  combat  physical  and 
moral  deterioration.  Preventing  them  means 
to  prepare  generations  better  equipped  to  resist 
depressive  influences  in  life  and  therefore  more 
apt  to  receive  an  intellectual  and  moral  founda- 
tion which  will  transform  them.  Fortes  forti- 
bus  generantur  is  the  logical  conclusion  drawn 
from  the  application  of  biological  knowledge  to 
social  evolution. 

DISCUSSION 

Dr.  MiddlEbrook  (Dover,  Del.)  : Dr.  Gordon’s  paper 
is  largely  theoretical.  The  determinators  of  which  he 
speaks  have  never  been  positively  demonstrated  and 
until  their  character  is  definitely  determined  the  solu- 
tion of  the  problem  must  be  restricted  to  elimination  of 
the  manifestly  unfit  rather  than  to  designation  of  par- 
ticular individuals  as  probably  eugenically  imperfect. 
The  medical  man  is  the  only  one  who  is  competent  to 
judge  of  this  unfitness,  and  I'  think  that  we  should 
give  our  assistance  to  these  unfortunates. 

Dr.  T.  a.  Williams  (Washington,  D.  C.)  : So  far 
as  the  question  of  alcoholism  is  concerned,  we  are 
all  descendants  of  alcoholics.  It  is  very  important, 
however,  if  we  want  to  improve  humanity,  that  we 
should  prevent  the  breeding  of  idiots,  imbeciles,  etc. 
Although  there  are  very  few  families  that  have  perfect 
histories,  I think  it  is  not  desirable  to  forbid  the  mar 
riage  of  cousins  when  they  are  both  in  perfect  con- 
dition. Let  the  young  people  choose  their  mates  and 
there  will  be  a natural  gravitation  towards  the  best. 
However,  we  all  know  business  and  professional  men 
who  have  died  of  some  disease  of  the  brain,  perhaps 
diagnosed  as  apoplexy,  in  which  we  must  not  criticize 


April,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


483 


the  diagnosis  too  harshly.  People  who  marry  to  obtain 
wealth  and  social  standing  may,  therefore,  not  always 
be  improving  the  conditions  of  life. 

Dr.  Luther  Conwell  (Camden,  Del.)  : I am  not 

in  favor  of  pressing  this  matter.  It  is  a hardship  to 
prevent  a man  from  getting  married;  it  takes  the  joy 
of  living  away  from  him. 

Dr.  J.  W.  Bastian  (Wilmington,  Del.)  : I am  sur- 
prised to  hear  Dr.  Conwell  take  the  stand  he  does.  I 
take  the  opposite  point  of  view. 

Dr.  Alfred  Gordon  (Philadelphia,  Pa.)  : In  regard 
to  the  question  of  focal  infection.  Dr.  Poetschke,  you 
dentists  ought  to  find  a solution. 

Dr.  Poetschke  (Milford,  Del.)  ; A certain  one  of 
cur  dental  men,  it  appears,  advanced  an  opinion  as 
to  relative  cliaracteristics.  The  data  which  he  sub- 
mitted seem  to  me  very  far  fetched. 

Dr.  Gordon  : It  is  true  that  in  a number  of  in- 

stances we  find  focal  infection  in  connection  with 
mental  cases  of  a serious  nature.  On  general  prin- 
ciples, all  focal  infections  should  be  removed.  It  is 
claimed  tliat  infected  teeth  and  tonsils  are  the  cause 
of  many  troubles. 

Dr.  G.  W.  K.  Forrest  (Wilmington,  Del.)  : Dr. 

Gordon  made  a statement  that  90%  of  his  list  of 
juvenile  delinquents  were  defective.  I should  like  to 
know  if  this  was  due  to  lack  of  education  or  to  in- 
heritance. 

Dr.  Gordon  : In  a great  many  cases  it  was  due  to 

both. 


EDITORIAL 


A NEW  THERAPEUTIC  AGENT  IN  THE 
TREATMENT  OF  TUBERCULOSIS 

Ever  since  the  discovery  of  the  bacillary  ori- 
gin of  tuberculosis,  attempts  had  been  made  to 
attack  the  offending  organism  within  the  tissues 
of  the  host  by  various  germicides.  These  at- 
tempts failed  because  of  the  fact  that  a germi- 
cide strong  enough  to  kill  the  resistant  tubercle 
bacillus  was  destructive  to  the  body  cells  if  em- 
ployed in  sufficient  concentration  to  prove 
effective.  Further  attempts  were  finally  aban- 
doned, and  with  the  exception  of  the  spasmodic 
use  of  tuberculin,  the  therapy  of  pulmonary 
tuberculosis  became  practically  drugless,  chief 
reliance  being  placed  on  measures  which  would 
counteract  the  unfavorable  metabolic  changes 
induced  by  the  tubercle  bacillus. 

With  the  establishment  by  Ehrlich  of  the 
principle  of  “therapia  magna  sterilizans,”  and 
its  successful  application  in  syphilis,  a disease 
which  is  very  similar  in  its  pathologic  mani- 
festations to  tuberculosis,  a new  impetus  was 
furnished  to  the  investigator,  who  renewed  his 
efforts  to  discover  an  agent  which  would  act  in 
tuberculosis  as  the  arsenical  compounds  do  in 
syphilis.  According  to  Dr.  Moellgaard,  of  Den- 
mark, sanokrysin  is  such  an  agent.  It  is  a 
double  salt  of  gold  and  soda,  freely  soluble  in 


water,  nearly  neutral  in  reaction,  rapidly  dif- 
fusible through  animal  membranes,  and  is  com- 
paratively nontoxic.  It  inhibits  the  growth  of 
tubercle  bacilli  in  a dilution  of  i : 1,000,000  and 
is  completely  bactericidal  in  i : 100,000. 

Animal  experiments  seem  to  indicate  that  the 
drug  possesses  marked  curative  properties,  the 
results  being  due  to  the  actual  destruction  of  the 
bacilli  within  the  tissues.  When  large  doses  are 
administered,  there  occurs  anaphylactic  shock, 
somewhat  similar  to  the  effect  of  tuberculin. 
This  shock  may  be  prevented  by  the  administra- 
tion of  a specially  prepared  specific  serum. 
In  man,  small  doses  are  detrimental  because  they 
act  as  irritants,  having  a tendency  to  activate 
the  disease.  The  most  successful  method  of  ad- 
ministration is  to  give  0.5  gm.  on  the  first  day, 
I gm.  on  the  fourth,  i gm.  on  the  seventh,  i gm. 
on  the  tenth  and  i gm.  on  the  fourteenth.  This 
is  chiefly  in  the  incipient  cases.  In  the  more 
advanced  stages  of  the  disease  the  dose  is  in- 
creased, beginning  with  i gm.  and  continuing 
with  il4  gms. 

Patients  free  from  tuberculosis  do  not  react. 
The  reaction  induced  in  tuberculous  individuals 
varies  from  a rise  in  temperature  to  extreme 
shock  and  erythema.  The  reaction  is  supposed 
to  be  caused  by  the  water-soluble  toxins  liber- 
ated after  the  destruction  of  the  tubercle  bacilli. 
The  drug  seems  to  possess  a dehydrating  effect 
on  the  lungs ; the  exudation  is  reduced  and  the 
rales  disappear. 

The  results  obtained  in  the  treatment  of  133 
pulmonary  cases  in  the  various  hospitals  in  Den- 
mark show  a large  percentage  of  cures  in  the 
incipient  stages  of  the  disease,  and  a propor- 
tional diminution  of  the  favorable  effect  in 
the  more  advanced  cases.  This  applies  in  a 
large  measure  to  other  specific  treatment,  and 
is  as  we  should  expect  a priori.  The  drug, 
having  a specific  effect  on  the  tubercle  bacilli, 
cannot  exert,  except  indirectly,  any  beneficial 
influence  on  the  tissues  which  have  already 
undergone  marked  pathologic  changes.  On  the 
other  hand,  it  makes  it  rather  difficult  to  evalu- 
ate a drug  that  benefits  the  patient  at  a stage  of 
the  disease  which  is  favorably  influenced  by 
other  treatment,  nonspecific  in  character.  It  is 
difficult  to  say  in  a given  case  whether  this  par- 
ticular patient  would  have  made  as  good  a re- 
covery with  any  other  method  of  treatment. 
Besides,  133  cases  of  which  about  20  were  in- 
cipient, is  too  small  a number  to  justify  definite 
conclusions,  and  the  specificity  attributed  to 
sanokrysin  may  be  premature. 

Before  Ehrlich’s  epoch-making  demonstra- 
tion, we  should  probably  have  dismissed  the  an- 
nouncement of  this  new  cure  with  the  state- 


484  THE  ATLANTIC  MEDICAL  JOURNAL  April,  1925 


ment  that  it  is  another  “will-o’-the-wisp,”  des- 
tined to  pass  through  the  meteroric  stage  to  join 
Friedman’s  turtle  serum  and  the  numerous  other 
“specific”  cures,  long  since  forgotten.  Now, 
however,  it  is  different.  We  believe  in  the  cor- 
rectness of  the  underlying  principle ; but 
whether  this  particular  gold  preparation  or 
some  other  combination  of  the  metallic  salts 
will  prove  effective,  time  and  experience  alone 
will  show.  We  can  afford  to  wait,  and  by  in- 
telligent waiting  do  more  good  to  our  patients 
and  help  more  the  cause  of  true  scientific  re- 
search than  by  jumping  at  half-baked  discover- 
ies in  response  to  a demand  created  by  prema- 
ture newspaper  publicity. 

Sanokrysin  should  be  tried  out  in  institutions 
under  careful  supervision  by  trained  men.  The 
general  practitioner  had  better  keep  his  hands 
off. 
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SYMPOSIUM  ON  LOCAL  ANESTHESIA 

EQUIPMENT  AND  TECHNIC  FOR  THE 
USE  OF  LOCAL  ANESTHESIA* 
ROBERT  EMMETT  FARR,  M.D. 

MINNEAPOLIS,  MINN. 

In  this  paper  it  is  the  writer’s  intention  to 
discuss  only  incidentally  the  value  or  necessity 
of  the  use  of  local  anesthesia.  Its  advantages 
and  disadvantages  are  being  weighed  by  sur- 
geons throughout  the  world  and  by  hundreds 
of  thousands  of  patients  as  well,  and  we  must 
leave  to  the  future  the  evaluation  of  the  place 
it  is  destined  to  occupy.  It  is,  therefore,  my 
purpKDse  at  this  time  to  deal  more  particularly 
with  the  method  of  its  application  and  the  prin- 
ciples underlying  the  same,  thinking  that  perhaps 
in  tliis  manner  more  good  will  be  accom- 
plished, because  after  all,  it  is  through  the  suc- 
cessful application  of  local  anesthesia  that  its 
advantages  become  manifest,  and  many  of  its 
alleged  disadvantages  disappear. 

SUCCESSFUL  APPLICATION  OF  LOCAL  ANESTHESIA 

It  is  the  writer’s  belief  that  a considerable 
number  of  the  objections  to  the  use  of  local 
anesthesia  result  from  the  effort  of  surgeons  to 
substitute  local  for  general  anesthesia  without 
sufficiently  modifying  their  usual  surgical  tech- 
nic, without  adequate  equipment  and  without 
consideration  of  the  psychic  elements  involved. 
He  feels  that  if  the  above-mentioned  factors 
are  neglected,  consistent  success,  even  with  the 
establishment  of  the  most  excellent  anesthesia, 
is  not  attainable.  We  know  that  the  average 
surgeon,  who  has  had  considerable  experience 
with  local  anesthesia,  often  fails  in  its  use  be- 
cause he  expects  anesthesia  which  will  permit 
him  to  follow  the  surgical  technic  which  he  has 
developed,  and  from  which  he  objects  to  any 
variation. 

We  appreciate  the  fact  that  arguments  are 
made  that  local-anesthesia  operations  may  be 
performed  without  the  use  of  special  equipment. 

• Read  before  the  Section  on  Surgery  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  8,  1924. 


In  using  the  term  “equipment”  we  have  in  mind 
not  only  the  paraphernalia  with  which  to  work 
but,  as  suggested  above,  the  establishment  of 
other  factors,  so  that  the  patient  will  be  sur- 
rounded by  the  proper  environment.  In  our 
estimation  the  more  fully  the  surgeon  realizes 
that  he  must  be  properly  equipped  to  use  the 
local-anesthesia  method  the  greater  will  be  his 
percentage  of  success. 

In  referring  to  the  term  “success”  we  have 
in  mind  two  particular  features : first,  the 

carrying  through  of  any  operation  with  facility, 
completeness  and  without  discomfort  to  ithe 
patient ; and  second,  the  broadening  of  the  scope 
of  local  anesthesia  in  the  hands  of  the  individual 
surgeon.  In  our  experience  the  degree  to  which 
we  have  been  able  to  carry  through  operations 
has  dei>ended  for  the  most  part  upon  the  factors 
mentioned  above.  The  successful  use  of  the 
method  has  been  accompanied  by  a corresponding 
decrease  in  psychic  incompatibility.  As  we  have 
gradually  mastered  the  use  of  the  method,  our 
patients  have  become  cognizant  of  this  fact  and 
they  have  vied  with  each  other  in  promoting 
propaganda  in  the  districts  in  which  they  live. 
Another  factor  which  is  not  to  be  lost  sight  of 
relates  to  the  effect  upon  the  patient  of  the  sur- 
geon’s realization  of  his  ability  to  perform 
operations  successfully  under  the  use  of  local 
anesthesia. 

There  is  one  point  regarding  the  psychology 
of  the  use  of  the  local-anesthesia  method  that  I 
desire  to  stress  before  proceeding  further.  This 
relates  to  the  discussion  with  the  patient  of  the 
method  of  anesthesia  which  is  to  be  employed. 
It  is  our  firm  conviction  that  little  can  be  accom- 
plished by  prolonged  discussion  with  patients  of 
the  advantages  of  local  anesthesia.  These  dis- 
cussions usually  establish  doubt  in  the  minds 
of  the  patients  on  the  one  hand,  and  on  the  other, 
give  them  the  impression  that  they  have  veto 
power.  It  has  been  many  years  since  these 
matters  have  been  discussed  with  patients  when 
general  anesthesia  was  to  be  employed,  and  we 
see  no  reason  for  making  an  exception  when 
local  anesthesia  is  to  be  used. 

Without  referring  further  to  the  psychic  con- 
dition of  the  patient  and  the  manner  in  which  he 
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is  to  be  handled,  we  will  spend  the  allotted  time 
in  a discussion  of  the  mechanical  equipment,  the 
technic  of  inducing  anesthesia  and  the  surgical 
technic  demanded  by  the  method.  Our  con- 
ception of  the  use  of  local  anesthesia  may  differ 
somewhat  from  that  of  others,  as  most  surgeons 
seem  to  think  that  special  equipment  is  unneces- 
sary. It  is  our  feeling  that  equipment  that  is 
to  be  used  for  surgical  work  cannot  be  too 
highly  develojjed.  In  the  use  of  local  anesthesia 
this  seems  especially  true.  We  would  refer  in 
particular  to  properly  trained  assistants,  the 
provision  for  making  the  patient  physically  com- 
fortable, an  o{:ierating  table  which  may  be 
quickly  tilted  at  any  desired  angle,  artificial  il- 
lumination of  the  field  with  the  patient  in  any 
position,  workable  apparatus  for  the  injection  of 
the  solution,  special  retractors,  suction  in  place 
of  s]X)iiging  and  long  delicate  instruments  for 
handling  the  tissues,  obviating  the  necessity  in 
many  instances  of  dislocating  organs  from  their 
normal  habitat. 

We  realize  fully  that  some  operations  can  be 
performed  with  the  patient  suffering  physical 
discomfort  outside  the  field  of  operation,  that 
some  patients  may  be  tilted  into  various  positions 
provided  they  are  sufficiently  well  strapped  to 
the  table,  and  that  in  some  instances  the  surgeon 
and  patient  may  possess  sufficient  endurance  and 
fortitude  for  the  establishment  of  anesthesia 
even  though  the  syringes  leak,  the  needles  are 
large  and  inflexible,  do  not  fit  accurately  and 
frequently  drop  into  the  wound.  We  also  real- 
ize that  in  some  instances  the  patient’s  position 
may  be  changed  with  a sudden  jerking  motion 
(which  is  usually  most  disconcerting),  that  it 
may  be  possible  for  the  sugeon  to  thrust  the 
hand  and  arm  into  deep  cavities  and  blindly 
extract  healthy  or  diseased  viscera  from  the  ab- 
dominal cavity,  and  that  a certain  percentage  of 
patients  are  possessed  of  sufficient  stoicism  to 
undergo  operations  with  incomplete  and  entirely 
inadequate  anesthesia.  We,  however,  prefer  to 
think  in  terms  of  the  ideal  and  to  meet  the  issue 
as  completely  as  may  be. 

The  special  equipment  herein  discussed  may 
indeed  be  unnecessary  for  certain  patients,  or 
even  for  certain  surgeons,  but  for  the  universal 
application  of  the  method  we  are  convinced  that 
some  equipment  similar  to  that  which  we  shall 
describe  is  an  absolute  essential,  although  ,we 
appreciate  that  an  improvement  upon  that  de- 
scribed is  not  only  jx)ssible,  but  desirable  as  well. 

The  imjDortance  of  this  phase  of  the  subject 
is  due,  in  our  estimation,  to  the  fact  that  one 
must  be  ready  to  meet  the  indications  in  major 
surgery,  provided  he  is  to  bring  the  special  ad- 
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vantages  of  local  anesthesia  to  patients  who  are 
most  in  need  of  them. 

We  have  often  referred  to  the  carrying  out 
of  a surgical  operation  under  the  local-anesthesia 
method  as  a “chain”  made  up  of  a series  of 
links,  or  successive  steps,  each  step  depending 
for  its  success  iqx)!!  success  of  the  preceding 
ones.  The  patient,  upon  entering  the  operating 
loom,  should  be  constantly  in  the  charge  of  an 
individual  who  is  especially  trained  for  this  type 
of  work.  This  individual,  the  psycho-anesthetist, 
should  have  in  charge  the  patient’s  physical 
comfort,  should  enlist  his  cooperation  and  should 
administer  general  anesthesia  whenever,  in  her 
judgment,  the  necessity  arises.  We  employ  a 
tactful  nurse  for  this  purpose. 

Assuming,  therefore,  that  the  patient  is  rest- 
ing comfortably  upon  the  operating  table,  that 
through  the  agencies  referred  to  above  the 
patient’s  mind  is  in  a proper  state  of  quiescence, 
that  the  environment  of  the  operating  room  is 
ideal — and  here  we  might  especially  mention  the 
avoidance  of  unnecessary  noise  (the  rattling  of 
tables  and  instruments,  talking  on  the  part  of 
attendants  and  visitors,  the  screaming  or  moan- 
ing of  patients  in  near-by  operating  rooms)  at- 
tention to  the  room  temperature,  and  appropriate 
music  furnished  by  a j>honograph — the  next  step 
in  any  operative  procedure  is  the  preliminary 
induction  of  anesthesia. 

the:  induction  of  anesthesia 

The  region  to  be  operated  upon  and  the  anes- 
thesia technic  have  a most  imjxirtant  bearing 
upon  the  successful  carrying  out  of  any  opera- 
tion. As  we  are  considering  in  this  article  more 
particularly  operations  in  fields  which  cannot  be 
completely  anesthetized  in  advance,  we  shall  di- 
stress for  the  moment  and  discuss  some  factors 
relating  to  this  phase  of  the  subject. 

It  is  our  experience  that  patients  are  disturbed 
less,  and  that  operations  proceed  more  smoothly, 
when  it  is  necessary  to  prepare  but  one  field, 
induce  anesthesia  and  proceed  immediately  with 
the  operation,  reenforcing  the  anesthesia  when- 
ever the  necessity  arises.  It  is  for  this  reason 
that  we  have  taken  the  stand  that  the  surgeon 
who  performs  an  operation  should,  in  the  vast 
majority  of  cases,  administer,  or  be  qualified  to 
administer,  his  own  anesthetic.  It  is  for  the 
same  reason  that  we  predict  that  the  attempt  of 
Labat  and  others  to  induce  local  anesthesia  in 
patients  and  turn  them  over  to  surgeons  for  ex- 
tensive operations,  will  have  but  a limited  field 
and  will  do  little  to  advance  the  popularity  of 
the  local-anesthesia  method.  The  experience  at 
the  Mayo  Clinic,  where  this  method  was  at- 
tempted under  the  most  ideal  auspices,  furnishes 
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a good  example  of  its  inadequacy.  There  are 
many  reasons  why  this  is  true.  The  induction  of 
anesthesia  alone  may  be  a cause  of  greater  com- 
plaint than  is  the  performance  of  the  oj>eration, 
the  preparation  of  tzvo  fields  is  often  necessary, 
and  the  patient  is  usually  forced  to  undergo  two 
ordeals  instead  of  one.  Furthermore,  provided 
the  patient  is  to  be  so  completely  anesthetized 
that  he  can  be  turned  over  to  a surgeon  with 
assurance  that  an  operation  can  be  completed 
without  pain,  it  is  usually  incumbent  upon  the 
anesthetist  to  use  a larger  amount  of  novocain 
than  would  otherwise  be  necessary,  in  order  to 
“play  safe” ; whereas  it  is,  of  course,  desirable 
to  use  the  minimum  amount  of  the  solution  in 
every  case.  Again,  there  are  many  operative 
procedures  in  which  it  is  impracticable,  or  indeed 
impossible,  to  establish  complete  anesthesia  be- 
fore an  operation  is  begun.  In  other  words,  in 
many  instances  successive  areas  must  be  anes- 
thetized after  being  exposed  by  the  operator.  It 
is  also  true  that  the  surgeon  who  operates  under 
the  use  of  local  anesthesia  must  familiarize  him- 
self with  the  method  in  order  to  avoid  manipu- 
lations which  are  incompatible  with  it.  As  the 
obtaining  of  this  knowledge  is  no  more  difficult 
than  learning  how  to  induce  local  anesthesia, 
there  remains  but  one  reason  for  the  employ- 
ment of  a special  local  anesthetist — for  the  pur- 
pose of  saving  time.  Were  the  matter  of  saving 
time  of  sufficient  importance  to  offset  the  ad- 
vantages of  local  anesthesia,  it  would  still  be 
insufficient,  because  by  the  use  of  the  proper 
technic  but  a few  minutes  of  the  surgeon’s  time 
are  necessary  for  the  induction  of  local  anes- 
thesia in  almost  any  operation.  For  these  and 
other  reasons  which  we  have  enumerated  else- 
where, we  believe  that  the  surgeons  who  desire 
to  bring  their  patients  the  good  offices  of  local 
anesthesia  will,  as  time  goes  on,  develop  the 
ability  to  induce  local  anesthesia  themselves,  if 
for  no  other  reason  than  the  necessity  of  being 
able  to  reenforce  the  anesthesia  during  the  suc- 
ceeding steps  of  operations  with  satisfaction,  al- 
though there  can  be  no  objection  offered  to 
having  an  assistant  prepare  the  patient  for  the 
early  stages  of  an  operation,  and  in  some  special 
instances  the  “two-man”  method  may  be  found 
workable. 

LOCAL  TECHNIC 

The  ideal  method  is  to  prepare  the  field  of 
operation  exactly  as  though  general  anesthesia 
were  to  be  used.  The  line  of  incision  is  then 
quickly  infiltrated  by  the  subdermal  painless 
method,^  with  the  patient  in  the  position  which 
will  subsequently  bring  the  pathology  most  per- 

I.  Farr:  Practical  Local  Anesthesia.  Lee  & Febiger. 


fectly  into  view.  In  order  to  illustrate  the 
technic,  the  jierformance  of  intra-abdominal  op- 
erations may  be  referred  to. 

In  the  absence  of  infection,  all  layers  of  the 
abdominal  wall  are  anesthetized  before  the  in- 
cision is  begun.  With  the  proper  equipment  the 
time  required  amounts  to  approximately  one 
minute  to  the  inch,  and  depends  upon  the  length 
of  the  incision.  Equipment  is  an  exceedingly 
important  factor.  By  the  use  of  the  pneumatic 
injector  the  incidence  of  time,  pain  to  the  pa- 
tient, and  the  danger  of  incompletely  anesthe- 
tizing all  sensitive  areas  is  reduced  to  a mini- 
mum. It  is  assumed  that  the  surgeon  is  famil- 
iar with  the  tissues  which  must  be  anesthetized. 
In  this  region  we  have  the  skin,  the  aponeu- 
rosis and  the  j>eritoneum  with  which  to  deal. 
Notwithstanding  the  statements  to  the  contrary,^ 
the  abdomen  cannot  be  opened  without  producing 
muscle  spasm  and  in  many  instances  complaint 
of  pain  on  the  part  of  the  patient,  unless  the 
fascia  or  aponeurosis  is  carefully  anesthetized. 
The  anesthetized  area  should  be  pyramidal  in 
cross  section,  the  apex  at  the  skin  being  about 
one  inch  in  diameter,  and  the  base  three  or  four 
inches. 

We  place  but  little  confidence  in  making  suc- 
tion in  order  to  prove  that  the  needle  point  is 
not  within  the  lumen  of  a vessel.  We  much 
prefer  the  method  of  keeping  the  needle  con- 
stantly moving  while  injecting,  in  order  to  avoid 
the  introduction  of  any  considerable  quantity 
of  the  solution  into  the  vascular  system.  While 
performing  transfusions  with  needles  of  large 
caliber  we  have  repeatedly  found  that  at  times 
attempted  aspiration  of  blood  was  negative, 
although  the  needle  was  known  to  be  directly 
in  the  lumen  of  a vein.  Another  advantage  of 
this  method  is  that  as  the  needle  approaches  the 
peritoneum  with  the  cut-off  open  and  the  solu- 
tion spurting  from  its  point,  this  tissue  is  forced 
away  from  the  needle  point,  and  thus  punc- 
turing of  the  peritoneum  is  avoided.  This  fact 
has  been  repeatedly  demonstrated  by  the  induc- 
tion of  colored  solutions  and  by  advancing  the 
needle  through  the  abdominal  wall  with  the 
abdomen  open. 

intraperitoneal  anesthesia  and  surgical 

TECHNIC 

opening  the  abdomen:  As  stated,  the  abdomi- 
nal wall  may  be  completely  anesthetized  in  from 
two  to  five  minutes.  The  incision  may  be  made 
immediately.  As  exposure  is  the  keynote  of 
success,  and  unequal  and  intermittent  retraction 
of  the  tissues  is  one  of  the  most  common  caused 

2.  Mitchell,  J.  F. : Second  Edition,  Gwathmey,  Macmillan  & 
Co.  Page  476,  and  others. 
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of  complaint  and  consequent  failure,  proper  re- 
traction becomes  at  once  our  greatest  ally.  The 
skin  and  fat  are  retracted  by  means  of  the  No.  2 
wire  spring  retractor,  the  muscle  by  means  of 
the  No.  3.  The  peritoneum  is  widely  exposed 
before  incising,  and  anesthesia  so  complete 
as  to  assure  the  absence  of  muscle  spasm  should 
result  in  a negative  intra-abdominal  pressure,  or 
a falling  away  of  the  intraperitoneal  viscera, 
as  the  peritoneum  is  opened  and  the  abdominal 
wall  gently  elevated.  Spring  retractors  Nos.  4 
and  5 are  now  introduced  and  under  their  influ- 
ence the  incision  gradually  increases  in  size,  its 
shape  depending  upon  the  direction  in  which  the 
retractors  are  placed. 

At  this  point  two  factors  become  of  para- 
mount importance:  first,  the  enlisting  of  the 
patient’s  cooperation  through  the  agency  of  the 
psycho-anesthetist,  thus  avoiding  voluntary  ex- 
pulsive effort;  second,  tilting  of  the  table,  by 
means  of  the  worm  drive,  into  a position  which 
will  utilize  the  force  of  gravity  to  its  fullest 
extent.  In  fact,  as  a rule  the  tilting  of  the  table 
should  precede  the  opening  of  the  peritoneal 
cavity. 

With  regard  to  the  sensibility  of  the  intra- 
peritoneal tissues,  there  is  as  yet  much  knowledge 
to  be  gained.  It  is  well  known,  however,  that 
some  operations  may  be  performed  within  the 
abdominal  cavity  without  the  use  of  intraperi- 
toneal anesthesia  at  all.  Time  will  not  permit 
a full  discussion  of  this  aspect  of  the  subject. 
I wish  simply  to  stress  the  fact  that  the  sensitive 
areas  are  supplied  by  the  abdominal  sympathetic 
system  and  that  by  the  use  of  the  strategy  men- 
tioned above,  to  wit,  abolishing  the  reflexes, 
elastic  retraction,  tilting  of  the  patient’s  body, 
perfect  illumination,  and  the  avoidance  of  trac- 
tion, we  may  anesthetize  this  system  centrally  or 
peripherally  by  introducing  the  solution  under 
direct  vision.  After  the  establishment  of  anes- 
thesia, a fair  amount  of  traction  will  usually  be 
tolerated. 

The  accomplishment  of  this  ideal  demands 
careful  preoperative  diagnosis,  appropriate  in- 
cisions, and  the  avoidance  of  any  overt  act 
which  might  possibly  weaken  the  “chain”  to 
which  we  have  alluded.  One  of  the  most  im- 
portant features  in  relation  to  the  advantage  of 
the  technic  described  is  the  avoidance  of  forceful 
packing  with  gauze.  Where  packing  is  used,  it 
is  for  the  purpose  only  of  holding  movable 
viscera  away  from  the  field  of  operation,  or  for 
the  purpose  of  protecting  the  patient  from  the 
spreading  of  septic  material.  We  feel  that  there 
is  a decided  difference  between  forcing  viscera 
out  of  the  field  of  operation  by  the  means  of 
gauze  packs,  and  merely  maintaining  what  we 


have  gained  in  this  regard  by  the  use  of  the 
force  of  gravity.  When  gauze  is  used  for  the 
purpose  of  gaining  exposure,  it  is  only  held 
lightly  in  contact  with  the  serous  surfaces  by 
means  of  the  wire  spring  retractors.  The  suc- 
cessful completion  of  an  operation  under  local 
anesthesia,  as  herein  suggested,  coincides,  in 
our  estimation,  almost  exactly  with  the  best 
interests  of  the  patient. 

In  conclusion  we  should  suggest  to  those  who 
desire  to  carry  out  major  surgical  procedures 
under  local  anesthesia  with  satisfaction  to  them- 
selves and  to  their  patients,  that  the  strictest 
attention  be  paid  to  the  numerous  factors  men- 
tioned, and  that  without  attention  to  many 
factors  aside  from  the  actual  induction  of  anes- 
thesia, success  in  the  broadest  sense  cannot  be 
achieved. 

1645  Hennepin  Avenue. 


LOCAL  ANESTHESIA  IN  SURGERY  OF 
THE  NECK* 

HAROLD  L.  FOSS,  M.D.f 

DANVII,I,E,  PA. 

It  is  probably  in  surgery  of  the  neck  that 
local  anesthesia  has  its  greatest  field  of  useful- 
ness. The  comparative  ease  with  which  the 
branches  and  even  the  trunks  of  the  cervical 
plexus  can  be  injected,  the  comparative  safety 
with  which  this  procedure  can  be  carried  out, 
the  extremely  satisfactory  anesthesia  thus  pro- 
duced, and  finally  the  character  of  the  lesions 
peculiar  to  this  portion  of  the  body,  especially 
conditions  involving  the  thyroid  gland,  render 
this  the  case. 

Our  distinguished  guest.  Dr.  Farr,  who  has 
done  more  than  any  one  else  in  our  country  to 
secure  for  local  anesthesia  the  recognition  it 
has  so  long  deserved,  rightfully  says  that  we 
should  consider  an  anesthesia  as  purely  local 
only  when  nerve  blocking  or  tissue  infiltration 
alone  is  depended  on,  without  the  aid  of  some 
other  anesthetic  such  as  ether  or  nitrous  oxid. 
I can  not  report  from  a large  experience  with 
local  anesthesia  under  this  strict  interpretation 
of  the  term,  although  I have  employed  it,  with 
certain  dependence  on  inhalation  anesthetics,  in 
the  treatment  of  many  conditions  involving  the 
cervical  region.  However,  either  in  its  pure 
form,  or  in  combination  with  nitrous  oxid,  I 
have  used  it  in  1,022  operations  upon  the  neck, 
and  always  with  the  very  greatest  satisfaction 
and  an  ever-increasing  recognition  of  its  tre- 
mendous value  and  importance. 

* Read  before  the  Section  on  Surgery  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  8,  1924. 
tSurgeon-in-Chief,  Geisinger  Memorial  Hospital,  Danville,  Pa. 
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from  the  vertebral  foramena,  resulting  in  complete  anes* 
thesia  of  the  deeper  structures  as  well  as  the  superficial, 
as  shown  in  Figures  4 and  5. 

It  is  not  necessary  on  this  occasion  to  discuss 
in  detail  the  technic  of  local  cervical  anes- 
thesia. The  lateral  method  of  blocking  the  sec- 
ond, third  and  fourth  cervicals  at  their  point  of 
exit  from  the  cervical  vertebrae,  as  described 
by  Braun  and  as  employed  in  surgery  of  the 
deeper  structures,  has  been  fully  and  recently 
described  in  the  works  of  Farr  and  of  Labat. 
Extensive  operations  upon  the  thyroid,  larynx 
and  trachea,  operations  for  the  removal  of  deep 
cervical  carcinoma,  bronchial  cysts,  etc.,  may  be 
satisfactorily  performed  following  this  method. 
Blocking  the  branches  of  the  superficial  cervical 
plexus  as  they  emerge  posterior  to  the  stemo- 
mastoid,  plus  subdermal  infiltration  along  the 
proposed  line  of  incision,  is  a simpler  and  com- 
paratively easy  procedure  and  is  adequate  for 
work  performed  on  the  more  superficial  parts. 

The  extent  to  which  nerve  blocking  is  carried 
out  depends,  of  course,  on  the  degree  of  depend- 
ence placed  in  other  anesthetics,  chiefly  gas, 
varying  in  degree  from  a condition  in  which  the 
anesthesia  is  almost  purely  local  with  a mild 
analgesia,  to  deep  inhalation  anesthesia  with  but 
slight  cutaneous  local.  With  certain  restric- 
tions we  might  put  Dr.  Farr  and  his  school  at 
one  extreme  and  Dr.  George  Crile  at  the  other. 
For  my  own  part,  anxious  as  I am  to  be  in  such 


distinguished  company,  I will  take  a position 
somewhere  in  between. 

We  are  all  familiar  with  the  many  argu- 
ments in  favor  of  local  over  other  forms  of 
anesthesia,  especially  in  the  bad-risk  case.  The 
nausea  and  vomiting  produced  by  ether,  the 
irritation  to  which  the  kidneys  are  subjected 
when  this  anesthetic  is  employed,  the  degenera- 
tive changes  frequently  occurring  in  the  liver 
following  the  administration  of  chloroform,  and 
the  powerful  depressant  action  of  this  drug  upon 
the  heart  and  central  nervous  system,  and  finally 
the  acidosis  and  the  lowering  of  the  alkaline 
reserve  of  the  blood  accompanying  the  adminis- 
tration of  all  forms  of  inhalation  anesthesia, 
even  nitrous  oxid,  are  subjects  too  well  known 
to  require  review  in  special  detail. 

Although  local  anesthesia,  employed  accord- 
ing to  the  purely  literal  meaning  of  the  term, 
has  a large  and  important  field  in  many  opera- 
tions performed  upon  the  neck,  it  finds,  I believe, 
its  greatest  usefulness  when  utilized  in  combina- 
tion with  other  agencies,  especially  nitrous-oxid 
gas.  This  is  strikingly  true  in  surgery  of  goiter 
and  especially  in  surgery  of  toxic  goiter.  Al- 
though as  Dr.  Farr  says,  and  with  perfect  ac- 
curacy, patients  receiving  any  amount  of  general 
anesthesia  should  not  be  classed  with  those  who 
receive  only  local,  yet  I feel  that  there  are  condi- 
tions affecting  the  structures  of  the  neck,  and  I 
refer  esj>ecially  to  exophthalmic  goiter,  when 
the  patient  should  be  permitted  that  manifold 
blessing  of  complete  psychic  block  provided  by 
a light  administration  of  gas.  The  value  of  this 
combination,  which  has  its  chief  exponent  in 
George  Crile,  may  be  questioned  by  one  who  has 
become  a thorough  master  of  local  anesthesia, 
yet  I have  always  felt  that  when  such  a question 
arises  it  suggests  a tendency  in  the  direction  of 


Fig.  2. — Transverse  section,  midcervical  region,  showing  needle 
penetrating  at  posterior  margin  of  the  sternomastoid  and 
extending  to  the  cervical  nerve  trunk. 
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fitting  the  patient  to  the  anesthetic  rather  than 
the  anesthetic  to  the  patient. 

After  all,  every  surgical  case  is  a law  unto 
itself,  not  only  as  it  relates  to  the  type  of  opera- 
tion selected  in  the  treatment  of  it,  but  also  in 
the  selection  of  the  anesthetic  under  which  it  is 
to  be  j>erformed,  and  we  make  a mistake,  I feel 
sure,  if  we  permit  one  school  to  prescribe  gen- 
eral anesthesia  for  all  of  its  patients  and  the 
other  local  in  every  case. 

It  is  my  firm  conviction,  based  on  a somewhat 
extensive  experience  with  thyroid  cases,  that  the 
highly  neurotic  patient  with  exophthalmic  goiter 
had  best  be  saved  from  the  severe  psychic  strain 
attending  a thyroidectomy,  or  even  a ligation, 
when  performed  under  local  anesthesia  alone. 
On  the  other  hand,  I have  frequently  had  under 
observation  toxic-goiter  patients  whose  nervous 
condition  was  greatly  aggravated  by  gas  and 
who  ultimately  went  through  extensive  resec- 
tions of  the  gland  under  local  anesthesia  ])urely, 
with  complete  freedom  from  ])ain  or  serious  an- 
noyance. I have  also  found  local  anesthesia, 
used  purely  alone  and  unassisted  by  auxiliary 
inhalation  anesthetics,  a highly  satisfactory 
method  in  the  removal  of  enormous  retrotracheal 
and  intrathoracic  goiters,  when  because  of  the 
embarrassed  respiration,  attempted  administra- 
tion of  a general  anesthetic  would  have  been 
murderous.  Thus  does  the  patient  with  goiter 
illustrate  particularly  well  the  point  I mention 
above  of  each  patient  being  a law  unto  himself. 
In  the  treatment  of  this  disease,  perfect  recog- 
nition of  the  importance  of  the  psychic  element 
is  always  necessary,  and  so  I wish  to  emphasize 
that  in  my  experience  the  extremely  toxic  pa- 
tient suffering  from  hyperthyroidism  is  much 
more  satisfactorily  handled  under  local  anesthe- 
sia if  sufficient  nitrous  oxid  is  given  to  render 
her  oblivious  of  what  is  going  on  around  her. 
I am  fully  aware  that  this  may  not  be  the  ex- 
perience of  such  masters  of  the  local  method  as 
Dr.  Farr,  under  whose  patient  and  tireless  super- 
vision the  technic  of  pure  local  has  reached  a 
stage  of  perfection  unparalleled  by  any  other 
form  of  anesthesia. 

While  deep  blocking  of  the  cervical  plexus, 
with  all  its  manifold  advantages,  is  rapidly  com- 
ing into  general  use  in  surgery  of  the  neck,  the 
method  is  not  without  an  element  of  danger 
which  must  be  constantly  guarded  against,  es- 
pecially by  the  surgeon  whose  experience  with 
this  type  of  anesthesia  is  slight.  It  must  be 
borne  in  mind  that  the  phrenic  nerves  arise  from 
the  third,  fourth  and  sometimes  fifth  cervical 
segments,  and  although  it  is  reasonable  to  believe 
that  in  a deep  injection  of  the  cervical  plexus 
there  is  physiological  block  of  the  phrenics,  yet 


serious  disturbance  of  diaphragmatic  function 
rarely  appears,  even  when  the  injection  is  bilat- 
eral. Holm  and  also  Meyer  have,  however,  re- 
ported cases  of  serious  epileptiform  convulsions 
following  cervical-plexus  block,  and  two  cases 
of  sudden  death  have  been  recorded  by  Bruett 
and  Wiemann.  Braun  explains  these  accidents 
as  due  to  the  efifect  upon  the  spinal  cord  through 
re-absorption  of  the  anesthetic,  and  proposes 
the  caution  in  local  anesthesia:  “Keep  away 
from  the  vertebral  column.”  A slight  modifica- 
tion of  the  usual  technic,  with  the  idea  of  elimi- 
nating these  dangers,  has  recently  been  proposed 
by  Meeker  of  the  Mayo  Clinic,  the  main  sug- 


FiS-  3- — Branches  of  the  superficial  cervical  plexus  as  they 
emerge  from  beneath  the  posterior  margin  of  the  sterno* 
mastoid  muscles,  showing  area  of  subfacial  infiltration 
blocking  the  superficial  plexus.  This  is  adequate  for  all 
but  work  upon  the  deeper  structures.  For  thyroidectomy, 
laryngectomy,  excision  of  deep  cervical  tumors,  etc.,  deep 
cervical  block  is  required. 

gestion  being  that  the  needle  be  introduced  in  an 
oblique  direction  from  above  downw'ard  in  such 
a manner  as  to  render  injury  of  the  dura  prac- 
tically impossible. 

I am  not  convinced  that  deep  cervical  block  is 
the  method  of  routine  choice  in  surgery  of  toxic 
goiter.  Terminal  infiltration  is  more  commonly 
employed  in  my  own  work,  and  has  the  very 
decided  advantage  tliat  it  can  be  repeated  several 
times  and  at  frequent  intervals  with  no  possi- 
bility of  untoward  effects.  It  is  only  by  pro- 
ceeding with  the  utmost  caution  in  the  handling 
of  these  desjrerately  volatile  cases  that  our  mor- 
tality can  l)e  kept  down  in  the  neighborhood  of 
the  1%  now  considered  as  a criterion  in  this 


I 


May,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


491 


branch  of  surgery.  Not  infrequently,  on  taking 
our  patients  to  the  anesthetic  room  for  trial 
anesthesias  or  “treatments,”  we  are  compelled  to 
retunr  them  to  their  beds  with  barely  a ligation 
or  perhaps  nothing  more  than  the  draping  of 
the  neck.  A pulse  of  lOO  with  the  patient  in 
repose  in  her  room,  may  become  uncountable 
five  minutes  after  she  has  been  transferred  to  the 
stretcher  and  becomes  aware  that  she  is  about 
to  be  o]>erated  upon.  So  it  has  long  been  our 
practice  to  induce  a mild  analgesia  with  nitrous 
oxid  administered  to  the  patient  in  her  bed, 
followed  by  infiltration  with  0.5%  novocain 
after  she  reaches  the  operating  room.  For  this 
purpose  we  have  evolved  a wheel  stretcher  with 
a nitrous-oxid  machine  attached,  the  one  a part 
of  the  other,  and  both  readily  portable.  How 
far  to  proceed  with  the  extremely  toxic  case  of 
hyperthyroidism  can  not  be  determined  by  any 
one  factor.  A consideration  of  the  pulse,  re- 
spiratory rate,  the  degree  of  restlessness,  the 
patient’s  appearance  under  the  preliminary  anal- 
gesia, are  all  of  the  greatest  importance,  and 
when  collected  and  evaluated  in  the  light  of 
clinical  judgment  based  on  a long  experience 
with  these  most  serious  cases,  the  type  and  time 
of  the  next  surgical  step  is  decided  upon.  If  it 
is  found  feasible  to  proceed,  a subdermal  and 
subfacial  injection  may  be  given,  or  if  one 
prefers,  the  more  formidable  method  of  cervical 
block  may  be  employed. 

The  importance  of  the  psychic  factor  in  the 
handling  of  the  exophthalmic  goiter  patient  can 
not  be  too  greatly  emphasized,  and  this  we  must 


constantly  bear  in  mind  if  we  are  to  obtain  the 
immeasurable  advantages  offered  these  patients 
by  local  anesthesia.  Although  a Polish  miner 
may  bear,  with  comparative  equanimity,  a laryn- 
gectomy performed  under  purely  local  anesthesia, 
an  emaciated  girl  suffering  from  advanced  ex- 
ophthalmic goiter  may  go  to  pieces  with  an 
acute  crisis  of  hyj)erthyroidism  following  the 
mere  prejxiration  of  the  case  for  operation. 

I have  dealt,  perhaps,  at  too  great  length  in 
this  paj>er  with  the  subject  of  local  anesthesia 
as  applied  to  surgery  of  goiter,  but  it  is  in  the 
handling  of  this  condition  that  the  method  has 
one  of  its  greatest  fields. 

The  value  of  the  method  in  block  dissections 
of  the  neck  and  in  operations  performed  on 
the  larynx  and  trachea  must  not  be  lost  sight  of, 
and  it  is  fortunate  that  the  technic  of  cervical 
plexus  blocking  is  becoming  better  understood 
and  its  manifold  advantages  realized.  We  thus 
b.ave  at  our  disposal,  when  administered  by  one 
who  has  taken  the  time  to  master  this  delicate, 
yet  comparatively  simple  method,  a plan  of  ren- 
dering the  tissues  of  the  neck  insensible  to  pain, 
making  possible  the  performance  of  any  of  the 
usual  operations  upon  the  structures  of  this  most 
comi^lex  portion  of  the  body,  and  offering 
the  patient  a measure  of  safety  far  and  away 
greater  than  that  furnished  by  any  of  the  various 
inhalation  anesthetics  iqx)n  which  we  have  so 
long  depended. 

CONCLUSIONS 

I.  Local  anesthesia  is  particularly  applicable 
to  surgery  of  the  neck  and  especially,  in  goiter- 
ous  regions,  in  surgery  of  the  thyroid  gland. 
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II.  Deep  blocking  of  the  cervical  plexus, 
plus  sudermal  and  subfacial  infiltration,  enables 
us  to  perform  painlessly  any  of  the  usual  oper- 
ations upon  the  neck. 

III.  Deep  cervical  blocking  requires  of  the 
operator  not  only  an  exact  knowledge  of  the 
anatomy  of  the  neck,  but  a very  definite  skill 
in  handling  the  needle  through  which  the  in- 
jection is  made. 

IV.  The  fact  that  the  method  is  fraught 
with  certain  dangers  if  attempted  by  the  tyro 
should  warn  us  that  the  technique  should  be 
most  thoroughly  and  painstakingly  acquired  be- 
fore an  actual  deep  injection  is  attempted.  The 
method  is  not  difficult  of  acquisition,  however, 
and  in  skilled  hands  is  both  safe  and  satisfactory. 

V.  Finally,  in  our  enthusiasm  for  local  anes- 
thesia, we  should  not  lose  sight  of  the  value  of 
mild  analgesia  as  provided  by  light  nitrous-oxid 
inhalation,  used  merely  as  a supplementary 
agent,  and  of  inestimable  importance  in  produc- 
ing a psychic  block  in  the  treatment  of  cervical 
lesions,  especially  in  the  highly  neurotic. 
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LOCAL  ANESTHESIA  IN  SURGERY  OF 
THE  ABDOMINAL  WALL 
AND  CAVITY* 

CHARLES  F.  NASSAU,  M.D. 
philadbxphia,  pa. 

Probably  no  discovery  in  medicine  has  been 
more  maligned  and  in  improper  hands  more 
abused  than  the  use  of  local  anesthesia  in  ab- 
dominal surgery.  Despite  this  unfavorable 
criticism,  however,  it  is  interesting  to  note  that 
the  last  few  years  have  shown  a steadily  in- 
creasing employment  of  this  type  of  anesthesia. 
Although  I wish  it  to  be  distinctly  understood 
that  I do  not  consider  it  to  be  a universal 
method,  it  has  a definite  place  in  surgery'  and 
a field  of  usefulness  that  is  of  great  value  in 
certain  kinds  of  operations.  Improvement  in 
the  technic  of  administration  has  made  it  the 
anesthetic  of  choice  in  properly  selected  cases. 

* Read  before  the  Section  on  Surgery  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  8,  1924. 


Numberless  objections  have  been  urged 
against  the  use  of  local  anesthesia  in  abdominal 
surgery,  chief  among  which  are  the  psychic 
disturbance  of  the  patient,  the  presence  of  vis- 
cerovesical  and  visceroparietal  adhesions,  the  dif- 
ficulty of  returning  viscera  from  hernial  sacs  to 
the  abdominal  cavity,  rigidity  of  the  abdominal 
walls,  the  time  consumed  in  introducing  the 
solution,  the  practical  impossibility  of  anesthe- 
tizing acute  inflammatory  processes,  the  inabil- 
ity to  obtain  wide  exposure  without  using 
unnecessarily  large  incisions,  the  difficulty  of 
making  abdominal  explorations  for  the  same 
reason,  the  retardation  of  wound  healing  and  the 
danger  of  toxic  absorption  from  the  introduction 
of  too  much  fluid. 

These  objections  may  be  met  and  overcome  by 
the  surgeon  if  he  will  acquaint  himself  with  the 
proper  local-anesthesia  technic  and  the  proper 
surgical  technic.  William  Mayo  states  that  the 
well-equipped  surgeon  must  be  ready  to  use 
the  proper  anesthetic  or  proper  combination  of 
anesthetics  in  the  individual  case,  and  the  young 
surgeon  should  perfect  himself  in  operating 
under  local  anesthesia  because  he  learns  to  handle 
tissues  gently  and  carefully  and  thus  increases 
his  surgical  skill.  Experience  is  absolutely  nec- 
essary and  can  be  acquired  only  by  actual  prac- 
tice at  the  operating  table.  As  Labat  says,  the 
beginner  is  not  to  be  expected  to  be  successful 
with  his  first  attempt.  Partial  failure  can  be 
remedied  by  the  administration  of  a few  whifTs 
of  ether  or  gas.  In  fact,  many  operations  in 
certain  conditions  are  best  performed  with  the 
combined  method  of  anesthesia.  For  instance, 
if  the  surgeon  starts  to  remove  an  appendix  in 
a young  woman  who  has  thick,  firm  abdominal 
walls,  and  then  finds  that  he  is  confronted  by  a 
deep-seated  broad-ligament  cyst,  it  would  be  a 
mistake,  as  a rule,  to  continue  the  operation  under 
local  anesthesia.  The  incision  required  is  too 
large  when  one  considers  the  ease  with  which  the 
average  pelvic  cyst  can  be  lifted  up  under  general 
anesthesia. 

Many  operations  which  are  now  routinely  per- 
formed under  general  anesthesia  can  be  done  well 
under  local  anesthesia  with  perfect  comfort  to  the 
patient  and  with  lessened  danger.  Many  patients 
have  nervous  fears  of  losing  consciousness  and 
would  be  glad  to  dispense  with  general  anesthesia 
if  they  were  assured  that  they  would  feel  no 
pain  whatever  and  merely  a small  amount  of 
bearable  discomfort.  Furthermore,  many  pro- 
cedures can  be  carried  out  in  the  surgeon’s 
office  or  the  hospital,  without  detaining  the  pa- 
tient or  putting  him  to  the  expense  of  hospital 
charges  other  than  that  for  the  operating  room. 
Freedom  from  nausea  and  the  ability  to  take 
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fluids  almost  immediately  after  operation  count 
as  large  factors  with  many  people. 

In  certain  selected  individuals  there  are  but 
few,  and  those  very  unusual,  operations  that 
cannot  be  done  well  under  local  anesthesia. 
Blindly  to  compel  every  individual  to  submit  to 
operation  in  this  way  would,  of  course,  be  a 
mistake  and  would  bring  discredit  upon  the 
method. 

The  distinct  advantages  of  regional  anesthesia 
may  be  considered  from  both  general  and  local 
aspects.  To  a considerable  degree  surgical  shock 
and  postoperative  nausea  and  vomiting  are  elimi- 
nated. I have  never  had  a death  from  pulmo- 
nary complications  in  many  hundreds  of  cases 
operated  on  under  local  anesthesia.  Above  all, 
the  poor  surgical  risk  is  given  a greater  chance 
for  the  prolongation  of  his  life.  Nowhere  is  this 
more  brilliantly  illustrated  than  in  strangulated 
hernias  in  the  aged. 

Locally  the  lack  of  complete  muscular  relax- 
ation sometimes  handicaps  the  surgeon,  but  the 
fact  that  the  patient  is  conscious  permits  of  a 
change  of  position  and  makes  certain  regions 
more  accessible  when  necessary.  The  ability  of 
the  patient  to  cough  enables  the  surgeon  to  find 
a hernial  sac  without  difficulty. 

Local  anesthesia  is  especially  indicated  in 
operations  upon  the  aged  and  infirm,  in  those 
who  are  suffering  from  long-standing  suppura- 
tions, in  cases  of  diabetes,  chronic  kidney  and 
cardiac  conditions,  and  for  all  head  injuries. 
Operations  in  which  it  is  possible  completely  to 
surround  the  operative  area  by  infiltration  can 
be  done  without  difficulty.  On  the  other  hand, 
operative  fields  which  are  richly  supplied  by 
many  nerves,  as,  for  instance,  in  resections  of 
the  chest  wall,  in  kidney  operations  and  in  pelvic 
and  perineal  work,  will  require  a paravertebral 
or  other  block.  In  operations  upon  the  stomach 
and  gall-bladder,  splanchnic  anesthesia  is  of  spe- 
cial and  remarkable  value.  In  fact,  without  res- 
ervation, any  abdominal  procedure,  if  exigencies 
of  the  case  demand  it,  can  be  successfully  carried 
out  under  regional  anesthesia. 

As  a rule,  the  administration  of  narcotic  drugs 
in  connection  with  local  anesthesia  should  be 
avoided,  as,  for  example,  in  radical  operations 
for  the  cure  of  hernia  they  are  very  seldom 
needed.  In  nervous  individuals,  and  in  opera- 
tive procedures  where  one  is  almost  sure  to 
cause  some  pain,  the  combination  of  morphin 
and  scopolamin  may  be  administered  one  and 
two  hours  before  operation.  The  use  of  nar- 
cotics preliminary  to  local  anesthesia  is  not 
altogether  free  from  danger.  Mayer,  in  his 
report  of  the  Therapeutic  Research  Committee, 
states  that  morphin  and  scopolamin  increase  the 


danger  from  chloroform  and  ether;  and  since 
the  latter  are  synergistic  with  the  local  anes- 
thetics it  seems  probable  that  morphin  and  sco- 
polamin are  also  synergistic  with  the  local 
anesthetics  in  their  action  on  the  respiratory 
center.  Morphin  should  be  used  with  caution; 
never  in  large  doses  or  in  repeated  small  doses. 

The  term  local  or  regional  anesthesia  covers 
a number  of  different  procedures: 

Field-block  consists  in  surrounding  the  opera- 
tive field  with  a wall  of  anesthesia.  The  solution 
is  injected  in  such  a manner  as  to  reach  all  the 
nerves  as  they  approach  the  operative  area. 

Nerve-block  consists  in  cutting  off  the  con- 
ductivity of  a nerve  by  the  direct  injection  of 
solution  into  the  nerve  or  into  its  immediate 
vicinity.  Anatomically  it  is  frequently  impos- 
sible to  infiltrate  the  nerve  directly,  and  extra- 
neural  and  perineural  anesthesia  obtain  the  same 
results  without  danger  of  injury  to  the  nerves. 
“Paravertebral-block”  is  the  term  applied  to  the 
injection  of  the  solution  at  the  point  of  emer- 
gence of  the  nerve  trunks  from  the  intervertebral 
foramina.  Blocking  the  nerve  trunks  through 
the  posterior  sacral  foramina  constitutes  “trans- 
sacral-block.”  “Parasacral-block”  consists  in 
blocking  the  sacral  nerves  on  the  anterior  aspect 
of  the  sacrum.  Spinal  anesthesia  or  “intraspinal- 
block”  consists  in  injecting  the  solution  into  the 
nerve  roots  within  the  spine  in  the  subarachnoid 
space. 

“Splanchnic  anesthesia”  is  the  term  applied  to 
the  blocking  of  the  splanchnic  nerves  and  injec- 
tion of  the  retroperitoneal  tissue  in  the  vicinity 
of  the  solar  plexus.  Splanchnic  anesthesia  may 
be  introduced  by  either  the  anterior  or  posterior 
route.  Several  methods  are  used.  The  posterior 
method,  while  it  may  be  advantageous  in  certain 
cases,  has  a dangerous  objection.  Splanchnic 
ganglia  are  situated  close  to  the  cava  and  other 
large  blood  vessels.  In  introducing  the  needle, 
puncture  of  these  vessels  is  liable  to  ensue,  and 
if  solution  be  thus  introduced  into  the  vessels,  the 
outcome  may  prove  fatal.  I myself  prefer  the 
anterior  method  described  by  Braun.  In  this 
way  the  injection  of  the  splanchnic  area  is  made 
under  the  control  of  the  eye  and  finger. 

The  anterior  method  requires  a laparotomy. 
The  abdominal  wall  is  anesthetized  by  injecting 
the  solution  along  the  costal  margin  and  the 
lateral  borders  of  the  recti  muscles.  A midline 
incision  is  made,  and  after  retracting  upward  the 
left  lobe  of  the  liver,  the  stomach  is  pushed  to- 
ward the  left,  and  the  hand  is  passed  into  the 
abdominal  cavity.  Medially  to  the  lesser  curva- 
ture of  the  stomach  the  forefinger  makes  contact 
with  the  anterior  surface  of  the  first  lumbar 
vertebra.  The  pulsating  aorta  is  slightly  retract- 
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ed  laterally  by  the  finger,  thus  disclosing  a jwr- 
tion  of  the  anterior  aspect  of  the  vertebra.  A 
large  needle  (No.  5)  is  then  introduced  in  close 
contact  with  the  bone,  and  50  c.  c.  of  one  half  of 
one  per  cent  novocain-suprarenalin  solution  is 
injected  without  displacing  the  needle.  In  like 
manner,  the  right  lateral  part  of  the  anterior  sur- 
face of  the  body  of  the  vertebra  is  defined  and 
the  needle  reintroduced,  always  keeping  in  close 
contact  with  the  side  of  the  body  of  the  vertebra, 
and  50  c.  c.  of  the  same  solution  again  injected. 

Splanchnic  anesthesia  requires  experience  and 
skill  in  its  use.  For  upper-abdominal  procedures 
it  has  distinct  advantages  over  paravertebral 
block.  The  latter,  while  permitting  of  a laparot- 
omy, does  not  widen  the  scope  of  operations  that 
can  be  performed  under  field-block  anesthesia. 
It  permits  of  exploratory  operations  if  the 
twelfth  dorsal  segment  has  been  included  in  the 
anesthesia,  but  usually  such  procedures  are  un- 
satisfactory unless  combined  with  splanchnic- 
block,  ether  or  nitrous  oxid-oxygen  anesthesia. 
The  addition  of  this  inhalation  anesthesia  is  not 
objectionable.  In  fact,  the  combined  method  of 
anesthesia  has  distinct  advantages,  in  that  con- 
siderably less  inhalation  anesthesia  need  be  given, 
and  yet  the  resultant  relaxation  of  the  operative 
field  is  perfect. 

In  laparotomy,  abdominal  field-block  is  prefer- 
able to  paravertebral-block  because  it  is  more 
easily  and  quietly  accomplished.  The  parietal 
peritoneum  is  perfectly  anesthetized  within  the 
blocked  area.  It  requires  no  long  or  intricate 
training  and  it  even  permits  of  gentle  exploration 
of  the  abdominal  organs,  proHded  the  incision 
is  long  enough  to  permit  introduction  of  the 
hand.  In  many  cases  it  is  possible  by  field-block 
alone  to  perform  a gastro-enterostomy,  and  je- 
j unostomy  and  gastrostomy  are  among  the  eas- 
iest and  simplest  procedures  that  can  be  done 
under  local  anesthesia. 

As  stated  before,  perfection  of  technic  is  es- 
sential for  the  successful  administration  of  local 
anesthesia.  In  addition,  careful  sterilization  of 
the  entire  local  anesthesia  instrumentarium  de- 
creases and  usually  eliminates  any  toxic  effects 
of  the  anesthetic  solution.  The  use  of  local 
anesthesia  demands  a special  knowledge  of  de- 
scriptive and  tofMDgraphic  anatomy,  with  particu- 
lar reference  to  nerve  distribution.  The  use  of 
adequate  instruments  for  the  successful  accom- 
plishment of  the  various  procedures  cannot  be 
too  greatly  emphasized.  The  entire  operating- 
room  staff  must  be  trained  in  local-anesthesia 
technic.  Absolute  quiet  must  be  maintained. 
The  nurses  and  the  assistants  must  be  thoroughly 
familiar  with  the  instruments  and  the  solutions 


used.  The  surgeon  must  educate  the  patient  to 
the  thoroughness  of  this  mode  of  anesthesia.  He 
must  assure  the  patient  that  the  operation  will  be 
absolutely  painless  and  that  the  result  will  be  as 
successful  as  if  it  were  carried  on  under  general 
anesthesia. 

It  seems  best  that  the  surgeon  should  admin- 
ister the  anesthetic  himself,  for  the  reason  that 
in  most  cases  the  solution  has  to  be  introduced 
at  successive  stages  of  the  operation  and  he  alone 
is  in  a position  to  know  the  proper  amount  to  b*e 
introduced  and  the  areas  to  be  anesthetized. 

In  local  work  I use  a one-half-of-one-per-cent 
solution  of  novocain.  The  solution  should  be 
fresh  and  of  accurate  strength.  With  the  ex- 
ception of  operations  on  toxic  goiters  and  opera- 
tions in  areas  supplied  by  terminal  vessels,  five 
minims  of  a i : 1000  adrenalin-chlorid  solution 
are  added  to  each  ounce  of  novocain  just  before 
using  the  solution.  Five  minims  of  adrenalin  are 
added  to  each  of  the  first  three  ounces  of  anes- 
thetic so  that  the  maximum  dose  of  adrenalin 
chlorid  is  fifteen  minims  of  a l : lOOO  solution, 
regardless  of  the  amount  of  novocain  used. 
Either  the  A tablets  of  novocain  and  supraren- 
alin,  or  sterile  ampules  of  adrenalin  cWorid  may 
be  utilized.  The  addition  of  adrenalin  to  the 
novocain  prolongs  the  anesthesia  but  apparently 
has  no  influence  in  warding  off  any  possible  toxic 
results  of  the  novocain. 

In  an  exj>erience  extending  over  twenty-five 
years,  I have  never  seen  alarming  toxic  symp- 
toms from  either  cocain  or  novocain.  Within 
the  past  few  years,  using  novocain  exclusively, 
there  have  been  no  untoward  effects,  even  when 
using  as  large  a quantity  as  eight  ounces  of  a 
one-half-of-one-per-cent  solution.  This  covers  a 
large  number  of  operations  of  every  possible 
type. 

The  toxic  effect  of  novocain  may  manifest 
itself  in  nausea,  vomiting,  cardiac  p>alpitation, 
dizziness,  and  cold,  clammy  sweat.  Reabsorp- 
tion of  the  novocain  is  the  cause  of  such  toxicity, 
and  it  is  usually  cerebral  in  origin.  Occasionally 
persistent  nausea  and  vomiting  occur.  If  fresh 
air  and  cold  cloths  applied  to  the  forehead  do 
not  relieve  the  condition,  a few  whiffs  of  ether, 
carried  on  to  complete  narcosis  if  necessary,  are 
indicated. 

The  few  instruments  necessary  for  inducing 
local  anesthesia  comprise  a ten-c.c.  syringe  with 
a set  of  small-caliber  needles,  two  glass  cups,  and 
a few  graduate  measures.  Administration  is  by 
means  of  a needle  properly  selected  as  to  size  and 
length,  combined  with  any  good  syringe,  either 
a Record,  Labat  or  Meeker.  Wherever  the  skin 
is  to  be  punctured  a wheal  should  be  raised  be- 
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fore  introducing  the  solution.  The  needle  should 
be  introduced  through  the  wheal  at  right  angles 
to  the  skin  surface.  Infiltration  must  be  care- 
fully and  painstakingly  made  without  extreme 
pressure.  As  the  needle  is  pushed  forward,  the 
tissue  should  be  infiltrated  by  a steady  and  con- 
tinuous introduction  of  the  fluid.  To  change  the 
direction  of  the  needle,  its  point  must  be  with- 
drawn. When  working  in  the  region  of  blood 
vessels  it  is  well  to  aspirate,  so  as  to  make  sure 
that  the  point  of  the  needle  is  not  in  the  lumen  of 
important  blood  vessels.  When  anesthesia  is 
considered  complete,  the  operation  field  should 
be  tested  with  the  point  of  a needle.  If  any  part 
of  the  field  is  still  sensitive  to  pain,  this  area 
should  be  blocked  by  the  injection  of  more  fluid. 

The  surgeon  must  be  sure  to  have  thorough 
intraperitoneal  anesthesia  when  working  in  the 
abdominal  cavity.  He  must  obtain  wide  expos- 
ure, use  sharp  dissection,  and  handle  peritoneum 
and  viscera  with  the  utmost  gentleness.  The  im- 
portance of  overlapping  in  the  peripheral  inner- 
vation of  somatic  segments  needs  always  to  be 
borne  in  mind  while  operating. 

Local  anesthesia  has  no  deleterious  effect  upon 
wound  healing.  The  healing  of  wounds  is  in 
every  way  as  good  as  the  healing  which  follows 
operations  performed  under  inhalation  anes- 
thesia. 

It  is  noteworthy  that  convalescence  following- 
operations  under  local  anesthesia  is  particularly 
smooth.  Frequently  patients  are  not  even  aware 
that  they  have  been  operated  upon.  The  usual 
postoperative  distress,  as  nausea  and  vomiting, 
abdominal  distention,  etc.,  is  considerably  less 
than  its  occurrence  under  inhalation  anesthesia. 
In  spite  of  the  frequent  statements  that  abdomi- 
nal procedures  under  local  anesthesia  do  not  pro- 
duce a perceptible  decrease  in  the  occurrence  of 
pulmonary  complications,  this  has  not  been  my 
experience. 

1710  lyOCUSt  St. 


LOCAL  ANESTHESIA  IN  SURGERY  OF 
THE  EXTREMITIES* 

RICHARD  J.  BEHAN,  M.D., 

PITTSBURGH,  PA. 

In  1905  Braun  first  used  novocain,  which  is 
today  regarded  as  the  best  and  safest  of  the  local 
anesthetizing  drugs.  The  anesthetic  may  be  ap- 
plied to  nerves  directly  or  indirectly  by  injection 
into  the  surrounding  tissues.  It  then  infiltrates 
the  nerve  by  secondary  perfusion. 

Adrenalin  is  usually  added  to  local  anesthetic 
solutions  in  order  to  constrict  the  vessels  in  the 

* Read  before  the  Section  on  Surgery  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  8,  1924. 


injected  area,  and  thus,  by  limiting  absorption, 
to  confine  the  anesthetic  action  to  the  desired 
field. 

Total  anemia  will  also  render  a part  insensi- 
tive. The  depressing  or  anesthetizing  effect  of 
arterial  blocking  has  been  best  exemplified  in 
painful  lesions  of  the  face,  where  ligation  of  the 
external  carotid  will  produce  an  almost  instan- 
taneous relief.  The  production  of  anesthesia  of 
the  extremities  by  arterial  constriction  may  be 
used  in  rapidly  destructive  and  painful  lesions  of 
the  limbs,  where  it  is  possible  to  cut  off  the  blood 
supply  to  the  afflicted  region,  without  at  the  same 
time  shutting  off  the  supply  to  the  entire  limb. 
In  a similar  way  a compressing  band  is  fre- 
quently used  to  deaden  a painful  finger. 

Total  anemia  of  a limb  by  arterial  constric- 
tion is  used,  today,  as  an  adjuvant  to  enhance 
the  effect  of  a local  anesthetic,  but  should  not 
be  used  as  the  chief  or  only  means  of  inducing 
anesthesia.  The  method  of  reliance  for  the  pro- 
duction of  local  anesthesia  is  the  injection  of 
drugs  in  solution,  either  into  or  adjacent  to  con- 
ducting sensory  fibers,  which  are  then  de- 
sensitized. 

Local  anesthesia  is  universal  in  its  applicabil- 
ity, and  while  under  certain  conditions  its  appli- 
cation might  be  difficult,  as  in  lesions  of  the 
abdomen,  I can  conceive  of  no  condition  in  oper- 
ations on  the  extremities  which  would  render  it 
unusable  or  impractical.  It  requires  deliberate, 
careful  work,  and  it  retards  operative  speed  only 
to  such  a degree  as  is  consistent  with  sureness 
of  location  and  the  utmost  gentleness  of  touch. 

A more  expressive  term  than  local  anesthesia 
is  localized  desensitization.  By  this  is  meant  not 
only  desensitization  confined  to  the  pathologic 
lesion  and  its  immediate  surrounding  area,  but 
to  more  extensive  desensitizations  where  anes- 
thesia is  produced  by  the  blocking  of  the  supply- 
ing sensory  fibers  at  some  distance  from  and 
outside  of  the  operative  area. 

conducting  fibers 

Sensory  fibers  are  afferent  and  run  from  the 
periphery  to  the  spinal  cord  and  thence  to  the 
brain.  Interruption  of  the  carrying  power  of 
the  nerve  fiber  anywhere  in  its  course  will  pro- 
duce anesthesia  of  the  area  supplied  by  the 
nerve  fiber  involved. 

In  the  periphery  the  fibers  are  collected  into 
nerves,  these  into  trunks,  the  trunks  into  plexi ; 
the  plexi  are  in  turn  composed  of  cords  which 
are  formed  from  nerve  roots.  These  roots  are 
derived  from  fibers  in  the  spinal  cord  which  run 
up  through  the  brain  stem  to  their  place  of  ter- 
mination in  the  cerebral  cortex,  A blocking  of 
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transmission  at  any  point  along  the  course  of 
these  fibers  will  effectively  hinder  the  trans- 
mission of  the  sensory  impulse  and  thus  render 
the  area  supplied  insensitive. 

CENTRAL  desensitization 

At  the  present  time  no  known  direct  means 
of  central  desensitization  is  available,  though 
central  anesthesia  may  be  induced  by  narcotic 
drugs  acting  through  the  circulatory  system. 
Morphin  and  scopolamin  are  examples  of  such 
action.  Ether  and  chloroform  are  also  examples 
of  drugs,  the  inhalation  of  which  produces  gen- 
eral anesthesia.  These  drugs  usually  act  upon 
the  lipoids  of  the  nerve  cells  and  thus  inhibit 
functional  activity.  The  disagreeable  feature  of 
their  activity  is  that  the  entire  body  is  desensi- 
tized and  the  patient  becomes  unconscious. 

CORD  anesthesia 

The  cord  in  an  indirect  way  may  have  its  sen- 
sory pathways  interrupted  by  magnesium  and 
other  drugs  which  unfortunately  are  also  motor- 
nerve  depressants. 

The  nearest  approach  to  spinal-cord  anesthesia 
is  anesthesia  of  the  nerve  roots  after  they  leave 
the  cord  and  before  they  are  covered  by  dura. 
For  this  anesthesia  it  is  necessary  to  introduce 
the  anesthetizing  agent  into  the  subarachnoid 
space,  so  that  it  can  come  into  direct  contact 
with  the  nerve  fibers.  This  is  accomplished  by 
puncturing  the  spinal  dural  canal,  generally  in  the 
interval  between  the  third  and  fourth  or  the 
fourth  and  fifth  lumbar  vertebrae,  and  injecting 
the  desensitizing  drug  in  solution  into  this  space. 

I shall  not  weary  you  with  details  of  the  well- 
known  technic  of  intraspinal  anesthesia  which 
you  may  find  in  any  book  on  anesthesia,  but  I do 
believe  a short  review  of  what  I think  is  a war- 
ranted position  is  in  order.  There  can  be  no 
doubt  that  for  the  majority  of  severely  toxic 
patients,  not  suffering  from  shock,  intraspinal 
is  the  anesthesia  of  choice,  especially  where  ex- 
tensive operations  on  the  lower  extremities  are 
necessary.  If  the  time  of  anesthetic  activity  is 
too  limited,  a small  amount  of  ether  may  be  used 
as  an  adjunct  to  tide  the  patient  over  the  ter- 
minal painful  periods  of  the  operation. 

In  the  early  part  of  an  intraspinal  anesthesia, 
at  times  there  may  be  some  anxiety,  due  to  the 
fall  of  the  patient’s  blood  pressure.  I do  not 
regard  this  fall  as  an  unbalanced  misfortune, 
for  in  many  cases  it  has  a tendency  to  diminish 
hemorrhage.  I have  never  noticed  the  sympa- 
thetic paralysis  with  consequent  vessel  dilatation 
and  increase  in  the  hemorrhage,  which  is  spoken 
of  by  some  authors  as  occurring  under  intra- 
spinal anesthesia. 


On  the  contrary,  the  advantages  of  intraspinal 
anesthesia  over  inhalation  anesthesia  are  many. 
In  intraspinal  anesthesia  no  poison  is  circulating 
in  the  blood.  The  anesthetic  is  confined  to  the 
area  injected.  There  is  little  postoperative  pul- 
monary disturbance,  such  as  bronchitis  and 
pneumonia,  and  cardiac  derangements  are  infre- 
quent. That  such  postoperative  complications 
are  not  entirely  lacking  cannot  be  denied,  though 
when  they  do  occur  they  are  of  minor  moment. 

In  the  critical  cases  of  a surgical  practice  these 
factors  alone  with  a constantly  recurring  insis- 
tency will  plead  with  the  surgeon  and  induce  him 
to  choose  for  doubtful  risks  some  method  of 
non-inhalation  anesthesia,  either  intraspinal  or 
local. 

Under  certain  conditions  intraspinal  anesthe- 
sia is  contraindicated ; namely,  in  those  persons 
where  vertebral  deformity  will  render  difficult  or 
impossible  the  introduction  of  the  spinal  needle. 
Such  conditions  we  find  in  vertebral  ankylosis, 
vertebral  distortion  and  kyphosis  or  scoliosis  and 
spinal  tuberculosis.  The  state  of  the  patient  may 
also  inhibit  the  use  of  intraspinal  methods.  A 
very  restless,  hysterical,  uncontrollable  person  is 
not  a fit  subject.  For  this  reason  great  care 
should  be  used  in  operations  on  insane  persons 
under  either  intraspinal  or  local  anesthesia. 

Where  localized  cord  lesions  such  as  cerebro- 
spinal meningitis  or  cerebrospinal  syphilis  are 
present,  intraspinal  anesthfesia  should  not  be 
used.  Childbirth  is  a contraindication  because  of 
the  danger  of  marked  uterine-muscle  paralysis. 

The  proportion  of  unsuccessful  intraspinal 
anesthesias  is  constantly  decreasing,  and'  the 
possibility  of  a failure  is  not  a serious  contra- 
indication to  its  use.  While  it  is  true  that  the 
period  of  its  activity  may  be  insufficient  to  com- 
plete a prolonged  operation,  a small  amount  of 
ether  will  render  the  patient  somnolent  until  the 
operative  work  is  completed. 

In  America,  intraspinal  anesthesia  has  never 
obtained  the  recognition  which  it  deserves. 
It  is  entitled  to  a more  sustained  popularity.  At 
times  it  is  followed  by  a few  postoperative  dis- 
turbances, such  as  headache.  These  seldom  oc- 
cur if  the  total  amount  of  spinal  fluid  in  the 
subarachnoid  space  be  neither  increased  nor  de- 
creased by  the  manipulative  interference  of  the 
surgeon. 

In  my  series  of  intraspinal  anesthesias  there 
has  been  no  primary  nor  secondary  mortality. 
Should  we  attribute  to  ether  narcosis  the  mor- 
tality from  postoperative  pneumonias  and  the 
deaths  resulting  from  the  added  postoperative 
burden  which  ether  narcosis  throws  upon  an  al- 
ready overtaxed  and  toxic  organism,  we  would 
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find  that  ether  deaths  are  many  times  more  nu- 
merous than  those  due  to  intraspinal  anesthesia. 
In  one  year’s  work  in  Bier’s  clinic  in  Berlin,  in 
ever  1,000  cases  of  intraspinal  anesthesia  I saw 
but  two  deaths,  one  resulting  from  apoplexy  in 
an  old  man  operated  upon  for  a hypertrophied 
prostate,  and  another  due  to  meningitis,  the  re- 
sult of  infection  from  the  tablets  of  tropacocain 
which  were  then  in  use.  Neither  of  these  deaths 
could  be  blamed  on  the  anesthetic. 

If,  because  of  hesitant  fear,  objection  is  made 
by  the  patient,  or  where  the  height  of  the  lesion 
would  render  the  injection  into  the  spinal  canal 
too  dangerous,  as  in  op>erations  on  the  upper  ex- 
tremities, the  conduction  of  the  supplying  nerves 
may  be  interrupted  by  injection  of  the  nerve 
roots  after  they  leave  the  canal  by  plexi  infiltra- 
tion where  the  nerve  trunks  are  so  grouped.  If 
the  nerves  are  not  grouped  in  plexi  or  it  is  im- 
possible or  inadvisable  to- inject  them  where  a 
plexus  is  formed,  the  individual  nerves  supply- 
ing the  limb  may  be  sought  at  favorable  points 
and  injected. 

Where  the  surgeon  is  not  sufficiently  familiar 
with  the  anatomy  of  the  arms  and  legs  to  plan 
an  anesthetic  attack  with  sufficient  accuracy  to 
encounter  the  individual  nerves  supplying  the 
part  to  be  anesthetized  he  need  not  hesitate  to 
select  plane  blocking  or  regional  desensitization 
or  local-infiltration  anesthesia  as  the  means  of 
desensitizing  his  area  of  operation. 

PLANE  BLOCKING 

In  operations  on  both  the  upper  and  lower  ex- 
tremities below  the  middle  third  of  the  thigh 
and  the  same  level  of  the  upper  arm,  I have 
found  that  plane  blocking  is  entirely  sufficient 
to  induce  anesthesia.  The  method  is  very  simple 
and  requires  no  special  knowledge  of  anatomy  on 
the  part  of  those  who  use  it. 

In  this  method,  after  the  limb  is  cleansed  and 
painted  with  iodin,  an  Esmarch  tourniquet,  as 
tight  as  it  is  possible,  is  applied  high  up,  with 
the  limb  elevated.  This  tourniquet  is  sufficiently 
snug  to  compress  the  arteries  to  such  a degree 
that  the  blood  supply  to  the  limb  is  completely 
blocked.  Below  this  constricting  bandage,  at  an 
intervening  distance  of  two  inches,  a second  Es- 
march is  applied,  not  as  tightly  as  the  first  but 
rather  snug.  Between  these  two  bandages,  one- 
per-cent  novocain  solution  with  adrenalin  is  in- 
jected in  a radiating  manner  in  all  directions.  At 
the  first  insertion,  the  needle  is  pushed  in  until 
the  tip  comes  into  contact  with  the  bone.  The 
anesthetic  is  now  injected  and  diffused  around 
the  tip  of  the  needle.  The  injection  is  continued 
as  the  needle  is  withdrawn.  The  needle  is  now 
withdrawn  and  reinserted  about  45  degrees  from 


the  first  insertion  and  the  anesthetic  is  diffused 
in  a fan-shaped  manner.  The  injection  is  re- 
peated twice  more  at  points  with  a radius  of  45° 
from  each  other,  until  the  entire  transverse  plane 
of  the  limb  is  infiltrated,  a large  quantity  of 
solution — 200  to  300  c.  c. — being  injected.  Care 
is  exercised  to  anesthetize  the  skin  thoroughly 
by  an  intradermal  injection.  The  injection  of 
such  a quantity  of  solution  causes  the  injected 
area  to  swell  and  become  tense  and  pale.  After 
five  minutes  the  lower  Esmarch  is  removed  and 
the  fluid  is  permitted  to  diffuse  into  the  sur- 
rounding tissues.  After  a further  five  minutes 
the  upper  Esmarch  is  removed  and  the  limb  is 
then  desensitized  and  is  ready  for  operation. 

Any  type  of  operation  on  an  extremity  may 
be  painlessly  performed.  The  anesthesia  lasts 
perfectly  for  from  one  to  two  hours.  In  opera- 
tions on  bone,  as  the  medullary  cavity  is  sensi- 
tive and  as  it  may  receive  its  nerve  supply  from 
above  the  plane  of  the  anesthesia.  It  is  advisable 
to  inject  into  the  bone  cavity  after  the  medulla  is 
opened,  a further  5 or  10  c.c.  of  a one-per-cent 
solution  of  novocain.  This  method  of  plane  an- 
esthesia is  particularly  suitable  for  open  and 
closed  reduction  of  fractures  with  bone  inlays, 
for  amputations,  and  for  gangrene  (either  dia- 
betic or  senile)  in  a debilitated  individual. 

By  this  form  of  anesthesia  the  conduction  of 
the  sensory  nerves  is  broken  in  their  passage 
through  the  anesthetized  plane.  Thorough  dis- 
tribution and  suffusion  of  the  anesthetic  in  the 
blocked  area  must  be  present ; otherwise  the 
nerves  will  not  be  perfused  and  the  conducting 
pathways  will  not  be  broken. 

If  for  any  reason  plane  blocking  is  not  desired, 
regional  desensitization  may  be  used.  In  regional 
desensitization  the  anesthetic  is  introduced  in 
planes  corresponding  to  the  sides  of  a box,  with 
the  lesion  corresponding  to  the  center  of  the 
box.  After  the  sides  have  been  injected,  the 
floor  of  the  operated  area  is  blocked  off  from 
the  surrounding  structures  by  a layer  of  anes- 
thetic. All  sensory  fibers  leaving  the  operated 
area  are  now  nonconductive. 

If  for  any  reason  plane  blocking  may  not  be 
desired,  new  blocking  or  local  infiltration  may  be 
used.  In  local  infiltration  the  anesthetic  is  in- 
jected in  the  immediate  vicinity  of  the  lesion,  and 
in  certain  cases  directly  into  the  area  to  be  oper- 
ated upon. 

In  extremity  anesthesia  the  analgesic  effect 
may  be  obtained  by  blocking  of  cord  transmis- 
sion or  by  acting  on  the  nerve  root  before  it 
passes  through  the  dura  (intradural)  or  after 
its  exit  from  the  dura  (extradural).  If 
this  is  impossible,  the  nerve  trunks  may  be  de- 
sensitized either  by  paravertebral,  or  in  opera- 
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tions  on  the  lower  extremities,  by  transsacral, 
sacral,  foraminal  or  presacral  injection.  In 
operations  on  the  upper  extremities,  brachial- 
plexus  anesthesia  should  be  used.  Should  such 
methods  not  be  desired,  nerve  blocking  may  be 
induced,  either  by  injection  of  particular  nerves, 
or  by  a blind  blocking  by  transverse-plane  injec- 
tion ; or  the  entire  area  may  be  segregated  by 
a field  blocking,  whereby  all  the  nerves  entering 
the  jxirt  are  interrupted  by  a layer  of  anesthetic 
solution.  If  none  of  these  methods  is  chosen, 
local  infiltration  may  be  used. 

A form  of  anesthesia  that  may  at  times  com- 
mend itself  to  the  surgeon  is  that  called  intra- 
^•enous  regional  anesthesia.  It  was  introduced 
by  Bier  in  1908.  It  depends  for  its  anesthetic 
efifect  upon  the  diffusion  of  a desensitizing  solu- 
tion from  a vein  into  which  it  has  been  injected 
with  force  into  the  area  to  be  desensitized. 

As  knowledge  of  this  method  does  not  seem 
to  be  general,  I shall  endeavor  briefly  to  describe 
the  technic.  A good-sized  vein  is  selected  high 
ujwn  the  arm  or  leg  and  its  location  is  indicated 
by  making  a slight  scratch  on  the  skin  in  the 
direction  of  its  course  by  a sharp  knife.  I, 
however,  usually  prefer  to  trust  to  my  anatomic 
knowledge  as  to  the  location  of  the  selected  vein. 
In  a neurotic  subject,  the  preliminary  scratching 
will  frequently  cause  a nervous  apprehension 
that  makes  further  conduct  of  the  anesthesia  very 
difficult.  For  the  injection  in  the  lower  limb, 
the  saphenous  vein,  because  of  its  constancy  of 
location  is  used.  In  the  upper  limb  the  desired 
vein  may  be  located  by  placing  a snug  constric- 
tion upon  the  arm,  near  to  the  shoulder.  After 
the  vein  is  located,  it  is  indicated  by  a methylene- 
blue  mark  and  the  bandage  is  then  removed. 

In  this  type  of  anesthesia,  it  is  necessary  to 
drain  the  blood  as  much  as  possible  from  the  arm 
or  leg  which  is  to  be  operated  upon.  P'or  this 
jmrpose  the  limb  is  elevated  and  a thin  Esmarch 
rubber  bandage  is  wound  from  the  foot  or  hand 
upward  as  high  as  is  possible.  At  this  point 
another  bandage  is  bound  tightly  around  the  arm 
or  leg,  so  as  to  block  all  circulation,  or  at  least  to 
inhibit  absolutely  any  venous  return.  The  first 
bandage  is  now  removed.  A third  bandage  is 
then  applied  below  the  area  to  be  operated  upon, 
and  the  vein  which  has  been  selected  for  injection 
exposed  under  local  anesthesia  (5  c.c.  of  2-per- 
cent  novocain  solution).  Two  ligatures  are 
placed  around  the  vein  and  the  upper  one  is  tied 
as  close  as  possible  to  the  upper  Esmarch.  A 
small  nick  is  made  in  the  vein  and  an  intravenous 
needle  with  a blunt  tip  is  introduced  and  the 
lower  ligature  is  tied  over  it.  To  this  needle  is 
then  attached  a large  20-c.c.  syringe  containing 
a j/2-per-cent  solution  of  novocain.  No  adrena- 


lin is  used,  because,  in  certain  areas,  it  may  so 
contract  the  vessels  that  the  novocain  does  not 
penetrate,  and  as  a consequence  islands  of  nor- 
mal sensibility  persist  in  the  anesthetic  field. 
One  hundred  to  150  c.c.  of  the  solution  are  in- 
jected, depending  upon  the  size  of  the  limb. 

By  this  method  the  syringe  must  be  removed 
and  filled  for  each  injection.  During  this  time, 
even  though  the  operator’s  finger  has  been  placed 
over  the  opening  in  the  needle,  some  solution 
may  be  lost.  In  order  to  obviate  the  awkward- 
ness of  constant  refilling  of  the  syringe.  Profes- 
sor Bier  used  a rubber-tube  connection,  about  18 
inches  long,  between  the  syringe  and  the 
needle.  At  the  needle  end  is  a stop  cock.  The 
syringe  is  of  a loo-c.c.  capacity.  By  his  technic, 
after  50  or  60  c.c.  of  the  solution  have  been 
injected  under  strong  pressure,  the  stop  cock  is 
turned  so  as  to  inhibit  further  flow  in  either 
direction.  The  needle  is  left  in  place  so  that, 
if  necessary,  more  anesthetic  may  be  injected  at 
any  time  during  the  operation. 

Anesthesia  of  the  area  between  the  two  band- 
ages begins  immediately  and  is  called  “direct 
anesthesia.’’  Anesthesia  in  the  area  below  the 
lower  bandage  begins  in  about  16  minutes  and  is 
called  “indirect  anesthesia.’’ 

I have  used  intravenous  anesthesia  almost  ex- 
clusively in  the  removal  of  varicose  veins.  I 
find  it  excellent  in  such  conditions  because 
the  incompetent  valves  render  the  diffusion  of 
the  anesthetic  into  the  tissues  very  easy.  I do 
not  usually  apply  the  lower  bandage,  but  where 
it  is  not  applied,  it  is  necessary  to  use  a larger 
cpiantity  of  novocain  solution.  The  upper  band- 
age should  not  be  removed  until  the  operation  is 
finished ; otherwise  the  suffusion  of  the  part 
with  new  blood  quickly  removes  the  anesthetic. 

I have  seen  disturbing  complications  in  only 
two  cases.  Both  these  patients  during  operation 
became  delirious.  This  was  explained  as  being 
due  to  the  forcing-  back  into  the  general  circula- 
tion of  some  novocain  solution,  the  central  con- 
stricting bandage  not  being  sufficiently  tight 
entirely  to  block  the  return  flow.  A slight  mental 
disturbance  with  headache  persisted  for  a few 
days.  No  permanent  ill  results  were  noticed. 

Even  in  case  of  infection  of  the  arm  or  leg, 
such  as  occurs  in  osteomyelitis,  this  method  may 
be  used,  provided  there  is  room,  with  an  inter- 
vening s]3ace  of  5 to  10  cm.,  for  two  bandages 
to  be  applied  above  the  infected  area.  No  pre- 
liminary drainage  of  the  part  free  from  blood 
should  be  used.  The  two  bandages  are  applied, 
and  a vein  between  the  two  is  selected.  The 
solution  is  now  injected.  In  10  or  15  minutes 
anesthesia  begins  in  the  limb  below  the  lower 
bandage.  While  this  method  may  be  applied  in 
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infected  limbs  without  much  possibility  of  diffus- 
ing the  infection ; yet  there  are  better  methods 
which  are  entirely  without  danger,  such  as  intra- 
spinal,  nerve  blocking,  and  plane  anesthesia. 

In  the  clinic  of  its  introduction  and  the  home 
of  its  birth,  intravenous  anesthesia  is  now  but 
little  used,  and  is  almost  entirely  discarded  for 
the  much  better,  but  somewhat  more  dangerous, 
intraspinal  anesthesia.  I feel  that  its  great  field 
of  usefulness  is  in  phlebectomies  for  varicose 
veins,  which,  under  this  method  of  anesthesia, 
have  been  most  successfully  resected.  The 
thrombotic  areas  which  are  usually  present  in 
such  a limb,  because  of  their  nonj^ermeability 
and  the  inability  of  the  anesthetic  to  diffuse  into 
them,  may  require  local  infiltration  with  a few 
c.c.  of  i-per-cent  novocain  solution. 

This  method,  however,  gives  a good  anesthe- 
sia, and  can  be  used  whenever  it  is  possible  to 
apply  an  Esmarch  tourniquet  on  the  limb  be- 
tween the  lesion  and  the  body.  If  the  operative 
lesion  is  immediately  beneath  the  shoulder  or 
on  the  thigh  close  to  the  body,  so  that  it  is  diffi- 
cult to  apply  an  Esmarch,  other  methods  of  anes- 
thesia are  preferable.  Whenever  possible,  local 
anesthesia  should  be  the  method  of  choice  over 
intravenous,  and  it  is  only  when  the  former  can- 
not be  used  that  the  latter  may  be  the  method  of 
choice.  It  should  not  be  used  in  diabetic  gan- 
grene, in  subjects  so  young  that  they  cannot  be 
controlled  by  reasoning,  nor  in  very  old  nor 
weak  individuals.  It  is  also  contraindicated  if  a 
generalized  pyogenic  involvement  of  the  arm  or 
leg  is  the  indication  for  operation. 

Goyans  in  1909  suggested  that  arteries  be  used 
instead  of  veins  for  the  injection  of  a desensi- 
tizing agent  into  a part.  This  is  more  difficult 
and  seems  impractical. 

After  the  above  general  review  of  the  anes- 
thetic methods  useful  in  operations  upon  the 
extremities,  a brief  resume  of  specific  indications 
may  be  in  order. 

UPPER  Extremities 

I.  Brachial  plexus  anesthesia  may  be  used 
for  any  operation  below  the  middle  third  of  the 
arm.  If  the  operative  interference  extends  as 
high  as  the  axilla,  it  is  necessary  to  inject  the  first 
7 or  8 thoracic  nerves  by  a paravertebral  injec- 
tion, because  the  branches  from  these  nerves 
extend  into  the  axilla,  and  it  is  especially  neces- 
sary to  inject  the  branches  from  the  2d  and  3d 
thoracic  nerves  which  supply  the  inner  and  up- 
per portions  of  the  arm.  Because  the  skin  over 
the  shoulder  is  supplied  by  branches  of  the 
cervical  plexus,  it  is  also  necessary  to  produce 
a skin  blocking  along  the  clavicle  and  at  times 
along  the  upper  portion  of  the  scapula.  The 


anesthesia  resulting  from  such  injections  is 
sufficient  to  do  a shoulder-joint  amputation, 
and  if  a cervical-plexus  block  is  also  induced,  a 
complete  interscapulo-thoracic  operation  may  be 
l^erformed  under  satisfactory  anesthesia. 

For  all  ojjerations  of  the  arm  below  the  upper 
third,  the  brachial-plexus  anesthesia  suffices. 
Should  the  operator  be  unfamiliar  with  the 
brachial-plexus  anesthesia  or  for  any  reason 
hesitate  in  its  use,  plane  blocking  or  local  infil- 
tration may  be  used. 

Brachial-plexus  anesthesia  may  be  used  in 
dislocations  of  the  humerus,  open  reduction  of  a 
fracture  at  the  lower  end  of  the  humerus,  re- 
section or  dislocation  of  the  elbow.  Usually  local 
infiltration  about  the  joint  is  also  necessary  in 
the  latter  condition.  It  is  usually  satisfactory  in 
osteomyelitis  of  the  humerus  and  in  amputation 
of  the  upper  arm  when  aided  by  local-infiltra- 
tion or  plane  anesthesia  above  the  site  of  the 
amputation.  Amputation  of  the  lower  arm  may 
be  carried  on  with  ease  under  local  anesthesia. 
In  infection  of  the  bone  or  of  the  soft  tissues 
of  the  arm,  if  the  infection  does  not  extend 
above  the  wrist,  plane  anesthesia  of  the 
forearm  may  be  more  certainly  induced  and  jx)S- 
sibly  is  more  satisfactory  than  any  of  the  other 
types  of  noninhalation  anesthesia.  Plexus  or 
local  anesthesia  can  be  used  in  wounds  of  the 
arm,  forearm  and  fingers,  and  in  the  opening 
and  draining  of  abscesses ; also  for  ganglion  of 
the  wrist,  fibroma  and  superficial  skin  lesions. 

In  operations  on  the  hand,  infiltration  of  the 
ulnar,  median  and  radial  nerves  may  be  used. 
The  ulnar  nerve  may  be  injected  just  above  the 
elbow  at  a point  between  the  internal  condyle 
of  the  humerus  and  the  olecranon,  and  the 
median  nerve  at  the  flexor  surface  of  the  arm 
just  above  the  elbow’.  Musculospiral  anesthesia 
is  also  necessary  if  the  outer  part  of  the  dorsum 
of  the  hand  is  to  be  op>erated  upon.  If  infection 
with  advancing  tenosynovitis  and  cellulitis  is 
present,  a high  plane  blocking  or  brachial-plexus 
anesthesia  is  indicated. 

Operations  on  the  fingers  can  easily  be  carried 
out  under  local  infiltration  at  both  sides  of  the 
skin  fold  at  the  junction  of  the  fingers  with  the 
hand.  The  nerve  supply  of  the  fingers  passes 
along  the  lateral  borders.  The  thumb  may  be 
anesthetized  by  infiltration  around  its  base. 
Local  field  blocking  may  be  used  in  operations 
upon  any  portion  of  the  hand.  In  anesthetizing 
a finger,  it  is  advisable  to  retain  as  much  of  the 
anesthetizing  solution  in  the  finger  as  possible. 
For  this  purpose  a rubber  band  is  thrown  around 
the  base  of  the  finger;  likewise  a tourniquet  or 
inflatable  cuff  is  frequently  put  around  the  arm 
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or  leg  to  inhibit  the  anesthetic  solution  from 
passing  out  of  the  part. 

For  operations  of  any  magnitude  on  the  lower 
extremities,  intraspinal  anesthesia  is  the  method 
of  choice.  It  may  be  used  for  reduction  of  frac- 
tures especially  of  the  upper  third  of  the  femur. 
In  the  leg,  local  infiltration  over  the  site  of  the 
fracture  of  the  tibia  or  fibula  may  be  preferred, 
provided  the  line  of  fracture  is  not  too  extensive 
and  the  adjacent  destruction  of  tissue  is  not  too 
great.  When  this  occurs,  transverse  plane  block- 
ing of  the  thigh,  at  a point  sufficiently  removed 
from  the  lesion,  is  better  than  local,  but  not  so 
good  as  intraspinal  anesthesia. 

Of  course  it  is  understood  that  where  inflam- 
mation is  present,  the  anesthetizing  agent  should 
not  be  injected  with  force  into  the  inflamed  or 
adjacent  tissues,  for  should  this  be  done,  pus 
organisms  and  bacteria  may  be  diffused  into 
considerably  wider  areas.  There  seems  to  be 
marked  hesitancy  by  many  surgeons  with  regard 
to  the  injection  of  local  anesthetizing  agents  into 
a limb  in  which  diabetic  gangrene  or  senile 
gangrene  demand  an  operation.  I have  never 
seen  any  ill  effects  from  a transverse  plane  block 
of  the  thigh  in  such  patients. 

In  operations  upon  the  lower  limbs,  regional 
anesthesia  may  be  used  for  extirpation  of  a 
prepatellar  bursa,  amputation  of  a toe  (hammer 
toe)  or  bunion,  disarticulation  of  an  ankle  or  toe, 
sectioning  of  tendons,  removal  of  lymph  glands 
at  Scarpa’s  triangle,  ligation  of  the  femoral  or 
other  arteries,  osteotomy,  suture  of  a patellar 
fracture  (in  the  latter  instance,  the  anesthetic 
solution  is  also  injected  into  the  knee  joint), 
incision  and  draining  of  prepatellar  bursitis, 
opening,  i.  e.  arthrotomy  of  the  knee  joint  for 
the  removal  of  mice  bodies  or  for  fractured  car- 
tilage. Local  blocking  suffices  for  removal  of  an 
ingrown  toenail. 

Nerve  blocking  of  the  entire  limb  by  infiltra- 
tion of  the  external  cutaneous,  anterior  crural 
and  obturator  nerves  at  the  upper  end  of  the 
thigh,  may  be  used  in  bone  operations,  especially 
on  the  femur  in  conjunction  with  local  infiltra- 
tion. 

I have  never  noticed  any  permanent  delete- 
rious effects  from  noninhalation  anesthesia.  I 
have  never  encountered  disturbances  in  the  heal- 
ing in  local  infiltration  nor  have  I found  that  it 
renders  operating  much  more  difficult.  Local 
anesthesia  requires  delicacy  of  touch,  with  in- 
finite patience  and  keen  regard  for  the  avoidance 
of  tissue  destruction  and  rough  and  careless 
manipulation  on  the  part  of  the  surgeon.  I have 
always  found  that  my  local-anesthesia  patients 
do  better  after  operation  than  do  those  who  have 
had  similar  operations  under  a general  anesthetic. 


Surgeons  of  a highly  temperamental,  emotion- 
al and  unstable  disposition  usually  have  but  in- 
different success  with  local  anesthesia,  for  the 
method  is  more  nerve-racking  and  tiring  to  the 
operator  than  is  inhalation  anesthesia.  How- 
ever, the  ease  of  mind  after  operation  may  coun- 
terbalance the  increased  nervous  burden  added 
to  the  operative  strain. 

If  large  preoperative  doses  of  morphin  and 
scopolamin  are  given  one  hour  before  operation, 
the  patient  may  be  quieted  into  a peaceful  sleep 
and  may  even  be  unaware  of  his  operation.  Also 
sometimes,  though  he  seems  very  much  alert  dur- 
ing the  period  of  the  operation,  he  may  remember 
nothing  on  awakening  after  his  sleep,  which  fol- 
lows immediately  upon  the  termination  of  the 
operation.  All  patients  should  have  sufficient 
morphin  to  induce  this  sleep. 

The  use  of  local  anesthesia,  however,  is  not  an 
absolute  guarantee  that  the  operated  patient  will 
not  contract  a pneumonia  or  severe  bronchial 
involvement.  I have  seen  pneumonia  occur  sev- 
eral times  in  patients  who  have  had  a local 
anesthetic,  and  gastric  dilatation  has  also  been 
known  to  follow  its  administration. 

I am  confident  that  those  who  have  learned 
the  secret  of  giving  a good  local  anesthesia  are 
perfectly  satisfied  with  it,  and  ever)dhing  else 
being  equal,  would  use  it  in  preference  to  a gen- 
eral anesthetic  in  any  and  every  operation  upon 
the  extremities.  It  is  not  quite  as  easy  for  the 
surgeon ; yet  I believe  he  should  discount  the 
disadvantages,  which  apply  only  to  himself,  for 
the  greater  benefits  and  less  risk  to  the  patient. 

DISCUSSION 

Dr.  E.  L.  Euason  (Philadelphia,  Pa.)  : I think  we 
are  all  agreed  that  the  coming  anesthetic  is  the  local 
anesthetic.  A few  points  are  brought  up  by  various 
essayists  that  I should  like  to  speak  a word  about.  I 
think  we  are  all  in  accord  with  Dr.  Farr  that  local 
anesthesia  per  se  is  the  anesthetic  of  choice  in  a great 
many  cases.  There  are  cases,  however  in  my  experience 
that  have  to  go  into  the  group  spoken  of  by  Dr.  Nassau, 
where  it  has  to  be  augmented  by  a few  whiffs  of  gas 
or  ether.  There  are  others  which  do  better  if  given 
morphin. 

In  regard  to  the  discussion  of  the  method  of  anes- 
thesia, I am  not  quite  in  accord  with  the  view  that  the 
patient  should  not  be  consulted  in  regard  to  it.  Ex- 
tensive discussion,  I agree,  is  a mistake,  but  permission 
is  essential.  I recall  a case  recently  where  a man 
operated  on  under  local  anesthesia  threatened  to  enter 
suit  for  operating  on  him  without  putting  him  to  sleep. 
He  contended  that  he  was  held  down  by  straps  on  the 
table  and  operated  upon  without  anesthesia.  The  pa- 
tients with  whom  we  have  most  trouble  are  of  the  Latin 
race.  They  are  highly  emotional  and  excitable.  They 
do  not  want  local  anesthesia.  These  patients  can  be 
given  a few  whiffs  of  gas  and  put  in  an  analgesic  state. 

There  are  some  people  whom  at  the  prick  of  the 
needle  you  know  you  cannot  anesthetize  locally;  at 
least  that  has  been  my  experience.  I had  one  such 
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case  this  morning  before  I left  the  city.  That  lady, 
when  I gave  her  one  hypodermic,  was  so  upset,  she 
demanded  that  she  be  put  to  sleep.  Your  local  anes- 
thesia, I think  then,  should  be  augmented  by  gas  in  the 
beginning,  because  the  anesthesia  plus  the  anesthetist 
who  will  quiet  that  patient  mentally  is  the  best  psycho- 
therapy in  the  world. 

At  the  end  of  an  operation,  sometimes,  if  it  has  been 
prolonged,  we  have  to  give  more  anesthetic.  These 
cases  usually  do  very  well  if  they  are  given  two  or 
three  whiffs  of  gas  while  we  are  sewing  up  the  sensi- 
tive skin  and  underlying  parts. 

The  indication  for  local  anesthesia  is  the  absence  of 
contraindications.  The  question  of  complications 
arises.  As  Dr.  Behan  said,  complications  do  occur,  and 
pneumonia  does  occur  afterwards.  In  the  Surgical 
Service  at  the  University  of  Pennsylvania  during  the 
past  year  the  pulmonary  complications  were  listed  as 
follows : ether  1.4,  gas  0.82,  local  0.96,  spinal  0.38%. 
There  is  a distinct  difference  in  the  incidence.  I think 
if  we  can  start  our  anesthetic  effectively,  most  of  us 
can  finish  it. 

Dr.  W.  E.  Lee  (Philadelphia,  Pa.)  : Dr.  Farr,  in  his 
paper,  and  several  of  the  men  who  have  discussed  it, 
have  referred  to  one  type  of  patient,  the  mentally  un- 
stable, in  which  the  use  of  local  anesthesia  has  definite 
limitations.  In  our  experience  with  the  department  for 
mental  and  nervous  diseases  of  the  Pennsylvania  Hos- 
pital we  have  found  that  the  use  of  local  anesthesia  is 
very  much  more  limited  there  than  in  the  department 
for  the  sick  and  injured.  In  the  large  majority  of  these 
patients  it  is  impossible  to  obtain  the  necessary  coopera- 
tion on  the  part  of  the  patient. 

However,  it  is  not  this  obvious  limitation  to  the  use 
of  local  anesthesia  to  which  we  wish  to  call  attention, 
but  to  the  harm  that  we  have  seen  result  from  its  use  in 
those  borderline  mental  cases  where  they  are  not  ob- 
viously unbalanced  but  definitely  unstable.  We  have 
encountered  in  this  work  several  patients  with  obses- 
sions started  by  an  operation  performed  under  local 
anesthesia,  and  this  mental  damage  has  been  so  perma- 
nent that  they  have  a hopeless  future.  It  seems  a 
fitting  time  to  present  direct  evidence  that  this  is  more 
than  a possibility;  it  is  a real  danger  that  should  be 
anticipated  and  avoided. 

Dr.  W.  W.^yne  Babcock  (Philadelphia,  Pa.)  : I rise 
with  reluctance  to  discuss  the  case  of  my  friend.  Dr. 
Farr,  a noted  surgeon  of  Minneapolis.  A consuming 
enthusiasm  has  now  made  him  the  leading  propagandist 
for  local  anesthesia.  Formerly  he  gave  anesthesia  that 
he  might  practice  surgery ; now  he  confesses  that  he 
operates  in  order  that  he  may  practice  local  anesthesia. 
His  recreation  is  the  invention  of  new’  models  of  in- 
jectors for  anesthetic  purposes.  At  his  clinic  everything 
is  subservient  to  giving  the  patient  a local  anesthetic. 
His  patients  come  into  the  operating  room  with  music 
appropriate  to  the  particular  habit  of  the  patient  and 
to  the  operation  to  be  performed.  One  is  impressed  as 
the  music  changes  to  a rasping  jazz  when  the  saw, 
appropriately  timed,  starts  its  course  through  the  bone 
in  an  amputation.  Dr.  Farr  easily  persuades  us  that  a 
bobbed-haired  psycho-anesthetist  will  render  local  anes- 
thesia painless. 

I confess  I have  been  led  on  by  his  eloquence.  Others 
also  have  fallen.  Even  Dr.  Crile  has  abandoned  his 
anoci-association,  and  to  a large  degree,  his  gas-oxygen 
anesthesia.  He  now  uses  for  ligation  of  the  thyroids 
only  local  anesthesia,  and  for  thyroidectomies  local  anes- 
thesia with  but  a trace  of  gas.  Dr.  Farr  would  convert 
us  to  be  purists  and  eliminate  everything  but  the  local 
injection. 


In  more  serious  vein,  for  ten  years  I have  depended 
on  local  anesthesia  in  operations  on  patients  who  were 
bad  risks  or  were  in  danger  of  dying  during  the  opera- 
tion. In  many  patients  of  this  class,  local  anesthesia  is 
invaluable.  Why  is  it  not  more  largely  used  ? It  seems 
to  me  many  of  us  have  the  impression  we  must  be  very 
expert,  so  that  we  can  spear  nearly  any  nerve  at  nearly 
any  depth,  and  that  we  must  have  our  operating  rooms 
especially  equipped  and  nurses  especially  trained.  On 
the  other  hand,  when  we  ask  for  local  anesthesia,  often 
the  nurse  will  give  us  a little  2-c.c.  syringe  and  an 
ounce  bottle  of  the  anesthetic  solution.  That  is  a poor 
equipment  for  a cholecystectomy  or  a gastrectomy. 
By  flooding  the  tissues  with  the  local  anesthetic  solution, 
even  if  you  are  a poor  anatomist,  you  may  have  a good 
and  very  safe  anesthesia.  Remember,  if  you  inject  a 
pint  of  a j4-per-cent  solution  of  novocain,  avoiding,  of 
course,  the  blood  vessels,  that  the  patient’s  general  con- 
dition usually  will  be  greatly  improved.  It  is  like  a 
transfusion.  The  pulse  may  return  to  the  pulseless 
patient  after  the  free  use  of  local  anesthesia,  and  I 
have  seen  its  use  render  an  intended  blood  transfusion 
unnecessary. 

For  the  abdomen,  inject  as  Dr.  Farr  has  said,  making 
a wide  cone  of  infiltration  of  the  abdominal  wall,  incise 
the  peritoneum,  and  guided  by  the  gently  introduced 
finger,  inject  the  preperitoneal  space  widely  about  the 
incision  with  200  or  250  c.c.  of  the  solution.  Then  you 
will  usually  find  the  abdominal  wall  relaxed  and  so 
anesthetic  that  a very  extensive  abdominal  operation  can 
be  performed.  I think  there  is  a little  danger  of  slight 
necrosis  if  the  skin  margins  are  infiltrated  too  much. 
But  there  is  no  question  that  a patient  badly  shocked  or 
quite  bad  as  a surgical  risk  can  be  carried  through  an 
operation  with  local  anesthesia  better  than  with  any- 
thing else  that  has  yet  been  developed.  For  knowledge 
of  this,  we  must  confess  our  indebtedness  to  Dr.  Farr. 

Dr.  Farr  (in  closing)  : I wish  to  thank  Dr.  Babcock, 
especially,  for  his  kind  remarks.  I believe  there  is  no 
doubt  that  the  average  surgeon  believes  that  local 
anesthesia  is  the  anesthesia  of  choice  in  the  extreme 
case.  I also  believe  that  it  is  the  anesthesia  of  choice 
in  the  average  case  because  here  it  may  be  used  with 
less  difficulty,  as  a rule.  Constant  use  develops  the 
ability  of  the  surgeon  to  apply  it  when  it  becomes  most 
essential,  that  is,  in  the  extreme  case. 

An  early  experience  prompted  me  to  begin  the  use 
of  local  anesthesia  in  the  average  operation  or  in 
patients  who  were  in  good  condition.  I happened  to 
have  in  a ward  four  simple  laparotomies  which  were 
performed  under  general  anesthesia,  and  at  the  same 
time  four  women  who  had  been  operated  upon  for 
strangulated  hernia  under  local  anesthesia.  The  post- 
operative convalescence  of  the  four  extreme  cases  was 
in  such  marked  contrast  to  that  shown  by  the  simple 
cases  that  it  proved  to  be  a great  factor  in  my  decision 
to  use  local  anesthesia  more  frequently.  In  those  days 
there  was  no  place  to  go  in  order  to  learn  how  to  use 
local  anesthesia,  and  it  was  necessary  for  us  to  work 
out  our  own  technic,  which  has  resulted  in  what  I have 
described  today. 

I would  stress  especially  the  matter  of  simplicity, 
the  necessity  of  a refined  surgical  technic,  and  equip- 
ment such  as  is  necessary  in  the  hands  of  the  indi- 
vidual operator. 

Another  point  I wish  to  mention  is  that  a very  great 
percentage  of  surgery  is  now  performed  outside  of  the 
best-equipped  hospitals,  and  in  many  instances  the  pa- 
tients do  not  have  the  benefit  of  skilled  general  anes- 
thetists. The  use  of  local  anesthesia  in  these  cases  will 
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bring  to  a large  percentage  of  surgical  patients  its  be- 
neficent effects. 

Dr.  Foss  (in  closing)  : WTiile  Dr.  Babcock  was 

speaking,  most  of  us,  I am  sure,  felt  very  sorry  for 
our  guest.  I know  that  Dr.  Farr  has  made  a great 
sacrifice  in  coming  half  way  across  the  continent  to 
read  his  paper  this  afternoon  and  to  show  us  some 
extremely  interesting  motion  pictures.  He  has  not  only 
traveled  a great  distance,  but  has  missed  the  annual 
meeting  of  his  own  state  society,  I am,  therefore,  very 
glad  to  hear  Dr.  Farr  explain  Dr.  Babcock’s  remarks. 
It  seems  they  were  inspired  as  the  result  of  a reaction 
which  began  at  a dinner  last  evening  and  I am  sure 
that  the  question  arose  in  your  minds  if  this  reaction 
might  not  have  been  due,  not  to  drugs  which  were  being 
discussed,  but  to  drugs  which  might  possibly  have  been 
consumed.  This  is  a most  hospitable  place,  this  city 
of  Reading,  where  they  have  erected  in  the  main  square 
a statue  of  their  leading  brewer! 

Dr.  Farr  has  never  at  any  time  been  more  enthusiastic 
over  the  subject  of  local  anesthesia  than  Dr.  Babcock 
has  been  with  intraspinal — hobby  riders  perhaps,  but 
the  world  and  the  profession  are  better  for  what  they 
have  done.  Although  we  may  not  accept  one  hundred 
per  cent  of  what  they  assert,  yet  they  have  brought  to 
our  attention  the  tremendous  importance  and  value  of 
the  two  methods  of  which  they  are,  in  this  country, 
the  leading  exponents. 

I agree  with  Dr.  Nassau  that  local  injection  does  not 
materially  delay  healing,  although  Rabat  tells  us  it  does. 
I was  glad  to  see  from  the  remarks  of  the  gentleman 
who  opened  the  discussion  that  the  point  had  been 
grasped  which  I tried  to  make,  that  in  the  treatment  of 
goiter,  particularly  toxic  goiter,  the  psychic  factor  is 
of  the  utmost  importance,  and  it  is  well  not  to  rely 
strictly  on  local  anesthesia,  but  to  rely  to  a certain 
extent  on  analgesia. 

Dr.  Behan  (in  closing)  : I should  like  to  compliment 
Dr.  Farr  on  his  efficiency  in  local  anesthesia.  I well 
remember  seeing  him  for  the  first  time  and  watching 
the  elaborate  apparatus  of  his  which  seems  to  work  so 
well.  There  is  another  syringe  on  the  market,  I 
think,  with  which  all  of  us  who  are  doing  much  local 
anesthetic  work  should  equip  ourselves,  and  thus  save 
a considerable  amount  of  time.  In  goiter  operations,  I 
find  that  in  local  anesthesia,  the  acme  of  reaction  is 
during  the  time  of  the  operation  itself,  when  you  have 
the  patient  on  the  table;  while  if  you  use  general  anes- 
thesia, either  gas  or  ether,  the  acme  of  reaction  is  after 
operation.  Thus,  frequently,  during  operation  for 
thyroid  we  can  judge  how  the  patient  is  going  to  do 
afterwards.  If  we  have  a pulse  rising  to  i6o  or  i8o  we 
can  stop  ojjeration  at  any  particular  time,  and  the 
patient  usually  begins  to  get  better  after  that.  We  do 
not  have  any  means  of  judging  the  resistance  of  the 
patient. 


ENLARGED  THYMUS;  DIFFERENTIAL 
DIAGNOSIS  AND  RADIUM 
TREATMENT* 

G.  W.  GRIER,  M.D. 

PITTSBURGH,  PA. 

The  incidence  of  enlargement  of  the  thymus 
in  the  newborn  and  its  significance  as  a patho- 
logical entity  are  subjects  of  frequent  discus- 

* Head  before  the  Section  or  Pedi,itrics  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  8,  1924. 


sion  in  recent  literature.  Observations  on  a 
series  of  supposedly  normal  infants  by  various 
observers  have  shown  a surprisingly  large  per- 
centage of  cases  with  distinct  enlargement  of 
this  gland.  Thus  Blackfan  and  Little^  found 
29  cases  out  of  a total  of  6o,  Liss^  50  out  of 
1 19  and  Peterson  and  Miller^  52  out  of  120. 
The  percentage  of  positives  is  much  the  same, 
varying  from  about  44%  to  50%.  In  a .series 
of  cases  examined  at  the  Magee  Hospital  by 
the  author,  in  which  the  physical  condition  of 
the  i>atient  was  such  as  to  suggest  this  condi- 
tion, the  roentgen  ray  showed  enlargement  in 
28  cases  and  no  enlargement  in  24  cases.  Dur- 
ing this  period  there  were  2,yoo  deliveries. 
These  figures,  of  course,  are  very  different  from 
those  quoted  above  and  were  arrived  at  in  a 
different  way  ; that  is,  only  supposedly  abnormal 
cases  were  examined  instead  of  supposedly 
normal.  However,  there  is  no  doubt  that  a 
decided  enlargement  of  the  thymus  exists  in  a 
large  number  of  newborn  babies  and  that  while 
it  causes  no  inconvenience  in  many  of  these, 
there  are  a few  of  them  in  whom  it  will  cause 
serious  trouble,  or  even  prove  fatal.  The  num- 
ber of  sudden  deaths  from  enlarged  thymus  in 
babies  supposedly  healthy  is  sufficiently  large 
to  consider  this  condition  a potentially  serious 
one  whenever  found.  Since  we  do  not  know 
which  of  these  babies  will  develop  trouble,  or 
why  some  do  and  some  do  not,  the  only  safe 
plan  to  follow  is  to  treat  all  enlargements  as 
pathological.  Fortunately  the  treatment  is  sim- 
ple and  so  far  as  we  know  harmless,  both  as  to 
immediate  and  remote  effects.  Even  if  we  con- 
cede that  the  thymus  is  essential  to  the  physical 
development  of  the  individual  up  to  the  age  of 
puberty,  we  still  have  no  reason  for  believing 
that  radiation  applied  for  pathological  enlarge- 
ment has  any  injurious  effects  on  the  economy. 
If  such  effects  were  to  be  expected,  this  treat- 
ment has  now  been  in  use  for  a sufficient  number 
of  years  for  them  to  have  been  observed.  The 
probabilities  are  that  there  is  plenty  of  thymus 
tissue  left  after  radiation  to  supply  normal  re- 
quirements. 

Considering  the  large  percentage  of  positives 
found  in  the  supposedly  normal  cases  above 
quoted,  we  might  appropriately  consider  what 
factors  should  lead  us  to  suspect  this  condition, 
or  whether  we  should  have  all  newborn  babies 
roentgenographed  for  enlarged  thymus.  In  my 
own  practice  it  has  occurred  often  enough  in 
premature  infants  and  in  twins  to  lead  me  to 
believe  that  it  would  be  wise  to  radiograph  all 
such  babies.  GreenthaL  has  found  it  in  a very 
high  percentage  of  infants  suffering  from  con- 
genital malformations  such  as  harelip,  cleft 
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palate,  spina  bifida  and  club  feet.  It  has  also 
been  observed  to  accompany  pyloric  stenosis  in 
many  cases. 

The  direct  symptoms  pointing  toward  en- 
larged thymus  are  described  well  by  Lange,  who 
is  quoted  in  a recent  paper  by  Pfahler"'  as  fol- 
lows : “Inability  to  cry  loudly,  crowing  respira- 
tions when  crying,  noisy  respirations  during 
sleej),  difficulty  in  nursing,  twitching,  fretfulness 
and  other  nervous  symptoms,  vomiting  or  re- 
gurgitation, feeble  respiration,  grunting  as 
though  the  child  wants  to  have  a stool,  slow  or 
retarded  development,  failure  of  the  child  to 
gain  in  weight  in  spite  of  proper  dietary  meas- 
ures, inanition,  obesity,  cough  and  hiccough.” 

DIAGNOSIS 

This  subject  might  be  considered  by  dividing 
the  i>atients  into  two  classes,  those  under  2 


months  old  and  those  over  that  age.  Those  in 
the  first  class,  for  practical  purposes,  are  liable 
to  have  congenital  conditions  only,  while  those 
of  the  second  class  may  have  acquired  pathol- 
ogy in  the  chest  which  may  be  confused  with 
enlarged  thymus.  I choose  this  age  because 
Ghon®  says  that  the  youngest  infant  in  whom 
he  found  a primary  tuberculous  focus  in  the 
lung  was  2 months  old  and  tuberculous  adenitis 
of  the  mediastinum  is  often  cited  as  a confus- 
ing factor  in  the  diagnosis.  Given  a newborn 
infant,  then,  with  any  of  the  symptoms  enu- 
merated (the  most  characteristic  are  labored 
respiration,  inspiratory  stridor  and  constant  or 
paroxysmal  cyanosis),  what  are  the  conditions 
which  might  cast  a shadow  on  the  roentgeno- 
gram similar  to  an  enlarged  thymus?  These 
are  probably  only  two : congenital  syphilis  and 


enlargement  of  the  great  vessels.  While  it  is 
conceivable  that  a syphilitic  baby  might  have 
mediastinal  glands  sufficiently  enlarged  to  be 
confused  with  the  thymus,  it  is  much  more 
probable  that  a mediastinal  mass  in  such  a baby 
would  actually  be  an  enlarged,  thymus.  Wahl 
and  Walthall,^  in  discussing  hemorrhages  in  the 
thymus  gland,  state  that  in  both  the  cases  which 
they  rejx)rt,  the  gland  was  enlarged  and  the 
babies  were  syphilitic.  In  their  review  of  the 
literature,  out  of  19  cases  of  a similar  nature,  12 
had  enlarged  thymus  and  8 were  syphilitic.  It 
would  seem  that  in  a syphilitic  baby,  enlarged 
thymus  might  be  as  reasonably  expected  as  a 
macroscopic  enlargement  of  the  mediastinal 
glands. 

The  second  condition,  dilated  great  vessels, 
may  give  considerable  difficulty  in  differentia- 
tion. It  accompanies  congenital  defects  of  the 


heart,  and  in  such  conditions  the  heart  is  ab- 
normal in  size  and  shape.  If  an  abnormal 
mediastinal  shadow  accompanies  such  an  ab- 
normal heart  shadow,  it  is  probably  not  thymus. 
It  has  been  stated  many  times  in  the  literature 
that  the  great  vessels  may  cast  a shadow  similar 
to  enlarged  thymus  if  the  baby  is  not  lying  per- 
fectly flat  on  the  back  when  the  exposure  is 
made.  It  seems  to  me  that  no  confusion  should 
arise  from  this  circumstance.  A rotation  of  the 
body  will  cause  a displacement  of  the  mediastinal 
shadow  either  to  the  right  or  left,  depending  on 
the  nature  of  the  rotation.  One  border  of  this 
shadow,  then,  will  be  farther  out  to  the  side 
than  it  should  be,  but  if  the  plate  is  a good  one 
and  is  examined  carefully,  it  can  be  seen  that 
the  other  border  of  the  mediastinal  shadow  is 
also  displaced  in  the  same  direction  and  that 
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there  is  no  actual  widening  of  the  shadow.  The 
diagnosis  of  enlarged  thymus  depends  upon  an 
increase  in  the  size  of  the  mediastinal  sliadow 
and  not  upon  a displacement  of  it.  The  enlarged 
thymus  shadow  has  a more  or  less  characteristic 
appearance.  It  usually  fills  the  superior  medias- 
tinum, widening  out  from  above  downward,  and 
fits  down  over  the  base  of  the  heart.  The  bor- 
ders are  roughly  convex  or  bulging  and  extend 
laterally  beyond  the  edge  of  the  vertebrae  on 
one  or  both  sides. 

The  thymus  increases  remarkably  in  size 
when  the  baby  cries.  This  observation  has  prob- 
ably been  made  independently  by  a number  of 
workers.  Benjamin  and  Goett®  noticed  this  in 
a case  reported  in  1912,  and  Benjamin  and 
Lange®  also  mentioned  it  in  an  article  written  in 


made  when  he  stops  to  take  his  breath.  I be- 
lieve this  increase  in  size  when  the  baby  cries 
is  a valuable  point  in  diflPerential  diagnosis,  as 
no  other  mass  in  the  mediastinum  is  apt  to  be 
spread  out  in  such  a remarkable  manner  by  the 
shortening  of  the  chest.  Because  of  this  phe- 
nomenon I have  for  several  years  made  a prac- 
tice of  having  at  least  one  plate  with  the  baby 
crying.  In  this  way,  one  is  more  sure  of  de- 
tecting slight  enlargements.  Subsequent  plates 
of  the  same  case  made  for  comparison  in  size, 
must,  of  course,  also  be  made  with  the  baby 
crying.  The  baby  can  always  be  made  to  cry, 
but  it  is  not  always  easy  to  keep  it  quiet. 

In  children  old  enough  to  have  acquired  pa- 
thology in  the  chest,  a diflferential  diagnosis  must 
be  made  from  enlarged  glands,  new  growth,  or 


Fig.  2.  Comparison  of  the  size  of  the  thymus  before  and  after  one  treatment  with  radium. 


1918.  Gerstenberger^®  recognized  this  as  a very 
important  point  in  diagnosis  and  very  correctly 
attributed  it  to  the  fact  that  the  chest  was  in  a 
state  of  forced  expiration.  In  that  state,  the 
diaphragm  being  at  the  height  of  its  excursion, 
the  heart  is  pushed  upward  between  the  lobes 
of  the  thymus,  which  is  thus  spread  laterally, 
greatly  increasing  its  width.  It  is  also  possible 
that  the  thymus  becomes  more  or  less  engorged 
with  blood  when  the  baby  cries,  thus  also  in- 
creasing- its  size.  This  increase  in  size  with 
forced  expiration  may  be  noted  by  fluoroscopic 
examination,  or  plates  may  be  made  as  I sug- 
gested in  a previous  article,^  ‘ one  with  the  baby 
silent  and  one  with  the  baby  crying.  , The  ex- 
posure, of  course,  is  extremely  short  and  is 
made  in  the  short  natural  pause  between  expi- 
ration and  inspiration.  It  is  not  at  all  difficult 
to  make  the  exposure  at  that  time  even  if  the 
baby  is  crying  his  loudest.  An  older  child  may 
be  given  a whistle  to  blow  and  the  exposure 


collections  of  fluid  or  pus  in  the  mediastinum. 
Enlarged  glands  may  occur  in  leukemia,  Hodg- 
kin’s disease,  or  tuberculosis.  In  the  two  former 
the  process  is  a part  of  a general  adenopathy 
and  the  diagnosis  should  not  be  difficult.  In 
tuberculosis  the  mediastinal  glands  may  become 
secondarily  enlarged  following  either  a cervical 
adenitis,  or  a primary  focus  in  the  lung.  The 
cervical  adenitis  is,  of  course,  visible.  The  pri- 
mary lung  focus,  according  to  Ghon®  occurs  well 
out  in  the  lung  field,  often  subpleurally,  and 
from  there  the  infection  is  carried  to  the  bron- 
chial lymphatics.  If  the  first  chain  of  lymphatics 
is  not  able  to  stop  the  infection  it  passes  on  to 
the  tracheobronchial  lymphatics  at  the  hilus  of 
the  lung,  and  if  these  are  also  incompetent,  it 
passes  on  to  the  mediastinal  glands  proper, 
which  are  situated  in  the  neighborhood  of  the 
thymus  gland.  If  these  last  lymphatics  become 
much  enlarged  they  may  be  mistaken  for  an 
enlarged  thymus.  However,  before  this  can 
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occur,  the  evidence  of  infection  should  be  seen 
in  the  lung  field,  in  the  bronchioles  between  it 
and  the  adjacent  lymphatics  and  in  the  bronchial 
and  tracheobronchial  glands.  If  any  or  all  of 
these  changes  are  present,  differential  diagnosis 
should  not  be  difficult.  Primary  new  growth  in 
the  mediastinum,  especially  lymphosarcoma,  is 
very  difficult  and  sometimes  impossible  to  dif- 
ferentiate from  thymus.  I have  not  had  an  op>- 
portunity  of  applying  the  “crying  test”  to  such 
a case,  but  look  forward  with  much  interest  to 
doing  so  in  the  next  case  I see. 

Mediastinal  abscess,  if  secondary  to  an  in- 
fection in  the  lung,  should  be  suspected  by  the 
appropriate  changes  in  the  lung  structure  inci- 
dent to  such  infection.  If  the  mediastinal  accu- 
mulation is  secondary  to  a pharyngeal  abscess, 
the  shape  of  the  shadow  should  be  different  from 
that  of  the  thymus,  being  much  elongated  and 
extending  downward  from  the  neck.  The  really 
difficult  differentiation  is  that  between  enlarged 
glands  and  new  growths.  It  should  usually  be 
possible  to  eliminate  enlarged  glands,  but  pri- 
mary sarcoma  offers  a very  baffling  problem. 

TREATMENT 

The  thymus  gland  is  probably  the  most  sus- 
ceptible of  all  the  structures  of  the  body  to 
radiation.  The  recent  work  of  Lenz^^  shows 
that  doses  of  x-ray  much  smaller  than  anyone 
would  think  of  using  in  practice,  when  applied 
to  the  thymus  of  rabbits,  produced  definite  ne- 
crosis followed  by  fibrosis.  On  account  of  this 
extreme  sensitivity  to  radiation  the  enlarged 
thymus  can  be  very  quickly  and  surely  reduced 
in  size.  Personally,  I am  convinced  that  the 
principal  danger  in  this  condition  lies  in  the 
actual  size  of  the  gland,  aside  from  any  toxic 
effects  which  may  also  be  produced.  Theoreti- 
cally, then,  radiation  is  an  ideal  treatment,  and 
in  practice  this  has  been  found  to  be  the  case. 
The  rapid  improvement  of  these  cases  after 
radiation  is  often  astonishing.  While  the  roent- 
gen ray  is  widely  used  for  this  treatment,  I have 
abandoned  it  in  favor  of  radium,  and  for  the 
last  four  years  have  treated  all  my  cases  in  this 
way.  The  advantages  of  radium  are  that  the 
response  to  treatment  is  somewhat  quicker  and 
that  it  can  be  more  easily  applied  without  dis- 
turbing the  f>atient.  It  is  very  difficult  to  keep 
a baby  accurately  placed  under  an  x-ray  tube 
unless  it  is  held  by  others  who  are  in  a certain 
amount  of  danger  from  exposure  to  the  rays  or 
to  high  voltage  currents.  The  restraint  of  the 
child  is  also  undesirable  as  it  may  precipitate 
paroxysms  of  strangulation  from  the  crying  and 
struggling  incident  to  it.  The  radium  can  be 
applied  in  the  baby’s  bed  without  any  disturb- 


ance and  the  relief  is  surprisingly  prompt. 
Often  in  a day  or  two  the  pressure  symptoms 
are  gone.  For  this  purpose  I use  lOO  milligrams 
of  radium,  subdivided  into  4 capsules  of  25 
milligrams  each  and  placed  one  inch  apart.  The 
filter  used  is  i millimeter  of  brass.  The  radium 
is  fastened  to  a block  of  pith  wood  and  placed 
of  an  inch  from  the  patient’s  skin.  It  is  left 
in  position  for  10  hours.  There  is  no  visible 
change  in  the  skin  produced  by  this  treatment. 
The  radium  is  covered  on  the  outside  by  lead 
so  that  the  baby’s  chin,  hands,  or  arms  cannot 
be  exposed  by  the  back  of  the  radium  capsules. 
It  is  extremely  important  that  radium  applied 
externally  should  be  kept  accurately  at  the 
selected  distance  from  the  skin  for  the  entire 
time  of  the  treatment,  or  else  the  dose  will  be 
different  from  that  desired.  Radium  should 
never  be  wrapped  in  gauze,  cotton  or  other  com- 
pressible material  and  applied  to  the  skin;  first, 
because  it  is  impossible  to  tell  accurately  what 
distance  it  is  from  the  skin  when  it  is  put  on; 
and  second,  because  it  will  not  stay  at  that  dis- 
tance but  will  approach  nearer  as  the  soft  mate- 
rial between  it  and  the  skin  becomes  compressed 
by  the  movements  of  the  patient,  and  unpleasant 
consequences  may  result.  One  radium  treatment 
is  usually  all  that  is  necessary  to  relieve  these 
cases,  but  occasionally  it  has  to  be  repeated  in 
6 or  8 weeks. 
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DISCUSSION 

Dr.  Harold  A.  Miller  (Pittsburgh,  Pa.)  : My  in- 
terest in  the  thymus  gland  dates  back  to  the  time 
when  I was  associated  with  Dr.  Chevalier  Jackson  in 
our  Pittsburgh  hospital.  He  told  me  then,  and  I 
still  believe  it,  that  we  have  no  such  thing  as  thymus- 
ism.  The  thymus  gland  does  not  secrete  substances 
which  cause  a variation  from  health  in  the  infant. 
We  had  a number  of  sudden  deaths,  and  at  postmortem 
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we  found  an  enlarged  thymus.  The  normal  thymus 
in  a child  weighs  somewhere  between  8 and  13 
grams,  and  in  these  cases  we  have  found  thymus 
glands  that  would  weigh  from  eighteen  to  24  grams. 

The  question  then  came  up  as  to  the  best  method 
of  treating  these  cases.  Dr.  Jackson  suggested,  and 
he  and  I,  in  cadavers  which  we  secured,  opened  the 
mediastinum  at  the  suprasternal  notch,  picked  up  the 
thymus  and  sutured  it,  hoping  we  should  have  an 
opportunity  to  do  this  in  the  living  and  thereby  save 
the  lives  of  some  of  those  infants  who  seemed  to  be 
in  such  desperate  straits. 

The  question  of  diagnosis  in  this  type  of  case  was 
brought  up  by  the  fact  that  the  baby  would  have  a 
crowing  inspiration,  and  intermittent  attacks  of  cya- 
nosis. A very  slight  pressure  in  the  suprasternal  notch 
would  make  a definite  increase  in  these  symptoms, 
particularly  if  the  child  happened  to  have  a crying 
spell.  It  seems  that  the  thymus  at  that  time  is  en- 
gorged with  blood  and  is  pressing  on  the  larynx. 
These  children  die  purely  as  the  result  of  pressure. 

I believe  a large  percentage  of  the  very  sudden 
deaths  in  infants  can  be  accounted  for  by  an  enlarged 
thymus  gland.  We  have  been  watching  for  such  cases 
for  a great  number  of  years,  and  about  one  per  cent 
of  the  children  bom  in  the  hospital  show  a pathologi- 
cal thymus  which  is  suspected  clinically  and  proved 
by  an  x-ray. 

Just  what  the  underlying  etiological  factor  may  be 
in  these  cases  is  entirely  unknown  to  me.  I do  not 
have  a suggestion  along  that  line.  Dr.  Rubin  Peter- 
*son  very  recently  wrote  an  excellent  article,  presenting 
an  extensive  analysis  that  included  the  question  of 
heredity,  thyroid  disorders  and  other  conditions  on  the 
part  of  the  mother  and  father,  the  weight  of  the  in- 
fants, etc.,  without  definitely  discovering  the  maternal 
connection  with  the  enlarged  thymus. 

One  point  Dr.  Grier  made  that  is  especially  im- 
portant as  I see  it,  is  that  if  you  take  the  children 
you  suspect  and  subject  them  to  a little  pressure  on  the 
suprasternal  notch  it  will  very  greatly  increase  the 
cyanosis.  The  child  may  be  anything  from  the  pre- 
mature weakling  to  the  healthy  child. 


ARACHIDIC  AND  OTHER  FORMS  OF 
VEGETAL  BRONCHITIS*! 

CHEVALIER  JACKSON,  M.D.,  ScD., 

GABRIEL  TUCKER,  M.D., 
and 

LOUIS  H.  CLERF,  M.D., 

PHII,ADEI,PHIA,  PA. 

When  Dr.  Ellen  J.  Patterson  first  discovered 
the  fact  that  peanut  kernels,  occurring  as  aspi- 
rated foreign  bodies  in  the  lungs  of  very  young 
children,  were  associated  with  a violent  reaction 
which  was  in  marked  contrast  to  the  absence  of 
reaction  in  cases  of  metallic  foreign  bodies,  we 
supposed  that  something  peculiar  to  the  peanut 
was  responsible;  hence  the  name  suggested  by 
Jacob  Rosenbloom,  arachidic  bronchitis,  from 
arachis  hypogea,  the  botanical  name  of  the  pea- 

*  Read  before  the  General  Meeting  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  9,  1924, 

+ The  authors  gave  a lantern  and  chalk  demonstration  of 
which  we  here  publish  a resume. 


nut.  Further  experience,  however,  convinced 
us  that  the  same  reaction  follows  the  aspiration 
of  any  vegetal  substance.  We,  therefore,  have 
suggested  the  name  vegetal  bronchitis  to  cover 
all  cases  of  toxic  reaction  to  vegetal  substances, 
limiting  the  term  arachidic  to  the  peanut  kernel 
cases. 

We  have  now  had  a sufficient  number  of  cases 
to  warrant  the  presentation  of  the  following 
conclusions : 

1.  Vegetal  bronchitis  is  a peculiar  and  serious 
type  of  septic  bronchitis  due  to  the  aspiration  of 
vegetal  foreign  bodies  into  the  lungs,  especially 
of  children. 

2.  The  disease  is  much  more  frequent  than  is 
supposed,  because  most  of  the  cases  are  over- 
looked. About  two  hundred  cases  have  been 
observed  at  the  Bronchoscopic  Clinic.  Many 
other  cases  have  been  published  in  the  literature, 
though  the  true  significance  is  not  noted  in  the 
older  literature. 

3.  The  chief  etiologic  factor  in  vegetal  bron- 
chitis is  the  aspiration  into  the  lower  air  pas- 
sages of  peanut  kernels,  nut  kernels,  beans, 
watermelon  seeds,  maize  (corn),  apple,  orange 
or  other  fruit  seeds  or  pulp.  Foliage,  stems, 
wood  fiber  or  any  vegetal  substance  may  cause 
it.  Age  is  the  most  important  general  factor ; 
it  is  peculiar  to  children,  and  severity  is  usually 
inversely  as  the  age.  Carelessness  is  usually 
involved  in  the  etiology. 

4.  A positive  history  of  choking  and  gagging 
while  eating  peanuts,  peanut  candy,  or  in  fact 
any  food,  followed  by  cough  and  wheezing  is 
diagnostic  of  a foreign  body  having  entered  the 
tracheobronchial  tree.  It  may  or  may  not  have 
remained  there,  but  it  cannot  be  too  strongly 
emphasized  that  the  disappearance  of  these 
symptoms  does  not  mean  that  the  foreign  body 
is  not  still  present  in  the  lower  air  passages. 
There  is  often  a symptomless  interval,  though 
with  the  peanut  and  other  vegetal  foreign  bodies 
this  interval  is  usually  short — a few  days  or  in 
some  cases  only  a few  hours  in  very  young  chil- 
dren. When  a child,  even  though  symptomless, 
is  brought  to  a physician  with  the  history  of 
having  had  an  attack  of  choking,  gagging  and 
coughing  while  eating  anything,  there  is  a prima 
facie  case;  but  it  is  not  a question  of  innocent 
till  proved  guilty.  The  case  should  be  regarded 
as  one  of  aspirated  foreign  body  till  it  has  been 
proved  otherwise  by  all  the  diagnostic  means 
we  possess. 

5.  Diagnosis  is  by:  (a)  the  roentgen  ray  evi- 
dence of  obstructive  emphysema  or  obstructive 
atelectasis  followed  later  by  drowned  lung;  (b) 
the  physical  signs  of  bronchial  obstruction;  (c) 
wheezing  or  the  audible  slap  heard  at  the  open 
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mouth;  (d)  history  of  choking  and  gagging  is 
important  if  present,  unimportant  negatively. 
In  most  cases  of  doubt  a diagnostic  broncho- 
scopy should  be  done.  The  subject  of  diagnosis 
will  be  discussed  by  our  colleagues  Dr.  McCrae 
and  Dr.  Manges. 

6.  Summing  up  the  matter  of  prognosis  from 
a broad  viewpoint,  it  may  be  stated  that  recover- 
ies may  be  expected  in  about  98  per  cent  of  the 
cases  of  children  about  two  years  of  age,  with 
vegetal  bronchitis  in  which  the  foreign  body  is 
bronchoscopically  removed  within  a few  days 
after  its  entrance.  The  prognosis  is  progres- 
sively worse  directly  as  the  length  of  sojourn  and 
inversely  as  the  age  of  the  child.  Unremoved, 
the  cases  are  all  fatal,  except  in  the  relatively 
few  cases  in  which  the  foreign  body  is  sponta- 
neously exp>elled. 

7.  Prophylaxis.  Fully  half  the  cases  could 
be  prevented  if  children  without  molars  were 
never  given  peanuts,  peanut  candy,  nut  candies 
or  cakes.  No  child  should  be  allowed  to  play 
with  corn  (maize),  beans,  peas,  coffee  berries 
and  the  like.  All  seeds  should  be  removed  from 
watermelons,  orange  juice,  et  cetera,  before 
serving  to  children. 

8.  Only  one  method  of  treatment  is  worthy 
of  a moment’s  consideration ; namely,  broncho- 
scopic  removal  of  the  vegetal  foreign  body  and 
aspiration  of  the  secretions. 

DISCUSSION 

Dr.  Willis  F.  Manges  (Philadelphia,  Pa.)  : It  is  a 
great  privilege  to  hear  Dr.  Jackson  talk  and  give  this 
remarkable  demonstration,  but  I assure  you  it  is  a 
greater  privilege  and  a still  more  wonderful  oppor- 
tunity to  work  with  him. 

I am  interested  of  course  only  in  the  diagnostic 
phase  of  vegetal  bronchitis.  I am  not  the  original 
discoverer  of  the  x-ray  sign  of  obstructive  emphysema. 
That  was  first  discovered  by  Dr.  Iglauer  in  ipir,  but 
was  not  published  in  the  x-ray  literature  and  I was 
not  aware  of  it  until  I learned  it  in  Dr.  Jackson’s 
clinic.  However,  I want  to  repeat  that  it  is  as 
positive  a diagnosis  from  the  x-ray  point  of  view  as 
if  the  foreign  body  were  metallic  or  one  actually 
casting  a shadow.  I have  never  yet  seen  a case  of 
obstructive  emphysema  that  was  not  proved  to  be 
caused  by  a foreign  body  by  means  of  bronchoscopic 
examination,  by  a subsequent  history  of  expulsion,  or 
a demonstrable  tumor  mass  compressing  the  bronchus 
to  such  an  extent  that  there  was  expiratory  obstruc- 
tion. The  mechanics  are  as  steadfast  and  constant 
as  one  can  imagine. 

If  the  obstruction  is  complete  on  inspiration,  then 
you  must  have  atelectasis.  If  the  main  bronchus  is 
obstructed,  you  have  atelectasis  of  the  entire  lung.  If 
one  lobe  of  the  bronchus  is  obstructed,  then  you  have 
atelectasis  of  that  lobe.  So  with  obstructive  emphysema. 
If  the  foreign  body  is  in  the  main  bronchus,  it  causes 
obstructive  emphysema  of  that  particular  bronchial 
distribution;  if  in  a small  branch,  then  only  a portion 
of  the  lung  is  involved. 

We  have  had  in  Dr.  Jackson’s  clinic  almost  every 
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conceivable  combination  of  conditions,  from  marked 
obstructive  emphysema  of  both  lungs  to  complete  ate- 
lectasis of  one  lung.  Sometimes  obstructive  emphy- 
sema is  so  violent  that  there  is  a tear  in  the  lung,  with 
interstitial  emphysema,  and  the  tissues  of  the  neck 
balloon  up  and  fill  with  air.  I have  a few  slides  that 
I wish  to  show  to  illustrate  one  of  the  peculiar  varia- 
tions we  sometimes  meet  with  in  these  vegetal  foreign 
bodies. 

This  patient  came  with  a history  of  having  aspirated 
a foreign  body  while  eating  prunes.  A bronchoscopy 
had  been  done  elsewhere  under  ether,  but  no  foreign 
body  found.  On  x-ray  examination,  we  found  the  right 
lower  lobe  was  not  taking  in  air.  The  remainder  of  the 
lung  was  functioning  normally.  The  picture  might  be 
mistaken  for  an  empyema  at  the  base  but  this  is  not 
a chronic  illness.  It  is  an  acute  illness,  and  from  the 
fact  that  the  heart  is  drawn  to  the  right,  it  must  be 
that  there  is  contraction  of  the  lower  right  lobe  to 
make  room  for  the  heart  to  come  into  the  right  chest. 
It  is  not  a pneumonia  because  a lung  does  not  become 
smaller  from  a pneumonic  process.  It  retains  its 
natural  size. 

Collapse  of  the  lung  must  be  due  to  obstruction  of 
a bronchus,  so  that  here  is  a positive  diagnosis  of 
obstruction  to  inspiration  of  a lower  lobe  bronchus, 
and  while  the  foreign  body  does  not  cast  a shadow,  it 
is  a certainty  that  it  is  located  in  this  bronchus. 

Within  a few  days,  this  foreign  body  left  the  lower 
lobe  bronchus  and  went  into  the  upper  lobe  bronchus 
on  the  right  side  and  became  impacted  in  this  loca- 
tion, so  that  it  again  produced  obstruction  to  inspira- 
tion, and  this  was  again  followed  by  atelectasis.  The 
foreign  body  projected  into  the  main  bronchus  suffi- 
ciently so  that  it  also  produced  obstruction  to  expiration 
in  the  right  stem  bronchus  and  there  was,  as  a result, 
obstructive  emphysema  of  the  middle  and  lower  lobes 
on  the  right  side.  The  left  lung  filled  at  inspiration 
and  emptied  to  a great  extent  at  expiration,  whereas 
the  right  upper  lobe  remained  collapsed,  both  at  inspira- 
tion and  expiration,  while  the  middle  and  lower  lobes 
remained  overdistended  with  air,  both  at  inspiration 
and  expiration.  Dr.  Jackson  removed  the  prune  seed 
from  this  location  and  the  next  slide  you  will  see  shows 
a normal  lung  picture  throughout,  both  on  the  right 
and  left  sides. 

As  to  the  technique:  The  patients  are  studied  both 
by  means  of  the  fluoroscope  and  by  means  of  roent- 
genograms. At  the  fluoroscope,  one  sees  the  extremes 
of  respiration — that  is,  extreme  inspiration  and  extreme 
expiration.  One  aims  to  get  roentgenograms  at  both 
full  inspiration  and  full  expiration,  but  it  is  sometimes 
difficult  to  catch  the  extremes.  The  exposure  must 
be  made  in  a small  fraction  of  a second  and  it  is 
oftentimes  an  advantage  to  have  the  child  crying  in 
order  to  get  as  much  difference  between  inspiration  and 
expiration  as  possible.  The  exposure  at  the  end  of 
expiration  is  especially  important.  It  is  important  also 
to  have  the  patient  in  exactly  the  same  position  for 
both  exposures. 

Dr.  Thomas  McCrae  (Philadelphia,  Pa.) : From 
the  standpoint  of  the  general  practitioner  and  the 
worker  in  internal  medicine  the  important  thing  is  to 
recognize  the  presence  of  a foreign  body  in  the  bron- 
chus. If  we  can  make  the  diagnosis,  “Jackson  & 
Company”  will  do  the  rest. 

It  must  be  evident  that  there  can  be  no  set  descrip- 
tion of  physical  signs  or  symptoms  with  such  a diverse 
variety  of  anatomical  conditions,  but  there  are  certain 
general  principles  that  apply.  Just  a word  about  the 
history.  In  many  of  the  cases  of  foreign  body  dis- 
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cussed  by  Dr.  Jackson  the  history  was  “dragged  out.” 
Young  children  often  cannot  give  an  account  of  what 
has  happened.  One  should  think  of  the  possibility  of 
foreign  body  in  every  case  of  obscure  thoracic  diag- 
nosis. 

There  are  two  factors;  the  general  condition,  due 
largely  to  intense  septic  tracheobronchitis,  and  the 
local  signs,  due  to  the  physical  condition  present.  The 
general  picture  may  be  variable.  You  may  see  a pa- 
tient so  toxic  that  there  is  no  effort  made  to  cough, 
and  with  marked  cyanosis.  The  next  patient  possibly 
shows  very  little  in  the  way  of  general  symptoms.  As 
to  physical  signs  with  reference  to  a foreign  body  in 
the  trachea,  the  picture  is  fairly  definite.  There  often 
is  a wheeze  and  the  foreign  body  may  move  about  in 
the  trachea  and  one  can  feel  the  slap  as  it  moves. 
The  signs  in  the  lungs  are  the  same  on  the  two  sides. 
Sometimes  we  get  help  from  the  x-ray  plate,  but  the 
physical  signs  in  these  cases  are  fairly  definite  and 
should  be  recognized.  Direct  examination  is  essential 
if  there  is  doubt 

When  the  body  is  in  a bronchus,  if  you  keep  in  mind 
Dr.  Jackson’s  drawing  it  is  evident  that  the  process 
does  not  involve  the  affected  bronchus  only,  but  is 
more  or  less  diffuse,  and  we  have  signs  throughout 
both  lungs  in  many  cases.  In  addition  there  are  local 
signs  in  the  portion  of  lung  supplied  by  the  affected 
bronchus,  and  looking  at  these  diagrams  and  x-ray 
plates  it  is  evident  how  they  may  differ. 

The  mistakes  made  are  three,  particularly.  Diph- 
theria is  often  the  diagnosis  made,  and  if  one  looks 
at  this  picture  one  can  undei^nd  why  it  is.  In  some 
of  these  cases  only  direct  bronchoscopic  examination 
would  absolutely  exclude  diphtheria. 

The  second  mistake  is  pneumonia,  and  many  patients 
come  with  that  diagnosis.  At  first  glance  the  condi- 
tion does  suggest  pneumonia,  and  if  a man  makes  a 
snap  diagnosis  from  the  toxemia  and  fever  he  may  not 
revise  it;  but  it  is  impossible,  if  one  studies  the 
patient  carefully,  to  hold  to  that  diagnosis.  Personally, 
I have  yet  to  see  the  first  patient  with  pneumonia  in 
association  with  a foreign  body.  In  this  connection 
I put  in  a plea  for  proper  inspection  of  the  chest. 
This  gives  you  the  diagnosis  just  about  as  plainly  as 
Dr.  Manges  gets  it  from  the  fluoroscope  and  x-ray 
plates.  Percussion  is  extremely  puzzling  unless  one 
goes  at  it  very  carefully;  but  careful  inspection  will 
set  us  on  the  right  track.  The  signs  on  auscultation 
are  not  the  signs  we  find  in  pneumonia. 

The  third  mistake  is  a diagnosis  of  empyema.  You 
remember  the  plate  Dr.  Manges  showed  of  collapse  of 
the  lower  lobe  of  the  right  lung  due  to  a plum  stone 
in  the  bronchus?  A diagnosis  of  empyema  might  be 
made,  but  only  if  the  patient  was  examined  hastily 
and  the  signs  not  carefully  studied.  If  one  is  in  doubt, 
he  should  come  back  in  a few  hours,  because  the 
change  often  occurring  in  the  signs  from  time  to  time 
is  a great  help. 

The  greatest  difficulty  arises  in  patients  who  come 
with  a small  foreign  body,  say  a bit  of  grass  or  small 
pieces  of  chewed  peanut.  When  the  foreign  body  is 
low  down  in  one  lobe  the  difficulty  is  marked,  but  if 
we  watch  the  patient  for  two  or  three  days  we  can 
usually  come  to  a pretty  definite  conclusion. 

If  one  keeps  the  principles  in  mind  one  can  work 
out  the  reason  for  the  difference  in  physical  findings, 
and  after  a careful  examination  we  should  be  able  to 
make  a diagnosis  in  these  cases  as  well  from  physical 
findings  as  with  the  x-ray.  Over  many  x-ray  men 
we  have  a great  advantage.  If  a man  is  not  skilled  in 


x-ray  work  is  makes  a great  deal  of  difference  whether 
the  foreign  body  is  metallic  or  a peanut;  but  to  the 
worker  in  internal  medicine  it  does  not  matter  whether 
it  is  a nail  or  a peanut;  he  is  working  from  physical 
signs,  not  from  the  shadow  cast  by  the  object. 

Dr.  Jackson  (in  closing)  : There  were  two  subjects 
omitted.  I said  nothing  about  prophylaxis  or  treat- 
ment. 

In  regard  to  treatment,  there  is  only  one  form  that 
is  worth  a moment’s  consideration,  and  that  is  bron- 
choscopy for  the  removal  of  the  arachidic  or  vegetal 
foreign  body,  and  for  aspiration  of  the  secretions. 

As  to  prophylaxis,  that  will  be  taken  up  at  a public 
meeting  at  eight  o’clock  this  evening  in  this  room.  I 
hope  you  will  all  be  present,  because  the  doctor  him- 
self is  not  immune.  The  only  adult  we  ever  had  in 
the  Clinic  for  the  removal  of  a peanut  kernel  was  a 
physician. 


THE  INFLUENCE  OF  FOCAL 
• INFECTIONS  ON  THE  ACOUSTIC 
NERVE  AND  ITS  END  ORGAN* 
GEORGE  F.  GRACEY,  M.D. 

HARRISBURG,  PA. 

In  the  usual  clinical  examination  of  patients 
who  are  afflicted  with  the  varying  degrees  of 
deafness,  the  diagnosis  of  a conductive  lesion 
is  the  finding  that  is  riiade  in  all  but  a very  small 
percentage  of  cases.  This  latter  small  group  is 
classified  as  nerve  deafness,  the  usual  etiologic 
factors  in  the  order  of  their  greater  frequency 
being  either  luetic,  senile  changes,  or  as  the 
effect  of  some  general  infection  such  as  typhoid, 
scarlet  fever,  influenza,  etc.  The  great  prepon- 
derance of  the  number  of  so-called  conductive 
cases  compared  with  the  nerve  cases  has  led  a 
few  workers  to  suspect  that  if  more  than  the 
ordinary  tests  were  made  a large  number  of  the 
conductive  cases  would  fall  into  the  nerve-lesion 
group,  or  at  least,  many  of  what  were  thought  to 
be  pure  conductive  lesions  would  be  classified  as 
mixed  conductive  and  nerve  lesions. 

In  1921  Hays  of  New  York  reported  that  out 
of  a review  of  the  history  of  five  hundred  deaf 
private  patients  he  had  found  only  three  cases  of 
nerve  deafness.  This  surprisingly  low  number 
can  certainly  not  be  duplicated  in  the  records 
of  all  or  many  otolaryngologists,  and  it  leads  one 
to  the  assertion  that  in  the  rush  of  work  we  are 
often  overlooking  the  perceptive  element  in  deaf- 
ness, and  thereby  wrongly  diagnosing  and  treat- 
ing a large  percentage  of  patients.  We  are  too 
prone  to  place  a tuning  fork  first  in  front  of  a 
deaf  patient’s  ear  and  then  on  the  bone,  and 
receiving  the  statement  that  the  sound  is  louder 
by  bone  than  by  air,  to  conclude  that  we  have  a 
case  of  pure  conductive  deafness,  and  treat  it 

‘Read  before  the  Section  on  Eye,  Ear,  Nose  and  Throat 
Diseases  of  the  Medical  Society  of  the  State  of  Pennsylvania, 
Reading  Session,  October  g,  1924. 
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as  such  with  inflations  and  similar  procedures. 
We  are  also  prone  to  think  that  only  some  bodily 
cataclysm  such  as  meningitis,  scarlet  fever, 
mumps,  syphilis,  measles,  overdosage  of  quinin, 
etc.,  can  seriously  affect  the  nervous  structure 
connected  with  the  hearing  sense,  forgetting  that 
there  are  other  agencies  acting-  insidiously  and 
intermittently  over  short  or  long  periods  of 
time  that  are  as  truly  destructive  to  parts  of  the 
perceptive  range  as  the  more  cataclysmic  proc- 
esses, although  more  difficult  to  demonstrate, 
and  for  this  reason  more  apt  to  progress  to  the 
point  where  remedial  measures  can  no  longer  be 
carried  out. 

About  five  years  ago  the  writer  was  struck 
particularly  with  the  fact  that  premature  deaf- 
ness— deafness  in  young  or  moderately  young 
I>eople — was  invariably  associated  with  the  pres- 
ence of  unenucleated  tonsillar  and  adenoid 
tissue.  This  was  no  brilliant  observation  but  in 
the  succeeding  years,  when  a young  deaf  pa- 
tient presented  himself  for  examination,  the 
question,  “When  did  you  have  your  tonsils  re- 
moved?” was  always  asked  before  a throat 
inspection  was  made.  And  we  are  still  looking 
for  the  case  that  has  had  the  infected  lymphoid 
tissue  of  the  throat  and  nasopharynx  removed 
early  enough  (antedating  the  onset  of  the  begin- 
ning of  loss  of  hearing)  that  we  can  say  with 
positiveness,  all  other  focal  causes  being  absent, 
that  the  deafness  resulted  in  spite  of  the  cleaning 
up  of  the  lymphoid  focus.  Later  observations 
extending  down  to  the  present  time  have  served 
only  to  confirm  the  opinion  that  in  the  vast 
majority  of  young  deaf  persons,  infected  lym- 
phoid tissue  of  the  epipharynx  and  pharynx  con- 
stituted the  chief  cause. 

That  the  type  of  lesion  from  this  cause  was 
purely  conductive  was  at  first  accepted ; but 
the  finding  of  a few  cases  with  rather  marked 
mixed  conductive  and  nerve  involvement,  and 
later  the  finding  of  a few  almost  pure  nerve 
lesions  with  no  other  apparent  cause  except  in- 
fected lymphadenoid  tissue,  and  still  later  the 
reexamination  of  a large  number  of  cases  pre- 
viously classified  as  purely  conductive,  led  the 
writer  to  suspect,  and  later  to  be  certain  of  the 
existence  of  many  instances  of  nerve  deafness 
from  focal  infections.  The  difficulty  of  proving 
the  existence  of  a slight  nerve  lesion  by  the  usual 
clinical  methods  of  testing  hearing  led  at  first 
to  the  overlooking  of  many  such  affections,  but 
with  the  thought  constantly  in  mind  of  the  possi- 
bility of  a nerve  lesion,  it  is  surprising,  with 
the  usual  instruments  at  hand,  how  many  such 
lesions  can  be  proved. 

In  the  last  few  years,  attempts  have  been  made 
to  study  deficiency  of  hearing  by  means  of  pre- 


cise physical  instruments,  the  tests  being  carried 
out  by  a trained  physical  laboratory  worker  in 
conjunction  with  an  otologist.  The  results  of 
these  studies  have  shown  that  patients  may  have 
marked  nerve  deafness  with  little  or  no  knowl- 
edge of  it,  because  the  reduction  in  sensitivity  is 
for  the  higher  tones  and  not  for  the  lower  tones 
which  are  important  in  speech  perception.  Dean 
and  Bunch,  working  in  the  laboratory  of  the 
University  of  Iowa,  found  that  in  a study  of 
sixty-four  cases  of  hyperplastic  otitis  media  there 
was  present  in  every  case  save  one,  some  evi- 
dence of  a lesion  of  nerve  or  end  organ,  and 
what  is  very  significant  in  the  present  discussion, 
that  there  was  no  constant  relation  between  the 
extent  of  the  lesion  of  the  middle  ear  and  the 
lesion  of  nerve  or  end  organ.  They  have  reached 
the  conclusion  that  lesions  of  the  acoustic  nerve 
and  its  end  organ  are  very  common,  much  more 
so  than  lesions  of  the  optic  nerve.  By  accurate 
hearing  tests  by  tuning  forks  and  audiometer, 
they  found  in  a supposedly  normal  individual, 
defects  in  tonal  range  which  led  them  to  make 
a diagnosis  of  an  ufisuspected  acoustic  neuritis, 
traced  the  cause  to  a chronic  tonsillitis,  and  six 
months  after  tonsillectomy  found  by  measure- 
ment that  the  tonal  range  closely  approached  nor- 
mal. The  results  of  these  and  other  observations 
definitely  confirm  what  was  previously  only  an 
assumption — that  the  acoustic  nerve  is  often  the 
seat  of  a neuritis  from  a focus  in  infected 
lymphadenoid  tissue,  the  toxic  products  being 
elaborated  by  bacteria  and  carried  by  the  blood, 
or  more  often  by  the  lymph  stream. 

To  those  who  would  deny  the  possibility  of 
a focal  action  of  toxins  upon  the  acoustic  nerve, 
what  better  evidence  can  we  give  than  the  effect 
of  tonsillar  or  dental  toxins  upon  the  vestibular 
nerve?  How  many  cases  of  vertigo  have  been 
traced  to  tonsillar  infection,  with  a subsequent 
complete  clearing  up  of  the  symptoms  of 
vertigo  after  the  removal  of  the  infected 
tonsillar  tissue ! How  many  obscure  cases  of 
dizziness  have  vanished  after  removal  of  dental 
mandibular  abscesses  ! If  the  vertigo  is  admitted 
to  be  the  result  of  a focal  reaction  upon  the 
vestibular  nerve,  (and  it  can  scarcely  be  denied) 
how  can  we  escape  the  conclusion  that  the  same 
process  can  affect  the  acoustic  nerve,  inclosed  in 
the  same  sheath,  with  an  analogous  perversion 
of  function  as  shown  hy  interference  with  sound 
perception  ? In  the  developmental  scale  the 
acoustic  function  is  much  younger  than  the  ves- 
tihular,  and  therefore  should  be  even  more 
sensitive  to  the  effects  of  degenerative  and  in- 
fective processes.  Most  familiar  are  examples 
of  the  effect  of  toxic  focal  processes  on  certain 
nerves,  the  optic  being  particularly  subject  to  the 
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effects  of  focal  processes  in  teeth,  tonsils  and 
sinuses.  Likewise  the  facial,  motor  oculi,  olfac- 
tory and  abducens,  or  any  motor  or  sensory 
nerve  may  be  the  subject  of  a neuritis  from  a 
far-distant  focus,  producing  pain  or  loss  or  per- 
version of  function.  By  analogy,  then,  it  is 
reasonable  to  expect  similar  causes  operating  to 
produce  in  the  nerve  of  hearing  or  its  end  organ 
certain  characteristic  effects. 

And  these  effects  do  occur.  Toxic  processes 
can  effect  both  divisions  of  the  eighth  nerve, 
producing  in  the  vestibular  division  nausea  and 
vomiting,  dizziness,  vertigo  and  nystagmus,  and 
in  the  cochlear  portion,  tinnitus  and  deafness. 
These  toxins  may  be  generated  by  a general 
process  such  as  typhoid  fever,  scarlet  fever, 
chronic  nephritis,  influenza,  lues  or  drugs ; or 
they  may  be  focal,  from  septic  tonsillar  or 
lymphoid  tissue,  abscessed  sinuses,  pyorrhea, 
chronic  appendicitis  or  gastro-intestinal  disturb- 
ances. The  action  of  the  toxins  is  selective, 
depending  upon  the  chemical  affinity  of  the  poi- 
son for  the  p>articular  nerve.  Further,  the  selec- 
tive action  may  be  exerted  «pon  a particular  part 
of  the  acoustic  scale,  now  wiping  out  tempo- 
rarily or  permanently  islands  of  perception,  or, 
what  is  more  often  the  case,  selecting  that  part 
of  the  end  organ  which  has  to  do  with  the  higher 
tones  of  the  perceptive  scale. 

Possibly  the  best  exposition  of  the  particular 
form  of  deafness  with  which  we  are  at  present 
concerned  was  elaborated  by  Emerson,  of  Bos- 
ton, in  1921,  in  his  paper  on  perception  deafness. 
Briefly  stated,  his  theory  is  that  infectious  foci 
in  the  head — ^teeth,  sinuses,  tonsils  and  adenoids 
— are  associated  with  secondary  infective  proc- 
esses in  the  lymph  nodes  of  the  neck  and  medias- 
tinum ; that  the  toxins  from  these  infective  foci 
sensitize  remotely  involved  tissue,  and  in  indi- 
viduals of  lowered  resistance  a small  amount  of 
toxin  will  continue  a morbid  process ; that  the 
toxin  acts  on  the  perceptive  apparatus  from  the 
beginning  and  continues  to  act  until  the  terminal 
stage  of  marked  perception  deafness  or  nerve 
degeneration ; that  the  changes  in  the  conduction 
apparatus  play  but  a minor  role  in  deafness,  and 
that  deafness  is  from  the  first  concerned  with 
perception,  tinnitus  being  one  of  the  first  mani- 
festations. One  of  his  conclusions  was  that  when 
bone  conduction  for  the  256  or  512  fork 
is  lowered,  nerve  deafness  is  already  far  ad- 
vanced. Since  the  time  this  was  written  there 
have  been  marked  improvements  in  apparatus 
for  the  determination  of  range  of  tone,  and 
particularly  in  upper-tone  limits  and,  so  far  as 
the  writer  can  see,  recent  investigations  present 
ample  justification  for  the  conclusions  drawn  in 
Emerson’s  paper, 


The  same  writer  in  a more  recent  paper 
stresses  the  fact  that  chronic  deafness  does  not 
progress  steadily,  as  would  be  the  case  if  the 
process  were  purely  conductive,  but  that  it  has 
periods  of  exacerbation,  and  advances  by  cycles, 
dependent  upon  a release  of  toxins  from  a 
pyogenic  focus.  Duel,  in  his  paper  before  the 
American  Medical  Association  in  1924,  particu- 
larly emphasizes  the  nerve  degeneration  from  a 
toxic  neuritis  that  acts  concomitantly  with  a 
chronic  catarrhal  process  or  with  an  otosclerosis, 
producing  a sudden  onset  of  additional  deafness 
accompanied  by  unusual  and  unexpected  vertigo, 
A realization  of  the  possibility  of  an  intermittent 
release  of  successive  doses  of  toxins  from  infec- 
tive foci  will  help  us  all  to  explain  our  so-called 
cases  of  intermittent  deafness,  whose  periods  of 
depression  and  exaltation  will  be  found  not  to 
be  dependent  upon  meteorological  conditions  so 
much  as  upon  the  elaboration  of  tides  of  toxins 
in  their  own  tissues. 

It  is  of  particular  interest  to  the  otologist  to 
know  whether  the  phenomena  known  as  ana- 
phylaxis may  not  enter  into  the  production  of 
this  particular  type  of  nerve  deafness.  Infec- 
tion of  one  or  more  of  the  collections  of  lymph- 
oid tissue  in  Waldeyer’s  ring,  or  of  one  or 
more  of  the  nasal  sinuses  by  a particular  bac- 
terial group;  the  production  of  interference  with 
drainage  by  swelling  or  obstruction ; the  sensi- 
tization of  the  tissues  of  a remote  structure  such 
as  the  acoustic  nerve  or  its  end  organ  by  bac- 
terial proteins  which  produce  an  allergy  and  give 
a local  reaction,  anaphylactic  in  nature,  each 
time  the  individual  becomes  subjected  to  a new 
infection ; intermittent  deafness  and  tinnitus  as 
an  irritation  of  the  hearing-nerve  mechanism 
apart  from  any  localized  swelling — all  these  may 
be  the  factors  which  underlie  the  very  beginning 
of  many  obscure  cases  of  deafness.  Viewed  as 
an  anaphylactic  phenomenon  we  need  not  go  to 
the  trouble  to  search  for  obscure  pathways  of 
transmission  by  direct  blood  or  lymph  streams, 
but  view  it  as  another  manifestation  of  this 
peculiar  mode  of  biochemical  reaction  which  in 
time  will  be  more  clearly  explained. 

If  time  would  permit,  detailed  case  histories 
might  be  presented,  illustrating  the  various  types 
of  focal  infection  of  the  eighth  nerve,  in  one  or 
both  of  its  branches.  Briefly,  the  writer  has  in 
his  records  the  case  of  a man  (adult)  who  had 
a sudden  complete  loss  of  upper  tone  limits  in 
the  right  ear,  with  lowered  bone  conduction, 
tinnitus,  dizziness,  and  failure  to  respond  to  the 
caloric  test  in  the  right  ear.  This  condition 
continued  for  9 days,  while  a fruitless  search  was 
made  for  the  cause  in  blood,  urine,  teeth,  etc., 
until  a slight  soreness  under  the  angle  of  the 
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right  jaw  finally  developed  into  a peritonsillar 
abscess  which  pointed  back  of  the  posterior 
pillar.  It  was  only  after  drainage  of  the  abscess 
and  subsequent  removal  of  the  tonsils  that  the 
hearing  in  the  right  ear  returned  to  nearly  nor- 
mal. This  was  evidently  a toxic  neuritis  of 
both  branches  of  the  eighth  nerve. 

Another  case  with  a well-developed  uveitis  in 
the  right  eye,  which  was  traced  to  the  two 
abscessed  abutment  teeth  of  a bridge,  refused  to 
have  the  offending  teeth  removed  and  the  ab- 
scesses ablated.  In  the  midst  of  the  uveitis, 
hearing  in  the  right  ear  suddenly  became  reduced, 
the  whispered  voice  was  heard  only  at  lo  feet, 
bone  conduction  was  reduced.  Gal  ton  5.0,  low 
limit  64  d.  V.,  with  tinnitus  and  slight  attacks  of 
giddiness.  These  alarming  symptoms  soon  per- 
suaded the  patient  to  a removal  of  the  two 
offending  teeth,  and  resulted  in  a clearing  up 
of  both  eye  and  ear.  Here  was  a case  of  a 
double  focal  infection. 

Another  case  of  unilateral  partial  nerve  deaf- 
ness in  a young  man  of  21  was  relieved  only 
after  an  exenteration  of  the  left  ethmoid  region, 
and  removal  of  the  anterior  wall  of  a suppurat- 
ing sphenoidal  sinus.  A number  of  chronic 
catarrhal  otitis-media  cases,  with  evident  nerve 
involvement,  showing  chronic  tonsillar  infection, 
have  accepted  operation  with  the  understanding 
that  only  a possible  arrest  of  their  symptoms 
could  be  hoped  for,  and  a good  proportion  have 
been  markedly  benefited  in  that  they  have  less 
tinnitus,  better  hearing  for  the  whispered  voice 
and  a heightened  upper  limit.  It  will  take  a 
longer  period  of  observation  with  intercurrent 
tests  to  report  finally  on  some  of  these  cases. 

The  practical  always  finally  arises.  What  use 
can  we  make  of  any  new  ideas  as  to  the  fre- 
quency of  acoustic  nerve  involvement?  With 
foci  of  infection  plainly  present  we  are  too  prone 
to  think  only  of  the  direct  action  of  these  toxins, 
producing  slow  and  at  times  insignificant  changes 
in  the  various  conductive  media  of  the  ear, 
membrane,  ossicles,  articulations  or  oval  win- 
dow', and  to  delay  or  entirely  neglect  operative 
relief.  Patients  with  low-grade  chronic  sinusitis, 
or  particularly  with  chronic  tonsillar  disease  and 
coincident  deafness,  are  put  off  with  the  state- 
ment that  operation  will  not  benefit  the  deafness. 
The  pure  otologist  is  more  likely  to  do  this  than 
the  otolaryngologist.  But  if  we  realize,  and  if 
our  patients  realize,  that  with  each  recurrent 
exacerbation  of  infection  there  is  a possible 
coincident  damage  to  delicate  nervous  structure 
in  the  acoustic  labyrinth,  it  will  lead  us  to  view 
many  of  our  cases  from  an  entirely  different 
standpoint.  We  will  put  forth  a greater  effort 
to  arrest  partial  stages,  and  by  therapeutic  and 


operative  procedure  attempt  to  prevent  further 
loss  of  function. 

209  State  Street. 

DISCUSSION 

Dr.  John  R.  Simpson  (Pittsburgh,  Pa.) : Dr. 

Gracey  has  written  a very  interesting  paper  on  the 
subject  of  deafness;  one  that  should  receive  a very 
free  discussion. 

There  are  two  main  propositions  in  his  paper;  The 
first  is  that  perceptive  deafness,  alone  or  in  conjunc- 
tion with  conduction  deafness,  is  much  more  common 
than  is  supposed;  the  second  is  that  perceptive  deaf- 
ness is  very  often  caused  by  a focus  of  infection  some- 
where in  the  body,  most  often  in  the  nose  or  throat. 

The  investigations  of  Dean,  Emerson  and  others 
seem  to  lend  support  to  the  contention  of  Dr.  Gracey, 
that  perceptive  deafness  is  quite  common  and  very 
often  overlooked.  When  our  hearing  tests  become 
more  refined,  this  view  will  probably  be  found  correct. 

It  being  found  that  perceptive  deafness  exists,  the 
problem  of  its  correction  is  not  so  simple  as  the  essay- 
ist would  seem  to  indicate.  Granted  that  syphilis, 
trauma,  meningitis,  drugs  and  infectious  diseases  have 
been  eliminated  as  etiological  factors  (and  in  this  con- 
nection it  might  be  said  that  elimination  of  lues 
requires  a spinal  puncture)  and  a focus  of  infection  is 
admittedly  the  cause,  how  are  we  to  pick  out  the 
location  of  the  focus?  Mackenzie  reported  a case  of 
eighth-nerve  inflammation  caused  by  chronic  appendi- 
citis. . Emerson  has  reported  many  brilliant  results,  but 
he  has  not  mentioned  the  cases  that  were  not  benefited. 
It  is  admitted  that  the  toxin  is  carried  to  the  eighth 
nerve  or  end  organ  by  blood  or  lymph  stream,  and  can 
enter  at  any  point  in  their  course.  The  rhinologist 
must,  therefore,  consider  not  only  the  tonsils,  adenoids, 
teeth  and  sinuses,  but  likewise  the  gastro-intestinal  tract, 
gall-bladder,  and  genito-urinary  tract,  not  forgetting  the 
endocrine  system. 

There  are  still  insurmountable  obstacles  to  helping 
many  cases  of  deafness  that  we  see. 

Dr.  Matthew  S.  Ersner  (Philadelphia,  Pa.)  : In 
the  past  few  years,  I have  been  checking  up  the  results 
obtained  in  patients  afflicted  with  tinnitus  and  impaired 
hearing.  In  most  instances,  all  possible  mechanical 
defects,  such  as  deflected  septa,  septal  spurs,  septal 
ridges  and  sinus  infections,  were  eradicated.  The  ton- 
sils and  adenoids  were  removed  whenever  they  appeared 
suspicious.  With  the  average  case,  the  above  prophy- 
lactic means  were  usually  sufficient  to  obtain  a cure. 
There  are,  however,  isolated  failures,  and  instead  of 
improving,  the  tinnitus  and  impaired  hearing  persisted 
and  became  worse.  In  despondent  cases,  a thorough 
clinical  and  roentgenographic  dental  study  is  essential. 

The  following  observation  was  brought  home  to  me 
by  my  brother,  William  Ersner,  .D.D.S.,  since  he  has 
been  associated  with  me : Many  patients  suffering  with 
various  forms  of  trifacial  neuralgia  often  reveal  in 
their  history  that  the  aural  symptoms,  consisting  of 
tinnitus  and  impaired  hearing,  occasionally  preceded 
the  neuralgia. 

We,  as  otolaryngologists,  meet  the  reverse  side  of  the 
cycle.  The  patients,  when  we  see  them,  complain  of 
slight  fullness  and  tinnitus.  A thorough  examination 
of  the  ear,  nose  and  throat  is  made,  and  when  we  can- 
not find  a distinct  positive  finding,  we  call  this  condi- 
tion "dental  otalgia.” 

I recall  a case  where  we  took  many  x-ray  films  of 
the  teeth  and  were  unable  to  find  any  abscesses,  although 
a perfectly  healthy  lower  third  molar  was  encroaching 
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upon  the  mandibular  canal.  In  thjs  case,  we  obtained  a 
history  that  the  trouble  started  with  tinnitus,  but  the 
patient  did  not  seek  advice  until  the  otalgia  became 
unbearable.  The  symptoms  subsided  after  the  tooth 
was  extracted. 

At  present,  I follow  my  patient  to  the  extraction 
chair,  and  I certainly  feel  gratified  with  the  results 
obtained.  In  obscure  tinnitus,  idiopathic  mastoidalgia 
and  various  forms  of  indefinite  aural  disturbances,  the 
dental  roentgenograms  must  be  studied  carefully,  as 
the  symptoms  may  be  disproportionate  to  the  pathology 
revealed.  A thought  to  bear  in  mind  is  that  the  x-ray 
may  not  reveal  distinct  pathology,  but  a simple  root 
absorption  or  an  exostosis  may  cause  pressure  and  pro- 
duce a Syndrome  complex  referable  to  the  ear. 

I have  been  interested  in  osmosis  and  its  relationship 
to  the  hearing  tests.  If  we  shrink  the  nasal  mucous 
membrane  on  one  side  and  leave  the  opposite  side  con- 
gested, we  are  apt  to  get  a Weber  lateralized  to  the 
side  congested,  with  a slight  increase  in  the  Schwabach. 
The  same  phenomena  may  take  place  by  bending  the 
patient’s  head  to  one  side,  producing  a nasal  congestion 
by  gravity.  Under  these  circumstances,  the  Weber  will 
lateralize  to  the  side  congested  and  the  Schwabach  will 
increase.  The  relative  stability  of  this  test  is  in  pro- 
portion to  the  amount  of  vasomotor  stasis. 

In  regard  to  the  sphenopalatine  ganglion,  I find  at  the 
present  time  that  there  seems  to  be  an  epidemic  of 
sphenopalatinitis.  One  almost  hesitates  to  speak  about 
it,  and  I hope  that  as  time  elapses,  we  will  have  a 
concrete  understanding  as  to  the  causes  of  ganglion 
irritation,  which  will  enable  us  to  cope  with  the  situa- 
tion. 

Dr.  George  W.  Mackenzie  (Philadelphia,  Pa.)  : 
This  paper  appeals  to  me  particularly,  because  I have 
been  investigating  the  subject  carefully  for  many  years. 

It  is  very  necessary  to  make  a differential  diagnosis 
as  to  the  etiology.  Neurolabyrinthitis  may  be  produced 
by  any  one  of  four  different  groups  of  conditions.  The 
first  is  the  postacute  infectious-fever  form.  Any  of  the 
acute  infectious  fevers  can  produce  a neurolabyrin- 
thitis, which  is  usually  bilateral.  The  prognosis,  even 
without  treatment,  is  usually  good. 

The  second,  or  chronic  infectious  form,  includes 
those  conditions  which  produce  granulomatous  infiltra- 
tion, and  in  this  group  we  include  leukemia,  syphilis, 
tuberculosis,  leprosy  and  rhinoscleroma. 

The  third  is  the  exogenous  toxic  form,  among 
other  drugs,  produced  by  the  salicylates,  quinin,  arsenic, 
lead,  mercury,  alcohol  and  many  other  poisons.  They 
produce  bilateral  lesions.  However,  one  side  may  be 
involved  more  than  the  other.  A fairly  easy  way  to 
determine  the  cause  is  to  give  a minimal  dose  of  the 
suspected  poison,  when  the  patient  experiences  a marked 
aggravation  if  the  exact  poison  is  administered  which 
produced  the  original  sensitization.  Given  a case  in 
which  the  patient  has  taken  quinin  in  excess,  and  has 
become  deaf  thereby,  the  changes  are  fairly  perma- 
nent. One  cannot  hope  for  much  improvement. 

The  fourth  group  is  the  focal-infection  group.  Focal 
infection  usually  produces  a unilateral  condition  with 
findings  as  depicted  by  the  essayist.  After  excluding 
the  other  groups  and  finding  a unilateral  affection,  one 
can  say  four  times  out  of  five  that  it  is  a case  due  to 
focal  infection. 

As  to  the  prognosis,  the  focal-infection  form  of 
neurolabyrinthitis  shows  as  a rule,  besides  the  charac- 
teristic impairment  of  hearing  of  the  perceptive  type, 
exaggerated  vestibular  reflexes.  The  pathology  is  that 
of  an  irritative  lesion,  due  to  bacterial  toxins,  and  not 


to  the  bacteria  themselves.  The  manifestations  may 
vary  from  time  to  time,  according  to  the  varying  de- 
grees of  elimination.  The  results,  after  removal  of 
the  focus  of  infection,  are  usually  very  satisfactory. 

Dr.  George  M.  Coates  (Philadelphia,  Pa.)  : I do  not 
agree  with  Dr.  Mackenzie  when  he  says  these  cases  are 
usually  unilateral.  Dr.  Ersner  states  correctly  that 
although  one  side  usually  starts  in  advance  of  the 
other,  by  the  time  the  case  is  chronic  we  have  both 
sides  affected.  It  would  seem  unreasonable  that  a focal 
infection  should  interfere  with  one  nerve  and  not  with 
the  other,  any  more  than  a syphilitic  infection  would. 

Dr.  Gracey  and  Dr.  Simpson  both  mentioned  the 
gastro-intestinal  tract  as  an  etiologic  factor.  I have 
thought  of  it  in  that  way  for  a number  of  years,  but  I 
have  had  no  definite  data  until  recently  that  I could 
put  my  finger  on.  I do  not  know  whether  you  know  of 
the  work  of  Connellan  of  New  York.  It  has  not  been 
applied  to  car  work  so  far,  but  to  general  focal  infec- 
tions. I am  not  a biochemist,  but  the  information  I 
have  is  that  they  have  isolated  a putrefactive  poison 
called  histamin,  from  the  well-known  amino-acid  his- 
tidin,  in  the  lower  bowel,  which  has  seemed  respon- 
sible  for  many  cases  of  focal  infection.  Their  work 
has  been  devoted  to  curing  these  gastro-intestinal  con- 
ditions, but  it  has  proved  pretty  conclusively  that  putre- 
factive poisoning  may  account  for  a good  many  cases 
of  focal  infection  in  other  parts  of  the  body.  There  is 
no  reason  why  it  should  not  be  applicable  at  least  to  a 
certain  portion  of  these  ear  cases,  because  undoubtedly 
some  of  them  are  due  at  times  to  the  gastro-intestinal 
tract. 


SELECTIONS 


FRACTURES  OF  THE  NOSE* 

BEN  C.  GILE,  M.D. 
philadeephia,  pa. 

The  treatment  of  fractures  was  for  a long 
time  in  the  hands  of  barbers  and  “bone-setters 
its  assumption  by  our  profession  is  of  compara- 
tively modern  date.  Even  after  that  salutary 
change  had  taken  place,  this  branch  of  surgery 
remained  for  many  years  in  an  unsatisfactory 
condition.  Jt  was  often  hard  to  restore  broken 
bones  to  their  normal  position  and  still  harder 
to  keep  them  in  place.  As  a consequence  of 
tliese  difficulties  there  were  many  deformities 
entailing  not  only  great  disfigurement  but  life- 
long disability.  In  the  last  century  cripples  were 
a common  sight  upon  rural  roads  and  city  streets 
where  their  presence  is  now  infrequent.  In  re- 
cent years  there  has  been  great  improvement  in 
the  surgery  of  fractures,  particularly  those  of 
the  upper  and  lower  extremities.  This  has  been 
due  to  many  things,  but  chiefly  to  anesthesia, 
asepsis,  the  diagnostic  use  of  the  x-ray  and 
the  employment  of  the  plaster  dressing.  At 
present  the  proportion  of  crippling  deformities 
is  small. 

* Read  before  the  West  Philadelphia  Medical  Association. 
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Unfortunately  the  nose  has  not  shared  in  the 
benefits  which  surgical  progress  has  conferred 
upon  the  long  bones  and  joints.  The  propor- 
tion of  disfigurements  following  traumatic  frac- 
tures continues  large  and  many  of  these  are 
accompanied  by  intranasal  deformities  which 
interfere  with  all  the  rhinologic  functions.  To 
what  are  these  adverse  results  attributable? 

I am  constrained  to  say  that  the  responsibility 
rests  upon  those  who  have  charge  of  the  cases 
immediately  after  the  injury  has  occurred.  Al- 
though this  assertion  is  made  with  reluctance, 
it  is  necessary,  for  the  first  rational  step  in  cor- 
recting an  error,  to  understand  its  nature  and 
how  it  was  caused.  In  my  opinion  nearly  all 
the  untoward  results  following  traumatic  frac- 
tures are  traceable  to  a mistake  in  diagnosis,  to 
an  error  which  was,  of  course,  made  unwit- 
tingly. I believe  that  other  rhinologists  of  large 
dispensary  experience  concur  in  this  opinion. 
Dispensary  service  supplies  such  a mass  of  cor- 
robative  evidence  that  the  conclusion  above 
stated  cannot  be  avoided. 

Fractures  of  the  nose  have  peculiarities  which 
differentiate  them  from  injuries  to  the  other 
organs  and  a survey  of  these  will  help  us  to 
understand  why  so  many  physicians  have  been 
misled  in  diagnosis. 

The  first  peculiarity  concerns  the  age  and  sex 
of  the  patients.  I have  not  found  any  published 
statistics  upon  these  points ; but  the  experience 
of  my  colleagues  as  well  as  my  own,  shows  that 
a large  majority  are  children  and  that  the  boys 
far  outnumber  the  girls.  What  is  the  reason? 
An  offhand  answer  is  that  most  of  these  frac- 
tures are  caused  by  falls  and  that  a boy  tumbles 
twenty  times  as  often  as  an  adult.  It  is  cer- 
tainly true  that  hard  pavements,  like  those  of 
stone  and  asphalt,  are  most  commonly  the  vul- 
nerating  bodies;  but  if  there  were  a correspond- 
ence between  the  number  of  broken  bones  and 
the  number  of  falls,  fractures  of  the  thigh  and 
leg  would  be  much  more  frequent  in  boys  than 
in  men ; yet  the  preponderance  is  the  otfier 
way.  The  lad’s  propensity  to  fall  is  offset  by  a 
partial  immunity  from  fractures  of  the  lower 
extremity,  due,  in  a measure,  to  his  light  weight. 
An  ankle  bent  beneath  the  body  can  resist  a 
dropping  weight  of  fifty  pounds,  but  snaps 
under  a hundred  and  fifty.  Even  more  pro- 
tection is  given  by  the  flexibility  of  young  bones, 
which  bend  enough  to  escape  damage  from 
blows  that  would  cause  fracture  in  an  adult. 

Boys  are  liable  to  break  their  noses,  not  be- 
cause they  fall  so  often,  but  because  they  fall 
in  a peculiar  way,  hardly  ever  observed  in  sane 
persons  of  mature  years.  When  we  lose  our 
footing  and  plunge  forward,  we  immediately  do 


two  things : throw  back  the  head  and  extend  the 
arms  forward.  These  muscular  acts  are  instan- 
taneous and  nearly  unconscious,  but  they  are  not 
instinctive.  They  are  due  to  a habit  formed  in 
the  first  decade  of  life,  when  many  painful  cuts 
and  bruises  taught  us  to  protect  our  faces  by  a 
forward  movement  of  the  arms  and  a backward 
movement  of  the  head.  This  habit,  like  others 
acquired  in  childhood,  continues  to  govern  our 
acts,  though  the  circumstances  which  led  to  its 
formation  are  forgotten.  A dim  recollection 
comes  back  to  us  when  we  make  a study  of  the 
habits  being  formed  by  the  present  generation 
of  children. 

The  little  boy,  who  has  not  yet  acquired  this 
habit,  falls  flat.  When  his  body  is  impelled  for- 
ward, his  head  remains  in  line  with  the  axis  of 
the  trunk,  his  arms  stay  at  his  sides  or  in  what- 
ever position  they  occupied  the  instant  preced- 
ing the  fall.  When  prone  upon  the  ground,  his 
body  is  parallel  with  the  surface  on  which  he 
lies,  hence  the  brunt  of  the  impact  is  borne  by 
any  organ  which  projects  beyond  the  plane  of 
the  body.  As  the  nose  (unless  it  be  of  the 
platyrrhine,  negroid  type)  extends  in  front  of 
the  other  features,  it  is  hit  hardest  and  in  many 
cases  broken. 

While  a large  majority  of  these  fractures  in 
children  are  due  to  falls,  some  are  caused  by  the 
bat,  ball  and  other  implements  of  outdoor  sport 
and  a few  by  the  fist.  Fighting  school  boys 
seldom  strike  hard  enough  to  break  bones.  With 
strong  men  and  especially  pugilists  the  case  is 
different;  their  fists  propelled  by  powerful 
muscles  are  dangerous  weapons.  Whatever  the 
vulnerating  agent  may  be,  the  injury  inflicted  is 
usually  a crushing  of  the  bridge  of  the  nose, 
affecting  both  sides  of  the  organ,  and  the  struc- 
tures chiefly  involved  are  the  nasal  bones  and  the 
septum.  When  the  violence  is  great,  secondary 
damage  may  be  done  to  the  vomer,  ethmoid, 
maxillary  and  frontal  bones,  by  counter  stroke. 

The  two  nasal  bones  articulate  with  each 
other  at  their  anterior  borders,  forming  the 
crest  of  the  arch,  at  their  posterior  borders 
with  the  superior  maxillary,  and  at  their  top 
with  the  frontal  bone.  The  force  which  crushes 
the  arch  drives  them  backward,  breaking  their 
articulations  and  forcing  their  margins  past 
the  margins  of  the  maxillary  and  frontal  bones. 
The  septum,  forced  backward,  is  deflected  into 
.an  S-shaped  curve.  Although  these  movements 
break  the  joints  of  the  nasal  bones,  they  do  not 
leave  them  loose,  for  in  their  new  position  they 
are  wedged  between  the  osseous  structures  on 
both  sides  and  above.  For  this  reason  there  is 
in  nearly  every  instance  an  impacted  fracture. 

The  injury  is  followed  by  pain,  epistaxis  and 
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the  subcutaneous  exudation  of  serum ; nasal 
respiration  is  imj>eded  and  it  becomes  necessary 
to  breath  through  the  mouth. 

At  the  beginning  of  this  essay  reference  was 
made  to  the  frequency  with  which  a grave  diag- 
nostic error  has  been  made  in  cases  of  this  kind 
and  the  circumstances  leading  to  that  error  are 
now  to  be  considered.  Let  us  suppose  the  pa- 
tient to  be  a child  and  that  the  physician  arrives 
an  hour  after  the  accident.  He  finds  the  fea- 
tures greatly  altered  by  a firm  swelling  that 
covers  the  nose  from  the  root  almost  to  the  tip 
and  spreads  to  the  cheeks.  The  skin,  distended 
l)y  a serous  infiltration,  is  tense  and  glistening 
and  marked  by  some  abrasions  partly  covered 
by  dried  blood.  The  epistaxis  has  ceased,  but 
the  nasal  vestibule  is  filled  with  clots.  The 
contusion  and  abrasion  are  obvious  and  the  one 
question  to  be  determined  is  that  of  fracture. 
'I'he  doctor  tries  palpation  to  learn  whether 
the  nasal  bones  are  in  place ; but  the  swelling  is 
so  thick  and  tense  that  the  fingers  can  find  no 
trace  of  deeper  structures.  He  then  searches 
for  motility  and  crepitus,  the  classic  signs  of 
fracture.  He  makes  pressure  upon  the  tume- 
fied mass  from  above,  from  below  and  on  both 
sides ; but  it  does  not  move  or  give  forth  the 
faintest  hint  of  crepitus.  The  summing  up  of 
these  observations  is  likely  to  be  as  follows : 
I'here  is  no  proof  of  fracture ; the  abrasions 
will  heal  rapidly ; the  epistaxis  has  ceased  spon- 
taneously and  is  not  likely  to  give  further 
trouble;  the  contusion  is  extensive  and  much 
serum  has  exuded  beneath  the  skin ; but  in  a 
child  resorption  should  occur  in  a few  days. 

In  consequence  of  this  reasoning,  the  doctor 
advises  rest  and  quiet  until  the  swelling  sub- 
sides, prescribes  a sedative  lotion  and  predicts 
recovery  in  a week.  The  prediction  is  not  ful- 
filled. The  swelling,  indeed,  goes  down ; but 
the  contour  of  the  face  is  not  restored.  The 
nasal  bridge  is  flattened  and  broadened,  spread- 
ing out  over  the  border  of  the  cheeks;  the  whole 
facial  expression  is  changed,  and  besides  there 
is  continued  obstruction  to  nasal  respiration. 
Every  one  is  disappointed  and  dissatisfied,  and 
there  ensues  one  of  these  painful  situations 
where  the  physician  tries  to  explain  and  excuse 
a bad  failure  in  treatment  that  is  as  puzzling  as 
it  is  vexatious. 

Finally,  after  an  interval  of  weeks,  perhaps 
months,  the  child  is  taken  to  a rhinologist,  who 
at  once  makes  a thorough  examination  with  the 
nasal  speculum  and  blunt  probe.  The  condi- 
tions revealed  are  extremely  unfavorable.  There 
is  deviation  and  often  deformity  of  the  septum, 
affecting  both  its  cartilage  and  bone.  There  is 
ankylosis  all  around  the  nasal  bones,  their  mar- 


gins abraded  by  the  traumatism  being  now 
firmly  joined  to  the  edges  of  the  superior  max- 
illary and  frontal  bones.  The  same  condition 
may  exist  at  the  crest  of  the  arch,  or  there  may 
be,  at  this  point,  a rift  between  the  two  nasal 
bones  due  to  their  divulsion  at  the  time  of  the 
injury.  If  such  a rift  exists,  it  is  an  unpleasant 
and  discouraging  spectacle  which  greets  the 
rhinologist’s  view,  and  the  disfavor  with  which 
he  regards  it  is  increased  by  the  conviction  that 
it  is  due  to  mistakes  wholly  preventable. 

The  start  of  all  the  troubles  was  the  failure 
to  make  an  intranasal  examination,  which  would 
have  proved  the  existence  of  a fracture.  Why 
was  this  essential  act  omitted  ? The  answer 
hardly  admits  of  any  doubt.  The  omission  was 
made  because  the  physician  in  charge  lacked  the 
instruments  and  the  skill  required  for  such  an 
examination.  Rhinoscopy,  anterior  as  well  as 
posterior,  is  commonly  considered  as  pertaining 
exclusively  to  a specialized  branch  of  practice, 
and  few  except  rhinologists  are  familiar  with 
its  technic. 

The  lesson  obviously  taught  by  unfortunate 
results  such  as  those  described,  is  that  patients 
suffering  from  nasal  traumata  causing  contu- 
sion and  swelling  should  be  examined  and 
treated  by  one  possessing  a head-mirror  and 
nasal  specula  and  who  is  thoroughly  competent 
to  use  them. 

The  present  mistreatment  of  broken  noses  is 
detrimental  to  the  interests  of  both  patients  and 
physicians,  and  there  is  need  for  a radical 
change;  but  if  a reform  is  to  be  effected,  the 
alterations  proposed  must  be  of  a practicable 
sort  which  will  not  antagonize  firmly-held  opin- 
ions and  fixed  habits.  The  family  doctor  will 
continue  to  visit,  examine  and  prescribe  for 
those  to  whom  he  is  summoned.  He  is  not 
asked  to  relinquish  this  work,  but  to  add  a pre- 
caution which  will  save  this  patient  from  dis- 
figurement and  himself  from  adverse  criticism. 
After  making  his  external  examination  and  ad- 
vising sedative  treatment,  local  and  general,  he 
can  with  entire  propriety  suggest  a consultation. 
He  can  explain  that  when  the  nose  has  been 
injured  the  bruising  and  swelling  upon  the  out- 
side are  accompanied  by  internal  changes  hidden 
from  view  and  which  can  be  examined  by  the 
aid  of  certain  scientific  methods  and  instruments 
adapted  to  this  specific  purpose.  The  internal 
effects  of  the  accident,  unless  remedied,  may 
prove  injurious  to  the  child’s  breathing  and 
have  other  evil  consequences.  To  assure  a per- 
fect recovery,  we  should  make  use  of  the  latest 
and  best  facilities  which  science  provides.  No 
physician  need  fear  that  to  advise  a consultation 
upon  such  grounds  will  lower  his  reputation 
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with  the  family.  It  is  more  likely  to  raise  his 
standing  as  a man  abreast  of  the  times  and  fa- 
miliar with  scientific  progress. 

As  ankylosis  does  not  take  place  for  several 
days,  there  is  ordinarily  plenty  of  time  to  se- 
cure a rhinologist’s  cooperation  after  the  fam- 
ily’s consent  has  been  obtained.  Poverty  sel- 
dom bars  the  way,  at  least  in  large  cities  lav- 
ishly supplied  with  dispensaries,  many  of  which 
have  rhinological  departments. 

When  the  patient  has  been  brought  to  the 
specialist  and  a correct  diagnosis  has  been  made, 
the  way  to  proper  treatment  is  open  and  clear. 
It  will  follow  almost  as  a matter  of  course.  As 
a rule,  this  treatment  is  simple  and  eminently 
successful.  The  nostrils  are  cleansed  thor- 
oughly and  aseptically.  A solution  of  epinephrin 
chloride  (i:  looo)  is  applied  to  produce  ische- 
mia and  to  secure  as  much  room  as  possible  by 
shrinkage  of  the  tissues,  and  local  anesthesia  is 
inducted  by  an  eight-per-cent  solution  of  cocain. 

With  the  above  preparation  we  are  ready  to 
reduce  the  fracture,  beginning  in  whichever 
nostril  is  most  roomy,  a condition  determined  by 
the  deviation  of  the  septum  to  one  side  or  the 
other.  A self-retaining  speculum  having  been 
introduced  we  restore  the  nasal  bone  to  its 
normal  position  by  lifting  it  with  a blunt  probe 
or  applicator,  either  bare  or  wrapped  with 
sterile  gauze.  The  raising  is  done  gradually 
and  very  gently,  and  while  this  manipulation 
occupies  one  hand,  the  fingers  of  the  other  are 
upon  the  outside  of  the  bridge  helping  to  guide 
the  bone  into  its  proper  place.  When  one  side 
of  the  arch  has  been  elevated,  the  speculum  is 
transferred  to  the  other  nostril  and  restoration 
completed  by  lifting  the  other  nasal  bone  in  the 
,«ame  manner,  great  care  being  taken  to  secure 
accurate  coaptation  at  the  crest,  so  that  the  or- 
gan shall  regain  its  natural  appearance.  At  this 
stage  of  the  operation  the  anatomy  of  the  parts 
renders  an  assistance  seldom  given  in  other 
fractures.  When  the  nasal  bones  are  correctly 
replaced  they  stay.  There  are  no  antagonistic 
muscles  to  undo  our  work  by  spasmodic  contrac- 
tions, as  so  often  happens  in  other  regions  of  the 
~ body.  Many  times  muscular  disturbance  foils 
the  surgeon  and  makes  the  cure  imperfect,  in 
spite  of  the  best  skill  in  reducing  the  fracture 
and  the  most  careful  bandaging  to  prevent  dis- 
placement. Fortunately  this  hindrance  is  not 
encountered  and  artificial  support  is  rarely 
needed.  In  exceptional  instances,  where  there 
is  any  sagging  of  the  nasal  bones,  Simpson- 
Bernay  splints  can  be  introduced  until  there  is 
enough  agglutination  to  prevent  displacement. 

The  deflected  septum  is  usually  straightened 
by  the  elevation  of  the  nasal  bones  and  requires 


no  other  treatment.  If  any  bulging  remains, 
it  may  be  corrected  by  the  pressure  of  a splint 
retained  for  a few  hours  and  withdrawn  while 
still  aseptic.  Whatever  obstruction  there  has 
been  to  respiration  will  disappear  ^hen  the 
intranasal  passages  are  restored  to  their  normal 
size  and  shape. 

When  treated  in  this  way,  a fracture  of  the 
nose  may  be  entirely  cured,  leaving  no  internal 
obstruction  and  no  external  disfigurement ; a 
consummation  much  to  be  desired  and  now  so 
often  unattained. 


FRACTURES  OF  THE  MANDIBLE* 
ROBERT  M.  ENTWISLE,  B.S.,  M.D.  and 
J.  A.  GARDNER,  D.D.S. 

PITTSBURGH,  PA. 

In  the  Sydenham  Society  edition  of  the  works 
of  Hippocrates  the  following  is  found : “In 
fracture  of  the  lower  jaw  where  the  bone  is  dis- 
placed it  should  be  adjusted  by  introducing  the 
fingers  at  the  side  of  the  tongue,  and  making 
suitable  pressure  on  the  outside;  and  if  the 
teeth  at  the  wound  be  distorted  and  loosened 
they  should  be  connected  together,  not  only  two, 
but  more  of  them,  with  a gold  thread,  if  pos- 
sible, but  otherwise  with  a linen  thread  until 
the  bone  be  consolidated.” 

Following  this,  mention  is  made  of  this 
method,  with  additional  advice  concerning  an 
external  bandage,  by  Celsus.  Galen,  five  hun- 
dred years  later  than  Hippocrates,  wrote  on 
this  subject  of  fracture  of  the  jaw  but  gave  no 
specific  directions  as  to  the  treatment.  One 
thousand  years  after  Galen,  Albucasis,  an 
Arabian,  reported  at  length  on  this  injury  and 
gave  very  specific  and  clear  directions  for  wir- 
ing the  teeth  together  until  union  of  the  bone 
occurred.  Next,  as  we  come  to  the  French 
school  in  the  sixteenth  century,  we  find  complete 
and  lasting  directions  for  the  performance  of 
this  operation  from  the  pen  of  Ambrose  Pere. 

The  medical  literature  of  our  own  day  fur- 
nishes innumerable  articles  on  this  subject  and 
in  a partial  review  of  these  essays  one  is  first 
impressed  by  the  large  variety  of  methods  and 
mechanical  appliances  available  for  this  work, 
but  a little  later  the  impression  is  unmistakable 
that  the  great  majority  of  the  surgeons  and 
dental  surgeons  who  have  written  on  this  sub- 
ject have  advised  one  or  another  method  of 
wiring  the  teeth  together. 

In  presenting  this  article  we  disclaim  any  at- 
tempt to  change  the  fundamentals  of  this  valu- 
able procedure,  as  described  twenty-four  hun- 

• Presented  before  the  Pittsburgh  Academy  of  Medicine. 
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dred  years  ago,  as  we  firmly  believe  that  the 
fracture  should  be  reduced  and  the  teeth  wired 
together  until  union  occurs;  but  our  effort  will 
he  to  describe  a few  simple  details  in  this  opera- 
tion, whith,  for  us  at  least,  have  changed  it  from 
one  rather  difficult  to  perform,  to  one  which  can 


usually  be  done  with  ease  and  great  satisfac- 
tion. 

The  lower  jaw,  because  of  its  position  and 
the  traumatic  effect  on  the  central  nervous 
system  when  it  is  injured,  has  long  been  the 
target  for  all  types  of  sharpshooters,  but  in 
spite  of  this  it  is  fractured  relatively  seldom. 
I'his  injury  occurs  almost  entirely  in  the  male 
sex,  is  produced  most  frequently  between  the 
ages  of  20  and  40,  and  the  site  is  most  often  at 
the  mental  foramen.  It  is  a fracture  at  this  area 
to  which  we  are  confining  our  remarks.  The 
lower  jaw,  because  of  its  horseshoe  shape,  has 
a certain  amount  of  elasticity,  has  both  hinge 
and  sliding  motion,  is  wonderfully  protected  at 
the  coronoid  and  condyloid  areas  by  the  zygo- 
matic arch,  and  is  made  up  of  thick,  compact 
bone  at  the  angle  and  symphysis.  Therefore, 
the  only  remaining  unprotected  area  is  between 
the  anterior  border  of  the  masseter  muscle  and 
the  symphysis,  which  site  is  weakened  by  the 
presence  of  the  mental  foramen. 

■ The  gingival  tissue  is  so  closely  adherent  to 
the  alveolar  process  that  it  is  invariably  torn  in 
severe  injuries,  so  that  these  fractures  are  com- 
pound. As  the  mouth  is  not  a clean  cavity  it 
must  be  realized  that  we  are  here  dealing  with 
a compound  fracture  in  an  infected  field.  An 
appreciation  of  this  is  most  important  in  both 
the  pre-  and  postoperative  management  of  these 
patients,  and  moreover  this  bit  of  knowledge  is 
of  vast  comfort  when  it  is  discovered  that  a 
rather  large  percentage  of  these  injuries  is  ac- 
companied by  some  infection. 


The  symptoms  are  rather  few  and  the  diag- 
nosis quite  apparent — pain,  difficulty  in  articu- 
lation, failure  to  handle  accumulated  saliva 
I^roperly,  abnormal  mobility  and  nonalignment 
of  teeth.  A common  error  in  diagnosis  is  a 
failure  to  appreciate  that  the  mandible  is  fre- 
quently fractured  in  two  places,  one  on  either 
side  of  the  symphysis. 

The  deformity  depends  to  a great  extent  upon 
the  direction  of  the  fracture,  but  is  mainly  a 
lowering  of  the  anterior  fragment.  The  bone 
is  usually  broken  obliquely,  both  from  above 
downward  and  from  below  backward,  through 
the  thickness  of  bone,  and  it  is  the  action  of  the 
depressors  attached  to  the  anterior  fragment 
which  causes  this  malposition.  However,  if 
the  line  of  fracture  is  very  oblique  from  above 
downward  and  forward,  the  opposing  action  of 
the  elevators  and  depressors  will  tend  to  pre- 
vent any  very  great  displacement. 

TREATMENT : It  has  been  our  practice  not  to 
operate  on  a fresh  fracture.  A week  to  ten 
days  of  preparation  is  of  distinct  advantage  in 
lessening  both  the  incidence  of  infection  and 
the  likelihood  of  vomiting  at  time  of  operation. 
The  former  is  combated  by  having  the  mouth 
syringed  with  Dakins’  solution  every  two  hours, 
and  the  latter  by  restricting  all  but  liquid  food 
for  at  least  three  days  previous  to  the  operation. 
Vomiting  which  has  occurred  after  this  starva- 


tion regime  has  not  to  date  required  the  cut- 
ting of  attached  wires,  as'  it  has  been  expelled 
through  the  nose  and  between  the  teeth  with- 
out harm. 

OPERATION : The  anesthetic  used  has  been 
ether.  While  the  vapor  machine  is  not  indis- 
pensable, it  is  of  distinct  advantage  in  maintain- 
ing an  even  relaxation  without  interruption  from 
the  anesthetist.  In  addition  it  has  been  found 
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that  the  suction  apparatus  attached  to  this  ma- 
chine has  been  of  great  assistance.  The  head 
of  the  operating  table  is  raised  ten  to  fifteen 
degrees  to  prevent  the  regurgitation  of  blood 
and  saliva  into  the  throat. 

Our  aim  is  to  wire  at  least  six  teeth  of  the 
lower  jaw  to  the  same  number  in  the  upper. 


Fig.  3.  Wires  in  place. 


The  advantage  in  using  a large  number  is  ob- 
vious in  that  it  produces  better  fixation  and 
divides  the  strain  among  the  individual  teeth. 
The  positions  selected  for  the  wiring  depend 
very  much  upon  the  number  and  condition  of 
the  patient’s  teeth,  but  if  a choice  is  possible 
the  posterior  areas  on  both  sides  of  the  jaws  and 
also  the  mid-portion  are  chosen.  The  placing 
of  the  wires  is  the  first  step,  and  all  are  at- 
tached to  the  individual  teeth  before  any  attempt 
is  made  to  reduce  the  fracture.  The  advantage 
of  this  is  that  bleeding,  which  is  invariably  pro- 
duced in  the  forcible  reduction,  is  prevented 
until  the  completion  of  the  operation  and  is 
therefore  not  a troublesome  feature  either  of 
the  wiring  or  of  the  anesthetic. 

The  material  used  is  a double  strand  of 
Luden’s  26  gauge  bronze  wire,  which  is  tightly 
twisted  about  the  neck  of  each  tooth  selected. 
Formerly  we  had  difficulty  in  inserting  the  wire 
between  the  teeth  where  the  latter  approximated 


closely,  but  recently  we  have  threaded  a double 
strand  of  dental  floss  through  a double  strand 
of  wire  and  have  in  this  way  encircled  the 
tooth  with  comparative  ease.  While  this  is  an 
extremely  simple  process  it  is  one  which  has 
been  of  great  satisfaction  in  the  saving  of  time 
and  trauma. 

this  point  the  deformity  is  forcibly  re- 
duced. This  can  usually  be  done  with  the 
hands,  but  occasionally  it  has  been  found  nec- 
essary to  resort  to  a small  prying  instrument. 
The  wires  attached 4o  the  teeth  of  the  lower  jaw 
are  then  fastened  to  those  of  the  upper  jaw. 
This  is  done  in  a criss-cross  fashion,  as  the 
sliding  motion  of  the  jaw  is  better  controlled 
than  when  the  teeth  are  attached  to  those  di- 
rectly above  them.  The  wires  from  all  the  teeth 
are  then  brought  out  of  the  mouth,  twisted  to- 
gether and  covered  with  adhesive  plaster.  While 
this  is  not  altogether  desirable  it  obviates  the 
necessity  of  having  any  sharp  loose  ends  inside 
the  mouth. 

The  immediate  post  operative  treatment  is 
concerned  with  vomiting.  While  we  have  been 


prepared  to  cut  the  wires  it  has  so  far  not  been 
necessary.  To  obviate  this  possible  complica- 
tion, if  the  fracture-is  one  that  is  easily  reduced 
the  wires  may  be  left  unattached  until  the'  pa- 
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tient  has  recovered  from  the  anesthetic,  and 
then  a few  hours  later,  without  anesthesia,  the 
operation  can  be  completed.  We  did  this  in  one 
case  with  entire  satisfaction. 

The  further  care  is  aimed  at  obtaining  liquid 
food  for  the  patient  and  in  having  the  mouth 
.systematically  and  persistently  irrigated  with 
Dakin’s  solution.  Little  fear  need  be  felt  that 
sufficient  food  cannot  be  introduced,  as  we  have 
repeatedly  seen  patients  with  a full  set  of  teeth 
maintain  normal  weight  over  ^ period  of  four  to 
five  weeks  following  their  operation. 

5004  Jenkins  Arcade. 
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PITTSBURGH  ACADEMY  OF 
MEDICINE 


ABSTRACTS 


THE  SIGNIFICANCE  OF  PNEUMOPERI- 
TONEUM WITH  A REPORT  OF 
TWO  CASES  IN  WHICH  THIS 
SYMPTOM  PREDOMINATED 

JOHN  H.  ALEXANDER,  M.D. 

Pneumoperitoneum,  or  the  collection  of  free 
gas  in  the  peritoneal  cavity,  is  an  accompaniment 
of  all  perforations  of  the  intestinal  tract,  and 
rarely  of  other  intra-abdominal  conditions  in 
which  no  perforation  can  be  demonstrated.  It 
is  usually  present  only  in  small  amounts  and 
does  not  enter  into  the  diagnosis  of  the  condi- 
tion present.  It  is  only  when  it  occurs  in  suffi- 
cient quantity  to  distend  the  abdomen,  sometimes 
enormously,  that  it  renders  the  diagnosis  very 
difficult,  or  uncertain.  Two  such  cases  have 
come  under  my  observation  on  the  surgical 
service  of  Dr.  Gaub  at  the  Allegheny  General 
Hospital,  and  it  is  because  of  their  general 
interest  that  I report  them. 

The  first  case  was  a man  47  years  of  age,  with 
a left  inguinal  hernia.  It  had  been  present  for  ten 
years  and  irreducible  for  about  five  weeks.  I advised 


an  operation  and  he  was  admitted  to  the  hospital  for 
this.  During  the  night  preceding  the  morning  of 
operation  he  developed  a coryza  and  cough,  and  the 
operation  was  postponed.  The  following  morning  when 
seen  by  me  he  was  very  comfortable,  and  there  was 
no  change  in  the  hernia.  I was  called  to  see  him  that 
afternoon,  because  of  complaint  of  abdominal  cramps, 
and  found  the  hernia  very  much  larger,  and  with 
evidence  of  incarceration.  He  was  taken  to  the  oper- 
ating room  and  under  local  anesthesia  the  sac  was 
exposed,  opened,  and  small  intestine,  somewhat  dis- 
colored, and  omentum  found  in  the  sac.  The  con- 
striction was  released  and  the  condition  of  the  intestine 
was  viable  enough  to  return  it  to  the  abdominal  cavity 
without  fear.  The  neck  of  the  sac  was  closed  and  a 
Bassini  herniotomy  performed. 

The  following  morning  the  patient  had  some  disten- 
tion of  the  abdomen  and  nausea,  with  very  little  peris- 
talsis. All  food  was  withheld  and  it  was  believed  that 
this  was  only  a temporary  condition.  This  distention 
had  increased  slightly  when  seen  by  me  the  same  eve- 
ning, but  the  next  morning  I was  very  much  surprised 
to  find  the  abdomen  enormously  distended,  drum-like, 
tympanitic  all  over,  and  with  very  little  peristalsis.  I 
could  not  explain  the  condition,  as  there  was  no  return 
of  the  mass  in  the  inguinal  canal,  but  believed  that  some 
form  of  obstruction  of  the  bowel  was  present.  He 
was  taken  to  the  operating  room,  and  under  nitrous 
oxid  anesthesia  an  abdominal  incision  was  made.  To 
my  surprise,  on  incising  the  peritoneum  there  was  an 
expulsion  of  a large  quantity  of  gas,  with  little  odor, 
and  the  distention  had  disappeared.  The  abdominal 
cavity  was  opened  sufficiently  to  make  a good  explora- 
tion, the  site  of  the  left  internal  ring  was  examined 
and  was  found  closed,  with  no  adhesions.  The  loop 
of  bowel,  which  had  been  released  from  the  hernial 
sac,  was  examined  and  was  normal  in  appearance,  with 
the  exception  of  showing  some  surface  congestion. 
On  lifting  up  the  cecum  about  one  inch  from  the 
appendix,  gas  was  found  coming  from  a small  pin 
point  opening  in  the  bowel  wall.  There  was  only  a 
very  slight  amount  of  serum  in  the  abdominal  cavity. 
The  opening  in  the  bowel  was  repaired  and  the  abdomen 
was  closed  without  drainage.  For  several  days  the 
patient  ran  the  course  of  a mild  peritonitis,  but  with 
no  further  distention  of  the  abdomen,  and  was  dis- 
charged well  the  24th  day  after  admission, 

I have  never  been  able  to  account  for  the  presence 
of  this  small  opening  in  the  cecum,  and  examination 
of  the  bowel  at  that  point  showed  no  evidence  of 
ulceration  of  any  type.  I am  certain  that  this  per- 
foration was  not  in  the  loop  of  bowel  that  had  been 
released  from  the  hernial  sac. 

The  second  case  was  a man  63  years  of  age,  who 
had  been  in  the  habit  of  going  on  occasional  alcoholic 
sprees.  During  one  of  these  he  was  seized  by  a 
sudden  acute  abdominal  pain,  and  his  family  doctor 
was  called  to  see  him.  He  found  him  tender  all  over 
the  abdomen,  vomiting  undigested  food,  and  with  a 
strong  odor  of  alcoholics,  but  did  not  recall  any  par- 
ticular rigidity  of  the  abdominal  wall.  He  found  it 
difficult  to  secure  any  history  from  the  patient  because 
of  his  condition,  but  did  learn  from  the  family  that  he 
had  had  some  previous  digestive  disturbance.  He  was 
to  be  called  by  the  family  if  the  condition  did  not 
improve,  but  was  not  sent  for  until  the  following 
afternoon  at  6 o’clock,  a period  of  27  hours  after  the 
onset.  At  that  time  he  found  the  abdomen  very  much 
distended,  particularly  over  the  lower  portion.  Enemas 
were  given,  which  were  not  effectual,  and  the  patient’s' 
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family  stated  that  his  bowels  had  not  moved,  or  any 
gas  been  passed,  since  the  previous  day.  A diagnosis 
was  made  of  probable  volvulus,  and  he  was  sent  to  the 
hospital. 

When  seen  by  me  there  was  a marked  uniform  dis- 
tention of  the  abdomen,  tympanitic  all  over,  except  in 
the  flanks,  where  there  did  seem  to  be  some  dullness, 
but  the  appearance  of  the  abdomen  was  certainly  one 
of  obstruction  of  the  bowel.  Because  of  this  appear- 
ance, with  marked  tympany,  the  age  of  the  patient,  the 
failure  to  secure  any  real  ulcer  history,  the  comparative 
relief  of  distress  following  one  hypodermic  given  the 
day  before,  the  diagnosis  of  obstruction  of  the  bowel 
was  believed  the  most  probable  one.  Against  this  was 
the  fact  that  there  was  no  peristalsis  present. 

The  abdomen  was  opened  and,  as  in  the  other  case, 
there  was  an  expelling  of  gas  in  large  amount.  On 
incising  the  peritoneum,  the  marked  distention  dis- 
appeared. The  abdomen  contained  considerable  amount 
of  grayish  flaky  fluid  and  from  it  a perforation  of  the 
stomach  or  duodenum  was  suspected.  On  examining 
the  duodenum  a perforation  of  an  ulcer  was  found 
about  one  inch  from  the  pylorus.  This  was  closed, 
covered  over  with  omentum  and  no  gastroenterostomy 
was  performed.  One  drainage  tube  drained  Morison’s 
pouch  through  a stab  wound  in  the  flank,  and  one 
drained  the  pelvis  through  a midline  stab  wound.  The 
patient  made  a very  good  recovery,  considering  that 
the  perforation  must  have  been  28  hours  old  when  the 
abdomen  was  opened.  There  was  only  one  complica- 
tion in  his  recovery,  that  being  a leakage  through  the 
duodenal  opening,  and  a temporary  intestinal  fistula 
through  the  stab  wound  in  the  flank.  This  sealed  off 
entirely  within  two  weeks,  and  he  was  discharged  from 
the  hospital  on  the  41st  day  after  admission. 

The  ac-cumulation  of  such  large  quantities  of 
gas  in  the  free  abdominal  cavity  has  not  been  a 
frequent  occurrence,  and  not  many  cases  have 
been  reported  in  the  literature. 

Edward  Gooddy,  an  Englishman,  was  called 
to  see  a late  case  with  great  distention  of  the 
abdomen,  in  which  the  symptoms  were  com- 
patible with  either  a perforated  ulcer  or  appen- 
dicitis, and  he  diagnosed  the  collection  of  gas 
by  placing  the  bottom  of  a match  box  over  the 
stomach  area  and  scraping  it  lightly  with  the 
finger  nail.  On  auscultating  all  over  the  abdomen 
he  heard  the  conducted  sounds  almost  every- 
where with  equal  plainness.  At  operation  a 
most  minute  perforation  of  an  ulcer  of  the 
stomach  without  extravasation  of  fluid  was 
found. 

P.  R.  Turnure  reports  a case  of  sudden  acute 
pain,  marked  distention,  and  symptoms  of  an 
acute  perforation  of  an  ulcer.  On  opening  the 
abdomen,  a large  quantity  of  gas  and  some 
serosanguineous  fluid  was  present.  Numerous 
small  gas  cysts  of  the  intestine  were  found,  and 
he  was  unable  to  demonstrate  any  perforations 
of  the  intestine. 

Ross,  of  Toronto,  Canada,  reported  16  cases 
collected  by  him,  two  being  his  own.  Four  of 
these  had  large  quantities  of  odorless  gas,  no 
fluid,  and  no  perforations  of  the  intestines  found. 


In  all  of  these  16  cases  enormous  distention  of 
the  abdomen  is  described,  and  in  most  of  them 
it  is  stated  that  the  abdomen  was  drum-like. 
Sacculated  pneumoperitoneum  is  occasionally 
found  in  conjunction  with  localized  appendiceal 
and  other  abscesses,  even  where  no  perforation 
of  the  bowel  can  be  discovered,  but  I have  been 
unable  to  find  any  report  of  abdominal  disten- 
tion with  large  quantities  of  gas  in  any  other 
than  the  Hour  cases  reported  by  Ross,  and  the 
one  by  Turnure,  in  which  no  perforation  was 
demonstrated,  and  it  seems  to  be  the  opinion 
that  it  is  questionable  that  any  large  accumula- 
tion of  gas  can  take  place  without  a perforation 
being  present. 

By  far  tbe  most  frequent  difficulty  in  diagnosis 
is  between  obstruction  of  the  bowel,  with  large 
distended  loops  of  intestine,  and  enlargement  of 
the  abdomen  due  to  gas,  resulting  from  the  per- 
foration of  a hollow  viscus,  usually  the  perfora- 
tion of  a gastric  or  duodenal  ulcer.  It  is 
frequently  a difficult  matter  to  recognize  the  ac- 
cumulation of  gas  in  the  peritoneum.  In  differen- 
tiating by  clinical  signs,  those  in  favor  of  free 
gas  are  a symmetrical  distention  of  the  abdomen 
with  absence  of  hepatic  and  splenic  dullness.  In 
case  of  tympanites  due  to  gas  in  the  intestines, 
irregular  prominences  may  at  times  be  made  out. 
A drum-like  tension  and  resistance  of  the  ab- 
dominal wall  is  described,  and  an  absolute  im- 
mobility of  the  abdomen  during  respiration, 
with  a general  elevation  of  the  thorax.  The 
tympanitic  note  is  described  as  very  marked  and 
with  a high  tone  and  a great  increase  in  reson- 
ance. These  sounds  vary  with  the  amount  of 
fluid  present  in  the  abdomen.  In  an  obstruction 
of  the  bowel,  the  large  gurgling  peristaltic  move- 
ments may  be  heard,  and  in  free  gas  there  is 
very  little  peristalsis  or  none  present.  The  sign 
most  relied  upon  has  been  the  percussion  of 
liver  dullness,  the  diminution  in  the  size  of  the 
normal  area  of  liver  dullness  being  considered 
as  evidence  of  free  gas  in  the  abdominal  cavitv, 
and  where  the  zone  of  tytnpany  over  the  liver 
is  made  to  shift  in  localization  with  changes  in 
the  posture  of  the  patient,  it  is  considered  to  be 
of  greater  importance.  Many  other  signs  have 
been  noticed  but  none  of  them  are  certain.  One 
fairly  positive  means  of  diagnosing  gas  in  the 
abdominal  cavity  is  the  x-ray.  Fluoroscopic 
examination,  or  films  showing  a separation  of 
the  liver  and  diaphragm  by  air,  or  a shifting  gas 
bubble,  when  the  position  of  the  patient  is 
changed,  are  of  diagnostic  value. 

Vaughan  was  able  to  demonstrate  free  gas 
in  13  or  15  cases  of  acute  perforation  of  gastric 
or  duodenal  ulcers,  and  Dandy  found  the  same 
signs  present  by  x-ray  in  a perforation  of  a 
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typhoid  ulcer.  Other  such  cases  have  been  dem- 
onstrated a number  of  times. 

The  practical  application  of  this  discussion  is 
that  one  must  consider  the  possibility,  particu- 
larly in  late  cases,  of  the  distention  of  the 
abdomen  being  due  to  free  gas  in  the  abdominal 
cavity  and  that  this  free  gas  in  practically  all 
cases  indicates  a perforation  of  a hollow  viscus. 
Should  this  question  arise,  and  should  it  not  be 
lX)ssible  to  demonstrate  it  by  ordinary  physical 
examination,  the  x-ray  may  be  of  benefit  in 
determining  the  presence  or  absence  of  gas. 

This  is  important,  particularly  now  since  it  is 
advisable  in  so  many  cases  of  acute  intestinal 
obstruction  to  do  only  a jej unostomy,  or  some 
other  form  of  drainage  of  the  bowel  alone,  in 
that  it  allows  the  surgeon,  if  a possible  correct 
diagnosis  is  made,  better  to  plan  his  incision  and 
operative  procedure. 

Robert  M.  Entwisle,  M.D. 

Secretary. 


THE  STORY  OF  MAGNESIUM  SULPHATE. 
WITH  SPECIAL  REFERENCE  TO  ITS 
USE  IN  BILIARY  DRAINAGE 

Soper  (Amer.  Jour.  Med.  Sci.,  Mar.,  1925)  details 
numerous  conditions  for  the  employment  of  magnesium 
sulphate.  The  good  results  obtained  from  it  in  ca- 
tarrhal jaundice  led  him  to  continue  its  use  by  mouth 
in  all  sorts  of  gall-bladder  and  duct  conditions,  with 
better  results  than  by  the  use  of  the  duodenal  tube. 
As  a rule  the  drug  is  given  in  daily  doses  of  from 
ounce  to  2 ounces  of  the  saturated  solution,  on  a 
fasting  stomach,  for  a period  of  one  week  or  more. 
To  disguise  the  taste,  add  one  dram  of  compound 
tincture  of  cardamon  to  one  ounce  of  the  saturated 
solution.  While  great  relief  is  afforded  in  gall- 
bladder disease,  it  is  not  curative.  One  must  always 
bear  in  mind  that  gall-bladder  disease  very  frequently 
requires  surgical  interference,  and  when  such  a diag- 
nosis is  made,  it  is  the  physician’s  duty  to  advise 
surgery. 

The  following  summary  is  given:  Magnesium  sul- 
phate is  a most  potent  and  reliable  remedy  and  is 
used  in  a long  list  of  diseases.  Since  its  physiological 
action  has  been  established,  it  is  destined  to  have 
a much  wider  employment  in  medicine  and  surgery. 
There  is  no  essential  difference  in  the  therapeutic 
effect  of  magnesium  sulphate  in  biliary  drainage, 
whether  it  is  given  by  mouth  or  applied  by  means 
of  the  duodenal  tube.  No  chemical  evidence  exists 
to  show  that  there  is  any  difference  in  the  solution 
when  it  reaches  the  duodenum,  whether  administered 
by  mouth  or  duodenal  tube.  Indeed  chemical  opinion 
is  to  the  effect  that  no  change  occurs  in  the  solution 
in  its  passage  through  the  stomach  except  possibly 
in  concentration. 


GASTRO-INTESTINAL  ULCERATION  FOL- 
LOWING CUTANEOUS  BURNS 

Novak  (Amer.  Jour.  Med.  Sci.,  Jan.,  1925)  concludes 
as  follows:  Ulceration  of  the  gastro-intestinal  tract  is 
an  uncommon  complication  of  extensive  cutaneous 
burns,  occurring  probably  in  about  5 per  cent  of  the 


fatal  cases.  Inflammation  very  likely  is  much  more 
common.  The  condition  was  described  by  Dupuytren 
ten  years  before  Curling  made  his  well-known  report. 
The  ulcers  nearly  always  are  found  in  the  first  part 
of  the  duodenum ; but  in  a certain  number  of  cases 
other  parts  of  the  alimentary  tract  are  involved.  At 
least  three  instances  are  recorded,  including  the  author’s 
case,  in  which  the  stomach  alone  was  the  site  of  mul- 
tiple small  ulcers.  The  mechanism  of  the  production 
of  these  ulcers  is  shrouded  in  mystery ; but  it  seems 
most  probable  that  excretion  of  toxic  material  into 
the  gastro-intestinal  lumen  takes  place  and  that  the 
mucous  lining  is  injured  thereby,  just  as  lesions  of  the 
epithelium  of  another  excretory  organ,  namely  the 
kidney,  are  found  after  burns.  In  the  case  reported, 
death  supervened  on  the  tenth  day  after  the  accident, 
without  any  gastro-intestinal  symptoms  having  been 
noted,  except  vomiting.  Multiple  small  ulcers  were 
found  in  the  stomach  near  the  pylorus,  and  nowhere 
else.  Acute  nephritis  was  also  present. 


The  passage  of  a gallstone  down  the  common  bile 
duct  is  always  attended  by  a rigor,  even  though  the 
patient  be  under  the  influence  of  an  anodyne. — Taylor. 


Bulwer-Lytton  revised:  In  the  loud  lexicon  of  truth 
(C.  S.)  there  is  no  such  word  as  “ail”! — 0.  Pine. 


Dr.  O.  Pine  queries : Is  there  not  ample  ground  for 
describing  some  enthusiastic  serologists  as  “seers,”  who 
prophesy  extravagant  blessings  from  serum? 


Dr.  O.  Pine  queries : Doesn’t  it  look  like  there  may 
be  some  hope  for  the  public  yet,  when  an-  apparent 
nonmember  of  the  intelligentzia  confronted  us  at  our 
door-sill  and  demanded  to  know : “Is  you-uns  a medical 
doctor?”  Did  not  that  human  know,  at  least  triflingly, 
the  distinction  between  the  legitimate  and  the  wrong 
“path”? 


COMMUNICATION 

April  7,  1925. 

The  Editor, 

The  Ateantic  Medical  Journal, 

Harrisburg,  Pa. 

Dear  Sir: 

In  reading  over  the  March  number  of  the  Atlantic 
Medical  Journal,  I noted  with  interest  the  article  on 
page  394  headed,  “Sexual  Instruction  of  the  Young.” 
The  last  sentence  says,  “We  should  see  that  teachers 
are  advised  that  literature  bearing  upon  this  subject 
may  be  procured  from  the  American  Medical  Associa- 
tion and  the  United  States  Public  Health  Service.” 
We  are  extremely  glad  to  see  this  note,  and  I am  send- 
ing you  under  separate  cover  some  literature  issued  by 
the  American  Social  Hygiene  Association.  You  may 
wish  to  remember  this  Association  as  another  source 
of  such  material.  It  is  a specialist  organization  in  this 
field  and  therefore  particularly  well-equipped  to  offer 
literature,  as  well  as  motion  pictures,  slides,  and  card 
exhibits.  I am  enclosing  the  Association’s  catalogues 
for  your  information. 

Cordially  yours, 

Ray  H.  Everett, 

Department  of  Public  Information. 
The  American  Social  Hygiene  Association,  Inc., 

370  Seventh  Avenue,  New  York. 
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EDITORIALS 


THE  NEW  SECTION  OF  THE  STATE 
SOCIETY— DERMATOLOGY 
AND  SYPHILOLOGY 

Lest  the  profession  entertain  the  idea  that  the 
new  Section  on  Dermatology  and  Syphilology 
is  likely  to  prove  of  interest  and  value  only  to 
dermatologists,  it  is  considered  advisable  again 
to  direct  attention  to  its  program.  The  Harris- 
burg session  will  celebrate  the  diamond  jubilee 
with  a specially  arranged  program  in  the  prepa- 
ration of  which  unusual  effort  is  being  made  to 
interest  the  physician  in  general  practice. 

The  first  meeting  of  the  Section  on  Derma- 
tology and  Syphilology  will  be  called  to  order 
promptly  at  2 p.  m.  Tuesday.  Fifty-five  min- 
utes are  allotted  to  each  of  three  symposia. 
Three  speakers  will  take  p>art  in  each  symposium. 
Dr.  Jay  F.  Schamberg  of  Philadelphia  will  dis- 
cuss the  symptomatology  of  skin  cancer  with 
special  reference  to  causative  influences.  Dr. 
Lester  Hollander  of  Pittsburgh  will  talk  on  the 


diagnosis  and  prognosis  of  skin  cancer.  Dr. 
George  E.  Pfahler  of  Philadelphia  will  consider 
the  treatment  of  skin  cancer.  Lantern  slides 
will  be  used  by  all  speakers.  The  importance  of 
this  subject  to  the  man  in  general  practice  cannot 
be  overestimated. 

Dr.  Stanley  Crawford  of  Pittsburgh  will  read 
a paper  on  eczema  in  infants,  children  and  adults. 
Dr.  E.  F.  Carson  of  Philadelphia  will  speak  on 
the  etiology  and  general  consideration  of  eczema. 
Dr.  L.  G.  Beinhauer  of  Pittsburgh  will  present 
the  general  management  of  treatment  of  eczema. 
Any  doctor  who  has  no  trouble  in  relieving  his 
“eczema  group”  will  not  be  interested.  These 
papers  will  be  discussed  by  a pediatrician  and 
an  internist. 

Dr.  John  Stokes  of  Philadelphia  will  speak  on 
syphilis  in  surgical  diagnosis.  Dr.  Joseph  V. 
Klauder  of  Philadelphia  will  take  up  the  early 
diagnosis  of  syphilis  with  correlation  of  clinical 
and  laboratory  methods.  Dr.  George  Busman  of 
Pittsburgh  will  cover  the  subject  of  congenital 
and  acquired  syphilis.  Elucidation  of  the  prob- 
lems that  constantly  confront  you  in  differential 
diagnosis  will  be  considered  in  detail.  A scien- 
tific treat  is  in  store  for  the  man  who  does  not 
allow  anything  to  interfere  with  his  attendance 
at  Harrisburg,  and  the  new  section  will  not  be 
the  least  of  the  attractions. 

In  order  that  the  officers  may  obtain  some  idea 
of  the  numerical  strength  of  the  new  section,  it 
is  urged  that  those  sufficiently  interested  register 
under  “Dermatology  and  Syphilology,”  and  fur- 
thermore, inasmuch  as  the  programs  are  and  will 
be  arranged  to  interest  men  in  general  practice, 
it  is  hoped  that  a goodly  number  of  these  also 
will  show  their  approval  of  the  new  section. 


THE  MEDICAL  SECTION  AT  THE 
HARRISBURG  SESSION 

Perhaps  in  no  section  of  the  State  Society  will 
greater  advantages  result  from  the  new  plan  of 
program  in  effect  this  year,  than  in  the  Medical 
Section.  It  is  a characteristic  of  internal  medi- 
cine that  the  apparently  simplest  topic  has  in 
reality  so  many  sides  and  phases  that  it  can 
scarcely  be  properly  considered  in  the  time  allot- 
ted for  a single  paper.  Under  the  new  scheme, 
with  fifty  five-minute  periods  devoted  to  the  dis- 
cussion by  three  separate  speakers  on  different 
sides  of  a topic,  it  will  be  possible  to  have  some 
extremely  valuable  and  instructive  presentations. 

Already  it  has  been  planned  to  devote  pe- 
riods to  the  following  topics ; recent  innovations 
in  treatment ; recent  innovations  in  diagnosis ; 
the  growing  importance  of  chemistry  to  internal 
medicine;  the  influence  of  congenital  factors  in 
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adult  disease ; hypotension.  Each  of  these  pe- 
riods is  under  the  care  of  a prominent  clinician 
who  will  be  joined  by  two  associates  in  giving 
a rounded  presentation  of  the  subject.  The  ten 
five-minute  case  reports  have  been  chosen  from 
a large  number  offered  and  each  of  them  repre- 
sents a unique  instance.  Finally,  in  the  two 
guest  speakers.  Professor  Strong  of  the  Harvard 
School  of  Tropical  Medicine,  who  will  discuss 
tropical  diseases  in  the  United  States,  a very  live 
topic  to-day,  and  Dr.  George  Draper,  who  will 
speak  on  human  constitution  and  its  relation  to 
disease,  the  program  boasts  of  two  prominent 
men  who  are  much  in  the  public  eye  to-day. 
Dr.  Draper’s  recent  book  has  received  most  fa- 
vorable comment  and  is  opening  up  a new  line 
of  medical  advance. 

Such  a program,  uninterrupted  by  the  desul- 
tory discussions  which  previously  did  so  much 
to  slow  up  the  meeting,  should  attract  every 
member  of  the  Society,  and  if  it  were  possible  to 
reserve  seats  for  the  meetings  of  this  Section,  it 
is  probable  that  the  house  would  be  sold  out  long 
before  the  date  of  the  opening  session. 


THE  LADIES  ORGANIZE 

The  Women’s  Auxiliary  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania,  which  has 
recently  been  organized,  has  great  possibilities 
of  service,  and  is  a movement  strongly  to  be 
commended.  Elsewhere  in  the  Journal  we 
publish  a list  of  the  officers  and  a notice  of  the 
formation  of  sixteen  county  society  auxiliaries 
recently  formed.  It  is  very  desirable  that  all  the 
counties  be  organized,  paralleling  the  63  compo- 
nent county  medical  societies  of  the  State  So- 
ciety. Mrs.  William  E.  Parke,  of  1739  N.  17th 
St.,  Philadelphia,  the  State  president,  will  be 
pleased  to  lend  her  assistance,  and  we  recommend 
that  the  county  medical  society  officers  cooperate 
in  the  movement. 

More  especially  since  woman  suffrage  has 
been  established,  is  it  necessary  that  the  feminine 
members  of  the  doctors’  households  should  un- 
derstand the  problems  confronting  the  profes- 
sion, for,  in  addition  to  the  good  advice  which 
they  are  able  to  give  as  individuals,  their  votes 
have  now  doubled  the  legislative  influence  of 
our  Society.  As  an  organization,  they  can  gain 
a view  of  medicine  otherwise  impossible,  and 
can  employ  their  strength  with  telling  effect. 

In  public-health  matters  they  can  be  of  the 
greatest  assistance,  more  especially  in  the  effort, 
so  much  needed  at  present,  to  interpret  the  medi- 
cal point  of  view  to  the  lay  people.  Their  work 
in  helping  to  carry  out  details  of  hygiene  and 
sanitation  and  in  forwarding  the  public  welfare 


and  health,  will  be  of  inestimable  value  to  the 
community,  if  properly  organized  and  super- 
vised. 

At  conventions,  they  can  be  of  very  real  as- 
sistance in  caring  for  the  wants  of  the  visiting 
ladies,  and  the  organization  would  be  justified 
if  it  existed  for  no  other  purpose  than  this; 
for  it  will  make  the  wives  of  the  members  feel 
that  they  have  a vital  part  to  play  in  the  pro- 
fessional side  of  their  husbands’  lives. 

Socially,  too,  we  feel  sure  that  the  Auxiliary 
can  do  a great  deal  to  promote  more  cordial 
relations  among  the  members  of  the  profession. 

The  possibilities  of  a Women’s  Auxiliary  are 
just  opening  up,  and  many  lines  of  activities  will 
doubtless  develop  in  the  future.  It  is  enough  to 
recommend  the  organization  that  there  is  a real 
work  for  it  to  do. 

The  organizers  plan  to  keep  the  auxiliaries 
subsidiary  to  the  needs  of  the  medical  societies 
with  which  they  are  allied ; for  their  aim  is  to 
assist  their  husbands,  not  to  form  an  independent 
society.  With  this  attitude  on  their  part,  their 
welcome  will  be  a cordial  one  from  the  State 
Medical  Society. 


INCREASING  LAY  COOPERATION 

It  is  encouraging  when  the  influential  lay  or- 
ganizations take  action  such  as  that  described  in 
the  following  editorial,  clipped  from  the  Satur- 
day Evening  Post  of  March  14,  1925,  and  when 
prominent  lay  publications  lend  their  influence  in 
spreading  the  beneficial  propaganda. 

“consumption  cured” 

The  Executive  Committee  of  the  Association  of  Na- 
tional Advertisers  lately  performed  a useful  public  serv- 
ice in  adopting  and  circulating  strong  resolutions  de- 
ploring the  recent  increase  in  published  advertisements 
of  patent  medicines  offered  as  remedies  for  such  ail- 
ments as  tuberculosis  and  cancer,  diseases  which  are  at 
present  regarded  by  the  best  minds  of  the  medical  pro- 
fession as  being  incurable  by  drugs  alone. 

These  resolutions  declare  that  inasmuch  as  statis- 
tics seem  to  indicate  that  the  spreading  of  proper  in- 
formation on  the  subject  of  tuberculosis  has  reduced 
deaths  from  this  cause  fifty  per  cent  in  the  past  ten 
years,  to  spread  misinformation  upon  such  a vital  sub- 
ject is  to  turn  back  the  hands  of  the  clock  and  to 
commit  a social  crime. 

Very  much  stronger  language  might  have  been  em- 
ployed without  overstating  the  case.  Taking  money 
from  the  poor  and  suffering  is  not  the  worst  offense  of 
which  nostrum  venders  and  the  publishers  who  print 
their  advertising  stand  accused.  The  most  harmful 
phase  of  the  whole  business  is  the  stalling  along  of 
ignorant  victims  until  it  is  too  late  for  proper  treat- 
ment to  be  effective. 

A large  proportion  of  cases  of  both  tuberculosis  and 
cancer  are  completely  curable  if  taken  in  time.  Every 
day  of  delay  in  securing  competent  medical  advice 
lessens  the  patient’s  chances  of  recovery.  Procrastina- 
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tion  for  even  a few  weeks,  due  to  a desire  to  try  out  a 
course  of  patent  medicine,  may  mean  death  instead  of 
life.  These  diseases  sometimes  progress  with  great 
rapidity,  and  a month  of  shilly-shallying  may  make  a 
light  case  grave  or  a curable  case  hopeless. 

Thanks  to  the  tireless  efforts  of  the  better  sort  of 
advertisers  and  publishers,  American  advertising  is  by 
all  odds  the  cleanest  in  the  world.  Some  of  the  smaller 
newspapers  furnish  outstanding  exceptions  to  the  gen- 
eral rule.  Even  they  in  time  will  learn  that  dirty 
business  drives  away  dean  business.  In  the  long  run, 
it  is  clean  business  that  pays. 


IT  HAPPENED  IN  CALIFORNIA;  IT 
MAY  HAPPEN  IN  PENNSYLVANIA 

To  the  city  of  Whittier,  California,  Simon  J. 
Murphy,  Jr.,  a wealthy  retired  capitalist  of  Pasa- 
dena, donated  a hospital  as  a suitable  memorial 
to  his  parents.  He  is  said  to  have  spent  more 
than  $325,000  on  this  hospital,  but  on  condition 
that  only  accredited  regular  physicians  should 
be  admitted  to  the  staff. 

The  excellent  equipment  of  the  institution 
looked  attractive,  however,  to  the  osteopaths  and 
chiropractors  of  that  vicinity,  and  after  some 
agitation  they  succeeded  in  forcing  a referen- 
dum vote  of  the  citizens.  Needless  to  say  they 
carried  the  election,  with  the  result  that  both 
the  Staff  and  the  Board  of  Trustees  have  re- 
signed in  protest. 

Fortunately,  Mr.  Murphy  is  both  alive  and 
Irish,  and  he  has  written  a letter  to  the  Board 
of  Trustees  of  Whittier  and  also  of  the  Hos- 
pital, calling  attention  to  the  agreement  and  con- 
tract, which  stated  that  the  hospital  should  be 
for  the  exclusive  use  of  accredited  physicians. 
Upon  the  advice  of  his  attorneys,  he  also  stated 
that  the  recently  enacted  ordinance  opening  the 
hospital  to  practitioners  of  all  faiths  and  creeds 
was  in  direct  violation  of  the  state  law,  and 
although  passed  by  a referendum  vote,  became 
a law  only  because  the  citizens  of  Whittier  vot- 
ing for  the  measure  had  been  misinformed  as 
to  the  exact  nature  of  the  original  hospital  en- 
dowment. Mr.  Murphy  is  now  demanding  that 
the  city  live  up  to  its  agreement  or  refund  his 
$325,000.  More  power  to  him  ! He  is  fight- 
ing in  a good  cause.  The  cults  have  pretty 
nearly  a strangle  hold  on  California,  and  if  he 
can  assist  in  breaking  this  hold  he  will  be  per- 
forming a real  service  to  humanity. 

The  moral  of  this  little  tale  is  that  the  people 
need  to  be  instructed  in  matters  medical  to  a 
sufficient  extent  that  they  can  distinguish  be- 
tween a competent  and  an  incompetent  prac- 
titioner; and  until  they  are  so  educated,  it  is 
folly  to  entrust  to  a referendum  vote,  matters 
of  a technical  nature. 


COLLARS  AND  CIRCULATION 

One  hundred  years  ago  a woman  in  Troy, 
New  York — Hannah  Lloyd  Montague — in  self- 
defense  devised  a collar  separate  from  the  shirt 
which  was  worn  by  men,  and  started  the  evolu- 
tion of  the  detachable  collar  now  favored  by  the 
majority  of  the  male  sex.  The  woman  did  this 
because  she  found  that  the  attached  collars  of 
the  shirts  became  soiled  and  wore  out  earlier 
than  the  other  parts  of  the  garment. 

Probably  many  physicians  are  not  aware  of 
the  importance  of  paying  attention  to  the  size 
and  kind  of  collars  that  are  worn  by  their  male 
patients.  The  present  style  followed  by  the  fe- 
male of  the  species,  while  perhaps  criticizable 
from  some  angles,  is  not  to  be  condemned  be- 
cause of  the  freedom  of  action  it  affords  to  the 
muscles  and  blood  vessels  in  the  neck. 

In  men  of  advancing  years  the  wearing  of  a 
stiff  collar  which  sets  rather  closely  to  the  neck 
and  upon  bending  the  chin  drives  the  base  of  the 
collar  deeply  into  the  supraclavicular  fossae,  im- 
pinges upon  the  free  circulation  of  the  arterial 
and  venous  blood  and  lymphatics,  thereby  in- 
ducing alteration  in  the  cerebral  circulation,  espe- 
cially upon  the  return  flow.  This  establishes  a 
vicious  cycle,  and  many  headaches  can  promptly 
be  relieved  by  having  the  patient  wear  a lower 
collar  or  by  changing  from  a hard  to  a soft  one. 

The  caricature  of  the  gouty  and  full-blooded 
man,  with  eyes,  arteries  and  veins  greatly  dis- 
tended as  he  works  in  a rage,  has  a considerable 
basis  of  truth  underlying  it.  It  is  well  known 
that  anger  and  excitement  will  increase  cerebral 
pressure,  and  when  a tight  collar  impedes  the 
return  flow  the  patient  suffers  from  a mild  de- 
gree of  strangulation  by  reason  of  this  fact. 

A routine  procedure  observed  by  the  laity  is 
that  of  loosening  the  collar  of  a person  who  sud- 
denly becomes  unconscious,  and  this  routine 
should  be  a part  of  all  first-aid  procedures. 
Empirical  procedures  and  customs  of  a century 
are  clearly  understood  in  the  light  of  clarified 
knowledge. 


THE  GROWING  APPRECIATION  OF 
THE  VALUE  OF  LIGHT  THERAPY 

The  science  of  light  therapy  is  still  in  its  in- 
fancy, although  the  past  few  years  have  brought 
forth  almost  revolutionary  developments  in 
this  line.  The  broad  field  for  investigation,  and 
the  almost  virgin  soil  call  temptingly  to  the  man 
of  imagination,  and  we  venture  to  prophesy  that 
the  time  will  be  short  until  light  therapy  is  firmly 
established  on  a scientific  basis. 

Its  value  was  first  recognized  as  an  adjuvant 
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to  rest,  proper  nutrition,  and  fresh  air  in  the 
treatment  of  tuberculosis,  and  while  it  has  been 
used  for  some  time  in  this  disease,  its  exact 
action  has  not  yet  been  determined.  It  is  thought 
that  the  ultraviolet  ray  is  the  ray  of  greatest 
value,  but  it  is  also  believed  that  the  heat  rays 
and  possibly  other  rays  yet  to  be  discovered 
have  some  influence  also.  As  to  the  exact  effect 
of  light  upon  the  disease,  practically  nothing  is 
definitely  known — whether  it  attenuates  the 
bacillus  tuberculosis,  merely  increases  the  re- 
sistance of  the  patient,  or  both.  One  thing  that 
has  been  pretty  well  proved  is  that  ordinary 
window  glass  filters  out  the  ultraviolet  ray,  so 
that,  to  be  of  real  value,  the  direct  sunshine  must 
reach  the  patient.  It  appears,  also,  that  ultra- 
violet rays  produced  artificially  are  not  of  the 
same  value  as  is  natural  sunlight. 

In  rickets,  on  the  other  hand,  the  artificially 
produced  ray  is  of  more  value  than  in  tuber- 
culosis. Rickets  has  long  been  classed  among 
the  deficiency  diseases.  Many  experiments  have 
been  done  to  determine  the  cause  of  the  disease, 
such  as  that  wherein  a litter  of  puppies  was  di- 
vided. One  half  were  kept  in  the  laboratory 
on  a liberal  diet,  but  with  a deficiency  of  sun- 
light ; the  other  half  were  put  on  a restricted 
diet  and  kept  on  a farm.  The  first  half  de- 
veloped rickets  and  the  second  did  not,  thus 
eliminating  to  some  extent  the  factor  of  diet 
as  a cause.  It  has  been  observed  for  some 
time  that  not  only  sunlight,  but  also  certain 
substances,  notably  cod-liver  oil,  were  curative 
of  rickets.  It  was  thought  that  the  fat-soluble 
vitamine  A was  the  effective  substance  in  the 
oil,  but  a most  interesting  announcement  was 
made  quite  recently  by  Kugelmass  and  McQuar- 
rie,  of  the  department  of  pediatrics  at  Yale 
University,  that  rickets-curing  substances  would 
fog  a photographic  plate  screened  by  quartz, 
thus  establishing  the  fact  that  these  substances 
are  radio-active.  Whether  or  not  any  investi- 
gation has  been  made  as  to  a possible  connection 
between  this  radio-activity  and  the  fat-soluble 
vitamine  A,  we  are  not  informed.  It  would 
seem,  however,  that  since  the  nature  of  vitamins 
is  not  known,  this  may  prove  to  be  a valuable 
clue.  Shortly  after  this  discovery  was  pub- 
lished, it  was  announced  almost  simultaneously 
by  Steenbock  of  the  University  of  Wisconsin, 
and  Hess  of  the  College  of  Physicians  and  Sur- 
geons, New  York,  that  substances  which  ordi- 
narily have  no  effect  in  rickets  are  made  ef- 
fective by  irradiation,  thus  confirming  the  first 
announcement. 

.Another  interesting  development  in  the  use 
of  the  ultraviolet  ray  is  in  the  treatment  of 
x-ray  traumata.  We  know  personally  of  a case 


that  has  for  years  claimed  that  the  symptoms 
are  much  improved  on  exposure  to  sunlight. 
The  work  of  A.  J.  Pacini,  M.D.,  of  Chicago, 
along  this  line  is  of  considerable  interest.  Writ- 
ing in  the  American  Journal  of  Electrothera- 
peutics and  Radiology  for  November,  1922,  on 
“Ultraviolet  Energy  in  the  Therapy  of  X-Ray 
Dermatoses,”  Dr.  Pacini  recommends  the  use  of 
ultraviolet  energy  as  a preventive  against  the 
erythema  produced  under  x-ray  exposures,  say- 
ing that  through  its  cellular  regenerative  force, 
it  will  assist  in  the  reconstruction  of  indolent 
x-ray  ulcers,  and  that  it  is  useful  in  the  treat- 
ment of  chronic  x-ray  traumata,  although  it  is 
neither  proved  nor  disproved  that  it  will  prevent 
or  relieve  damage  to  the  cellular  structures  in 
depths  greater  than  75  or  100  microns.  We 
quote  the  following  footnote  from  the  same 
article : “In  the  light  of  our  concept  of  the 
electromagnetic  spectrum,  and  mainly  from  the 
work  of  the  physicist.  Dr.  Millikan,  x-ray  and 
ultraviolet  rays  are  identical  energy,  excepting 
for  the  wave  lengths.  That  is,  it  is  difficult  to 
say  where  ultraviolet  ends  and  x-ray  begins ; 
and  we  may  speak  of  ultraviolet  as  representing 
extremely  long  and  soft  x-rays,  or  we  may  speak 
of  x-ray  as  representing  extremely  short  and 
hard  ultraviolet  rays.” 

Isaac  L.  Folstein,  D.D.S.,  New  York  City, 
writing  on  “Quartz  Light  in  the  Treatment  of 
Pyorrhea,”  in  the  Dental  Cosmos  for  February, 
1925,  claims  excellent  results  from  a direct  ap- 
plication of  the  rays  to  the  gingival  tissue.  The 
first  thing  noted,  he  says,  is  the  eradication  of 
pus  after  about  two  or  three  exposures,  followed 
by  a steady  diminution  of  the  puffiness  of  the 
gum,  a gradual  closing  of  the  pockets,  and  a 
slow  tightening  of  the  teeth,  the  recession  of 
the  gum  margin  being  entirely  arrested.  He 
states  that  remarkable  results  are  also  observed 
in  the  treatment  of  Vincent’s  infection,  in  post- 
operative treatment  in  deep  and  extensive 
surgical  work,  and  following  extraction.  He 
concludes  that  ultraviolet  rays  are  antiseptic,  bac- 
tericidal, markedly  analgesic,  and  promotive  of 
general  metabolism  by  stimulating  cell  activity 
by  the  pronxotion  of  phagocytosis,  exerting  an 
oxidizing  action  in  the  blood. 

We  have  no  report  as  to  the  use  of  radiant 
energy  in  the  treatment  of  nervous  diseases,  al- 
though it  is  claimed  that  much  benefit  is  con- 
ferred by  the  air-cooled  ultraviolet  energy 
displayed  over  the  entire  body  in  conditions  such 
as  tics.  Since  these  conditions  are  frequently 
associated  with  convulsive  disorders  which  have 
as  their  basis  a diminished  calcium  metabolism, 
and  since  the  ultraviolet  ray  is  a most  efficient 
agent  for  the  correction  of  calcium  deficiency,  it 
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appears  that  this  subject  would  be  worth  in- 
vestigating. 

More  and  more  the  tendency  is  manifested  to 
try  light  therapy  in  infections.  Dr.  William  L. 
Estes,  in  the  December,  1924,  number  of  the 
Atlantic  Medical  Journal,  reported  the 
treatment  of  two  cases  of  bloodstream  infection 
by  direct  exposure  to  sunlight.  Both  cases  re- 
covered, while  others  not  so  treated  died.  Dr. 
Estes  draws  no  conclusions,  but  presents  the 
reports  for  what  they  are  worth. 

Recently  a case  of  fungus  invasion  of  the 
peritonsillar  tissue,  in  which  direct  sunlight 
treatment  was  employed,  was  brought  to  our  at- 
tention. The  patient  recovered,  and  although 
the  exposure  to  sunlight  was  only  an  adjunct  to 
other  treatment,  it  is  reasonable  to  suppose  that 
it  was  of  value. 

Light  is  being  used  increasingly  in  treatment 
of  lung,  gland  and  bone  affections.  It  is  a 
frequent  observation  that  a common  cold  will 
disappear  much  more  quickly  when  the  weather 
is  fine  than  during  dismal,  cloudy  weather.  Ex- 
periments made  some  years  ago  in  London 
proved  that  the  efficiency  of  industrial  workers 
is  decreased  10%  in  cloudy  weather;  so  if  it 
will  thus  affect  the  healthy,  the  effect  on  the  un- 
well can  readily  be  appreciated. 

It  is  suggestive  that  a concomitant  of  the 
civilization  which  requires  an  increasing  num- 
ber of  industrial,  workers  to  live  by  artificial 
light  and  an  increasing  number  of  pleasure- 
seekers  to  find  their  recreation  in  the  darkened 
theater,  is  an  increasing  number  of  cases  of 
heart  trouble,  nervous  disorder,  circulatory  dis- 
ease, cancer,  etc.  Large  numbers  of  people  are 
rarely  touched  by  sunlight,  and  more  and  more 
is  this  becoming  true  with  the  development  of  our 
tremendous  modern  cities;  and  while  the  lack 
of  sunlight  may  not  be  the  causative  agent  in 
any  of  these  diseases,  it  may  well  be  responsible 
for  a lowering  of  vitality  which  expedites  their 
development.  May  it  be  that  in  timd  to  come, 
industrial  firms  will  be  required  to  provide 
ultraviolet  illumination  along  with  such  now- 
considered  necessities  as  proper  ventilation  and 
sanitary  conveniences  which  but  a few  years  ago 
were  regarded  as  luxuries? 

Extensive  experiments  have  been  carried  on 
to  determine  the  amount  of  light  required  by 
plants  and  the  lower  animals  for  optimum 
efficiency  of  function,  and  these  have  shown 
conclusively  that  light  is  a determining  factor  in 
its  regulation.  From  these  studies  much  may  be 
deduced  as  to  the  effect  of  light  upon  the  human. 
According  to  the  Journal  A.  M.  A.  (October  ii, 
1924)  recent  experiments  “disclose  the  fact  that 
solar  energy  exerts  a heretofore  neglected  func- 


tion in  the  physiology  of  higher  organisms  as 
well  as  in  plants.” 

The  subject  is  so  important,  it  is  a source  of 
surprise  that  its  value  was  not  recognized  earlier, 
and  we  would  urge  that  further  study  and  in- 
vestigation should  be  general. 


EXIT  DR.  BATES 

The  New  York  County  Medical  Society  on 
December  22,  1924,  expelled  from  its  member- 
ship Dr.  William  H.  Bates.  This  news  item, 
published  in  the  Journal  of  the  American 
Medical  A.ssociation,  is  convincing  proof  and 
jnits  an  official  stamp  of  disapproval  uixm  the 
activities  of  this  man  and  his  methods.  Mem- 
bers of  the  medical  profession  may  now  consign 
to  the  wastebasket  the  literature  and  quasi- 
testimonial letters  which  recently  flooded  the  mail 
and  were  suggestive  of  the  patent-medicine  faker. 


A BLOODLESS  REVOLUTION 

It  is  hard  to  realize  that  medicine  is  living 
through  a time  of  revolutionary  changes.  But  a 
few  generations  ago  the  sum  total  of  medical 
knowledge  was  not  too  great  to  be  contained 
within  the  brain  of  a single  individual.  Now 
the  profession  is  embarked  upon  a career  of 
discovery  beside  which  Columbus’s  voyage  to 
America  was  a mere  junket.  Knowledge  is 
being  increased  so  rapidly  and  progress  is  being 
made  at  such  a rate  that  for  one  mind  to  master 
the  facts  pertaining  to  more  than  one  branch  of 
the  healing  art  is  a tremendous  task  that  well 
nigh  defies  accomplishment.  Medicine  has  been 
revolutionized  during  the  past  50  years,  and  the 
revolution  is  not  yet  over.  Specialism  has  been 
forced  on  us,  and  is  probably  here  to  stay. 

All  this  has  contributed  to  a raising  of  edu- 
cational standards  such  as  has  never  been  known 
before,  and  the  result  is  that  the  cost  of  attain- 
ing and  maintaining  these  standards  has  made 
the  study  of  medicine  almost,  if  not  quite,  a 
rich  man’s  proposition.  Dr.  William  Allen 
Pusey,  president  of  the  American  Medical  Asso- 
ciation, is  credited  with  the  statement  that  a 
medical  education  costs  75%  more  than  prepa- 
ration for  any  other  profession.  It  can  hardly 
be  expected,  then,  that  the  graduates  of  so  ex- 
pensive a profession  will  be  anxious  to  settle 
down  to  the  humdrum  existence  and  $2,000  to 
$3,000  income  that  is  the  maximum  usually  at- 
tained by  the  general  practitioner  in  the  small 
town  or  rural  community. 

But  the  disappearance  of  the  family  doctor  is 
a menace  to  the  country  that  must  be  met  if 
the  health  of  the  people  is  not  to  suffer.  We 
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must  Tealize  that  there  are  different  classes  of 
physicians  called  for  by  the  different  types  of 
practice  that  must  be  cared  for.  The  country 
locality  was  a great  deal  better  off  with  the 
family  physician  of  50  years  ago,  who  was  not 
blessed  with  advantages  open  to  us  to-day,  than 
with  no  physician  at  all — a condition  that  now 
prevails  in  many  localities  of  this  state.  Cer- 
tainly it  would  be  preferable  to  accept  a lower 
educational  standard  for  the  average  practi- 
tioner, as  President  Pusey  recently  suggested  at 
the  meeting  of  the  Congress  of  Education,  than 
to  let  the  family  doctor  become  an  extinct 
species.  It  is  a short-sighted  policy,  to  say  the 
least,  that  provides  for  only  class-A  doctors, 
and  leaves  the  class-B  and  class-C  practices  to 
be  looked  after  by  the  chiropractors  and  others 
who  can  afford  to  accept  the  less  remunerative 
practice  because  their  education  -costs  many 
times  less  than  that  of  our  medical  graduates. 

One  suggestion  for  the  relief  of  this  condition 
rather  appeals  to  us : that  the  degree  of  Bache- 
lor of  Medicine  be  granted  on  completion  of  a 
shorter  course  than  now  obtains,  and  one  which 
will  aim  especially  to  fit  men  and  women  for 
general  practice.  The  degree  of  Doctor  of  Med- 
icine can  then  be  reserved  for  advanced  study — 
as  the  doctorate  is  now  reserved  for  advanced 
study  in  academic  branches — and  can  be  con- 
ferred largely  upon  graduates  of  courses  fitting 
for  the  various  specialties. 

Changes  in  the  law  applying  to  the  healing  art 
are  now  pending,  and  this  suggestion  is  worth 
consideration  as  a possible  solution  of  a serious 
problem,  for,  to  quote  Dr.  Pusey  again,  “Medical 
service  is  tobogganing  toward  breakdown  or 
revolution.’’ 


THE  DICK  TEST  AND  SCARLET  FEVER 
IMMUNIZATION 

From  the  studies  of  Tunnicliff,  Bliss,  the 
Dicks,  Dochez,  and  Williams,  vScarlet  Fever  is 
regarded  as  a local  disease  of  the  nasopharynx 
caused  by  certain  specific  strains  of  the  hemo- 
lytic streptococci,  designated  as  scarlet-fever 
hemolytic  streptococcus.  This  organism  pro- 
duces a soluble  toxin,  which  is  absorbed  by  the 
system  of  the  host  and  which  produces  the  rash 
and  constitutional  symptoms  of  the  disease 
known  as  scarlet  fever ; further,  it  tends  to 
stimulate  the  body  to  the  formation  of  antibodies 
and  the  development  of  a specific  antitoxin.  This 
helps  to  explain  certain  contradictory  features. 
Scarlet  fever  frequently  produces  immunity  to 
subsequent  attacks ; other  streptococcic  infec- 
tions are  not  followed  usually  by  such  immunity. 
On  the  other  hand,  the  scarlet  fever  organism. 


like  other  strains  of  streptococci,  does  not  de- 
velop in  the  body  bactericidal  and  agglutinative 
defenses  to  any  great  extent.  Accordingly,  rein- 
fection is  not  uncommon.  The  antitoxin  in  the 
blood  of  the  convalescent  scarlet-fever  pvatient 
can  offset  the  toxic  effects  of  a reinfection,  but 
as  the  body  may  lack  bactericidal  powers,  the 
infection  pursues  the  course  of  an  ordinary 
streptococcic  infection.  This  accounts  for  com- 
plications of  scarlet  fever  by  this  organism. 

For  the  Dick  test  and  its  control,  a 26-gauge 
needle  with  sharp  bevel  is  used  on  a Luer  syringe 
graduated  in  tenths  of  a cubic  centimeter.  The 
syringe  and  needle  must  be  sterile  and  dry.  The 
upper  third  of  the  inner  aspects  of  the  forearms 
are  chosen  for  the  sites  of  the  test  and  are 
cleansed  in  the  manner  used  for  any  injection 
and  dried.  On  the  right  forearm,  i/io  or 
2/10  c.c.  (as  indicated  on  material)  of  diluted 
scarlet-fever  toxin  (Dick  test)  is  injected  intra- 
cutaneously.  On  the  left  forearm,  the  same 
dosage  of  the  control  material  (diluted  toxin 
rendered  inert  by  being  kept  at  the  boiling  point 
for  one  hour)  is  injected  intracutaneously.  In 
both  instances,  care  must  be  taken  to  make  sure 
that  the  full  dosage  is  injected  into  the  skin 
without  leakage  beneath  the  skin  or  through  the 
puncture  wound.  Should  leakage  occur,  the 
injection  should  be  repeated  either  above  or 
below  the  place  of  failure.  The  dick  test  must 
be  read  in  24  hours — no  later. 

There  are  four  general  types  of  reactions: 
positive,  negative,  pseudo  (negative),  and  com- 
bined positive  and  pseudo  reaction.  Atypical 
reactions  are  not  uncommon.  The  positive  reac- 
tion appears  in  from  3 to  6 hours,  reaches  its 
maximum  intensity  in  24  hours  and  is  character- 
ized by  a local  red  inflammatory  reaction  about 
the  site  of  injection,  varying  in  size  from  a dime 
to  a twenty-five  cent  piece  or  larger.  The  in- 
flammatory reaction  varies  in  intensity  from 
pink  to  sqarlet  and  may  or  may  not  be  accom- 
panied by  induration.  The  reaction  is  more  or 
less  circumscribed.  It  may  persist  for  24  or  36 
hours.  It  is  rarely  followed  by  pigmentation  or 
scaling.  These  latter  manifestations  usually  ac- 
company the  more  severe  types  of  reactions. 
Positive  reactions  denote  susceptibility. 

The  pseudoreactions  are  also  inflammatory, 
with  or  without  induration,  usually  smaller  than 
the  positive  reactions  and  tend  to  fade  more 
rapidly,  disappearing  in  12  to  24  hours.  The 
final  point  of  differentiation  is  made  by  com- 
paring the  intensity  of  the  control  reaction  with 
the  reaction  about  the  site  of  the  potent  toxin 
injection  on  the  other  arm.  In  pseudoreactions 
both  control  and  test  areas  are  alike.  Those 
showing  only  a pseudoreaction  are  immune. 
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A negative  reaction  is  one  in  which  no  reaction 
appears  about  the  site  of  the  injections.  A nega- 
tive reaction  denotes  immunity. 

A combined  positive  and  pseudoreaction  is  a 
positive  reaction  superimposed  upon  a pseudo- 
reaction. It  is  recognized  by  comparison  with 
the  control  test.  The  latter  shows  a lower  grade 
of  inflammatory  reaction  and  fades  I2  to  20 
hours  sooner  than  that  about  the  test  proper. 
Combined  positive  and  pseudoreactions  denote 
susceptibility  and  are  interpreted  as  positive. 

Aside  from  determining  immunes  to  scarlet 
fever,  the  test  may  be  of  help  in  differentiating 
scarletlike  rashes,  as  it  is  positive  in  98%  of 
scarlet-fever  patients  within  the  first  five  days 
of  illness.  Therefore,  if  negative  during  a rash, 
the  disease  is  probably  not  scarlet  fever.  It  af- 
fords little  help  when  positive,  as  susceptibles 
with  any  type  of  rash  will  give  a positive  re- 
action. 

So  far,  there  is  no  means  of  accurately  stand- 
ardizing the  potency  of  the  various  samples  of 
scarlet-fever  toxin,  as  the  ordinary  laboratory 
animals  are  not  susceptible  to  this  toxin  in  diluted 
dosage.  Naturally,  samples  will  vary  in  potency. 
This  difficulty  is  rendered  more  acute,  when  the 
dosage  for  immunization  purposes  is  considered. 
All  immunization  dosages  are  based  on  multiples 
of  the  skin-test  dose.  Ampules  come  already 
prepared,  labeled  i,  2 and  3,  containing  respec- 
tively 100,  250  and  500  times  the  skin-test  dose 
of  scarlet-fever  toxin.  There  is  no  antitoxin 
used  in  this  preparation  to  offset  any  possible 
deleterious  action.  The  material  is  given  sub- 
cutaneously for  three  injections  at  seven-  to  ten- 
day  intervals. 

Local  reactions  invariably  follow  the  injec- 
tions, which  vary  in  severity  from  slight  to 
marked  redness,  induration,  and  tenderness  last- 
ing from  12  to  48  hours.  Occasionally,  general 
reactions  are  experienced,  characterized  by 
various  degrees  of  temperature,  malaise,  nausea, 
vomiting,  and  slightly  sore  throat  lasting  12  to 
24  hours.  A scarlatiniform  rash  has  been  re- 
ported several  times  as  having  accompanied  a 
general  reaction. 

Immunity,  when  it  develops,  does  so  in  three 
to  six  weeks.  A second  series  of  injections  may 
be  required  to  produce  immunity.  At  the  present 
time,  there  is  evidence  that  this  immunity  is  not 
always  permanent.  In  some  individuals  it  is  lost 
rapidly.  It  is  still  undetermined  whether  or  not 
immunity  developed  by  one  strain  of  hemolytic 
streptococcus  will  immunize  against  other  strains. 

Until  scarlet-fever  toxin  can  be  standardized 
accurately  and  uniformly,  the  profession  would 


do  well  to  limit  immunization  to  their  own 
families  and  study  its  reactions  and  results  at 
close  hand  before  offering  this  protection  in 
practice.  If  one  has  not  immunized  his  own 
family  and  been  convinced  of  its  protective  prop- 
erties by  a negative  Dick  test  three,  six  and 
twelve  months  after  the  injections  and  other 
evidence  of  immunity  following  exposure,  one 
should  not  attempt  to  immunize  others. 


DANGERS  IN  X-RAY  AND  RADIUM 
WORK 

The  importance  of  x-ray  diagnosis  and  x-ray 
treatment  and  radium  treatment  has  grown  so 
tremendously  since  their  earliest  use  that  the 
members  of  the  profession,  in  many  instances, 
have  lost  sight  of  the  dangers  involved.  Many 
safety  devices  have  been  developed,  and  if  all 
the  knowledge  is  employed  today  that  is  avail- 
able, the  use  of  these  agents  is  practically  without 
danger,  except,  possibly  in  rare  instances  when 
there  is  an  idiosyncrasy  or  some  combination 
of  complications  which  make  a damaging  effect 
unpreventable. 

All  of  the  present  generation  of  physicians 
can  still  remember  the  injurious  results  occa- 
sionally obtained  in  x-ray  examinations  in  the 
early  days,  when  the  exposures  were  as  lon-j'  as 
one  or  two  hours  in  order  to  get  a picture.  We 
have  still  with  us  some  of  the  physicians  who 
have  suffered  from  the  early  consequences  of 
continued  and  repeated  exposure  to  the  rays  in 
diagnosis,  and  especially  fluoroscopic  examina- 
tions, but  many  of  these  have  given  their  lives 
to  the  cause  of  science  in  the  process  of  inves- 
tigation of  this  agent,  which  at  first  was  thought 
to  be  entirely  harmless. 

It  seems  to  be  the  impression  today  that  the 
roentgen  rays  have  now  been  made  safe.  As  a 
matter  of  fact,  the  x-rays  are  a hundred  times 
more  dangerous  than  they  were  in  the  early 
days,  because  their  p>owers  and  intensity  have 
been  increased  at  least  a hundredfold.  Our 
safety  lies,  not  in  the  agent  itself,  but  in  the 
knowledge  that  is  available  for  protection.  No 
one  should  undertake  the  use  of  the  x-rays  or 
radium  without  being  fully ' informed  of  the 
dangers  involved  and  of  the  protection  necessary 
to  guard  against  them. 

Part  of  the  dangers  are  electrical.  In  the 
early  days,  when  we  were  using  coils,  the  elec- 
trical charges  amounted  to  practically  nothing. 
Many  of  us  have  taken  the  full  output  of  the 
machine  in  a single  spark  and  the  next  instant 
went  on  with  our  usual  work.  Today,  however. 
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with  the  modern  high-power  autotransformers,  a 
spark  of  this  kind,  especially  if  there  is  a ground 
established,  means  instant  death  to  either  the 
patient  or  the  doctor,  if  such  a condition  devel- 
ops. Therefore  every  possible  precaution  to 
guard  against  this  occurrence  must  be  taken. 

There  is  danger  from  the  effects  of  radiation 
either  improperly  applied  or  excessively  applied. 
A mere  statement  of  duration  means  nothing. 
The  intensity  of  the  radiation  depends  upon  the 
voltage  used  and  the  milliamperage,  influenced 
by  the  amount  of  filtration,  of  course ; also 
upon  the  time.  The  variation  of  any  of  these 
factors  will  make  a tremendous  difference  in  the 
effect.  No  one  should  be  allowed  to  use  the 
roentgen  rays  unless  he  is  acquainted  with  these 
factors,  knows  how  to  control  them,  and  is 
familiar  with  their  indications.  These  dangers 
are  present  both  in  diagnosis  and  treatment  with 
the  x-rays,  and  the  danger  from  the  radiation, 
when  not  properly  guarded,  may  affect  either 
the  patient  or  the  operator. 

There  is  a false  impression  that  the  man  who 
does  only  a little  x-ray  work  in  conjunction 
with  his  many  other  duties  is  not  involved  in 
any  risk.  Such  a physician  is  much  more  of  a 
menace  to  himself  and  his  patient  than  any  of 
the  others,  because  he  is  less  liable  to  have  a 
complete  equipment  and  not  so  apt  to  take  the 
proper  precautions.  With  all  the  multitudinous 
problems  associated  with  general  practice,  it  is 
almost  impossible  for  him  to  keep  sufficiently 
informed  to  guard  against  all  of  the  dangers. 
Small  amounts  of  exposure  continued  over  a 
long  period  of  time  have  been  the  greatest  peril 
to  the  operator.  Eormerly  these  dangers  in- 
volved only  the  skin,  but  today,  with  the  more 
powerful  equipment,  they  involve  the  blood  and 
other  essential  organs. 

Much  has  been  written  upon  all  of  these  sub- 
jects. Recently  a book  of  four  hundred  and 
seventy-six  pages  has  been  written  upon  the 
“Dangers  in  General  Roentgen  Diagnosis  and 
Treatment  and  Their  Avoidance,”  which  will 
give  some  idea  of  how  extensively  this  subject 
has  been  discussed.* 

It  would  seem  advisable,  in  this  advanced  stage 
of  roentgenology,  that  each  state  should  require 
a special  license  to  permit  any  physician  to  use 
or  direct  the  use  of  roentgen  rays  and  radium 
in  diagnosis  and  treatment,  and  such  a license 
should,  of  course,  be  issued  only  after  determin- 
ing that  the  applicant  is  familiar  with  the  dan- 
gers involved  and  the  methods  of  guarding 
against  them. 

• Irrtumer  der  Allgemeinen  Diagnostik  und  Therapie  sowie 
deren  Verhutung.  Grashey-t,eipzig,  1924:  George  Thieme. 


THE  INFLUENCE  OF  EMOTIONAL  REAC- 
TIONS ON  BASAL  METABOLISM 

Ziegler  and  Levine  (Amer.  Jour.  Med.  Sci.,  Jan., 
1925)  state  that  this  study  was  prompted  by  the  ob- 
servation that  basal  metabolism  readings  of  psycho- 
neurotic individuals  without  goiter,  no  matter  how 
careful  the  technic,  are  sometimes  high.  Patients 
were  selected  who  were  known  to  have  aspects  to  their 
past  history  which  were  emotion-producing.  None  had 
goiter. 

The  following  summary  is  given:  i.  Basal  metabo- 
lism above  normal  in  some  psychoneurotic  individuals 
without  goiter  prompted  an  inquiry  into  the  mecha- 
nism of  the  deviations.  2.  Psychoneurotics  without 
goiter  usually  respond  when  thinking  about  an  emotion- 
producing  aspect  of  their  past  history,  by  an  increased 
metabolic  rate.  3.  Most  frequent  objective  responses 
to  emotion-producing  stimuli  were  small  changes  in 
Color  of  skin,  slight  change  in  rate  and  amplitude  of 
respiration,  and  very  fine  tremors.  4.  Some  patients 
who  showed  increase  in  metabolism  and  practically  no 
objective  reactions,  were  not  aware  of  any  emotions 
whatsoever.  5.  The  pharmacodynamic  influence  of  un- 
pleasant memories,  ideas  and  worries  is  a subject 
worthy  of  much  investigation  in  order  to  understand 
the  phenomena  of  disease  and  discomfort,  and  the 
conservation  of  human  energy.  6.  Lying  apparently 
still  in  bed  is  not  to  be  taken  as  a criterion  of  rest. 
7.  Exophthalmic  goiter  with  disputed  etiology  should 
be  studied  to  see  what  components  are  due  to  secre- 
tion of  thyroid  and  what  may  be  due  to  lowered 
threshold  of  emotional  reactivity. 


PITFALLS  IN  THE  DIAGNOSIS  OF  DIABETES 

John  (Amer.  Jour.  Med.  Sci.,  Jan.,  1925)  stresses 
that  urinalysis  alone  is  not  a- sufficient  criterion  in  the 
diagnosis  of  diabetes,  and  concludes  as  follows : The 
finding  of  glycosuria  alone  is  not  a sufficient  basis  for 
the  diagnosis  of  diabetes.  If  glycosuria  is  innocent, 
then  it  is  due  to  a low  renal  threshold  or  to  an  over- 
flow of  glucose  as  the  result  of  a very  heavy  carbo- 
hydrate meal.  On  the  other  hand,  if  glycosuria  is 
due  to  diabetes  it  is  not  irmocent,  and  therefore  the 
presence  of  glycosuria  should  be  considered  an  indi- 
cation for  the  institution  of  such  procedures  as  will 
determine  its  cause  in  the  individual  case. 

All  that  is  required  in  such  a case  is  to  instruct  the 
patient  to  eat  a heavy  carbohydrate  meal  and  to 
present  himself  at  the  office  exactly  three  hours  there- 
after for  a blood-sugar  estimation  and  urine  examina- 
tion. If  the  individual  is  normal,  there  will  be  no 
hyperglycemia  because,  in  a normal  individual  whose 
tolerance  for  carbohydrates  is  unimpaired,  the  blood- 
sugar  content  will  be  normal  or  subnormal.  On  the 
other  hand,  if  at  the  end  of  the  three-hour  post- 
prandial period  the  blood  sugar  is  above  the  normal 
level,  the  patient  is  definitely  a diabetic  whether  or 
nor  there  be  sugar  in  the  urine.  Thus,  for  diagnostic 
purposes,  the  three-hour  postprandial  blood-sugar  esti- 
mation is  of  much  more  importance  tlian  the  fasting 
blood-sugar  estimation.  The  length  of  time  since  the 
last  meal  should  always  be  considered  when  blood  is 
taken  for  a general  estimation,  since  the  blood-sugar 
content  varies  during  the  day  and  a postprandial  rise 
may  be  misinterpreted  as  a result.  In  the  continued 
study  of  a case  it  is  essential  that  the  blood  be  taken 
always  at  the  same  periods  with  reference  to  meals, 
the  test  always  beginning  with  a fasting  blood-sugar 
estimation. 
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As  has  already  been  emphasized,  a fasting  blood- 
sugar  estimation  alone  is  not  of  diagnostic  value,  since 
in  even  a severe  case  of  diabetes  the  blood-sugar 
content  may  be  normal  if  the  patient  is  on  a proper 
diet.  Due  to  this  very  fact,  some  of  our  own  cases 
have  been  misinterpreted  in  other  laboratories,  where, 
since  the  fasting  blood-sugar  was  found  to  be  normal 
and  glycosuria  not  present,  the  patients  were  told  that 
they  did  not  have  diabetes.  As  a result  these  patients 
returned  a few  months  later  in  such  an  advanced  stage 
of  diabetes  that  the  administration  of  insulin  was 
required.  As  the  result  of  an  error  of  this  nature,  a 
comparatively  mild  case  of  diabetes  may  become  a 
severe  case.  Microtechnic  may  lead  one  astray,  and 
we  believe  that  in  general  practice  the  glucose- 
tolerance  test  gives  more  dependable  and  consistent 
results. 


THE  MOTHER’S  MILK  AS  A SOURCE  OF  IN- 
FECTION IN  EPIDEMIC  PEMPHIGUS 
NEONATORUM  (IMPETIGO 
CONTAGIOSA  BULLOSA) 

Mellon,  Caldwell  and  Winans  (Amer.  Jour.  Med. 
Sci.,  Mar.,  1925)  endeavor  to  show  that  the  breast 
milk  of  certain  mothers  may  contain  a large  number 
of  staphylococcus  aureus,  thus  constituting  a possible, 
albeit  unrecognized,  source  of  infection  for  the  new- 
born. Of  six  outbreaks  occurring  in  one  hospital  in 
three  years,  four  seemed  to  originate  from  such  milk, 
a fifth  was  traced  to  an  infected  burn  of  the  skin, 
while  the  origin  of  the  sixth  was  uncertain. 

The  following  summary  is  given : i.  The  evidence 
submitted  is  at  least  presumptive  that  certain  out- 
breaks of  pemphigus  neonatorum  are  traceable  to  an 
initial  case  infected  by  its  own  mother’s  milk. 
2.  Such  findings  occurred  three  times  in  sporadic  cases 
that  might  have  given  rise  to  outbreaks  had  not  the 
mothers  been  segregated,  while  in  a third  sporadic  case 
with  these  findings,  an  outbreak  of  ten  cases  actually 
did  result.  3.  A similar  outbreak  was  also  traceable 
to  a burn  infected  with  aureus,  suggesting  a diverse 
origin  for  the  infecting  cocci.  4.  No  epidemiological 
type  could  be  associated  with  the  disease,  the  organ- 
ism being  serologically  the  same  as  those  isolated 
from  abscesses,  etc.  5-  When  the  staphylococcus 
aureus  is  rampant,  as  it  has  been  for  several  years,  it 
may  be  present  in  the  milk  and  even  in  the  blood 
stream  of  certain  mothers,  with  few  or  no  symptoms, 
who  may  be  viewed  as  “carriers.”  6.  The  mild  in- 
fection in  one  mother  resembled  in  no  way  true  im- 
petigo, which  fact  fails  to  support  the  theory  that 
pemphigus  neonatorum  and  impetigo  contagiosa  bullosa 
are  identical  diseases.  7.  By  concentration  of  atten- 
tion on  this  means  of  transfer  we  do  not  intend  to 
minimize  the  predominant  role  played  by  case-to-case 
contact,  undoubtedly  the  common  method  of  trans- 
mission in  institutions,  but  from  a public-health  stand- 
jioint  it  would  seem  highly  important  to  isolate  both 
mother  and  child  when  it  can  be  shown  that  the  mother 
harbors  the  infecting  organism. 

Supplementary  Note:  Since  this  paper  was  sub- 
mitted for  publication  some  time  ago  it  is  of  interest 
that  we  have  had  another  single  case  of  the  disease. 
It  occurred  about  December  i,  and  has  been  the  only 
case  since  last  June  in  an  obstetric  service  that  has 
about  seventy-five  deliveries  a month.  Furthermore, 
the  nurseries  are  overcrowded.  The  infant  referred 
to  had  numerous  pustules,  but  no  constitutional  symp- 
toms. Staphylococcus  aureus  and  albus  were  ob- 


tained in  moderate  numbers  from  both  breasts  of  the 
mother.  In  this  case  the  infant  recovered  without 
artificial  feeding.  The  infection  is  undoubtedly  mild 
enough  in  some  cases  that  it  is  conceivable  that  some 
infants  might  escape  entirely  if  the  number  of  cocci 
ingested  is  not  too  large.  However,  our  control 
series  has  not  happened  to  reveal  such  cases.  It  is 
of  note  that  careful  segregation  of  both  mother  and 
infant  has  resulted  in  no  further  cases,  after  thirty 
days,  despite  the  fact  that  several  cases  of  staphy- 
lococcus aureus  sepsis  and  other  aureus  infections 
from  the  surgical  departments  have  been  in  the  hos- 
pital. 


A NEW  CALIFORNIA  CULT 

One  must  feel  sorry  for  California — not  in  an 
offensive  sense.  The  foot-and-mouth  disease 
among  the  cattle,  the  ramifications  of  which  dis- 
ease extended  to  the  growers  of  vegetables  and 
fruit,  who  were  unable  to  get  their  products  to 
the  market,  was  bad  enough.  But  we  are  also 
sorry  that  there  has  just  developed  with  our 
southern  neighbor  a new  sort  of  quack  to  tor- 
ture humanity.  The  Christian  Scientists  have 
heretofore  held  the  field  for  their  particular  sort 
of  alleged  healing.  Now  their  position  is  dis- 
puted by  a combination  known  as  Christian 
Philosophers,  the  individuals  of  which  get  their 
training  in  Oakland,  in  the  Christian  Philoso- 
phers’ Institute.  Their  function  is  to  locate 
“health  centers”  at  which  the  lame,  the  halt,  and 
the  blind  are  treated.  They  undertake  to  treat 
almost  any  kind  of  disease,  but  they  are  care- 
ful to  announce  that  they  are  not  held  respon- 
sible for  death  of  the  patient  while  under  their 
care.  It  is  believed  by  those  who  have  watched 
their  operations  that  the  Christian  Scientists  are 
pikers  compared  with  the  new  sect.  It  is  hardly 
probable  that  any  sort  of  fumigation  or  exami- 
nation will  prevent  the  Christian  Philosophy 
from  spreading  to  Oregon,  if  its  promoters  be- 
lieve that  there  are  enough  gullible  Oregonians 
to  make  an  excursion  into  this  region  pay.  We 
do  not  thank  California  for  giving  us  the 
Abrams  machines  that  have  found  their  way  to 
Oregon,  and  neither  will  we  thank  them  for 
sending  us  the  new  cult — if  they  do  so  inflict 
us. — Medical  Sentinel,  June,  1924. 


GRANULOMA  INGUINALE  AND  SYPHILIS 

The  diagnosis  of  granuloma  inguinale  in  the  case  of 
J.  C.  McRae,  Atlanta,  Ga.  {Journal  A.  M.  A.,  Feb.  14, 
1925),  was  based  on:  the  history  of  the  case;  the  fact 
that  the  ulcer  had  not  improved  under  four  months’ 
antisyphilitic  treatment ; the  appearance  of  the  lesion ; 
the  immediate  improvement  under  antimony  therapy, 
and  the  reactivation  of  the  granuloma  when  antimony 
was  discontinued.  The  diagnosis  of  syphilis  was  made, 
secondarily,  on  the  appearance  of  the  rash  and  sore 
throat,  the  three-plus  Wassermann  reaction,  and  the  dis- 
appearance of  all  three  under  antisyphilitic  treatment. 
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ITEMS  OF  INTEREST 

Dr.  Louis  E.  Arensburg,  East  Millsboro,  Fay- 
ette County,  Pa.,  who  is  in  his  eighty-third  year, 
continues  his  active  membership  in  the  Fayette 
County  Medical  Society.  Dr.  Arensburg  served 
in  the  War  of  the  Rebellion  and  is  now  National 
Commander  of  the  Grand  Army  of  the  Re- 
public. 

The  Allegheny  County  Medical  Society  cele- 
brated, April  14,  1925,  its  sixtieth  anniversary, 
the  society  having  been  organized  April  20,  1865, 
with  the  late  Dr.  A.  H.  Gross,  East  Liberty, 
Wilkins  P.  O.,  as  president,  and  the  late  Dr. 
William  F.  Knox,  McKeesport,  as  secretary. 
The  souvenir  program  for  the  occasion  is  a 
work  of  art  and  contains  the  photographs  of 
fifty-nine  ex-presidents  of  the  society.  Histor- 
ical addresses  of  local  and  general  medical  inter- 
est were  delivered  by  Dr.  Theodore  Diller  of 
Pittsburgh,  and  Dr.  James  J.  Walsh,  of  New 
York. 

Dr.  William  H.  Mayer,  president-elect  of 
the  Allegheny  County  Medical  Society,  will  be 
succeeded  as  secretary  of  his  county  society 
by  Dr.  Alexander  H.  Colwell,  of  Pittsburgh. 
Dr.  Mayer,  who  is  widely  known  to  members 
of  the  medical  profession  through  his  activities 
in  the  House  of  Delegates  of  the  State  Society 
and  of  the  American  Medical  Association,  will 
bring  to  the  office  of  president  of  one  of,  the 
nation’s  largest  and  most  progressive  county 
medical  societies  experience  based  on  many  years 
in  organized  medical  work  that  should  prove  of 
great  value  to  the  Allegheny  County  Medical 
Society.  We  regret  the  passing  of  Dr.  Mayer 
from  the  ranks  of  county  society  secretaries. 


and  at  the  same  time  wish  Dr.  Mayer  and  Dr. 
Colwell  success  in  their  respective  offices. 


The  published  plans  of  the  local  committee  on 
arrangements  for  the  1925  Session  of  our  Soci- 
ety indicate  that  the  Diamond  Jubilee  Session 
in  Harrisburg  is  to  have  social  entertainment 
features  in  keeping  with  the  high  quality  of  the 
scientific  program.  The  general  committee  on 
arrangements,  comprising  representatives  from 
the  Medical  Societies  of  Dauphin,  Cumberland, 
Lebanon,  York  and  Lancaster  Counties,  have  a 
budget  that  will  require  contributions  from  the 
finances  and  the  energy  of  the  four  hundred  and 
sixty-one  members  comprising  the  group  of 
societies  acting  as  hosts  to  the  Medical  Society 
of  the  State  of  Pennsylvania  at  its  Seventy-fifth 
Annual  Session. 


CENSORIAL  DISTRICT  MEETINGS 
Section  i.  Chapter  3,  of  the  By-Laws  states 
that  “each  District  (Censorial)  shall  hold  a dis- 
trict meeting  once  every  two  years,  in  the  odd 
years,  for  the  purpose  of  increasing  acquaint- 
ance, good  fellowship  and  organization  among 
the  physicians  in  the  district.”  The  year  1925 
is  therefore  a year  for  the  holding  of  meetings 
in  the  nineteen  censorial  districts.  This  office 
has  been  notified  of  the  arrangement  for  such 
meetings  in  the  Seventh  Censorial  District,  Hun- 
tingdon, Juniata,  Mifflin  and  Perry  Counties, 
Howard  C.  Frontz,  Councilor,  and  the  Fifteenth 
Censorial  District,  Clinton,  Tioga,  Lycoming 
and  Union  Counties,  W.  S.  Brenholtz,  Coun- 
cilor. 

1925  HONOR  ROLL 

Any  member  whose  dues  for  the  current  year 
have  not  been  paid  on  or  before  March  31st 
ceases  to  maintain  full  membership  and  forfeits 
the  protection  of  the  Medical  Defense  Fund 
from  December  31st  of  the  preceding  year  to 
the  date  of  payment  of  his  delinquent  dues. 
Alert  county  medical  society  officers  make  great 
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effort  to  maintain  the  good  standing  of  all  their 
members.  This  year  seventeen  of  our  sixty-three 
component  county  society  secretaries  succeeded 
in  collecting  and  paying  the  1925  State  Society 
dues  of  all  their  members,  the  following  societies 
having  qualified  for  the  1925  Honor  Roll : 
Adams,  100%  ; Carbon,  100%  ; Clinton,  100%  ; 
Center,  100.%  ; Clarion,  100%  ; Greene,  100%  ; 
Huntingdon,  100%  ; Lehigh,  1001%  ; Lycoming, 
100%  ; McKean,  100%  ; Monroe,  100%  ; Mont- 
gomery, % ; Montour,  100%  ; Sullivan,  100%  ; 
Susquehanna,  100% ; Warren,  100% ; Wy- 
oming, 100%. 

In  contrast,  the  following  societies  have  paid 
March  31st,  the  1925  dues  for  less  than  90% 
of  their  1924  membership;  Bedford,  12%; 
Venango,  60%  ; Lawrence,  6y%  ; Lackawanna, 
71%  ; Beaver,  75%  ; Westmoreland,  75%  ; Sny- 
der, 77%  ; Potter,  ; Jefferson,  81%  ; Elk, 
82%  ; Somerset,  83%  ; Wayne,  83%  ; Blair, 
84%  ; Mifflin,  84%  ; Union,  86%  ; Northampv- 
ton,  87%  ; Cumberland,  88%  ; Lancaster,  89%. 

These  societies  have  maintained  their  1924 
membership  in  1925  as  of  March  31st,  as  fol- 
lows : Berks,  99% ; Allegheny,  98% ; Arm- 
strong, 98%  ; Bucks,  98%  ; Cambria,  98%  ; 
Crawford,  98%  ; Lebanon,  97%  ; Northumber- 
land, 97%  ; Washington,  97%  ; York,  97%  ; 
Clearfield,  96%  ; Erie,  96%  ; Mercer,  96%  ; 
Schuylkill,  96% ; Chester,  95% ; Delaware, 
95%  ; FranWin,  94%  ; Bradford,  93%  ; Juni- 
ata, 92%;  Philadelphia,  92%;  Indiana,  91%; 
Luzerne,  90%  ; Tioga,  90%. 

The  above  percentages  accurately  express  the 
results  of  the  energy  expended  by  the  secretary 
of  each  of  our  component  societies.  It  is  of  in- 
terest to  note  that  six  societies  appearing  in  the 
1924  Honor  Roll  appear  with  the  100%  group 
this  year. 

Total  membership,  April  18,  1925,  7,017;  same 
date,  1924,  7,026;  same  date,  1923,  6,952;  same 
date,  1922,  6,807. 


CHANGES  IN  MEMBERSHIP  OF  COUNTY 
SOCIETIES 

The  following  changes  have  been  reported  to 
April  16: 

Ali^egheny  : Removal — John  P.  Duggan  from  Oak- 
land, Calif.,  to  Pleasanton,  Calif.  Deaths — I.awrence 
D.  Smith  of  Pitcairn  (Jeff.  Med.  Coll.,  ’03),  Feb.  9, 
aged  52;  George  W.  Strickland  of  Pittsburgh  (Univ. 
of  111.,  ’08),  April  9,  aged  50. 

Armstrong:  New  Member — Norval  D.  Marbaker, 
Brick  Church.  Reinstated  Member — David  H.  Riffer, 
Leechburg.  Removal — Frank  W.  Corson  from  Tem- 
pleton to  648  E.  Washington  St.,  New  Castle. 

Beaver:  New  Members — John  C.  Gaston,  Beaver 
Falls ; Louis  H.  Landry,  Woodlawn. 

Berks:  Removal — Lucia  Anna  Wheeler  from  Wer- 
nersville  to  461  Harper  Ave.,  Drexel  Hill  (Del.  Co.). 

Beair  : DcotA— Eugene  O.  M.  Haberacker  of  Al- 
toona (Univ.  of  Penna.,  ’69),  recently,  aged  79. 


Bucks  : Resignation — John  A.  Crewitt,  Newtown. 

Deaths — J.  Willis  Walter  of  Point  Pleasant  (Med. 
Chirurg.  Coll.,  ’92),  recently,  aged  56;  William  R. 
Cooper  of  Point  Pleasant  (Jeff.  Med.  Coll.,  ’85),  April 
I,  aged  63. 

Center:  Transfer — Edwin  M.  Miller,  Millheim,  from 
Snyder  County  Society. 

Crawford:  New  Member — V.  G.  Hawkey,  Meadville. 

Dauphin:  New  Members — William  J.  Albright, 

Highspire;  Lillian  E.  Shaw,  112  State  St.;  Lester  S. 
Witherow,  226  Reily  St.,  Harrisburg. 

Erie:  New  Member — Jay  Gould,  117  W.  Eighth  St., 
Erie.  Resignation — George  A.  Poux,  Erie. 

Fayette:  New  Member — Edward  T.  Greutzner, 

Fairchance.  Removal — Carlton  H.  Davidson  from 
Adah  to  1812  Brownsville  Road,  Pittsburgh. 

Greene:  Ne^v  Member — Scott  J.  Titus,  Jefferson. 

Indiana  : Resignation — Thomas  L-  Sisney,  Chicago, 
111.  Removal — George  R.  Lyon  from  Heilwood  to  332 
Lincoln  Ave.,  Bellevue  (Alleg.  Co.)  ; Jason  W.  Carson 
from  Indiana  to  201  South  Ave.,  Wilkinsburg  (Alle- 
gheny Co.). 

Lawrence:  Removal — Emma  H.  Worrall  from 

Pulaski  to  New  Wilmington. 

Lackawanna  : New  Members — Orland  R.  Blair, 
Clarks  Summit ; M.  J.  Haley,  619  Madison  Ave., 
Scranton. 

Northampton:  Death — Sydenham  P.  Uhler  of 

Easton  (Jeff.  Med.  Coll.,  '80),  recently,  aged  66. 

Northumberland:  Transfer — Russell  J.  Hangen  of 
Pitman  (Schuyl.  Co.)  from  Luzerne  County  Society. 

Stoddard  S.  Burg,  U.  S.  Marine  Hospital, 
Stapleton,  N.  Y.,  April  9.  New  Member — John  G. 
Mengel,  Trevorton  (incorrectly  reported  in  April  Jour- 
nal as  Reinstated  Member). 

Philadelphia:  Nezv  Members — John  F.  Coppolino, 
1935  So.  Thirteenth  St. ; Gertrude  J.  Chandlee,  1435 
Spruce  St.;  Joseph  M.  Hayman,  Jr.,  6118  Germantown 
Ave. ; Phillipp  Moffses,  3329  Frankford  Ave. ; Monroe 
D.  Reese,  1811  Spruce  St.;  Philip  Yuckman,  6101 
Washington  Ave.,  Philadelphia.  Resignations — B.  F. 
R.  Clark,  Atlantic  City,  N.  J. ; Dorothy  Donnelly 
Wood,  Philadelphia ; F.  W.  Steinboch,  Avon-by-the- 
Sea,  N.  J. ; John  H.  Musser,  New  Orleans,  La. ; L.  A. 
Podolski,  Atlantic  City,  N.  J.  Ecmoz»af--Edward  G. 
Rhoads  from  Philadelphia  to  New  Hope.  Transfer — 
Herbert  H.  Holderman,  134  Chatham  Road,  Stonehurst, 
from  Schuylkill  County  Society.  Reinstated  Members — 
William  H.  Deardorff,  5049  Hazel  Ave. ; Maurice  J. 
Winston,  4819  No.  Fifth  St.,  Philadelphia.  Deaths — 
Eleanor  C.  Jones  (Woman’s  Med.  Coll.,  ’87),  March  23, 
aged  63;  Cyrus  C.  Moore  (Univ.  of  Penna.,  ’89),  re- 
cently, aged  67;  Alexander  Klein  (Long  Island  Coll. 
Hos.,  ’89),  March  13,  aged  63;  John  A.  McCormick 
(Jeff.  Med.  Coll.,  ’97),  Feb.  16,  aged  57;  Charles  B. 
Penrose  (Univ.  of  Penna.,  ’84),  Feb.  27,  aged  63;  Wil- 
mer  W.  Trinkle  (Hahn.  Med.  Coll.,  ’88),  recently. 

Schuylkill:  New  Members — William  C.  Dorasav- 
age,  Pottsville;  John  F.  Nash,  Pottsville;  Harry  F. 
Hartman,  Frackville. 

Union:  Transfer — John  W.  Arbogast,  Lewisburg, 

from  Schuylkill  County  Society. 

Warren:  Resignation — Benjamin  F.  Brewster, 

Tidioute;  Anna  H.  S.  Flatt,  Corydon;  Laverne  D. 
Paige,  Spring  Creek. 

Wayne:  Death — ^Arthur  J.  Simons  of  Newfoundland 
(Jeff.  Med.  Coll.,  ’85),  recently,  aged  66. 


PAYMENT  OF  PER  CAPITA  ASSESSMENT 

The  following  payment  of  per  capita  assessment  has 
been  received  since  March  19th.  Figures  in  first  col- 
umn indicate  county  society  numbers ; second  column. 
State  Society  numbers : 

Mar.  20  Warren  1-44  5525-5568  $220.00 

Butler  36-38  5569-5571  15-00 

Bedford  1-2  5572-^5573  10.00 

Dauphin  136-137  5574-5575  10.00 

Washington  125  5576  5.00 

Perry  8-13  5577-5582  30.00 

21  Venango  25-26  5583-5584  10.00 
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Mar.  21 

Carbon 

25-26 

5585-5586 

$10.00 

Apr.  2 

Washington 

132 

6140 

$5-00 

York 

110-117 

5587-5594 

40.00 

Perry 

14 

6141 

500 

Center 

24 

5595 

5-00 

Chester 

70 

6142 

500 

23 

Dauphin 

138 

5596 

5-00 

Clearfield 

66-67 

6143-6144 

10.00 

Potter 

II 

5597 

500 

Northumberland  62 

6145 

500 

Butler 

39-47 

5598-5606 

45.00 

Snyder 

5-7 

6146-6148 

1500 

Venango 

27-31 

5607-5611 

25.00 

Bucks 

67-71 

6149-6153 

25.00 

Schuylkill 

1 13-120 

5612-5619 

40.00 

Dauphin 

143-144 

6154-6155 

10.00 

Cambria 

131-133 

5620-5622 

1500 

Indiana 

50-52 

6156-6158 

15.00 

Mercer 

62-66 

5623-5627 

25.00 

Wayne 

25 

6159 

5.00 

Wayne 

18-21 

5628-5631 

20.00 

3 

Clearfield 

68 

6160 

5.00 

Delaware 

92-93 

5632-5633 

10.00 

Lancaster 

112-117 

6161-6166 

30.00 

Bradford 

34-38 

5634-5638 

25.00 

Luzerne 

226-228 

6167-6169 

1500 

Northampton 

57-102 

5639-5684 

230.00 

Armstrong 

56 

6170 

500 

24 

Indiana 

1-43 

5685-5727 

215.00 

Northampton 

114-121 

6171-6178 

40.00 

Greene 

28 

5728 

500 

Bucks 

72 

6179 

500 

Lehigh 

90-96 

5729-5735 

3500 

Westmoreland 

83-112 

6180-6209 

150.00 

Delaware 

94 

5736 

500 

4 

Dauphin 

145 

6210 

500 

Cumberland 

26 

5737 

500 

Northampton 

122 

6211 

5-00 

Columbia 

36-37 

5738-5739 

10.00 

Fayette 

125-128 

6212-6215 

20.00 

Lycoming 

90-98 

5740-5748 

4500 

Luzerne 

218-225 

6216-6223 

40.00 

25 

Cumberland 

27-28 

5749-5750 

10.00 

Washington 

133 

6224 

500 

Mercer 

67-68 

5751-5752 

10.00 

Perry 

15 

6225 

5-00 

Lebanon 

21-31 

5753-5763 

5500 

Dauphin 

146 

6226 

500 

Warren 

45 

5764 

500 

6 

Clearfield 

69 

6227 

500 

26 

I^ancaster 

86-96 

5765-5775 

5500 

Cumberland 

31 

6228 

5-00 

Huntingdon 

35-37 

5776-5778 

1500 

Northampton 

123 

6229 

500 

Cambria 

1 34-140 

5779-5785 

35-00 

Luzerne 

229-232 

6230-6233 

20.00 

Chester 

36-59 

5786-5809 

120.00 

Lawrence 

40-45 

6234-6239 

30.00 

27 

Butler 

48-51 

5810-5813 

20.00 

Elk 

13-19 

6240-6246 

35-00 

Northampton  49,104-107 

5814-5818 

25.00 

Mifflin 

21 

6247 

5-00 

Beaver 

42-63 

5819-5840 

1 10.00 

Berks 

118-131 

6248-6261 

70.00 

Erie 

94-114 

5841-5861 

105.00 

Lackawanna 

140-172 

6262-6294 

165.00 

Jefferson 

43 

5862 

5-00 

7 

Juniata 

13 

6295 

500 

Carbon 

27 

5863 

5-00 

Chester 

71-72 

6296-6297 

10.00 

Bucks 

61-66 

5864-5869 

30.00 

Lancaster 

118-121 

6298-6301 

20.00 

Jefferson 

44 

5870 

5-00 

Union 

14 

6302 

5-00 

Wayne 

22-23 

5871-5872 

10.00 

Armstrong 

57 

6303 

5-00 

28 

Tioga 

25 

5873 

500 

Indiana 

54-55 

6304-6305 

10.00 

Somerset 

3^39 

5874-5875 

10.00 

Venango 

33-36 

6306-6309 

20.00 

Venango 

32 

5876 

5.00 

8 

Bucks 

73 

6310 

500 

Lebanon 

33-34 

5877-5878 

10.00 

Luzerne 

233-235 

6311-6313 

1500 

Montgomery 

140-145 

5879-5884 

30.00 

Dauphin 

147 

6314 

5-00 

Cambria 

141-142 

5885-5886 

10.00 

Beaver 

6^72 

6315-6319 

25.00 

Crawford 

1-48 

5887-5934 

240.00 

Northampton 

124 

6320 

5-00 

Susquehanna 

16-19 

5935-5938 

20.00 

Lawrence 

46 

6321 

5-00 

Dauphin 

139-140 

5939-5940 

10.00 

Philadelphia 

1715-1851 

6322-6458 

685.00 

Washington 

126-131 

5941-5946 

30.00 

9 

Fayette 

129 

6459 

5-00 

Fayette 

122-124 

5947-5949 

15-00 

Venango 

37 

6460 

500 

Northampton 

108-113 

5950-5955 

30.00 

Washington 

134 

6461 

5-00 

Clearfield 

63-65 

5956-5958 

15-00 

Beaver 

73-75 

6462-6464 

1500 

Dauphin 

141 

5959 

5-00 

Blair 

81-85 

6465-6469 

25.00 

Butler 

52-53 

5960-5961 

10.00 

Armstrong 

58-59 

6470-6471 

10.00 

Lancaster 

97-105 

5962-5970 

45-00 

10 

Union 

15 

6472 

5-00 

Cambria 

143-144 

5971-5972 

10.00 

Northumberland  63-64 

6473-6474 

10.00 

Erie 

I I 5-1 24 

5973-5982 

50.00 

Delaware 

95 

6475 

5-00 

Cumberland 

29 

5983 

5-00 

Dauphin 

148 

6476 

5-00 

Schuylkill 

121-125 

5984-5988 

25.00 

Elk 

20-21 

6477-6478 

10.00 

Indiana 

44-49 

5989-5994 

30.00 

Washington 

135 

6479 

5-00 

Chester 

60-66 

5995-6001 

35-00 

II 

Bedford 

3-6 

6480-6483 

20.00 

Blair 

67-80 

6002-6015 

70.00 

Northampton 

125 

6484 

5-00 

York 

1 18-122 

6016-6020 

25.00 

13 

Lehigh 

97-103 

6485-6495 

55-00 

Franklin 

43-49 

6021-6027 

35-00 

Dauphin 

149-151 

6496-6498 

15.00 

Montgomery 

146-149 

6028-6031 

20.00 

Potter 

12 

6499 

5-00 

Lycoming 

99-110 

6032-6043 

60.00 

Venango 

38-39 

6500-6501 

10.00 

Cumberland 

30 

6044 

5-00 

Mifflin 

22 

6502 

5-00 

Beaver 

64-67 

6045-6048 

20.00 

Beaver 

76 

6503 

5-00 

Mercer 

69 

6049 

5-00 

Fayette 

130 

6504 

' 5-00 

Dauphin 

142 

6050 

5-00 

14 

Erie 

125-131 

6505-6511 

35-00 

Luzerne 

164-215 

6051-6102 

260.00 

Bradford 

39 

6512 

5-00 

Lancaster 

106-111 

6103-6108 

30.00 

Venango 

40 

6513 

5-00 

Schuylkill 

126-131 

6109-6114 

30.00 

Luzerne 

236-238 

6514-6516 

1500 

Chester 

67-69 

6115-6117 

1500 

Delaware 

96 

6517 

5-00 

Luzerne 

216-217 

6118-6119 

10.00 

15 

Luzerne 

239 

6518 

5-00 

Lawrence 

29-38 

6120-6129 

50.00 

Somerset 

40-41 

6519-6520 

10.00 

Tioga 

26-27 

6130-6131 

10.00 

16 

Bedford 

7-8 

6521-6522 

10.00 

Lawrence 

39 

6132 

5-00 

Northampton 

126 

6523 

5-00 

Wayne 

24 

6133 

5-00 

Allegheny  978,  1037-1211 

, 

Tioga 

28 

6134 

5-00 

1213-1222,  1224-1248,  6524-6734  1,055.00 

April  I 

Armstrong 

51-55 

6135-6139 

25.00 

Mar.  25 

Philadelphia 

1456-1714 

6735-6993  1,29500 

May,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


533 


FREDERICK  L.  VAN  SICKLE,  M.D. 

Exeattive  Secretary 
230  State  St.,  Harrisburg,  Pa. 

DO  YOU  KNOW  THE  NARCOTIC  LAWS? 

It  is  of  vital  imix)rtance  that  every  practicing 
physician  should  be  familiar  with  the  Harrison 
Act,  the  State  Narcotic  Law,  and  the  Federal 
and  State  regulations.  The  officers  of  the  State 
Society  are  anxious  that  each  physician  shall  be 
acquainted  with  these  laws,  live  up  to  them,  and 
avoid  prosecution. 

The  question  has  been  brought  up  at  this  time 
by  a letter  from  Mr.  Warren  C.  Graham,  Assist- 
ant District  Attorney  of  Philadelphia,  under 
date  of  April  16,  1925,  to  Mr.  Franklin  M. 
Crispin,  Executive  Secretary  of  the  Philadelphia 
County  Medical  Society,  which  it  is  felt  applies 
equally  well  to  other  parts  of  the  State.  Mr. 
Graham  says : 

During  the  past  year  the  Police  Department  of 
Philadelphia  County  has  called  to  the  attention  of  the 
District  Attorney  a number  of  violations  by  physicians 
of  Section  8,  9 and  lo  of  the  Pennsylvania  Narcotic 
Drug  Act  of  1919,  as  amended  in  1921.  The  investi- 
gations which  were  made  in  connection  with  these  cases 
indicated  that  many  physicians  in  Philadelphia  were  not 
familiar  with  the  provisions  of  the  Act  of  Assembly 
referred  to.  I am  writing  you  this  letter  so  that  you 
can  advise  the  members  of  your  profession  as  to  the 
requirements  of  the  law,  and  also  acquaint  them  of  the 
fact  that  it  is  the  intention  of  the  Police  Department 
and  the  District  Attorney  to  see  that  its  requirements 
are  hereafter  strictly  enforced. 

Section  8 of  the  Act  provides  that  no  physician  shall 
prescribe  or  administer  narcotic  drugs  to  a habitual  user 
of  such  drugs  except  for  treatment  of  some  malady 
other  than  the  drug  habit.  The  Section  further  pro- 
vides, however,  that  a physician  may,  in  good  faith, 
undertake  the  cure  of  his  patient’s  drug  habit,  and 
may  to  that  purpose  prescribe  and  administer  narcotic 
drugs.  In  such  a case,  however,  he  must  first  of  all 
himself  make  a physical  examination  of  the  patient, 
and  secondly  must  report  in  writing  to  the  State  De- 
partment of  Health  “the  name  and  address  of  such 
patient,  together  with  his  diagnosis  of  the  case  and  the 
amount  and  nature  of  the  drug  prescribed  or  dispensed 
in  the  first  treatment.”  When  the  patient  leaves  his 
care  the  physician  must  report  to  the  State  Department 
of  Health  that  fact,  together  with  the  result  of  his 
treatment. 

Section  9 provides  that  no  physician  shall  administer 
or  prescribe  narcotic  drugs  to  any  patient  except  after 
a physical  examination  of  the  patient,  made  at  the  time 
the  prescription  is  issued  or  the  drug  administered. 
This  provision  requires  a physical  examination  by  the 
physican  of  the  patient  at  each  time  drugs  are  adminis- 
tered or  prescribed. 

Section  10  of  the  Act  provides  that  every  physician 
shall  keep  a record  of  all  narcotic  drugs  administered 
or  prescribed  and  the  date,  name  and  address  of  the 
patient. 

As  I have  already  stated,  many  cases  have  been  re- 
ported to  the  District  Attorney’s  office  of  physicians 
who  have  violated  the  provisions  of  this  Act  in  one 
particular  or  another.  A number  of  cases  were  called 
to  our  attention  where  physicians  prescribed  or  adminis- 


tered narcotic  drugs  simply  on  complaint  of  pain  by 
the  patient  without  any  physical  examination.  In  those 
cases  the  patients  were  drug  addicts  who  used  that 
subterfuge  to  obtain  their  supply  of  drugs.  Some  cases 
were  called  to  our  attention  where  prescriptions  were 
mailed  to  patients  either  while  the  physician  was  away 
or  while  the  patient  was  away.  Although  during  the 
past  year  or  two  many  physicians  have,  in  good  faith, 
undertaken  the  cure  of  patients  suffering  from  drug 
addiction,  practically  none  of  these  cases  have  been 
reported  to  the  State  Department  of  Health  as  re- 
quired by  the  Act.  A number  of  instances  have  been 
called  to  our  attention  of  physicians  who  keep  no 
record  whatever  of  the  narcotic  drugs  administered 
or  prescribed  by  them. 

Up  until  August,  1922,  the  drug  traffic  in  Pliiladel- 
phia  and  vicinity  had  grown  to  enormous  proportions, 
?o  that  it  had  become  a real  menace  to  the  public  health 
and  morals.  Since  August,  1922,  there  has  been  un- 
ceasing effort  on  the  part  of  all  the  State,  County  and 
Federal  officials  charged  with  the  enforcement  of  the 
Act  to  stamp  out  the  traffic.  The  efforts  of  these 
officials  have  been  backed  up  by  public  sentiment  and 
great  strides  have  been  made  towards  stamping  out  the 
traffic.  We  believe  that  the  provisions  referred  to  in 
the  Act  are  important  and  that  they  should  be  enforced. 
In  those  cases  already  reported,  my  investigations  have 
led  me  to  believe  that  the  physicians  have  violated  the 
law  more  through  ignorance  than  through  carelessness 
or  willful  intent.  Realizing  that  a physician’s  reputa- 
tion might  be  utterly  ruined  by  reason  of  prosecutions 
of  this  kind,  we  have  refrained  from  making  any 
arrests.  Hereafter,  however,  all  physicians  will  be 
expected  to  comply  strictly  with  the  provisions  of  the 
Act,  and  its  violations  will  be  prosecuted. 

In  compliance  with  the  request  of  officers  of 
the  Philadelphia  County  Medical  Society,  Dr. 
John  H.  Remig,  of  Philadelphia,  Chief  Inspec- 
tor of  the  State  Bureau  of  Drug  Control,  has 
prepared  the  following  epitome  of  the  Harrison 
Law,  the  Pennsylvania  Narcotic  Act ; and  Fed- 
eral and  State  regulations,  which  will  be  of 
interest  to  every  physician  in  the  State : 

. (i)  Q.  How  would  you  undertake  to  treat  a case  of 
drug  addiction  in  accordance  with  the  provi- 
sions of  Section  Eight  of  the  Pennsylvania 
Antinarcotic  Act? 

A.  (a)  Make  a physical  examination  of  patient. 

(b)  Report  in  writing  to  the  Bureau  of  Drug 
Control,  Pennsylvania  Department  of 
Health,  the  name  and  address  of  patient, 
the  diagnosis  of  the  case  and  the  amount 
and  nature  of  the  drug  prescribed  or  dis- 
pensed in  the  first  treatment.  When  the 
patient  leaves  his  care,  the  physician  shall 
report  in  writing  to  the  State  Department 
of  Health  the  result  of  his  treatment. 

(c)  Show  a reduction  of  the  drug  in  good 

. faith. 

(2)  Q.  What  regulation  specifically  outlines  the  man- 

ner of  treatment  spoken  of  in  Section  Eight  of 
the  Pennsylvania  Antinarcotic  Act? 

A.  Regulation  dated  September  29,  1920,  signed 
by  Commissioner  of  Health,  Edward  Martin. 

(3)  Q-  What  are  the  requirements  of  this  regulation? 
A.  Narcotics  must  not  be  furnished  to  the  addict 
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himself,  but  must  be  personally  administered 
by  the  physician,  or  be  placed  in  the  hands  of 
a nurse  or  other  reliable  person  who  is  not  an 
addict,  and  who  is  held  responsible  for  carrying 
out  the  directions  of  the  physician  in  charge. 
Written  records  must  be  kept  of  all  such  ad- 
ministration of  narcotics. 

(4)  Q.  How  long  may  a physician  treat  an  addict  by 

the  so-called  reductive  treatment? 

A.  A Federal  regulation  states,  for  a period  not 
exceeding  thirty  days. 

N.  B.  The  so-called  reductive  ambulatory 
treatment  has  been  rejected  by  the  United 
States  Internal  Revenue  Bureau.  The  addict 
' must  be  under  restraint  while  receiving  the 
reductive  treatment. 

(5)  Q.  Does  the  reductive  treatment  apply  to  cocain 

addiction? 

A.  No.  No  regulation  permits  gradual -reduction 
treatment. 

(6)  Q.  What  are  the  Federal  requirements  to  be  ob- 

served with  reference  to  persons  suffering  from 
a proven  incurable  disease,  such  as  cancer,  ad- 
vanced tuberculosis,  etc.? 

A.  (a)  The  patient  must  be  personally  attended 
by  the  physician. 

(b)  The  physician  must  regulate  dosage. 

(c)  Prescriptions  should  bear  the  indorsement 
to  the  effect  that  the  patient  is  suffering 
from  an  incurable  disease,  such  as  cancer, 
etc.  (or  if  physician  prefers  he  may  in- 
dorse on  the  face  of  the  prescription  blank. 
Exception  (i)  Art.  117). 

N.  B.  See  Treasury  Decision  3426. 

(d)  The  physician  should  not  permit  the  ad- 
diction in  such  cases  to  become  paramount 
to  the  disease. 

(e)  The  physician  should  not  stock  the  pa- 
tient up  with  the  narcotic;  he  should 
prescribe  only  for  immediate  needs  of  such 
patients.  Where  the  patient  lives  several 
miles  distant  from  a city,  special  arrange- 
ments can  be  made  with  the  Agent-in- 
Charge  of  the  Narcotic  Division  of  the_ 
Federal  District  wherein  patient  resides 
for  a supply  adequate  to  the  needs  of  the 
patient 

(7)  Q.  How  may  a physician,  druggist,  dentist  or 

veterinarian  familiarize  himself  with  the  State 
and  Federal  Laws  and  Regulations  relating  to 
the  Pennsylvania  Antinarcotic  Act  and  Harri- 
son Law  ? 

A.  By  reading  “Plain  Points  on  the  Federal  and 
State  Narcotic  Laws”  issued  by  the  Bureau  of 
Drug  Control,  and  Federal  Regulations  No.  35. 

(8)  Q.  Does  the  Harrison  Act  exact  of  practitioners 

the  keeping  of  a record  of  narcotic  drugs  dis- 
pensed, etc.? 

A.  Yes.  They  must  keep  office  records  of  all,  nar- 
cotics dispensed  or  supplied  in  the  office,  or 
sent  to  the  patient,  except  when  administered 
by  the  professional  person  himself,  except  the 
use  of  solutions  applied  in  special  practice,* 
or  to  the  emergency  administration  of  a 
hypodermic  injection. 

*See  Article  No.  130,  Federal  Regulations  No.  35. 


REGISTRATION 

The  Harrison  Narcotic  Law,  as  amended  by  the 
Revenue  Act  of  1918,  approved  February  24,  1919, 
requires  that  persons  enumerated  in  the  activities  regu- 
lated under  the  law  shall  pay  an  annual  tax,  as  follows : 
“Importers,  manufacturers,  producers,  or  compound- 
ers, $24  per  annum ; wholesale  dealers,  $12  per  annum ; 
retail  dealers,  $6  per  annum ; physicians,  dentists,  vet- 
erinary surgeons,  and  other  practitioners  lawfully 
entitled  to  distribute,  dispense,  give  away,  or  administer 
any  of  the  aforesaid  drugs  to  patients  upon  whom  they 
in  the  course  of  their  professional  practice  are  in  at- 
tendance, shall  pay  $3  per  annum.” 

Manufacturers  of  and  dealers  in  exempt  prepara- 
tions are  required  to  register  and,  if  not  paying  a 
special  tax  in  a higher  class,  shall  pay  a special  tax 
of  one  dollar  for  each  year  or  fractional  part  thereof. 

Reregistration  under  the  Federal  law  must  be  made 
on  or  before  July  1st  of  each  year. 

For  details  of  registration  under  the  Federal  law, 
consult  the  collector  of  internal  revenue  of  your  dis- 
trict, who  will  supply  on  application  copies  of  the  law 
and  regulations. 


INJURIES  TO  THE  MUSCULOSPIRAL  NERVE 

W.  R.  and  A.  R.  MacAusland  (Amer.  Journ.  Med. 
Sci.,  Jan.,  1925)  call  attention  to  the  frequency  of 
involvement  of  the  musculospiral  nerve  in  injuries  of 
the  upper  extremity,  due  largely  to  the  close  approxi- 
mation of  the  nerve  to  the  shaft  of  the  humerus  in 
its  middle  third.  The  article  concludes  as  follows : 

1.  The  nerve  may  be  injured  in  three  ways:  The 
nerve  trunk  may  be  crushed  without  damage  to  the 
sheath ; the  nerve  may  be  completely  divided ; power 
may  be  lost  through  the  involvement  of  the  nerve  in 
scar  tissue  or  callus. 

2.  Early  recognition  and  treatment  of  nerve  injur- 
ies in  connection  with  fractures  and  severe  trauma- 
tisms is  very  important.  We  may  expect  a perfect 
result  in  cases  of  immediate  suture  of  the  nerve. 
While  intervention  in  cases  of  old  standing  has  given 
good  results,  it  is  the  general  opinion  that  the  chances 
of  success  are  lessened  after  the  elapse  of  a long 
period  of  paralysis. 

3.  Simple  freeing  of  the  nerve  is  very  often  the 
only  procedure  necessary  to  relieve  the  condition.  In 
cases  of  complete  division  of  the  nerve  or  in  cases 
in  which  there  is  need  to  excise  a portion  of  it  be- 
cause of  a fibrous  formation,  nerve  suture  has  been 
found  the  most  satisfactory  procedure  for  the  approx- 
imation of  the  nerve  ends.  If  the  nerve  suture  does 
not  relieve  the  condition,  or  if  the  case  is  not  repar- 
able by  the  various  methods  of  manual  stretching, 
neurotomy  or  nerve  grafting,  then  tendon  transplanta- 
tion gives  satisfactory  results. 

4.  After  severance  of  a nerve,  healing  begins  spon- 
taneously. In  cases  of  nerve  suture  function  develops 
in  the  same  manner  as  in  spontaneous  healing.  After 
secondary  suture  sensibility  returns  early.  Muscle 
control  usually  appears  in  the  course  of  two  to  four 
months  and  is  complete  in  from  six  to  nine  months, 
depending  upon  the  location  of  the  nerve  injury. 


The  system  of  chlorotic  woman  is  crying  out  for 
maternity,  though  she  knows  it  not.  Matrimony  and 
pregnancy  are  the  quickest  cures. — Taylor. 


Suppurative  acne  is,  in  the  great  majority  of  cases, 
a disease  of  young  male  adults.  It  soon  disappears 
after  matrimony. — Taylor. 
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COUNTY  SOCIETY  REPORTS 


DELAWARE— APRIL 

The  April  meeting  of  the  Delaware  County  Medical 
Society,  was  held  in  the  Chester  Hospital  on  April  9, 
at  8.30  P.  M.,  with  34  members  present.  Routine 
business  was  transacted,  after  which  tbe  papers  of  the 
evening  were  read  by  Dr.  Frank  R.  Nothnagle  and  Dr. 
Harry  Gallagher  of  the  obstetric  staff  of  the  Chester 
Hospital. 

Dr.  Nothnagle  dealt  with  nausea  and  vomiting  of 
pregnancy^  He  discussed  the  various  theories  of  the 
cause  of  this  condition,  and  reviewed  the  pathology  and 
clinical  symptoms  of  the  disease.  His  suggestions  as 
to  the  treatment  were:  (i)  Psychotherapy  for  the 

neurotic  type,  which  constitute  a large  majority  of  the 
cases.  (2)  Correction  of  local  irritation,  as  far  as 
possible,  in  the  reflex  type.  (3)  Eliminative  and  sup- 
portive treatment  for  the  toxic  type.  (4)  Therapeutic 
abortion  in  the  pernicious  type,  after  other  treatment 
fails. 

The  discussion  of  this  paper  was  opened  by  Dr.  J. 
Victor  Janvier,  who  read  some  quotations  from  the 
interesting  literature  on  the  subject  appearing  in 
ancient  writings. 

Dr.  Gallagher  spoke  on  mastitis.  The  paper  was 
replete  with  practical  suggestions  to  the  physician  who 
has  to  deal  with  this  common  complication  of  the 
puerperium.  Prenatal  care  of  the  nipple,  prevention 
and  treatment  of  fissured  nipples,  and  the  proper 
hygiene  of  nursing,  were  all  touched  upon  in  consider- 
ing prophylaxis.  In  the  presence  of  mastitis,  cessa- 
tion of  nursing  for  a few  days,  firm  support  of  the 
breasts,  ice  bags  to  the  breasts,  and  saline  purges  were 
advised.  Early  adequate  drainage  was  recommended 
for  the  cases  that  go  on  to  actual  suppuration. 

Dr.  Walter  Blair  opened  the  discussion  on  the  second 
paper,  and  general  discussion  of  both  papers  followed. 

The  following  new  members  were  introduced : Dr. 


John  Nolen  of  Chester,  Dr.  Hutchison  of  Clifton 
Heights,  Dr.  Charles  Rowland  of  Chester,  and  Dr. 
Jenkins  of  Drexel  Hill. 

George  L.  Armitage,  M.D.,  Reporter. 


ERIE— APRIL 

The  Erie  County  Medical  Society  met  April  7th  at 
the  Public  Library,  Dr.  Charles  B.  Handel  of  Buffalo, 
N.  Y.,  gave  an  excellent  paper,  with  moving  pictures 
of  rhinoplastic  surgery.  He  uses  real  ivory  for  an 
insert  in  building  a nose,  saying  that  bone  inserts  are 
usually  absorbed  in  three  years,  thus  necessitating  an- 
other operation.  Celluloid,  which  was  formerly  used 
in  this  work,  is  not  at  all  satisfactory. 

Anna  M.  Schrade,  M.D.,  Reporter. 


FAYETTE— JANUARY-FEBRUARY-MARCH 

The  annual  election  of  offfcers  was  held  at  the  Jan- 
uary meeting,  and  the  following  were  elected  for  the 
ensuing  year:  R.  H.  Jeffrey,  president;  C.  B.  Johnson, 
first  vice-president ; J.  C.  Junk,  second  vice-president ; 
J.  S.  Hackney,  secretary-treasurer;  R.  J.  Billings, 
assistant  secretary  and  reporter ; and  W.  M.  Lilly, 
T.  B.  Echard  and  C.  H.  Smith,  censors. 

The  scientific  program  brought  forth  a highly  in- 
structive and  praiseworthy  presentation  of  the  subject, 
“Some  Urological  Problems  of  Interest  to  the  General 
Practitioner,”  by  Dr.  Theo.  Baker  of  Pittsburgh.  The 
discussion  was  supplemented  by  lantern  slides. 

Tbe  February  meeting  was  probably  one  of  the  most 
important  in  the  history  of  the  society.  Two  very 
important  resolutions  were  adopted,  as  per  reports  of 
special  committees  previously  appointed.  The  first 
resolution  was  as  follows; 

Resolved  that  hereafter  the  general  business  of  the 
society  shall  be  transacted  by  an  executive  committee, 
which  shall  be  composed  of  five  members,  consisting 
of  the  president  of  the  society,  the  secretary,  and  three 
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members  to  be  chosen  from  the  body  of  the  society, 
each  member  to  serve  for  three  years,  except  the  presi- 
dent and  secretary,  who  are  members  ex  officio,  the 
president  to  appoint  the  members  for  one,  two  and  three 
years.  The  duty  of  this  committee  is  to  transact  all 
matters  of  business  as  ordinarily  presented  to  the 
society.  Those  matters  of  greater  import  shall  be 
presented  to  the  society  for  final  action.  The  purpose 
of  this  committee  is  to  facilitate  the  scientific  meetings, 
thereby  giving  more  time  for  discussions.  The  com- 
mittee is  to  meet  a half  hour  before  the  regular  meet- 
ing and  any  member  who  has  anything  to  bring  before 
the  committee  will  meet  with  them  and  present  his 
views.  The  president  appointed  the  following  on  the 
committee;  president,  R.  H.  Jeffrey;  secretary,  J.  S. 
Hackney ; one  year,  H.  A.  Heise ; two  years.  Geo.  O. 
Evans ; three  years,  C.  H.  Smith.  This  committee 
met  at  the  Uniontown  Hospital  at  8 p.  m.  on  March 
5th. 

The  second  resolution  reads  as  follows : 

Resolved  that  the  Fayette  County  Medical  Society 
establish  an  annual  scientific  lecture  course  relating 
to  medicine  in  its  broadest  sense  or  any  of  the  allied 
sciences,  this  lecture  course  to  be  known  as  the  Dr. 
Hugh  Campbell  Lectures,  in  honor  of  the  first  graduate 
physician  to  locate  in  Fayette  County  and  the  first 
president  of  the  society.  Be  it  further 

Resolved  that  a sum  of  money,  not  exceeding  two 
hundred  dollars,  be  appropriated  annually  to  secure  the 
services  of  a man  of  recognized  attainments  in  the 
scientific  world  to  deliver  the  proposed  lecture ; and 
be  it  further 

Resolved  that  a permanent  committee  be  formed  of 
three  members  of  the  society  in  addition  to  the  president, 
who  shall  be  a member  by  virtue  of  his  office,  this 
committee  to  be  known  as  the  Dr.  Hugh  Campbell 
Lecture  Committee,  to  be  appointed  by  the  president. 
This  committee  shall  have  full  charge  of  all  the  ar- 
rangements for  said  lectures. 

The  president  appointed  the  following : R.  H. 
Jeffrey,  president,  Harry  J.  Bell,  C.  H.  LaClair  and 
C.  M.  Luman. 

A highly  interesting  and  educational  program  was 
presented  at  this  meeting  by  two  of  our  own  men,  Drs. 
Hibbs  and  Heise.  The  subject  of  trichinosis  was 
thoroughly  covered  from  all  angles — clinical,  labora- 
tory and  prophylactic.  The  euscope  exhibition  of  the 
wriggling  trichinae  worked  to  perfection,  and  every 
phase  of  the  malady  was  well  covered. 

At  the  March  meeting  a very  important  matter  was 
discussed — that  of  a permanent  home  for  the  society. 
A special  committee  was  appointed  to  look  into  this 
matter  and  report  at  the  next  meeting. 

“Recent  Treatment  of  Fractured  Femurs”  was  the 
subject  of  the  scientific  program.  The  treatise  was 
given  by  Dr.  Wm.  H.  Alexander  of  Pittsburgh,  Pa., 
and  the  discussion  was  continued  by  the  members  of  the 
society. 

Dr.  Jacob  S.  Hackney  celebrated  the  fortieth  anni- 
versary of  his  graduation  in  medicine  on  April  2d — the 
night  of  the  April  meeting  of  the  Fayette  County 
Medical  Society. 

R.  J.  Bii.i.inos,  M.D.,  Reporter. 


PHILADELPHIA 
March  ii,  1925 

The  President,  Dr.  Arthur  C.  Morgan,  in  the  Chair. 
SYMPOSIUM  ON  OBSTETRICS 

Dr.  James  A.  Harrar,  Attending  Surgeon  Lying-In 


Hospital,  New  York  City  (by  invitation):  Rectal 

Ether  Analgesia  in  Childbirth. — Lessening  the  suffering 
of  childbirth  by  the  use  of  morphin,  magnesium  sul- 
phate, ether  and  olive  oil  by  rectum  was  first  attempted 
in  1923  at  the  Lying-In  Hospital.  The  method  has  been 
worked  out  open-mindedly,  trying  different  combina- 
tions and  doses,  and  is  still  open  to  improvement.  The 
procedure  now  in  use  is  the  deep  muscular  injection  of 
morphin  sulphate  and  magnesium  sulphate,  followed  by 
an  injection  of  magnesium  sulphate  alone,  and  one  to 
two  hours  later  the  instillation  into  the  rectum  of  olive 
oil  and  about  half  as  much  ether  as  is  necessary  for 
inhalation  anesthesia.  The  results  are  semiarcosis  and 
amnesia — similar  to  twilight  sleep,  but  without  produc- 
ing an  inhibition  of  labor.  Twilight  sleep  frequently 
inhibits  the  pains,  especially  at  the  perineal  stage, 
thereby  increasing  the  need  for  forceps,  and  has  an  ef- 
fect on  the  respirations  of  the  child  at  birth.  Scopola- 
min  and  morphin,  pushed  to  the  degree  of  amnesia,  too 
often  give  cause  for  alarm  for  the  baby;  hence  typical 
twilight  sleep  has  been  abandoned.  Rectal  ether  anal- 
gesia does  not  render  labor  painless  but  does  relieve  the 
suffering. 

The  drugs  used  are  as  follows;  (i)  An  ampoule 
centaining  2 c.c.  50%  magnesium  sulphate  and  54  or 
gr.  morphin  sulphate;  (2)  an  ampoule  containing 
2 c.c.  50%  magnesium  sulphate;  (3)  a retention  enema 
made  up  of  20  grains  quinin  hydrobromate,  3 drams  of 
alcohol,  254  oz.  of  ether,  and  fresh  olive  oil  sufficient  to 
make  four  ounces;  (4)  two  ounces  of  olive  oil.  The 
enema  may  be  put  up  by  the  druggist  and  will  remain 
stable  for  a month.  The  apparatus  necessary  consists 
of  a 5 c.c.  hypodermic  syringe  with  a long  needle  for 
intramuscular  injection,  a 5-oz.  funnel  and  20  inches 
of  rubber  tubing,  a glass  connecting  tip  and  a 20-22 
French  rubber  catheter. 

Treatment  is  begun  with  active  labor,  when  the  pains 
are  5 minutes  apart  and  of  40  seconds  duration,  thereby 
avoiding  primary  inertia.  It  is  begun  in  the  primipara 
at  two  fingers’  dilatation,  earlier  in  the  multipara.  A 
cleansing  soapsuds  enema  is  given  first,  then  the  first 
injection  deep  into  the  muscle.  The  usual  dose  of  mor- 
phin required  is  54  gr.,  and  the  injection  is  made  with 
least  discomfort  in  the  midst  of  a pain.  Suggestion  is 
used  here  as  in  twilight  sleep — with  darkened  room, 
quiet,  and  cotton  in  the  patient’s  ears.  One  half-hour 
after  the  first  injection,  the  second  ampoule  containing 
the  2 c.c.  50%  magnesium  sulphate  is  given  intramus- 
cularly. This  prolongs  the  action  of  the  morphin. 
When  the  effect  of  the  morphin  is  nearly  worn  off  (one 
to  three  hours — at  three  fingers’  dilatation  in  the  primi- 
para) the  instillation  of  ether  into  the  rectum  is  made 
as  follows ; the  bottle  containing  the  ether  mixture  and 
that  with  the  olive  oil  are  warmed,  the  patient  is  laid 
on  the  left  side  and  the  rectum  well  vaselined.  Co- 
operation of  the  patient  must  be  obtained  to  avoid  press- 
ing down  during  a pain,  panting  and  drawing  up  on  the 
sphincter.  One  ounce  of  olive  oil  is  run  into  the  filter 
past  the  glass  connecting  tip  so  that  no  air  is  intro- 
duced into  the  rectum.  The  catheter  is  then  inserted 
(with  gloved  finger  past  the  head  if  the  head  is  low) 
and  the  ether  mixture  and  the  remainder  of  the  olive 
oil  gradually  added,  taking  care  that  no  air  bubbles 
enter,  and  clamping  the  tube  before  all  of  the  last  por- 
fion  of  oil  has  gone  through.  Pressure  is  made  on  the 
anus  for  a short  time  with  the  catheter  in  place;  then 
the  catheter  is  withdrawn  and  anal  pressure  is  continued 
during  three  to  five  more  pains.  After  the  injection  it 
is  not  well  to  make  any  examination  too  soon  but  the 
patient  may  assume  any  position.  Ether  is  detected  on 
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the  breath  in  15  to  20  minutes,  the  patient  becomes 
flushed,  slightly  excited,  then  drowsy,  and  though  there 
may  be  apparently  slight  amelioration  of  pain  there  is 
amnesia.  Progress  of  the  labor  must  be  watched 
closely.  When  the  first  ether  instillation  has  worn  off, 
a second  may  be  given,  using,  however,  only  10  grains 
of  quinin,  and  employing  also  the  2 c.c.  of  magnesium 
sulphate.  Omission  of  the  quinin  causes  delay  in  de- 
livery. Additional  inhalation  anesthesia  may  or  may 
not  be  given,  and  gas  is  frequently  used  as  an  adjuvant. 

In  relieving  the  pain  of  labor,  there  are  two  dangers 
to  be  considered — prolongation  of  labor  and  harm  to 
mother  or  child.  The  method  above  given  has  been 
used  without  danger  in  fifteen  hundred  labors  and  is 
applicable  in  normal  cases  as  well  as  in  dystocia,  tox- 
emia, cardiac  or  nephritic  cases,  pulmonary  disease  or 
where  bags  must  be  introduced.  It  is,  of  course,  contra- 
indicated in  brief  labors  but  has  been  found  useful  in 
65-70%  of  hospital  cases  and  most  valuable  in  the  home 
where  there  is  no  anesthetist.  It  gives  more  relief  than 
any  form  of  inhalation  analgesia,  causes  a decrease 
rather  than  increase  in  operative  deliveries  and  does  not 
increase  postpartem  hemorrhages  or  stillbirths. 

Some  annoyances  will  be  met  with  in  using  this 
method  but  by  scrupulous  attention  to  detail  most  of 
these  can  be  avoided.  Occasionally  there  will  be  ex- 
pulsion of  the  rectal  instillation,  or  after  an  imperfect 
initial  enema,  extrusion  of  small  yellow  fecal  masses 
may  occur.  Nausea  may  or  may  not  be  present  and  a 
burning  may  arise  in  the  anal  region  if  too  little  vase- 
line has  been  applied.  At  times  the  colon  becomes  dis- 
tended with  gas  or  a diarrhea  ensues  in  the  first  twenty- 
four  hours’  postpartem.  The  ether  excitement  is  slight, 
if  present  at  all,  and  no  local  abscesses  will  result  if 
the  injections  are  made  with  proper  care.  A too  early 
injection  of  morphin  may  delay  labor  and  too  much 
inhalation  ether  with  the  analgesia  must  be  avoided,  as 
the  child  may  be  anesthetized.  In  nervmus  women  the 
morphin  may  be  given  in  divided  dose,  gr.  with  each 
2 c.c.  of  magnesium  sulphate. 

The  analgesia  is  not  complete,  but  the  method  is  of 
real  value  in  abolishing  the  most  dreadful  part  of  labor 
and  is  without  danger  to  mother  or  child.  Strict  ad- 
herence to  the  technic  will  obviate  annoyances. 

Dr.  Barton  C.  Hirst,  in  discussion,  said  that  no  sub- 
ject was  of  more  importance  to  the  profession,  and 
hitherto  experiments  to  minimize  the  sufferings  of 
labor  have  all  been  disappointing.  Early,  scopolamin 
and  morphin,  urged  to  the  surgical  degree,  proved 
doubly  dangerous  through  causing  hemorrhage  in  the 
mother  and  asphyxia  in  the  child.  Anesthetizing  the 
cervix,  instilling  novocain  into  the  sacral  hiatus,  canna- 
bis indica — all  proved  futile.  Of  all  the  methods  ad- 
vanced so  far  none  has  been  so  satisfactory  as  this  if 
carried  out  in  detail  of  technic.  Dr.  Hirst  differs  from 
Dr.  Harrar  in  that  he  would  be  loth  to  give  ten  grains 
of  quinin  every  three  or  four  hours  in  the  case,  for  in- 
stance, of  a primipara  in  labor  four  days  with  breech 
presentation.  In  another  case  of  a primipara  over 
thirty,' with  breech  presentation,  given  this  method,  de- 
livery occurred  in  two  hours  with  atelectasis  in  the 
child  and  very  difficult  resuscitation.  There  is  difficulty 
in  carrying  out  this  method  in  ward  practice,  especially 
in  a teaching  hospital,  because  of  the  difficulty  in  secur- 
ing quiet.  It  is  excellent  in  private  practice. 

Dr.  Norris  W.  Vaux:  A Short  Resume  of  the  Tox- 
emias of  Pregnancy. — In  a paper  such  as  this  it  is  not 
possible  to  go  into  detail,  but  merely  to  draw  brief 
conclusions  from  the  great  mass  of  literature  which 
exists  on  this  subject.  During  the  last  decade  atten- 


tion has  been  focused  on  toxemia  of  pregnancy — early 
and  late,  mild  and  severe — as  to  prophylaxsis,  etiology, 
symptoms,  course,  treatment  and  prognosis.  Toxemia 
in  the  pregnant  individual  is  an  obstacle  to  a successful 
gestation,  and  the  carrying  of  a patient  safely  through 
maternity  is  regarded  too  lightly.  Prenatal  care  is  im- 
portant, and  education  in  the  clinics  has  justified  our 
expectations.  Toxemia  is  mild  and  insidious  in  onset. 
The  common  symptoms  of  pregnancy  are  cessation  of 
the  menses  and  morning  nausea  and  vomiting.  This 
latter  is  an  indication  of  some  toxic  process  in  the  tis- 
sues and  is  always  worthy  of  serious  consideration, 
just  as  is  a persistent  cough,  puffiness  under  the  eyes, 
bleeding  after  the  menopause,  etc.  A large  proportion 
of  toxemias  can  be  checked  in  the  early  stage,  and  70% 
of  the  nausea  and  vomiting.  Hyperemesis  gravidarum 
is  serious  and  babies  are  lost  in  30%  of  such  cases. 
Ifarly  toxemia  may  be  the  forerunner  of  a later  more 
serious  complication,  developing  from  the  imperfectly 
controlled  products  of  the  ferments  of  pregnancy,  the 
end  products  of  the  decomposition  of  which  are  toxic 
in  the  alimentary  canal  and  more  toxic  when  they  enter 
the  blood  stream.  Early  in  pregnancy  the  presence  of 
an  imperfect  form  of,  or  an  imperfectly  metabolized 
placental  tissue  will  bring  on  a toxemia,  while  later 
there  is  noted  a change  in  the  manifestations,  a more 
serious  condition,  due  to  fetal  waste  products  and 
faulty  kidney  elimination.  The  pregnant  are  more  sus- 
ceptible to  liver  lesions  than  others,  acidosis  is  common, 
benign  hyperplasia  of  the  thyroid  occurs,  vomiting 
(controlled  by  the  injection  of  adrenalin  and  corpus 
luteum)  is  frequent,  and  complications  due  to  misplace- 
ment of  organs  may  arise.  The  neurotic  and  toxemic 
types  of  vomiting  may  be  interchanged  and  a mild 
toxic  state  may  become  acute.  The  liver  shows  a cen- 
tral necrosis,  with  surrounding  fatty  degeneration  simi- 
lar to  the  distribution  of  lesions  in  hyperemesis  gravi- 
darum and  eclampsia. 

A complete  examination  of  pregnant  cases,  including 
blood  and  urine,  is  essential,  and  for  those  cases  of 
nausea  and  vomiting  that  become  progressively  toxic, 
institutional  care  is  best.  Correct  treatment  can  rarely 
be  given  at  home,  for  blood  chemistry  must  be  studied, 
liver  and  kidney  function  tests  made,  and  a therapeutic 
abortion  performed  if  necessary.  The  vomitus  early  is 
merely  the  bile  and  mucus,  but  later  becomes  fecal;  the 
urine  is  concentrated,  with  glucose,  acetone,  diacetic 
and  a high  ammonia  coefficient.  If  this  reaches  20% 
there  is  a gross  liver  lesion,  and  pregnancy  should  be 
terminated  at  once.  The  etiological  factors  are  a pre- 
disposition to  hepatic  insufficiency,  nervous  instability, 
toxic  substances  in  the  blood  and  intra-abdominal  pres- 
sure— a mechanical  factor  tending  toward  constipation. 

The  treatment  of  toxemias  of  pregnancy  depends  on 
the  condition  and  the  stage  of  the  pregnancy.  Rest  in 
bed,  freedom  from  worry,  sedatives,  diet,  sleep,  regula- 
tion of  the  bowels  and  attention  to  foci  of  infection, 
local  applications  of  heat  and  cold,  gastric  lavage  and 
corpus  luteum,  subcutaneously  or  intravenously  (suc- 
cessful in  75%)  are  all  helpful.  If  not  cured  early, 
hospital  care  is  urged.  Rectal  injections  of  glucose  and 
sodium  bromid,  and  intravenous  glucose  and  soda 
bicarbonate  may  be  tried.  If  the  liver  is  failing,  thera- 
peutic abortion  is  indicated  and  this  should  be  done 
early.  Eclampsia  is  the  most  dreaded  culmination  of  a 
toxemia  and  nearly  always  means  bad  judgment  on  the 
part  of  the  physician.  Its  early  signs  are  headache, 
increase  in  systolic  pressure,  edema,  albuminuria  and 
jaundice.  From  the  severity  of  the  lesions  (fatty  de- 
generation of  the  liver,  disintegration  of  the  renal 
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tubules,  fatty  heart,  petechise  in  the  brain  and  general 
edema)  it  is  evident  that  a preceding  toxemia  must 
have  existed.  The  fetus  is  affected  as  well  as  the 
mother,  and  an  attempt  to  carry  the  patient  along  to 
delivery  is  useless  and  means  a mortality  of  6o%  of  the 
babies  and  23%  of  the  mothers.  Preeclamptic  toxemia 
should  be  treated  by  rest  in  bed,  milk  diet,  sweating 
and  purgation,  and  if  the  stage  of  coma,  blindness  and 
congestion  occurs,  bleed  to  1,000  c.c.,  inject  glucose  and 
soda  bicarbonate,  wash  the  stomach,  give  croton  oil  and 
enemata,  and  if  the  elimination  is  then  unsuccessful, 
induce  labor  and  end  the  pregnancy.  Eclampsia  is  in- 
excusable, for  the  toxemia  of  pregnancy  is  insidious 
and  the  medical  profession  must  realize  the  vital  im- 
portance of  the  utmost  care  when  assuming  the  respon- 
sibility of  maternity  cases. 

In  discusston,  Dr.  Clifford  B.  Lull  emphasized  the 
vital  importance  of  the  paper,  especially  in  this  age  of 
preventive  medicine,  and  while  the  theories  on  etiology 
and  methods  of  treatment  are  to  be  borne  in  mind,  the 
keynote  of  the  paper  is  the  need  for  early  recognition. 
Stuart  Lawrence,  in  his  study,  found  that  in  a large 
per  cent  of  late  severe  toxemias  or  eclampsias  there 
had  been  some  antecedent  acute  infection  such  as  scar- 
let fever,  typhoid,  gastro-intestinal  influenza ; hence  the 
necessity  for  a careful  history.  Toxemias  usually  occur 
more  often  in  the  primipara,  in  those  illegitimately 
pregnant,  or  in  those  without  prenatal  care.  The  laity 
must  be  educated  to  heed  the  advice  of  the  family  doc- 
tor; too  often  warnings  are  unheeded. 

No  case  of  eclampsia  should  die  while  in  the  hands 
of  a physician,  even  though  occasionally  a case  of  acute 
fulminating  toxemia  will  develop  while  the  patient  is 
under  the  best  of  care.  It  is  the  tendency  in  cases  of 
early  toxemia,  rapidly  going  bad,  to  wait  too  long  to 
empty  the  uterus.  What  is  to  be  done  for  a woman  at 
term  in  convulsions?  Cesarean  section  should  be  done 
only  in  elderly  primiparae  with  undilutable  cervix,  for 
75%  go  Into  labor  and  the  Potter  version  or  a forceps 
extraction  is  very  satisfactory.  Statistics  show  that  in 
the  past  decade  there  has  been  no  diminution  in  ob- 
stetrical fatalities.  Certainly  this  is  a field  for  pre- 
vention. 

Dr.  John  O.  Polak,  Professor  of  Gynecology  and 
Obstetrics,  Long  Island  Medical  College  (by  invita- 
tion): Uterine  Bleeding;  What  It  Means. — Uterine 

hemorrhage  is  a condition  which  alarms  the  patient  and 
gives  anxiety  to  the  practitioner,  and  while  there  is 
nothing  new  on  the  subject,  this  talk  is  an  attempt  to 
correlate  accepted  facts  and  to  give  the  general  prac- 
titioner a more  rational  understanding  of  this  condition. 

Uterine  hemorrhage  may  be  classified  as  (i)  endo- 
crinal — the  puberty  hemorrhages;  (2)  due  to  an  in- 
creased area  of  endometrial  surface,  as  in  subinvolution, 
retroflexion  or  descensus;  (3)  tumor  formation  in  the 
uterus,  especially  fibroids;  (4)  disease  of  adjacent  or- 
gans, e.  g.,  acute  appendicitis  or  twisted  pedicle  in  an 
ovarian  cyst,  with  congested  endometrium  in  conse- 
quence; (s)  metrorrhagias,  either  with  or  without  his- 
tory of  an  antecedent  pregnant  state;  (6)  constitu- 
tional— purpura,  exanthemata,  nephritis,  heart  disease, 
etc.;  (7)  near  the  menopause,  when  there  is  either  a 
definite  change  in  an  existing  tumor,  or,  as  in  over 
50%,  a new  tumor,  malignant. 

The  remainder  of  the  paper  was  illustrated  by  lan- 
tern slides.  Normal  menstruation  depends  on  an  ova- 
rian impulse  plus  an  endometrial  response ; disturb 
either,  and  the  result  may  be  bleeding.  The  hammock 
arrangement  of  the  venous  pampiniform  plexus  makes 
for  rapid  engorgement  in  case  of  descensus,  and  the 


peripheral  distribution  of  the  arterial  supply  easily  ex- 
plains how,  after  delivery,  when  the  uterus  firmly  con- 
tracts there  is  stasis  and  exfoliation  of  the  decidua. 
During  maturation  of  the  ovum,  the  uterus  prepares 
for  menstruation,  which  occurs  when  the  corpus  luteum 
forms.  The  corpus  luteum  inhibits  endometrial 
change,  and  this  fact  has  been  used  in  veterinary  prac- 
tice, sterility  in  cows  frequently  being  overcome  by  a 
crushing  of  the  yellow  body  per  rectum.  The  endo- 
metrium undergoes  four  stages ; resting,  interval  (when 
the  glands  become  tortuous),  premenstrual  and  men- 
strual. The  change  in  bulk,  position  and  circulatory 
equilibrium  of  the  uterus  is  in  direct  response  to  the 
follicular  activity  of  the  ovary.  Hemorrhage  occurs 
by  rhexis  and  diapedesis.  Menstrual  charts  showed  the 
change  in  interval  and  character  of  flow  occasioned  by 
myoma  and  carcinoma,  abortion,  ectopic  gestation  and 
exacerbation  of  chronic  pelvic  inflammation.  In  pub- 
erty hemorrhage,  the  hemoglobin  may  fall  to  12%,  the 
cervix  is  soft,  the  uterus  not  enlarged,  the  cervical 
endometrium  everted  and  the  endometrium  is  cystic. 
In  the  ovary  in  these  cases  the  corpus  luteum  does  not 
form,  the  follicle  remains  and  persists.  A myoma, 
extruded  into  the  uterine  cavity  becomes  covered  with 
atrophic  endometrium  whose  blood  vessels  are  soon 
compressed  to  cause  a terminal  necrosis,  with  resulting 
metrorrhagia.  The  remainder  of  the  endometrium 
hypertrophies.  A pedunculated  fibroid  in  the  vagina 
may  bleed  and  a red  degeneration  of  a fibroid  may  oc- 
cur during  pregnancy,  indicated  by  a sudden  pain  re- 
ferred to  the  uterus,  slight  bleeding,  tenderness  over  the 
uterus,  swelling,  slight  fever  and  leukocytosis.  Adeno- 
myoma  of  the  uterus  is  a most  common  cause  of 
dysmenorrhea,  and  adenocarcinoma  is  most  frequently 
missed.  Epithelioma  of  the  cervix  shows  bleeding  on 
exertion,  coitus  or  douche,  the  tissue  is  very  friable,  is 
diagnosed  by  microscopy  and  best  treated  by  radium. 
Carcinoma  of  the  cervical  canal  produces  a watery  dis- 
charge increased  on  manipulation. 

Diag^iosis  is  made  by  a history  of  the  occurrence  of 
bleeding  and  its  character,  by  physical  signs  and  by 
microscopy.  Cystic  cervix  and  mucous  polyps  bleed,  as 
will  occasionally  a lacerated  cervix,  but  this  latter  may 
be  differentiated  from  malignancy  by  failure  to  produce 
increased  hemorrhage  by  manipulation,  and  by  the  for- 
mation of  a white  eschar  on  application  of  copper  sul- 
phate, instead  of  increased  bleeding.  Bleeding  after 
amenorrhea  may  mean  ectopic  gestation  (with  reflex 
exfoliation  of  the  endometrium),  abortion,  incomplete 
abortion,  or  hydatid  mole,  which  last  gives  a definite 
history  of  skipping  two  or  three  periods,  of  rapid 
growth  of  the  uterus,  and  shows  increased  sero- 
sanguineous  discharge  on  manipulation  and  no  positive 
signs  of  pregnancy.  Uterine  bleedings  all  have  a defi- 
nite pathology  and  can  usually  be  diagnosed  by  the  his- 
tory. The  curette  should  be  used  only  in  the  removal 
of  products  of  conception  before  the  eighth  week  in 
aseptic,  incomplete  or  spontaneous  abortion,  or  as  a 
diagnostic  instrument  to  remove  material  for  micro- 
scopical examination. 

In  discussion,  Dr.  Floyd  B.  Keene  repeated  that  an 
interpretation  of  all  abnormal  uterine  bleeding  is  vital. 
The  uterus  is  the  only  organ  of  the  body  which  nor- 
mally gives  rise  to  periodic  hemorrhage  and  the 
process  is  extremely  complex,  dependent  not  only  upon 
organic  normality  but  even  more  upon  the  functional 
normality  of  a large  series  of  organs.  The  uterus  by 
menstruation  becomes  the  handmaiden  of  the  ovary  and 
is  dependent  on  ovarian  secretion,  and  the  ovary  in  turn 
is  closely  allied  to  other  glands  of  internal  secretion. 
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to  the  vasomotor  system  and  to  the  nervous  system, 
forming  a chain  any  of  whose  links  if  broken  will  pro- 
duce abnormal  menstruation.  Dr.  Keene  would  classify 
abnormal  uterine  bleeding  as  pre-  and  postclimacteric. 
In  preclimacteric  hemorrhage,  ovarian  dysfunction  may 
be  the  sole  factor,  this  bleeding  occurring  mostly  at 
the  extremes  of  menstrual  life  and  cliaracterized  by  a 
hyperplastic  endometrium,  theoretically  due  to  failure 
of  the  corpus  luteum.  In  myomata,  pelvic  inflammation 
or  displacements  the  ovarian  function  may  be  a con- 
tributing factor  to  augment  a mechanical  cause.  In 
postclimacteric  bleeding,  where  there  is  an  absence  of 
ovarian  function,  the  hemorrhage  is  always  due  to  an 
organic  lesion,  degenerative  in  character,  and  hence 
causes  graver  apprehension.  Chronic  endometritis  is  a 
condition  much  rarer  than  was  formerly  supposed  and 
abnormal  bleeding  should  never  be  ascribed  to  this  con- 
dition without  microscopic  evidence.  The  curette  is  of 
far  greater  value  in  diagnosis  than  in  therapeutics.  The 
fourth  decade  is  the  most  common  time  for  abnormal 
uterine  bleeding  and  this  excess  hemorrhage  is  never 
the  natural  expression  of  a normal  menopause.  It  may 
be  due  to  carcinoma  of  the  cervix  or  fundus,  to  myoma, 
or  to  dysfunction  of  the  ovary  and  the  treatment  is 
usually  surgical.  At  least  50%  of  abnormal  hemor- 
rhage after  menopausal  amenorrhea  is  due  to  malig- 
nancy and  a thorough  examination  with  diagnostic 
curettage  and  biopsy  is  essential. 

Dr.  Harrar  replied  to  Dr.  Hirst  as  to  the  repetition 
of  quinin  in  rectal  analgesia  by  saying  that  80  to  90% 
of  the  quinin  is  burned  in  the  body  within  four  to  six 
hours;  therefore  it  is  safe  to  repeat  the  lo-grain  dose. 

Dr.  Vau.v  again  urged  the  vast  importance  of  pre- 
venting toxemias  of  pregnancy,  citing  again  the  statis- 
tics which  have  remained  unimproved  during  the  last 
decade. 


March  25,  1925. 

The  President,  Dr.  Arthur  C.  Morgan,  in  the  Chair. 

SYMPOSIUM  ON  PERITONITIS 

Dr.  Chas.  D-  Gibson  of  New  York  City  (by  invita- 
tion): Pneumococcic  Peritonitis. — Six  cases  of  the 

primary  form  of  pneumococcic  peritonitis  were  reported 
in  1921  and  the  number  has  now  grown  to  ten.  Rarely 
is  it  found  as  a secondary  complication  of  pneumonia, 
and  then  usually  in  males.  Fraser  and  McCartney 
advanced  three  theories  as  to  how  the  organisms  reach 
the  peritoneum — through  the  blood  stream,  the  gastro- 
intestinal tract  or  from  the  genitalia  in  females.  The 
hematogenic  theory,  based  on  the  supposition  of  the 
hematogenous  origin  of  pneumonia,  has  been  disproved, 
since  the  organisms  are  found  in  the  blood  in  nearly 
every  case  of  pneumonia,  but  peritonitis  is  a rare 
complication.  The  intestinal  theory  is  untenable  by 
clinical,  bacteriologic  and  experimental  evidence.  Clin- 
ically, the  disease  occurs  in  young  females  (3-7  years), 
usually  in  the  summer,  among  the  lower  classes,  and 
often  following  a case  of  vulvovaginitis.  Pneumococci 
are  found  in  the  vaginal  secretion.  The  disease  begins 
suddenly  in  healthy  children,  with  pelvic  manifestations 
occurring  early.  Pneumococci  may  always  be  isolated 
from  the  vagina,  peritoneum,  and  frequently  the  same 
type  from  the  throat.  Experimentally  the  disease  may 
be  reproduced  by  introducing  the  alkaline  vaginal 
secretion  containing  pneumococci,  and  no  symptoms  are 
evidenced  until  the  peritoneum  is  reached. 

A case  was  cited  of  a woman,  25  years  of  age,  with 
no  previous  history  of  infection,  who  was  unwell  for 
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three  weeks  with  a cold  and  nausea.  Then  there  was 
an  acute  onset  of  cramps,  chills,  diarrhea  and  vomiting, 
followed  by  abdominal  tenderness  and  rigidity  in  the 
lower  half.  Pulse  118,  temperature  105°,  polymor- 
phonuclears  97%.  A median  laparotomy  disclosed  less 
than  a pint  of  milky  fluid,  with  fiber  shreds  and  in- 
jection of  the  peritoneal  coat.  The  appendix  was  re- 
moved and  a drain  inserted.  Type  I pneumococci  were 
found  in  the  cultures,  and  in  spite  of  two  injections  of 
200  c.c.  pneumococcic  antibody  solution  and  a blood 
transfusion,  toxemia  increased  and  death  occurred  the 
third  day  after  operation. 

Another  patient  gave  a history  of  occasional  attacks 
of  abdominal  cramps  and  cough,  and  was  suddenly 
seized  with  acute  pain  in  the  lower  abdomen  with  vom- 
iting, temperature  104°,  pulse  136,  white  cells  25,000 
with  92%  polymorphonuclears.  She  was  very  ill,  with 
lung  sounds  diminished  on  the  left,  and  the  abdomen 
tender,  especially  in  the  lower  part.  On  operation  there 
was  a grayish  fluid  found  in  the  pelvis,  apparently 
exuding  from  the  right  tube.  This  and  the  appendix 
were  removed  and  all  cultures  showed  type  I pneumo- 
coccus. Death  occurred  in  spite  of  transfusion,  and  at 
autopsy  an  early  pneumonia  was  seen  in  the  right  lung. 
The  organisms  were  demonstrated  in  the  peritoneal 
fluid,  in  the  blood  stream  and  vaginal  secretion. 

In  seven  cases  the  organisms  were  type  I.  Cases  are 
probably  more  frequent  than  is  supposed,  and  are  not 
found  because  of  poor  cultures.  Points  to  be  remem- 
bered in  diagnosis  are  as  follows : its  occurrence  in 
young  females  in  the  slum  districts,  its  acute  onset  with 
high  initial  temperature,  the  regular  vomiting  at  the 
onset,  the  diarrhea,  frequently  alternating  with  consti- 
pation, the  drowsiness  which  becomes  stupor  and  forms 
a differentiation  from  appendicitis,  and  the  characteristic 
blood  count,  with  whites  10-50,000  and  polymorpho- 
nuclears 95%.  General  manifestations  are  cyanosis, 
herpes  labialis,  flushed  cheeks,  absence  of  extreme  pros- 
tration or  abdominal  tension.  The  course  varies,  and 
may  be  slow  or  fulminating. 

In  severe  cases  treatment  is  unavailing,  and  under  the 
utmost  care  the  mortality  is  high.  Operative  treatment 
is  the  best,  with  or  without  drainage,  and  removal  of 
the  fallopian  tubes  has  been  advised  because  of  the 
pathway  of  infection.  The  diagnosis  is  obvious  when 
the  abdomen  is  opened,  an  odorless,  sticky  fluid  being 
present,  becoming  milky  and  abundant,  with  much 
fibrin  which  is  duller  and  more  granular  than  usual. 
As  a supplementary  treatment,  transfusion  may  be  tried. 
The  disease  is  not  rare,  though  uncommon,  and  the 
present  treatment  is  unsatisfactory.  How  improve  it? 

In  discussion,  Dr.  John  H.  Gibbon  stressed  the  dan- 
gerous character  of  these  cases,  and  said  that  he  was 
impressed  with  the  characteristic  white-cell  count.  The 
leukocyte  count  may  be  normal,  but  the  percentage  of 
polymorphonuclears  is  always  high — a characteristic 
point  for  differentiation  of  appendicitis  from  pneumo- 
coccic peritonitis  in  children.  He  advocated  the  non- 
operative treatment,  since  the  localized  peritonitis  may 
possibly  be  a result  of  a general,  usually  vaginal,  con- 
dition elsewhere.  All  sera  have  been  tried  with  dis- 
couraging results.  Whipple  advised  making  a small 
opening  for  diagnosis  and  withdrawal  of  fluid  which, 
injected  into  a mouse,  causes  death  in  six  hours  if 
pneumococcic. 

Dr.  Benjamin  Lipschutz  said  that  he  had  seen  eighteen 
cases  of  “primary  peritonitis,”  six  in  males,  all  strepto- 
coccic, and  twelve  in  females,  pneumococcic.  Pneumo- 
coccic peritonitis  is  the  most  horrible  abdominal 
tragedy  in  childhood,  75%  occurring  under  three  years. 
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Are  there  certain  embryonic  factors,  or  a distribution 
of  lymphoid  tissue  which  are  causative?  Ninety-eight 
per  cent  of  appendicitis  occurs  above  six  years.  The 
appendix  of  the  child  is  of  the  fetal  type,  and  saccula- 
tion of  the  cecum  increases  stasis  in  the  colon,  aggra- 
vating the  normal  tendency  of  lymphoid  tissue  to  infec- 
tion. The  absorbability  of  the  peritoneum  of  a young 
infant  is  greater  than  is  commonly  supposed.  In  the 
cases  studied,  mild  sore  throat  always  antedated  the 
peritonitis  by  about  six  days;  then  in  three  days  there 
would  be  umbilical  pain,  characteristic  early  persistent, 
usually  projectile,  vomiting  and  diarrhea  with  blood- 
stained stools.  Early  there  is  a relatively  benign  facial 
expression  before  the  onset  of  the  profound  sepsis, 
apathy,  stupor,  cyanosis,  convulsions  and  death.  Diag- 
nosis may  be  confirmed  by  peritoneal  puncture.  The 
abdomen  is  tense,  not  tender,  doughy,  not  especially 
rigid.  Mortality  is  ioo%  despite  treatment ; mercuro- 
chrome,  sera,  and  gentian-violet  have  all  been  used 
without  success.  Transfusion  given  just  at  the  begin- 
ning of  septicemia  may  be  helpful.  Lymphaticostomy, 
advocated  by  Castian,  is  yet  to  be  tried. 

Dr.  Moses  Behrend  cited  one  case  operated  upon  in 
the  first  six  hours,  before  localization,  with  recovery. 

Dr.  Gibson  closed  the  discussion  of  this  paper  by  re- 
peating that  we  are  still  at  sea  as  to  treatment.  * 

Dr.  IV.  W^aync  Babcock:  Factors  in  the  Management 
of  Peritonitis. — The  problem  of  management  of  peri- 
tonitis has  greatly  changed  in  thirty  years,  since  the  time 
when,  after  the  medical  man  had  purged,  the  surgeon 
scrubbed  and  manipulated  until  the  patient  died.  In 
1903  there  was  an  80%  mortality  after  appendicitis  and 
peritonitis  which  were  not  operated  upon.  Oschner 
showed  that  localization  would  occur  if  the  patient  was 
let  alone,  and  lowered  the  mortality  to  40%.  Various 
treatments  with  morphin  and  anoci-association  have 
been  advanced,  and  the  old  saline  purge,  harmless  in  a 
gonorrheal  case  but  fatal  in  appendicitis,  has  been  dis- 
carded. 

The  amount  of  pus  does  not  always  coincide  with 
the  severity  of  the  infection,  and  since  the  course  is  so 
influenced  by  peristalsis  and  contraction  of  the  abdomi- 
nal wall,  the  principles  in  treatment  should  be  rest,  sup- 
port and  protection.  A contracted  pylorus  or  ileocecal 
valve  alike  lead  to  vomiting.  The  pain  is  localized  to 
the  right  lower  quadrant ; there  is  toxic  absorption, 
leukocytosis,  exudate,  and  perhaps  a spontaneous 
evacuation  of  a gangrenous  appendix.  The  peritoneal 
surface  nearly  equals  in  area  the  area  of  the  body  and 
has  more  power  of  absorption  of  water  than  has  the 
gastro-intestinal  tract.  In  cases  of  peritonitis,  there- 
fore, absorption  is  amazingly  slow.  A large  walled-off 
abscess  may  cause  no  increase  in  temperature,  but  ab- 
sorption is  increased  by  feeding,  purgation,  and  espe- 
cially by  irrigation  of  the  peritoneum  with  saline  solu- 
tion or  sponging.  Of  nineteen  cases  operated  upon, 
eighteen  died ; while  all  cases  simply  treated  recovered. 

The  process  is  exudative  rather  than  absorptive,  and 
one  drop  of  pus  introduced  subcutaneously  is  more  dan- 
gerous than  upon  the  peritoneum.  In  bacteremia  the 
peritoneum  should  be  closed,  but  not  the  fascia  and  skin, 
since  the  subcutaneous  tissue  is  far  more  vulnerable. 
Even  in  a clean  appendectomy  there  is  usually  some 
contamination ; yet  peritonitis  is  rare.  Microorganisms 
from  the  gall  bladder,  stomach  or  duodenum  are  less 
important  than  those  from  the  lower  bowel.  Anacidity 
in  the  stomach  predisposes  to  peritonitis,  and  worse 
peritonitis  ensues  from  perforation  in  carcinoma  than 
in  gastric  ulcer. 

Examination  of  a year’s  results  of  two  methods  (the 


first,  free  incision,  packing,  irrigation,  postoperative 
enemata,  strychnin,  calomel,  etc. ; the  second,  the  small- 
est possible  incision,  the  tiniest  drain,  and  avoidance  of 
all  peristaltic  stimulation)  showed  a mortality  of  50% 
in  the  former,  and  11%  in  the  latter.  There  should  be 
careful  medical  preoperative  treatment. 

Ether  and  chloroform  present  the  danger  of  pa- 
renchymal degeneration,  so  that  nitrous  oxid,  ethylene 
and  especially  local  anesthesia  are  preferred.  Spinal 
anesthesia  is  ideal  in  peritonitis,  but  dangerous. 

Death  is  due  to  ileus,  intestinal  toxemia  or  blood- 
stream infection.  High  enterostomy  or  lymphaticostomy 
may  be  performed,  and  continuous  hypodermoclysis  may 
prevent  a fatal  termination  or  a septicemia.  Death  may 
result  from  delay  in  stopping  a peritoneal  leak,  from 
improper  preoperative  treatment,  from  too  much  han- 
dling at  operation,  or  stimulation  of  the  bowel  post- 
operatively,  or  from  disturbance  of  the  exudate. 

Slides  followed  showing  the  stages  of  peritonitis,  its 
treatment  and  dangers. 

Dr.  Charles  F.  Nassau  praised  Dr.  Babcock’s  paper, 
but  said  that  he  differs  from  him  in  that  he  believes  in 
morphin  in  treating  these  cases.  Out  of  1,100  cases  he 
has  had  eighteen  deaths.  The  patient  with  peritonitis 
is  distended,  but  no  purge  is  used,  cure  being  effected 
by  operation,  with  use  of  ice  and  the  stomach  tube  sub- 
sequently. He  believes  in  the  Alonzo  Tait  method  of 
rapid  operation,  with  small  incision  and  good  drainage. 
Evisceration  has  long  been  discarded.  Death  is  due 
more  to  obstruction  of  the  bowel  than  to  the  actual 
peritonitis.  As  to  thoracicostomy,  DaCosta  has  pointed 
out  that  the  infection  is  transported  not  only  by  the 
lymphatics  but  also  concomitantly  by  the  blood  stream. 
Morphin,  properly  given,  is  most  valuable. 

Lt.  Commander  Jos.  I.  A.  MacMullen,  Med.  Corps, 
U.  S.  N.  (by  imhtation) : Conservative  Treatment  of 
Peritonitis. — In  considering  this  subject  we  have  to  plan 
for  the  removal  of  the  infecting  organism,  repair  of  the 
perforation,  drainage,  and  the  correction  of  any  other 
abdominal  condition  dealing  with  the  peritonitis.  Med- 
ical treatment  must  first  face  the  decision  whether  to 
operate  or  not.  General  peritonitis  is  easy  to  induce 
after  appendectomy,  cholecystectomy,  etc.,  and  is  a 
marked  defensive  mechanism.  Mayo  reports  25%  mor- 
tality in  postoperative  abdominal  peritonitis.  The  great 
omentum  itself  has  no  power  of  motion,  but  as  an 
affected  area  soon  has  its  peristalsis  inhibited,  the 
omentum  is  swung  about  it  and  attaches  itself  by  the 
inflammatory  exudate.  The  peritoneal  fluid  contains  a 
bactericidal  agglutinin,  possibly  a specific  antibody. 

The  treatment  consists  of  rest  in  bed,  with  food  re- 
stricted by  mouth  and  given  per  rectum  in  enemata  or 
by  Murphy  drip.  Gastric  lavage,  using  salt  solution 
with  or  without  soda,  glucose,  tap  water  or  with  sodium 
bromid,  is  helpful  for  vomiting.  Hypodermoclysis, 
intravenous  fluid,  no  catharsis,  Fowler  position  and  in- 
sulin in  acidosis,  all  may  be  used  to  advantage.  Since 
the  blood  cultures  are  usually  negative  mercurochrome 
is  not  indicated,  but  morphin  is  most  helpful  in  control- 
ling pain,  restlessness,  and  in  quieting  peristalsis. 
Sodium  bromid  by  rectum  aids  in  quieting  the  patient. 
Serum  may  be  tried,  especially  in  cases  of  type  I pneu- 
mococcus or  streptococcus.  Early  diagnosis  and  oper- 
ation are  vital. 

Mortality  in  these  cases  in  the  Navy  is  practically  nil. 
No  purgation  is  given  doubtful  cases ; hence  there  are 
no  deaths  from  appendicitis.  In  inflammatory  condi- 
tions of  the  abdomen,  sponges  traumatize  and  spread 
the  condition  if  there  is  an  attempt  at  a wholesale  wall- 
ing off  of  the  peritoneum.  Since  death  following  peri- 
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tonitis  is  frequently  due  to  intestinal  obstruction, 
cecostomy  or  jejuno-enterostomy  is  indicated.  The 
Fowler  position  and  proctoclysis  are  useful. 

Lt.  Commander  IV.  A.  Bloedorn,  Med.  Corps,  U.  S.  N. 
(by  invitation)  in  discussion  said  that,  due  to  the  great 
resistive  powers  of  the  peritoneum,  75%  of  perforative 
lesions  recover  without  operation.  The  normal  cells 
of  the  peritoneal  fluid  are  bactericidal  and  one  to  four 
tubercle  or  typhoid  bacilli  introduced  will  not  produce 
a peritonitis.  He  agrees  with  Dr.  MacMullen’s  expla- 
nation of  omental  activity  rather  than  the  theory  of 
positive  chemotaxis.  Inflammation  causes  a fixed  point 
in  the  omentum  and  peristalsis  does  the  rest.  Rever- 
sal of  the  lymph  current  by  saline  solution  per  rectum 
has  shown  no  marked  effect  on  peritonitis.  The  omen- 
tum has  no  lymph  vessels,  hence  thoracicostomy  would 
have  no  effect  on  absorption  through  this  channel. 
Fowler  is  a name  always  associated  with  peritonitis 
and  appendicitis.  Treves  was  probably  the  first  to 
open  the  abdomen  for  peritonitis.  Appendicitis  is  the 
most  frequent  cause  of  peritonitis  and  should  be  diag- 
nosed early.  The  groups  who  aid  peritonitis  are  the 
patients  who  refuse  operation;  the  doctors  who,  after 
diagnosing  acute  appendicitis,  purge;  those  who  cause 
rupture  of  an  appendix  or  perforation  of  an  ulcer  by 
adjusting  subluxated  vertebrae  and  relieving  pressure  on 
spinal  nerves ; those  who  believe  that  the  mind  dom- 
inates the  body  and  will  overcome  an  infection ; and  the 
physician  who,  before  ascertaining  the  cause  of  pain, 
relieves  his  patient  by  morphin. 

Dr.  Dorrance  stressed  the  value  of  the  sun  treatment 
in  cases  of  tubercular  peritonitis  without  obstruction. 

Dr.  Babcock  said  that  morphin  must  be  selected  by 
the  conditions  present ; it  is  contraindicated  in  disten- 
tion or  delirium  from  intoxication.  He  referred  with 
condemnation  to  the  articles  by  Sampson  Handley. 

Dr.  MacMnllen,  in  reference  to  drainage  of  the  tho- 
racic duct,  said  that  this  procedure  is  difficult,  imprac- 
ticable, and  death  invariably  results  anyway.  He 
emphasized  the  fact  that  there  are  no  lymphatics  in 
the  omentum.  He  urged  the  judicious  use  of  morphin, 
less  being  required  if  supplemented  by  sodium  bromid. 

Mary  A.  Hipple,  M.D.,  Reporter. 


WASHINGTON— APRIL 

The  regular  monthly  meeting  of  the  Washington 
County  Medical  Society  was  held  Tuesday  evening, 
April  7th,  1925.  This  meeting  was  an  innovation,  being 
the  first  meeting  of  the  society  in  which  all  the  expenses 
were  paid  out  of  the  funds  of  the  association.  Perhaps 
the  reason  was  we  never  before  had  the  price.  The 
society  never  was  as  prosperous  or  had  as  many  mem- 
bers or  as  much  cash  in  the  treasury  as  now.  The 
membership  has  increased  more  than  ten  per  cent  in 
the  last  year. 

More  than  one  hundred  members  of  the  society  with 
their  guests  gathered  in  the  grill  room  of  the  George 
Washington  Hotel  that  night  and  dined  and  listened 
to  a diversified  program.  The  session  was  the  best 
attended  of  the  regular  monthly  meetings,  and  much 
of  value  to  the  medical  profession  was  left  with  the 
members  by  the  speakers.  The  great  success  of  the 
meeting  was  due  to  the  indefatigable  efforts  of  Dr.  A.  E. 
Thompson,  chairman  of  the  entertainment  committee. 
As  a spender  Dr.  Thompson  is  the  “cat’s  whisker’s,” 
but  nobody  objected  to  the  expense,  as  we  all  think  that 
Dr.  Thompson  gave  us  the  worth  of  our  money  and 
then  some. 

Dr.  W.  S.  Fulton  and  his  staff,  of  the  Fulton  Clinic, 


of  Wheeling,  W.  Va.,  eight  in  number,  were  present 
and  talked  instructively  of  goiter,  its  symptoms,  effects 
on  the  system,  various  methods  of  combating  the 
disease  and  ways  of  avoiding  stumblingblocks  in 
the  path  of  recovery.  The  subject  was  treated  from  the 
surgical,  medical,  x-ray  and  radium  standpoints,  and 
many  fine  and  some  new  thoughts  were  brought  out 
in  the  course  of  the  program.  Cases  of  peculiar  de- 
scription were  cited  by  the  members  of  the  staff,  and 
it  was  shown  that  in  many  of  these,  when  ordinary 
methods  of  combating  the  disease  were  not  sufficient, 
often  extraordinary  and  often  novel  methods  were 
successful. 

Dr.  A.  O.  Hindman,  president  of  the  society  presided 
and  introduced  the  various  speakers.  At  the  beginning 
of  the  banquet  a toast  was  drunk  to  Dr.  J.  A.  Patter- 
son, who  that  day  celebrated  his  eighty-second  birthday. 
Dr.  J.  N.  Sprowls  of  Claysville  read  a eulogy  to  Dr. 
Patterson.  Howard  L.  Christman  at  the  piano,  led  in 
the  singing  of  several  songs.  The  night’s  program 
was  brought  to  a close  with  several  acts  of  high-class 
vaudeville,  furnished  by  Sam  E.  Bleyer,  manager  of 
the  State  Theatre. 

Some  of  the  out-of-town  members  lost  their  hats 
and  overcoats,  but  we  have  it  from  reliable  authority 
that  they  managed  to  keep  their  shirts  on  until  they 
got  home.  Altogether  it  was  the  biggest,  best  and  most 
successful  meeting  the  society  has  ever  held.  The 
entertainment  committee  is  already  planning  for  a meet- 
ing next  fall  to  which  our  wives,  daughters,  sisters  and 
mothers  will  be  invited.  More  power  to  the  committee ! 
Such  meetings  as  this  should  be  more  frequent,  as 
nothing  so  well  promotes  the  feeling  of  good  fellow- 
ship among  the  members  of  the  medical  profession  as 
these  get-together  meetings. 

C.  C.  Cracraft,  M.D.,  Reporter. 


YORK— APRIL 

The  regular  monthly  meeting  of  the  York  County 
Medical  Society  was  held  at  8.30  p.  m.,  April  2,  1925, 
in  the  new  rooms  of  the  York  Medical  Club,  141  E. 
Market  Street. 

Dr.  David  Riesman  of  Philadelphia  spoke  in  an 
entertaining  and  instructive  manner  on  the  “diagnosis 
and  Treatment  of  Disease  of  the  Gall  Bladder.”  The 
meeting  was  well  attended,  there  being  50  doctors  from 
the  city  and  county  present. 

After  the  address  by  Dr.  Riesman,  the  York  Medical 
Club  entertained  the  York  County  Medical  Society  at 
a luncheon  and  smoker. 

As  an  experiment,  the  meeting  time  of  the  society 
was  changed  from  i p.  m.  of  the  first  Thursday  of 
each  month,  to  8.30  p.  m.  of  the  same  day.  It  is  hoped 
that  the  evening  hour  will  permit  more  men  to  be  there 
regularly  than  has  been  the  custom  during  the  after- 
noon hour. 

W.  Newton  Long,  M.D.,  Reporter. 


PENNSYLVANIA  NEWS  ITEMS 

DEATHS 

Mrs.  Emma  Tomb,  wife  of  Dr.  H.  F.  Tomb  of 
Johnstown,  died  at  the  Memorial  Hospital  on  March 
2d  following  a serious  operation. 

Dr.  Sydenham  P.  UhlER,  of  Easton,  who  was  born 
in  1858  and  was  graduated  from  Jefferson  Medical 
College  of  Philadelphia  in  1880,  died  recently. 

Dr.  Lawrence  DeHaven  Smith,  of  Pitcairn,  aged  51 
years,  died  on  February  9th.  Dr.  Smith  was  graduated 
from  Jefferson  Medical  College  of  Philadelphia  in  1903. 
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Dr.  Senior  S.  Bloomberg,  who  was  born  in  Russia 
in  1875,  and  was  graduated  from  the  West  Penn  Med- 
ical College  in  1905,  died  at  his  home  in  Pittsburgh  on 
April  1st. 

Dr.  Cyrus  Chester  Moore,  of  Philadelphia,  aged 
66  years,  died  on  March  21st.  Dr.  Moore  was  graduated 
from  the  University  of  Pennsylvania  School  of  Medi- 
cine in  1889. 

Dr.  Wilmer  W.  Trinkle,  of  Philadelphia,  died 
recently.  He  was  born  in  1856,  and  was  graduated 
from  Hahnemann  Medical  College  and  Hospital  of 
Philadelphia  in  1888. 

Dr.  T.  Hart  Smith,  of  Philadelphia,  aged  78  years, 
died  on  March  i8th.  He  was  graduated  from  Hahne- 
mann Medical  College  of  Philadelphia  in  1866,  and 
was  a Civil  War  veteran. 

Dr.  William  Ridge  Cooper,  of  Point  Pleasant,  aged 
63  years,  died  on  April  ist  of  erysipelas.  He  was  a 
graduate  of  Jefferson  Medical  College  of  Philadelphia, 
class  of  1885. 

Dr.  Eugene  O.  M.  Haberacker,  of  Altoona,  died 
recently.  He  was  born  in  1846  and  was  graduated 
from  the  University  of  Pennsylvania  School  of  Medi- 
cine, Philadelphia,  in  1869. 

Dr.  James  N.  Walker,  of  Linesville,  aged  76  years, 
died  on  February  23d  following  a long  illness.  Dr. 
Walker  was  graduated  from  Jefferson  Medical  College 
of  Philadelphia  in  1878. 

Dr.  James  V.  Roberts,  of  Plymouth,  aged  75  years, 
died  on  March  15th  at  the  Wyoming  Valley  Homeo- 
pathic Hospital,  Wilkes-Barre,  of  pneumonia.  Dr. 
Roberts  formerly  lived  in  Beverly,  N.  J. 

Dr.  Edward  S.  Johnson,  of  Philadelphia,  aged  62 
years,  died  on  April  ist  at  the  Pennsylvania  Hospital 
of  pneumonia.  He  was  a graduate  of  Jefferson  Medical 
College  of  Philadelphia,  class  of  1886. 

Dr.  George  W.  Strickland,  who  was  born  fifty 
years  ago  in  Georgia,  and  received  his  medical  degree 
in  1908  from  the  University  of  Illinois  School  of 
Medicine,  died  of  pneumonia,  April  9th,  at  the  Pitts- 
burgh Hospital. 

Dr.  John  F.  Yost,  of  Bethesda  (Holtwood  P.  0.) 
died  recently  at  the  age  of  84  years.  Dr.  Yost  was 
graduated  from  Jefferson  Medical  College  of  Phila- 
delphia in  1867,  and  was  one  of  the  few  surviving 
old-time  country  practitioners. 

Dr.  M.  T.  Milnor,  of  Warrensville,  aged  6g  years, 
died  recently  at  the  Williamsport  private  hospital.  Dr. 
Milnor  was  born  and  lived  in  the  same  house  his  entire 
life.  He  was  graduated  from  Jefferson  Medical  College 
of  Philadelphia  in  1883,  and  practiced  medicine  for 
forty-three  years. 

Dr.  George  R.  Welchans,  formerly  of  Lancaster, 
died  at  the  Masonic  Home  at  Elizabethtown  recently. 
He  was  80  years  old.  In  1867  he  was  graduated  from 
the  University  of  Pennsylvania  School  of  Medicine,  and 
after  traveling  extensively  he  commenced  the  prac- 
tice of  medicine  and  was  also  engaged  in  the  whole- 
sale drug  business. 

Major  Stoddard  S.  Burg,  native  of  Northumber- 
land, who  distinguished  himself  in  the  Medical  Corps 
of  the  United  States  Army  during  the  World  War 
and  later  as  surgeon-in-chief  of  three  large  Govern- 
ment hospitals  in  New  York  City  and  Staten  Island, 
died  on  the  morning  of  April  9th  in  the  Staten  Island 
Marine  Hospital.  Death  followed  an  operation  for 
intestinal  obstruction.  Major  Burg  was  a graduate 
of  Jefferson  Medical  College.  Had  he  lived  until  April 
26th,  he  would  have  celebrated  his  forty-third  birthday. 
He  is  survived  by  his  widow  and  three  children ; also 
his  mother,  one  sister,  and  one  brother. 


births 

Dr.  and  Mrs.  Harold  Hirshland,  of  Reading,  are 
being  congratulated  upon  the  birth  of  a son. 

Dr.  and  Mrs.  John  M.  Quigley,  of  Clearfield,  are 
being  congratulated  upon  the  birth  of  a son. 

Dr.  and  Mrs.  Carson  Coover,  of  Harrisburg,  are 
receiving  congratulations  upon  the  birth  of  a daughter, 
Ruth  Welty  Coover,  at  the  Harrisburg  Hospital, 
April  13th. 

Dr.  and  Mrs.  John  B.  Carson,  of  Philadelphia, 
are  receiving  congratulations  upon  the  birth  of  a son, 
James  Tyson  Carson,  on  April  14th.  Mrs.  Carson  is 
a daughter  of  Dr.  and  Mrs.  T.  Mellor  Tyson,  of  Phila- 
delphia. 

MARRIAGES 

Miss  Caroline  Denny  Nixon,  of  Philadelphia,  was 
married  to  Dr.  Stephen  Dana  Weeder,  of  Germantown, 
on  April  i6th. 

Dr.  and  Mrs.  Henry  Artelt,  of  Philadelphia,  have 
announced  the  engagement  of  their  daughter.  Miss 
Gertrude  Artelt,  to  William  Henry  deGumoens,  cotton 
broker  of  New  York.  Miss  Artelt  is  a swimming 
champion,  and  in  1921  was  picked  from  2,000  women 
athletes  as  this  country’s  most  perfectly  formed  girl. 
The  wedding  will  take  place  this  month,  and  the  honey- 
moon will  be  spent  in  Europe. 

ITEMS 

Dr.  Charles  M.  Adams,  of  Williamsport,  has  re- 
turned from  a recent  visit  to  Florida. 

Dr.  and  Mrs.  J.  B.  Lowman  and  Dr.  and  Mrs.  J. 
B.  Woodruff  have  returned  to  Johnstown  after  spend- 
ing the  winter  in  Florida. 

Dr.  and  Mrs.  Thomas  S.  Stewart,  of  Philadelphia, 
sailed  on  April  nth  on  the  Conte  Verde  for  Europe, 
where  they  will  spend  several  months  traveling. 

Drs.  H.  B.  Anderson  and  H.  H.  Penrod,  of  Johns- 
town, attended  the  meeting  of  the  American  Congress 
of  Internal  Medicine  held  in  Baltimore,  Md.,  from 
March  9th  to  the  12th. 

Dr.  Robert  F.  Trainer,  of  Williamsport,  recently 
received  his  new  commission  as  surgeon  with  the  rank 
of  major  in  the  Federal  Reserve,  Dr.  Trainer  having 
held  the  rank  since  the  closing  of  the  War. 

Dr.  H.  R.  Frye,  of  Beallsville,  was  severely  injured 
recently  when  an  automobile  which  he  was  driving  was 
struck  by  a passenger  train  on  the  Pennsylvania  Rail- 
road. The  automobile  was  demolished. 

The  Department  of  Labor  and  Industry  of  the 
Commonwealth  of  Pennsylvania  is  planning  to  hold 
another  safety  conference  on  Friday,  May  22,  1925,  in 
the  hall  of  the  House  of  Representatives,  at  the 
Capitol,  Harrisburg. 

The  annual  banquet  of  the  Nurses  Alumnae  As- 
sociation of  the  Philadelphia  General  Hospital  was 
held  in  the  nurses’  dining  room  of  the  Hospital  on 
April  13.  The  toastmistress  was  Miss  Lillian  Clayton. 
The  president  is  Miss  Anna  Dempsey. 

Donation  day  was  celebrated  at  the  Wills  Eye 
Hospital,  Philadelphia,  on  April  3d,  the  ninety-second 
anniversary  of  the  institution.  Since  1834  more  than 
660,000  cases  have  been  treated  at  the  hospital,  which 
is  the  oldest  institution  in  the  United  States  devoted 
solely  to  the  treatment  of  diseases  of  the  eyes  and 
open  to  free  patients  only. 

Dr.  j.  L.  Lenker,  of  Harrisburg,  spent  the  week  of 
April  13-18  as  the  guest  of  the  Heart  Society  of 
Philadelphia.  Heart  clinics  were  held  in  practically  all 
'of  the  hospitals  and  medical  schools  of  Philadelphia, 
and  an  intensive  study  was  made  of  the  heart  in  all  its 
phases.  Dr.  Lenker  was  one  of  twenty  physicians 
invited  to  attend  this  series  of  clinics. 
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The  Philadelphia  County  Medical  Society, 
through  its  committee  on  prevention  of  cancer,  has 
secured  a large  number  of  speakers  who  are  available 
for  talks  before  county  medical  societies  and  civic 
or  fraternal  organizations.  Information  and  selection 
of  speakers  can  be  secured  by  addressing  the  Execu- 
tive Secretary  of  The  Philadelphia  County  Medical 
Society,  2046  Chestnut  Street,  Philadelphia. 

The  following  resolution  was  unanimously  adopted 
at  a recent  legislative  meeting  of  the  Lycoming  County 
Medical  Society: 

“Resolved  that  the  Lycoming  County  Medical  So- 
ciety express  to  the  Williamsport  Sun,  commendation 
of  its  attitude  as  regards  advertising  physicians.  These 
advertisements  often  contain  untrue  statements  which 
are  not  substantiated  and  mislead  the  public  in  matters 
with  which  they  are  not  familiar,  as  they  are  dependent 
upon  the  reliability  and  truthfulness  of  the  material 
published  in  reputable  newspapers.” 

All  three  prizes  for  the  best  papers  on  medical 
research  by  students  of  the  Undergraduate  Medical  As- 
sociation of  the  University  of  Pennsylvania  were  award- 
ed to  Philadelphians  at  the  annual  meeting  of  the  Asso- 
ciation on  April  3d.  For  the  second  time,  Eugene  M. 
Landis,  a junior,  won  first  honors,  the  Mary  Ellis  Bell 
prize,  which  consists  of  $20  in  gold  and  a medal.  The 
subject  of  Landis’s  paper  was  “The  Determination  of 
Capillary  Pressure  by  Micro  Injection.”  John  W. 
Klopp,  a senior  and  the  son  of  Dr.  Peter  P.  Klopp, 
won  the  second  prize  of  $10,  and  W.  L.  Long,  and 
H.  C.  Thompson,  of  South  McAlpen,  both  juniors, 
jointly  won  the  third  prize  of  $5.  Each  of  the  winning 
papers  dealt  with  problems  little  known  to  the  medical 
world  and  discoveries  resulting  from  research  work 
by  the  students. 

The  Women’s  Auxiliary  of  the  Philadelphia 
. County  Medical  Society  was  formally  organized  at  a 
meeting  held  on  March  25,  1925,  at  the  Women’s  City 
Club,  Philadelphia.  At  present  the  membership  includes 
the  wives  of  physicians  who  are  members  of  the  county 
society.  The  matter  of  admission  of  daughters,  mothers 
or  sisters  of  physicians  will  be  decided  when  the  consti- 
tution and  by-laws  are  presented  for  ratification. 

The  newly  elected  officers  are  as  follows : Honorary 
president,  Mrs.  Rudolph  Blankenburg,  who  is  the 
daughter  of  the  first  woman  physician  to  practice  medi- 
cine in  Philadelphia ; president,  Mrs.  L.  Webster  Fox ; 
vice-presidents,  Mrs.  Herman  B.  Allyn,  Mrs.  John  R. 
Minehart,  Mrs.  George  A.  Knowles ; corresponding 
secretary,  Mrs.  John  M.  Fisher;  recording  secretary, 
Mrs.  C.  A.  E.  Codman ; treasurer,  Mrs.  P.  Brooke 
Bland.  One  hundred  and  thirteen  women  are  enrolled 
as  charter  members,  and  from  present  indications  it 
seems  reasonable  to  expect  a membership  of  five  hun- 
dred during  the  next  two  months. 

The  National  body,  or  Auxiliary  of  the  American 
Medical  As.sociation,  is  headed  by  Mrs.  S.  C.  Red, 
of  Houston,  Texas,  who  is  at  present  touring  the  world, 
her  duties  being  assumed  by  Mrs.  F.  P.  Gengenbach, 
of  Denver,  Colorado,  National  vice-president. 

Mrs.  William  E.  Parke,  of  Philadelphia,  is  the 
president  of  the  Pennsylvania  Auxiliary.  She  reports 
that  already  sixteen  counties  have  organized  working 
branches. 

Plans  are  under  way  for  the  entertainment  of  the 
wives  and  feminine  members  of  the  families  of  physi- 
cians in  attendance  at  the  Diamond  Jubilee  of  the 
State  Society  in  Harrisburg,  October  5 to  8,  1925,  and 
also  at  the  various  medical  conventions  listed  for 
Philadelphia  during  the  Sesquicentennial  celebration 
next  year,  as  well  as  those  en  route  to  the  meeting  of 
the  American  Medical  Association  in  Atlantic  City, 
May  25  to  29,  1925. 

Many  other  activities  have  been  suggested  that  will 
make  the  Auxiliary  of  considerable  importance  in  the 
civic  as  well  as  the  social  life  of  the  community  in 
which  it  operates.  Counties  which  have  not  yet  organ- 
ized an  auxiliary  should  get  in  touch  with  the  State 


president,  Mrs.  William  E.  Parke,  1739  N.  17th  St., 
Philadelphia,  Pa. 

For  the  present,  the  Philadelphia  County  Medical 
Society  has  tendered  its  executive  offices  as  the  head- 
quarters of  the  Auxiliary  of  the  County  Society. 
Communications  relative  to  this  branch  of  the  organiza- 
tion should  be  addressed  to  the  Women’s  Auxiliary  of 
the  Philadelphia  County  Medical  Society,  clo  Execu- 
tive Secretary,  2046  Chestnut  St.,  Philadelphia,  Pa. 


GENERAL  NEWS  ITEMS 

The  annual  meeting  of  the  American  Proctologic 
Society  will  be  held  in  the  Ambassador  Hotel,  Atlantic 
City,  N.  J.,  May  25-26,  1925.  A splendid  program  has 
been  arranged. 

L.  S.  Matthews  and  Company,  book  dealers  of  St. 
Louis,  Mo.,  and  advertisers  in  this  Journal,  have  an- 
nounced their  removal  to  3554  Olive  Street,  where  they 
will  have  larger  quarters. 

Dr.  Max  Thorek,  Surgeon-in-Chief  of  The  Ameri- 
can Hospital  of  Chicago,  has  been  made  a member  of 
the  Surgical  Society  of  Paris,  France,  and  also  a 
corresponding  member  of  the  Royal  Academy  of  Medi- 
cine and  Surgery  of  Torino,  Italy. 

AMERICAN  BOARD  OF  OTOLARYNGOLOGY 

The  next  examination  conducted  by  the  American 
Board  of  Otolaryngology  will  be  held  at  the  Ambassa- 
dor Hotel,  Atlantic  City,  on  Tuesday,  May  26th,  at 
9 a.  m.  Application  blanks  may  be  obtained  from 
Dr.  H.  W.  Loeb,  Secretary,  1402  South  Grand  Boule- 
vard, St.  Louis,  Missouri. 

THE  ATLANTIC  CITY  SESSION  OF  THE  A.  M.  A. 

Attractive  Features  of  the  Session:  The  Local  Com- 
mittee of  Arrangements  announces  that  some  of  the 
attractive  features  of  the  coming  session  at  Atlantic 
City,  May  25-29,  will  be  the  broadcasting  of  the  general 
opening  meeting  from  the  Steel  Pier,  over  the  wires 
of  the  Atlantic  City  Station,  WPG;  also  the  installa- 
tion of  amplifiers  in  all  the  large  halls,  so  that  the 
voices  of  speakers  can  easily  be  heard.  All  the  section 
meeting  places  will  be  practically  on  the  Boardwalk, 
and  so  close  to  one  another  that  one  can  go  very  quickly 
from  hall  to  hall. 

Plenty  of  Hotel  Accommodations  Assured:  The  Local 
Committee  of  Arrangements  announces  that  there  will 
be  ample  hotel  accommodations  for  every  one.  While 
some  of  the  larger  hotels  have  already  engaged  nearly 
all  their  rooms,  owing  to  the  unusually  large  demand 
for  accommodations,  there  are  still  many  hotels  of 
moderate  and  smaller  size  that  have  enough  space  for 
every  one.  Unlike  so  many  cities,  in  which  a small 
hotel  means  poor  service  and  accommodation,  the  small 
and  moderate-sized  hotels  of  Atlantic  City  have  prac- 
tically all  the  comforts  found  in  the  larger  ones  else- 
where. There  is  running  water  in  almost  every  room, 
as  well  as  a great  many  more  rooms  with  private  baths 
than  one  would  expect  to  find  in  such-sized  hotels. 
Therefore,  one  does  not  have  to  go  to  an  expensive 
hotel  to  obtain  comforts. 

A list  of  hotels  and  rates  was  printed  in  The  Journal, 
January  24,  p.  290. — Jour.  A.  M.  A.,  March  14,  1925. 

THE  A.  M.  A.  LIST  OF  APPROVED  HOSPITALS 

The  American  Medical  Association,  through  its 
Council  on  Medical  Education  and  Hospitals,  which 
handles  the  hospital  work  for  the  Association,  has 
issued  its  1925  revised  list  of  Hospitals  Approved  for 
Internships.  The  list  is  published  in  The  Journal  of 
the  American  Medical  Association  for  March  28.  It 
will  also  appear  in  the  ninth  edition  of  the  American 
Medical  Directory,  besides  being  in  separate  pamphlet 
form.  The  list  names  524  hospitals  that  are  in  position 
to  furnish  general  internships,  such  as  satisfy  the  medi- 
cal colleges  and  state  boards  as  well  as  meet  the  almost 
universal  demand  of  medical  graduates  for  at  least  a 
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year’s  general  hospital  experience,  practice  or  special- 
ization. 

There  were  reported  5,059  interns,  of  whom  3.825 
are  in  the  524  approved  hospitals,  leaving  1,234  for  the 
2,696  nonapproved  hospitals.  This  total  of  5,059  interns 
compares  favorably  with  the  3,669  interns  reported  in 
the  census  of  one  year  ago,  the  increase  being  1,390, 
or  37-9  per  cent.  In  fact,  there  are  156  more  interns 
now  in  approved  hospitals  than  there  were  in  all  hos- 
pitals, two  years  ago. 

The  problem  of  securing  interns:  When  the  hos- 
pitals began  to  feel  the  shortage  of  interns  about  a 
decade  ago,  they  quite  naturally  resorted  to  pecuniary 
appeals,  and  offered  salaries,  usually  ranging  from 
$25  to  $100  per  month  and  maintenance.  Now  the 
appeal  must  be  made  on  the  basis  of  educational  oppor- 
tunities offered,  rather  than  on  financial  remuneration. 
There  are  still  a number  of  hospitals  that  pay  their 
interns,  and  there  can  be  no  objection  to  giving  interns 
some  financial  help,  but  hospitals  which  secure  the 
best  interns  and  most  easily,  are  those  whose  staffs  are 
known  to  furnish  the  best  educational  opportunities, 
salary  or  no  salary.  The  Council  on  Medical  Educa- 
tion and  Hospitals  also  publishes  a list  of  the  hos- 
pitals that  provide  approved  residencies  in  specialties 
for  those  who  have  already  had  a general  internship 
or  experience. 

By  furnishing  these  lists  the  Council  serves  not  only 
those  who  are  seeking  an  internship  or  residency ; it 
also  contributes  much  to  the  good  of  the  profession 
and  the  public  by  encouraging  a broad  general  founda- 
tion, both  for  general  practice  and  specialization. 

AN  AMERICAN  HEAETH  CONGRESS 

In  ORDER  TO  Gii'E  HEALTH  WORKERS  from  every  part 
of  the  country  a bird’s-eye  view  of  the  public-health 
movement  in  its  broadest  aspects,  the  National  Health 
Council  at  370  Seventh  Avenue,  New  York  City,  has 
planned  for  an  American  Health  Congress  to  be  held 
at  Atlantic  City  during  the  week  of  May  17th,  1926. 

The  leading  authorities  on  each  phase  of  the  public- 
health  movement ; such  as  tuberculosis,  cancer,  heart 
disease,  blindness,  social  and  mental  hygiene,  public- 
health  nursing,  preventable  diseases,  and  positive  health 
education  for  both  children  and  adults,  will  present 
the  latest  and  most  authoritative  findings  and  programs 
for  the  solution  of  these  problems. 

Among  the  groups  that  will  cooperate  in  the  Congress 
are  the  following  members  of  the  National  Health 
Council : American  Child  Health  Association ; Amer- 
ican Heart  Association : American  Public  Health  As- 
sociation ; American  Red  Cross ; American  Social 
Hygiene  Association ; American  Society  for  the  Con- 
trol of  Cancer ; Conference  of  State  and  Provincial 
Health  Authorities  of  North  America ; National  Com- 
mittee for  ^lental  Hygiene;  National  Committee  for 
the  Prevention  of  Blindness ; National  Organization  for 
Public  Health  Nursing;  National  Tuberculosis  Asso- 
ciation ; United  States  Children’s  Bureau ; United 
States  Public  Health  Service ; Women’s  Foundation  for 
Health.  In  addition  to  these  grouos,  it  is  anticipated 
that  leading  health  associations  of  Canada,  Mexico  and 
elsewhere  will  cooperate  in  this  Congress. 

The  American  Nurses  Association,  the  National^  Or- 
ganization for  Public  Health  Nursing,  and  the  National 
League  of  Nursing  Education,  will  hold  their  regular 
biennial  meeting  during  this  same  week  at  Atlantic 
City.  The  General  Federation  of  Women’s  Clubs  will 
meet  directly  after  the  Congress. 

Already  well-organized  plans  are  under  way.  The 
Atlantic  City  convention  authorities  and  the  -hotels 
will  cooperate  to  the  fullest  extent.  The  Steel  Pier 
has  been  engaged  for  headquarters  and  meetings  will 
be  held  there  and  at  the  near-by  hotels  on  the  board- 
walk. Part  of  the  space  on  the  Steel  Pier  will  be 
usd  for  commercial  and  educational  exhibits.  A strict 
censorship  will  be  exercised,  however,  in  order  that  the 
exhibits  may  conform  with  the  high  standards  of  such 
a meeting. 


UNITED  STATES  CIVIL  SERVICE  EXAMINATIONS 

The  United  States  Civil  Service  Commission  an- 
nounces the  following  open  competitive  examination : 
Physiotherapy  Aide,  Physiotherapy  Pupil  Aide,  and 
Physiotherapy  Assistant. 

Receipt  of  applications  for  the  positions  listed  above 
will  close  June  13.  The  date  for  the  assembling  of 
competitors  will  be  stated  on  the  admission  cards  sent 
to  applicants  after  the  close  of  receipt  of  applications. 
The  examinations  are  to  fill  vacancies  in  the  Veterans’ 
Bureau  and  the  Public  Health  Service. 

The  entrance  salary  for  physiotherapy  aide  in  the 
Public  Health  Service  is  $1,020  a year,  with  quarters, 
subsistence  and  laundry ; for  physiotherapy  pupil  aide, 
$720  a year,  with  quarters,  subsistence  and  laundry; 
and  for  physiotherapy  assistant,  $1,500  a year. 

The  entrance  salary  for  physiotherapy  aide  in  the 
Veteran’s  Bureau  is  $1,680  a year.  In  this  service  the 
entrance  salary  ranges  from  $1,000  to  $1,400  a year  for 
physiotherapy  pupil  aide,  and  from  $1,320  to  $1,600  a 
year  for  physiotherapy  assistant. 

The  Commission  also  announces  the  following  open 
competitive  examination : Junior  Medical  Officer,  As- 
sistant Medical  Officer,  Associate  Medical  Officer, 
Medical  Officer,  Senior  Medical  Officer. 

Applications  for  these  positions  will  be  rated  as 
received  until  June  30.  The  examinations  are  to  fill 
vacancies  in  various  branches  of  the  Government 
service,  at  entrance  salaries  ranging  from  $1,860  to 
$5,200  a year. 

Applicants  for  these  positions  must  have  been  grad- 
uated from  a medical  school  of  recognized  standing, 
and  in  addition,  have  had  certain  specified  experience 
or  postgraduate  study.  It  is  provided,  however,  that 
applicants  for  the  position  of  junior  medical  officer  who 
are  senior  students  in  a medical  college,  may  be  admit- 
ted to  the  examination  subject  to  their  submitting 
proof  of  actual  graduation  within  six  months  from  the 
date  of  making  oath  to  the  application. 

The  need  is  for  eligibles  who  are  qualified  in  the 
various  specialties  of  medicine  and  surgery;  there  is 
no  great  need  at  this  time  for  those  who  are  qualified 
in  general  medicine  or  surgery. 

Competitors  will  not  be  required  to  report  for  exam- 
ination at  any  place,  but  will  be  rated  on  their  educa- 
tion, training  and  experience. 

Full  information  and  application  blanks  may  be  ob- 
tained from  the  United  States  Civil  Service  Commis- 
sion, Washington,  D.  C.,  or  the  secretary  of  the  board 
of  U.  S.  civil-service  examiners  at  the  post  office  or 
customhouse  in  any  city. 


REPAIR  OF  ACQUIRED  DEFECTS 
OF  THE  FACE 

The  repair  of  acquired  defects  of  the  face  by  means 
of  skin  flaps  is  discussed  by  Robert  H.  Ivy,  Philadel- 
phia (Journal  A.  M.  A.,  Jaru  17,  1925).  In  his  experi- 
ence, in  extensive  deformities  and  defects  of  the  alae 
of  the  nose,  better  results  will  be  obtained  by  sacrific- 
ing these  defective  parts  and  entirely  reconstructing 
them  from  a single  forehead  flap,  rather  than  by  mak- 
ing a patchwork  nose  in  utilizing  portions  of  shrunken 
alae  and  other  remnants. 


To  operate  in  the  presence  of  acute  hemorrhage 
from  the  stomach  without  very  strong  evidence  that 
ir  is  due  to  chronic  ulcer  is  untimely. 

John  B.  Dea\-er. 


Dr.  O.  Pine  queries : What  so  tiresome  as  the  same 
topic,  no  matter  how  good,  by  the  same  man,  no  matter 
how  capable,  in  the  same  manner,  no  matter  how  elo- 
quent, among  the  same  listeners,  no  matter  how  en- 
during? 
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THE  DIAGNOSIS  OF  MENTAL  DIS- 
EASES BY  THE  GENERAL 
PRACTITIONER* 

M.  A.  TARUMIANZ,  M.D. 

DELAWARE  STATE  HOSPITAL 
FARNHURST,  DEL. 

In  preparing  a paper  for  this  Association, 
there  were  several  thoughts  that  came  to  my 
mind.  A subject,  dealing  with  certain  psychi- 
atric problems,  as  viewed  from  the  standpoint  of 
the  general  practitioner,  would  perhaps  be  of 
benefit. 

Many  interesting  problems  have  arisen  in  rela- 
tion to  the  recognition  and  diagnosis  of  the 
fairly  common  psychoses,  such  as  would  be  en- 
countered in  the  everyday  work  of  the  general 
practitioner.  Therefore  it  seemed  to  me  that  a 
discussion  of  the  chief  symptoms  and  diagnostic 
points  of  the  most  prevalent  psychoses  might  be 
of  some  value.  It  is  not  my  purpose  to  dwell 
upon  the  pathological  anatomy  of  these  diseases, 
nor  upon  the  treatment  of  psychopathic  patients. 
I'he  discussion  of  these  matters  is  outside  the 
scope  of  this  paper. 

According  to  the  statistics  of  H.  M.  Pollock, 
in  the  year  1880,  40,942  mental  patients  were 
under  treatment  in  public  institutions  in  the 
United  States.  In  1920  there  were  232,680 — a 
sixfold  increase.  According  to  the  ratio  per 
100,000  of  population,  there  were  81.6  in  1880 
as  against  220.1  in  1920. 

The  statistics  of  our  hospital  show  almost  the 
same  figures.  In  the  year  1890,  160  patients 
were  under  treatment — a ratio  of  94.9  per  100,- 
000  of  population — and  in  1920  there  were  510. 
more  than  a threefold  increase — a ratio  of  228.7 
per  100,000  of  population. 

In  a period  of  30  years  there  was  an  increase 
of  133.8  per  100,000  of  population.  This  is 
mathematically  and  statistically  correct ; but  as 
every  one  who  works  in  this  field  is  aware,  this 
does  not  mean  a real  increase  in  insanity,  but 
shows  only  that  of  the  great  mass  of  mental  dis- 

before  the  Medical  Society  of  Delaware,  Milford, 
October  15,  1924. 


ease  which  exists  in  the  country,  more  of  it 
comes  every  year  into  the  hospitals,  where  it  can 
be  measured.  This  is  due  to  the  fact  that  the 
general  practitioner  pays  more  attention  to  psy- 
chiatry, and  is  able  to  diagnose  mental  cases 
more  easily  than  formerly.  There  has  also  been 
a growing  confidence  on  the  part  of  the  public 
in  institutions  for  the  treatment  of  mental  pa- 
tients. The  following  statistics  will  tell  their 
own  story : In  1890,  among  the  new  admissions 
to  our  hospital,  there  was  only  one  case  of  gen- 
eral paresis,  while  in  1920  there  were  23  new 
cases  of  general  paresis,  an  increase  of  22  pa- 
tients in  this  psychosis  alone,  although  the  popu- 
lation of  the  state  in  the  same  period  of  time  in- 
creased only  slightly  over  one-third.  Yet  we  are 
aware  of  the  fact  that  there  were  more  paretics 
30  years  ago  than  to-day,  because  of  insufficient 
treatment  of  syphilis. 

As  there  are  very  few  psychiatrists  in  our 
state,  it  is  important  for  the  general  practitioner 
to  be  able  to  diagnose  the  most  prevalent  mental 
diseases,  and  if  necessary  to  commit  these  psy- 
chopathic patients  to  the  State  Hospital.  This 
is  done  for  the  proper  treatment  of  the  patient, 
and  often  for  his  safety  as  well  as  for  the  safety 
of  the  public.  The  physician  takes  great  respon- 
sibility in  advising  the  restriction  of  liberty  and 
in  placing  the  patient  in  a hospital  by  signing  the 
medical  certificate  for  this  purpose. 

In  Chapter  76  of  the  Revised  Statutes  of  the 
State  of  Delaware,  we  read:  “No  person  shall 
be  received  as  a patient  in  the  Delaware  State 
Hospital,  at  Farnhurst,  unless  a certificate  shall 
have  been  previously  filed  with  the  Superintend- 
ent of  said  hospital ; which  certificate  shall  be 
made  and  signed  by  at  least  two  physicians,  resi- 
dents of  this  state,  who  have  been  actively  en- 
gaged in  the  practice  of  medicine  for  at  least  five 
years  theretofore,  and  who  shall  be  residents  of 
the  same  state  and  county  as  the  alleged  insane 
persons,  and  one  of  whom  shall  be  chosen  by  the 
State  Board  of  Trustees  of  the  Delaware  State 
Hospital  at  Farnhurst.  Said  certificate  must 
state  that  the  physicians  have  separately  exam- 
ined the  person  alleged  to  be  insane,  and  that  they 
have  arrived  at  the  conclusion  of  the  insanity  of 
such  person  from  such  personal  examination  and 
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the  history  of  the  case;  that  the  disease  of  the 
person  is  of  such  character  as  requires,  in  their 
judgment,  hospital  care  and  treatment,  and  that 
said  physician,  or  either  of  them,  are  in  no  way 
related  by  blood  to  or  connected  by  marriage 
with  such  person,  nor  in  any  way  connected  with 
said  hospital  nor  with  any  county  almshouse  in 
this  state.  In  all  cases  under  this  Section,  the 
certificate  and  other  papers  must  be  accompanied 
by  an  order  of  admission,  signed  by  one  or  more 
of  the  trustees  of  said  hospital.” 

These  laws  relating  to  insanity  were  framed 
for  the  purpose  of  safeguarding  the  rights  of  the 
afflicted  person  and  protecting  society.  An  indi- 
vidual is  committed  to  a hospital  for  treatment, 
not  on  the  presence  or  absence  of  a certain  dis- 
ease, but  on  the  question  of  his  ability  to  live  in 
accordance  with  social  regulations  and  conven- 
tions. The  principal  factor  in  the  maintenance 
of  society  is  the  regulation  of  the  behavior 
of  the  individual,  which  can  be  effected  only 
through  the  operation  of  the  mind.  Disturbance 
of  this  regulation  means  social  difficulty. 

In  the  diagnosis  of  mental  diseases  it  is  almost 
impossible  to  obtain  a complete  morbid  picture 
in  a single  examination.  In  most  of  the  cases 
it  is  also  very  difficult  to  follow  a general  plan 
of  examination.  Frequently  it  is  sufficient  for 
the  general  practitioner  to  make  a diagnosis  of 
mental  disease,  without  ascertaining  the  particu- 
lar psychosis,  especially  when  the  case  has  to  be 
committed  to  the  State  Hospital  immediately,  on 
account  of  violence,  homicidal  or  suicidal  tenden- 
cies or  some  other  important  factor. 

We  should  approach  the  patient  from  the  med- 
ical point  of  view.  The  first  question  to  arise 
should  not  be  whether  this  is  a case  of  dementia 
praecox  or  manic-depressive  insanity  or  some 
other  psychosis,  but  what  is  the  matter  with  this 
patient  that  he  does  not  behave  as  he  used  to. 
We  should  find  out  what  are  his  capacities  for 
reaction  and  what  are  his  incapacities.  In  most 
of  the  psychoses  there  is  the  lack  of  a capacity 
to  react  in  the  sphere  of  mental  or  physical  ac- 
tivity. We  should  learn  what  the  patient  can- 
not do  that  he  was  able  to  do  before  his  illness. 
In  the  cases  of  psychoses,  we  are  dealing  not 
only  with  physiological,  but  with  psychological 
reaction  as  well.  E.  Bleuler  says  that  a “psy- 
chosis is  a complicated  structure,  which  may 
manifest  itself  in  very  different  ways,  not  only 
from  one  patient  to  another,  but  in  the  same 
patient  at  different  times.  The  manifestations 
were  formerly  taken  for  the  diseases  themselves. 
It  is  of  practical  value  to  emphasize  them,  as 
pictures  of  morbid  states  and  as  syndromes.” 
Psycho-analysis  is  the  method  by  which  the  hu- 
man mind  is,  so  to  speak,  dissected,  and  by 


these  means  unconscious  motives  of  conduct  are 
sought.  The  technic  of  psycho-analysis  is  an 
art,  more  successful  in  some  hands  than  in 
others. 

The  general  practitioner  must  be  fully  con- 
vinced of  the  fact  that  mental  symptoms  have 
each  and  every  one  of  them  a meaning.  He 
must  have  patience  to  listen  to  the  story  of  his 
patient  and  try  to  find  the  meaning  in  it.  The 
behavior  of  an  insane  man,  like  that  of  a sane 
man,  is  a reaction  to  some  situation,  and  when 
accompanied  by  feeling  is  usually  spoken  of  as 
a psychosis. 

Now  we  will  consider  some  of  the  types  of 
reactions : 

Conf  usional  states  occur  especially  in  associa- 
tion with  bodily  diseases,  such  as  infections. 
According  to  Ziehen,  confusion  is  a symptom 
complex,  consisting  of  disorientation,  incoher- 
ence of  the  course  of  ideation  and  motor  inco- 
herence. 

Acute  delirium  is  now  a rare  brain  disease,  due 
mostly  to  toxic  conditions,  and  is  based  on  dif- 
ferent infections  or  on  schizophrenic  processes 
and  shows  itself  in  deliria  and  convulsive  mani- 
festations. 

Hallucinosis  is  the  designation  for  acute  hallu- 
cinatory conditions.  This  type  of  reaction  is 
most  frequent  in  connection  with  chronic  intoxi- 
cations, especially  with  alcohol.  There  is  little 
clouding  of  consciousness  and  the  picture  is 
dominated  by  hallucinations  in  which  the  hear- 
ing, vision,  skin  sense,  taste  and  smell  may  be 
affected.  Often  this  picture  is  difficult  to  distin- 
guish from  dementia  praecox  of  paranoid  type. 

Stupor  is  a state  of  various  origins.  It  occurs 
especially  in  schizophrenia,  hysteria,  epilepsy, 
and  also  in  auto-intoxication ; rarely  in  manic- 
depressive  insanity.  Stupor  is  an  outer  form  of 
manifestations  of  the  following  different  states: 
maximal  apathy,  inhibitions,  obstructions  and 
cerebral  torpor  of  any  kind. 

Under  cloudiness  we  understand  different  con- 
ditions of  narrowed,  vag^e,  slowly  performed 
thinking.  Such  conditions  are  seen  in  epilepsy, 
schizophrenia,  and  in  organic  states  of  all  kinds. 

Transitory  psychoses  are  attacks  which  appear 
and  disappear  suddenly,  with  disturbances  of 
consciousness  of  short  duration. 

Catatonia,  as  such,  is  a manifestation  of 
schizophrenia.  The  peculiar  condition  of  cata- 
tonic excitement  consists  of  a collection  of  sense- 
less actions  and  movements.  These  movements 
have  no  connection  either  among  each  other,  or 
with  ideas  or  emotions,  but  have  the  tendency  to 
repeat  themselves  very  often  either  in  the  same 
form  or  with  all  manner  of  changes. 

Paranoid  symptoms  is  the  designation  for 
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hallucinations  and  delusions,  when  they  appear 
in  a state  of  mental  clearness  and  without  fluc- 
tuations of  the  effects. 

Dementia  is  not  a uniform  condition.  One 
deals  here  with  a purely  practical  conception. 
“Dementia”  resembles  feeble-mindedness,  but 
with  the  essential  difference  that  in  feeble- 
mindedness the  brain  paths  have  never  func- 
tioned, either  because  they  were  never  developed 
or  because  they  were  destroyed  by  disease  be- 
fore they  were  fully  developed.  Dementia  is  the 
suppression  of  functions  that  had  previously 
been  {performed.  The  diagnosis  “dementia”  is 
scientifically  never  sufficient.  One  can  diagnose 
only  a particular  kind  of  dementia. 

The  expression  mania  now  means  the  manic 
type  of  manic-depressive  insanity.  The  leading 
element  is  the  exaltation  of  mood,  which  is 
easily  transformed  into  anger  and  which  is  very 
changeable.  In  thought,  there  is  flight  of  ideas 
and  pressure  of  activity,  also  overestimated  and 
grandiose  ideas.  The  patient  feels  that  nothing 
is  beyond  his  ability.  Not  infrequently  we  also 
find  exalted  moods  in  almost  all  dementing 
psychoses.  The  degree  of  exaltation  varies  from 
the  mildest  exaggeration  to  the  wildest  excite- 
ment. In  the  mild  forms  of  this  state  the 
psychic  activity  and  mobility  of  attention  is  in- 
creased. The  patient  may  appear  livelier,  more 
capable  than  formerly.  He  is  witty ; he  com- 
ments on  the  appearance,  and  also  interferes  in 
the  affairs  of  others.  There  is  a “lack  of  inner 
unity  in  the  course  of  ideas.”  Recollection  of 
recent  events  is  not  exact.  The  patient  is  easily 
led  away  in  his  narrations  to  exaggerations.  The 
sexual  excitability  is  increased.  This  increased 
sexual  desire  may  lead  to  embarrassing  situa- 
tions. This  mild  form  of  manic  state  leads  to 
the  morbid  state  of  actual  acute  mania — manic 
excitement.  The  onset  of  this  state  is  always 
fairly  sudden.  The  hyperactivity  is  more 
marked.  The  speech  and  acts  have  characteris- 
tics of  primitive  frankness ; they  are  vigorous 
and  very  often  violent.  Restlessness  and  marked 
destructiveness  are  common.  With  all  this  these 
patients  are  jolly,  but  oftentimes  become  angry, 
followed  by  violence.  There  is  an  absence  of 
the  sense  of  fatigue  or  exhaustion  and  also  a 
lack  of  consideration  for  consequences.  This  is 
what  gives  them  a superhuman  strength.  Hallu- 
cinations are  rare,  but  delusions  occur  frequently. 
The  latter  are  of  grandeur  and  of  a religious 
type,  which  are  produced  by  them  oftentimes  in 
a theatrical  manner.  In  the  most  severe  degrees 
distinction  from  delirium  may  be  impossible. 

The  mild  forms  of  depressive  states  are  char- 
acterized by  the  appearance  of  a simple  psychic 
inhibition  without  hallucinations  and  without 


marked  delusions.  In  such  cases  thinking  is 
difficult.  The  patient  cannot  collect  his  thoughts ; 
he  is  not  able  to  perceive  or  to  follow  the  train 
of  thoughts  of  a conversation.  He  has  to  con- 
sider a long  time  about  simple  things.  Later,  in 
severe  cases,  the  mood  is  one  of  hopeless  sadness. 
He  feels  solitary  and  unhappy.  Occasionally 
imperative  ideas  emerge  in  these  states.  There 
is  a total  absence  of  energy.  Movements  of  the 
body  are  very  slow  and  limited.  He  lacks  will 
power.  Sometimes  a passion  for  lying  in  bed  is 
developed.  The  patient  promises  to  rise  to- 
morrow, but  has  always  new  excuses  to  remain 
in  bed.  Though  he  is  silent  and  motionless,  he 
often  sleeps  very  little. 

Another  variety  of  depression  which  is  more 
common  is  the  “worried  depression.”  This  pre- 
sents an  attitude  of  anxiety.  Here  the  thoughts 
are  freely  expressed,  but  are  limited  to  certain 
ideas  that  conform  with  the  mood  of  worry  and 
anxiety.  The  patient  walks  slowly  up  and  down, 
moans  and  tears  his  hair,  and  repeats  for  hours 
and  days : “Oh,  my  God,  my  God,”  or  “Won’t 
you  kill  me,  please?”  or  “Let  me  out,  so  I may 
die!”  These  states  of  intense  restless  agitation 
may  last  for  a long  period.  Dreams  of  horrify- 
ing content  interrupt  the  short  snatches  of  sleep. 
This  depressive  state  may  reach  a very  high 
stage  in  the  negation  of  everything.  In  these 
cases  the  patients  affirm  that  they  “no  longer 
have  any  family,”  or  “everything  is  lost,”  or 
“the  heart  no  longer  beats  and  the  blood  has 
ceased  to  circulate.”  They  deny  their  own  ex- 
istence, failing  to  recognize  their  own  identity. 
Frequently  the  patients  have  ideas  of  persecu- 
tion, closely  connected  with  the  delusion  of  sin. 
I'he  extraordinarily  strong  tendency  to  suicide 
is  of  greatest  practical  significance.  Sometimes 
it  accompanies  the  whole  course  of  the  disease, 
without  culminating  in  a serious  attempt,  owing 
to  the  incapacity  of  the  patients  to  arrive  at  a 
decision.  Still  the  danger  of  suicide  is  in  all  cir- 
cumstances extremely  serious,  as  the  volitional 
inhibition  may  disappear  abruptly.  In  the  severe 
cases  of  depressive  states  the  psychic  inhibition 
may  develop  into  stupor. 

The  manic  and  depressive  states  run  almost  in 
pure  form  in  the  common  cases  of  manic-depres- 
sive insanity.  But  very  often  we  meet  with 
states  which  do  not  exactly  correspond  with 
either  manic  excitement  or  depression,  but  repre- 
sent a mixture  of  the  morbid  symptoms  of  both. 

What  are  the  most  prevalent  mental  diseases  ? 
In  answer  to  this  question,  I shall  present  the 
statistics  of  the  Delaware  State  Hospital.  Among 
the  184  new  admissions  during  the  last  year  and 
a half,  there  were  38  cases  of  dementia  praecox, 
or  20.5%  of  the  new  admissions;  34  cases  of 
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manic-depressive  psychoses,  or  18.5%  ; 30  cases 
of  senile  psychoses,  or  16.2% ; 21  cases  of  gen- 
eral paresis,  or  11.5% ; 17  cases  of  paranoia,  or 
g.l%;  13  cases  of  constitutional  psychopathic 
inferiority,  or  7%;  ii  cases  of  alcoholic  psy- 
chosis, or  5.9%.  The  remaining  20  cases  were 
almost  evenly  divided  among  the  following  psy- 
choses : traumatic,  epileptic,  involution  melan- 
cholia, with  arteriosclerosis,  with  other  brain  and 
nervous  diseases,  and  with  somatic  diseases. 
From  these  figures  it  is  to  be  seen  that  dementia 
prascox  is  in  the  lead,  which  is  true  in  all  other 
institutions  as  well. 

Dementia  prceeox  has  excited  more  interest 
than  any  other  form  of  insanity  in  our  time.  The 
name  dementia  praecox  is  an  old  one.  It  was 
first  used  by  Morel  in  i860,  but  the  modern  con- 
ception of  the  term  was  formulated  by  Kraepelin 
in  the  following  definition : “A  series  of  states, 
the  common  characteristic  of  which  is  a peculiar 
destruction  of  the  psychic  personality.  The  ef- 
fects of  this  injury  predominate  in  the  emotional 
and  volitional  spheres  of  mental  life.”  Some  ob- 
jections have  been  directed  against  the  name. 
Bleuler  says  that  “as  the  disease  need  not  pro- 
gress as  far  as  dementia,  and  does  not  always 
appear  during  puberty  or  soon  after,  he  prefers 
the  name  schizophrenia.”  The  disease  may  come 
to  a standstill  at  any  stage,  and  many  of  its 
symptoms  may  clear  up  to  quite  an  extent  or 
altogether.  This  disease  at  times  runs  a chronic 
course,  and  at  times  runs  in  shifts.  It  may  be- 
come stationary  at  any  stage. 

That  many  persons  who  develop  dementia 
praecox  give  a history  of  previous  peculiarities 
of  behavior  has  come  to  be  well  recognized.  The 
direct  influence  of  heredity  was  naturally  the 
first  thought  in  determining  the  etiology,  and  its 
indirect  effect  in  creating  an  unfavorable  en- 
vironment in  which  these  patients  lived  during 
their  childhood,  when  they  normally  were  highly 
imitative  and  suggestible,  was  not  reckoned  in 
predicting  the  outcome.  Personality  plays  an 
important  role  in  dementia  praecox.  Meyer  made 
a constructive  contribution  to  psychiatry,  when 
he  emphasized  the  “shut-in”  make-up  in  his  con- 
ception of  dementia  praecox.  It  is  recognized 
that  resistance  to  mental  disease  is  an  extremely 
variable  quantity,  and  at  times  even  the  most  in- 
significant thrust  suffices  to  upset  the  equilibrium 
of  an  individual.  The  most  characteristic  fea- 
tures are;  sufficiently  well-established  reactions, 
a seclusive  type  of  personality,  appearance  of 
defects  of  interest,  serious  defects  of  judgment, 
suspicions  or  ideas  of  reference ; development 
of  peculiar  trends,  often  fantastic  ideas.  Mem- 
ory and  orientation  are  very  poor.  Kraepelin  has 
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separated  from  each  other,  a catatonic,  paranoid, 
hebephrenic  and  simple  dementia. 

Catatonic  type:  In  these  cases  there  is  a 
prominence  of  negativistic  reactions  or  peculiari- 
ties of  conduct,  with  stupor  or  excitement ; and 
usually  some  hallucinations  are  present. 

The  paranoid  type  is  characterized  by  promi- 
nence of  delusions,  mostly  of  persecution  or 
grandeur,  also  hallucinations. 

The  hebephrenic  type  usually  show  a tendency 
to  silliness,  laughter,  grimacing,  and  mannerism 
in  speech  and  action.  There  are  absurd  and  very 
changeable  ideas. 

The  simple  type  is  characterized  by  defects  of 
interest,  gradual  development  of  an  apathetic 
state,  and  peculiar  behavior,  but  without  delu- 
sions or  hallucinations. 

To  illustrate  this  I shall  describe  a case  of 
dementia  praecox  of  paranoid  type; 

The  patient,  L.  W.,  is  a single  woman,  29  years  old, 
of  native  American  birth  and  ancestry.  She  is  one  of 
a family  of  four.  Two  sisters  are  neurotics  and  pe- 
culiar. At  15  the  patient  lost  her  mother  and  left 
school.  At  that  age  she  was  psychotic;  physically  she 
was  healthy,  in  spite  of  menstrual  irregularity,  consti- 
pation and  occasional  headaches.  She  was  living  alone 
with  her  father.  He  was  very  selfish.  That  unde- 
sirable character  traits  should  grow  out  of  such  an 
environment  goes  without  saying.  At  21  an  exacer- 
bation of  symptoms  made  her  admission  to  a private 
mental  hospital  imperative.  During  this  period  she  was 
regarded  as  “depressed,  sometimes  agitated.”  She  had 
hallucinations,  delusions  and  ideas  of  reference.  The 
psychosis  continued  for  at  least  two  years,  thus  com- 
pleting a three-year  course.  Apparently  recovered  from 
this  attack,  she  took  charge  of  her  father’s  house, 
though  she  disliked  the  housework.  At  the  age  of  27, 
illegitimate  pregnancy  and  abortion  were  followed  by 
shock.  She  became  depressed,  but  apparently  soon  re- 
covered from  the  shock.  From  then  on  her  life  seems 
to  have  been  distinctly  fast — much  bridge,  cigarette 
smoking,  drinking  and  dancing  parties.  About  six 
months  previous  to  her  admission  to  this  hospital  she 
loved  a man.  There  was  Illicit  sexual  intercourse  and 
the  fear  of  pregnancy,  which  was  sharpened  by  sudden 
cessation  of  the  menstrual  function.  The  onset  of 
mental  symptoms  was  gradual.  During  a three-months 
period  there  was  a reversal  of  her  usual  cheerful  dis- 
position. She  became  depressed,  irritable  and  disagree- 
able. There  was  a constantly  increasing  tendency  to  be 
careless  in  dress.  The  greatest  disturbance  was  in  the 
general  field  of  behavior,  resistiveness  and  violence. 
At  this  stage  of  the  disease  the  family  was  forced  to 
commit  her  to  our  hospital. 

On  admission,  her  perception  of  external  impressions 
was  not  lessened  to  any  degree.  There  was  a disorder 
in  her  attention,  a certain  unsteadiness.  At  present 
visual  and  auditory  hallucinations  are  prominent.  She 
has  seemingly  purposeless  outbreaks  with  screaming 
spells,  profanity  and  resistiveness.  At  times  she  is 
flighty;  she  has  a sudden  excitement,  is  noisy  and 
fearful,  has  visual  hallucinations,  and  sees  imaginary 
faces  at  the  windows.  Now  she  has  ideas  of  persecu- 
tion. She  claims : “It’s  all  my  family’s  fault  that  I’m 
in  this  condition” ; that  she  has  been  “made  crazy” ; that 
she  is  in  the  hospital  for  “research”;  that  “people  are 
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talking  about  her  and  laughing  at  her  and  making  fun 
of  her.”  The  delusional  direction  of  the  psychosis  came 
clearly  into  view,  with  delusional  ideas  of  poisoned  food. 
For  a time  delusions  of  a gross  somatic  type  were 
prominent.  She  claimed  that  “my  heart  is  in  the  wrong 
place”;  “I  am  dead.”  These  symptoms  give  point  to 
the  diagnosis  of  dementia  praecox.  There  are  suspi- 
cion, childish  behavior,  deterioration,  seclusiveness, 
somewhat  systematized  delusions  in  which  her  family, 
the  physicians,  the  nurses  and  the  hospital  are  the 
conspirators. 

Physical  examination  elicited  these  findings : fre- 

quent headaches ; the  pupils  are  conspicuously  wide ; 
the  light-reaction  of  the  pupils  often  appears  sluggish ; 
the  tendon  reflexes  are  considerably  increased.  In  her 
psychomotor  domain  we  find  there  are  some  dis- 
orders, such  as  staggering  and  tremor.  There  are  some 
vasomotor  disorders,  and  slight  cyanosis  of  the  hands, 
the  feet,  the  nose  and  the  ears.  The  blood  pressure  is 
lowered  to  systolic  lOO,  diastolic  70.  The  secretion  of 
saliva  is  increased,  the  temperature  subnormal.  The 
menses  were  absent  for  six  months,  and  later  irregular. 
There  is  a leukocytosis  of  11,000  (65%  neutrophilic). 
The  urine  is  negative.  The  weight  dropped  from  no 
to  95  lbs.  The  x-ray  examination  of  her  teeth  showed 
right  and  left  lower  third  molars  impacted.  These 
were  extracted.  No  infection. 

In  this  case,  when  the  symptoms  were  added  one  to 
the  other,  the  result  was  made  to  read  dementia  praecox, 
paranoid  type. 

To  the  manic-depressive  insanity  group  be- 
longs the  whole  domain  of  former  periodic  and 
circular  insanity,  also  of  former  simple  mania 
and  melancholia-mental  disorders  which  funda- 
mentally are  marked  by  emotional  oscillations 
and  a tendency  to  recurrence.  Various  psychotic 
trends,  such  as  delusions,  illusions  and  halluci- 
nations, clouded  states  and  stupor,  may  be  added. 
These  features  of  the  picture  have  already  been 
outlined. 

The  history  of  the  conception  of  paranoia  is 
closely  connected  with  the  development  of  our 
clinical  views  of  psychiatry.  There  was  a time 
when  the  number  of  the  paranoiacs  in  our  mental 
hospitals  had  grown  to  80%  of  all  cases.  The 
demonstration  of  a few  delusions,  especially 
those  of  persecution,  or  hallucinations  sufficed 
for  clinical  characterization.  The  modem  mor- 
bid picture  of  paranoia  was  created  by  Kraepe- 
lin,  according  to  whom  it  is  characterized  by  “the 
insidious  development  of  a permanent  and  un- 
shakable delusional  system,  resulting  from  in- 
ternal causes,  which  is  accompanied  by  perfect 
preservation  of  clear  and  orderly  thinking, 
willing  and  acting.”  Outside  of  the  delusional 
system  and  everything  that  refers  to  it,  the  logic 
and  train  of  ideas  are  sound,  according  to  our 
means  of  investigation.  Memory  shows  no  dis- 
order in  domains  lying  outside  of  the  delusion. 
Orientation  as  to  place  and  time  always  remains 
normal.  Attention  is  normal  if  not  preoccupied 
with  delusions. 


The  forms  most  frequently  met  by  the  physi- 
cian are  those  involving  delusions  of  persecution 
(the  commonest  form)  and  delusions  of  jealousy. 
The  persecuted  one  sees  hostile  people  who  will 
not  let  him  advance  in  life  because  of  jealousy 
or  some  other  selfish  reasons.  In  that,  the  per- 
secuted at  first  becomes  only  distrustful  and  is 
still  capable  of  recognizing  at  least  a kind  of 
uncertainty  in  his  conclusions,  but  after  a while 
there  comes  to  him  a certainty  which  is  never 
lost.  The  patient  is  driven  by  his  delusions  to 
make  complaints  to  the  police,  to  judges  or  to  the 
governor  or  other  authorities.  Not  infrequently 
he  attempts  himself  to  wreak  vengeance  upon 
one  or  more  of  his  imaginary  enemies. 

The  jealous  patients  are  probably  for  the 
most  part  women.  They  find  evidence  every- 
where that  their  husbands  deceive  them  with 
many  other  women.  These  delusions  are  never 
free  from  an  admixture  of  more  or  less  pro- 
nounced ideas  of  grandeur.  Some  of  them  are 
delusional  inventors.  The  peculiarity  common  to 
all  these  inventors  is  the  faith  in  their  great  and 
unique  endowment  and  brilliant  future.  Most 
of  the  paranoiacs  have  an  exalted  feeling  of  self- 
importance.  The  erotics  believe  themselves  loved 
by  persons  of  the  opposite  sex  of  higher  rank. 

The  prodromal  stage  is  practically  never  ob- 
served by  the  general  practitioner.  Most  of  the 
cases  require  a number  of  years  to  develop.  The 
course  of  paranoia  is  always  most  chronic.  Ac- 
cording to  Kraepelin  (and  also  our  statistics) 
paranoia  breaks  out  first  in  later  manhood  and 
womanhood.  The  prognosis  is  absolutely  un- 
favorable. The  memory,  judgment  and  intellect, 
in  all  other  directions  except  these  related  to  the 
delusions,  are  excellent.  The  diagnosis  of  such 
a case  is  not  at  all  easy  in  practice,  because  the 
patient,  knowing  which  of  his  ideas  are  consid- 
ered morbid  by  others,  can  and  will  conceal  them. 
To  illustrate  this  form  of  insanity  I will  pre- 
sent the  following  case : 

W.  P.,  a man  53  years  of  age,  was  admitted  to  the 
Delaware  State  Hospital,  a confirmed  case  of  paranoia 
of  at  least  10  years’  standing.  The  patient  was  a sales- 
man. Hereditary  predisposition  was  not  acknowledged. 
No  history  regarding  the  onset  of  the  illness  could  be 
obtained.  On  admission,  his  expression  was  slightly 
furtive  and  suspicious,  and  his  facial  muscles  were 
tremulous  when  he  was  speaking.  No  abnormality 
could  be  detected  in  his  physical  condition.  He  com- 
plained of  vague  sensory  disturbances  in  the  abdomen. 
The  pupils  were  equal  and  reacted  readily  to  light  and 
accommodation.  The  special  senses  were  unaffected. 
Both  the  superficial  and  deep  reflexes  were  present 
and  active.  The  laboratory  report  on  blood  and  urine 
was  negative.  The  dentist’s  report  on  admission  showed 
one  infected  tooth,  which  was  treated. 

For  the  past  year  the  patient  had  become  wholly 
preoccupied  with  himself.  He  could  not  employ  him- 
self, either  physically  nor  mentally,  as  he  should.  He 
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grew  suspicious  and  distrustful  of  everything  and 
everybody.  He  felt  peculiar  general  sensations  and 
shooting  pains.  Unusual  and  unpleasant  odors  har- 
assed him,  and  the  actual  hallucinations  of  hearing 
and  persecutory  delusions  became  fixed  and  permanent 
features  of  his  malady.  Until  a few  months  before 
his  admission  to  our  hospital,  his  delusions  of  persecu- 
tion were  somewhat  confused.  There  was  no  particu- 
lar person  responsible  for  his  inflictions.  Later  on 
these  ideas  became  fixed.  There  were  only  certain 
persons  who  were  against  him  and  who  attempted  to 
poison  him  with  certain  kind  of  gases.  He  claims  that 
two  most  prominent  men  of  the  city  of  Wilmington 
have  employed  hundreds  of  detectives  to  watch  him, 
to  humiliate,  cripple  and  destroy  him  by  the  use  of 
certain  apparatus.  His  persecutory  ideas  are  built 
in  a most  elaborate  way. 

It  is  very  important  to  consider  that  the  third 
largest  percentage  of  admissions  comes  under 
the  division  senile  psychoses,  namely  16.2%.  At 
our  hospital,  among  30  newly  admitted  senile 
cases,  there  were  ii  cases  of  the  simple  deterio- 
ration type  of  senile  psychosis,  that  is,  over  one 
third  of  senile  cases  which  could  have  been 
treated  at  home  or  in  the  poorhouses.  Under  the 
name  of  senile  psychosis  Kraepelin  includes 
the  presenile  and  senile  mental  disturbances.  The 
actual  senile  psychoses  that  we  know,  all  have  a 
definite  tendency  to  progress  to  the  gradual  de- 
struction of  the  brain.  No  exact  age  can  be  set 
at  which  a man  can  be  said  to  have  become  senile. 

The  senile  psychosis  is  characterized  by  the 
following  symptoms : The  first  morbid  symptom 
is  the  change  of  character.  Then  the  memory 
fails  more  and  more.  The  more  recent  an  ex- 
perience, the  sooner  it  is  forgotten.  In  the  course 
of  years  the  limits  of  recollection  are  pushed 
back  farther  and  farther,  and  at  last  the  patients 
live  only  in  their  childhood.  In  the  first  year 
the  patients  try  to  act  as  usual.  Then  their 
actions  become  clumsy,  unsteady  and  finally  en- 
tirely senseless.  There  is  a lack  of  thoughtful- 
ness which  is  liable  to  mislead  them  into  stupid 
financial  transactions.  Frequently  they  wander 
about  the  house  or  outside,  especially  at  night, 
without  any  purpose.  To  this  there  might  be 
added  hallucinations  of  experiences  of  youth. 
Perception  and  attention  are  changed  in  the  sense 
of  the  organic  disturbance.  Orientation  becomes 
more  or  less  disturbed.  They  do  not  know  what 
year  it  is,  or  the  date  or  the  year  of  their  birth. 
While  in  this  condition  the  large  majority  of 
senile  psychoses  could  and  should  be  taken  care 
of  at  home  or  in  the  poorhouse. 

But  various  symptoms  may  change  this  picture 
and  make -institutional  care  necessary.  There 
may  be  a pronounced  depression  and  persistent 
agitation.  These  mild  affective  displacements 
can  rise’  to  melancholic  and  manic  conditions. 
The  depression  is  more  frequent.  In  these  cases 


delusions  are  formed,  mostly  persecutory  or  ex- 
I>ansive  ideas.  The  most  common  delusion  re- 
lates to  their  property.  They  suspect  that  they 
are  being  robbed. 

The  course  of  simple  senile  psychosis  is  usu- 
ally very  slow.  The  following  case  illustrates 
this  type  of  psychosis : 

The  patient,  B.  D.,  is  a man  of  78  years  of  age.  His 
family  history  shows  one  sister  insane.  The  patient 
has  had  no  illness  since  childhood.  He  has  been  a 
moderate  drinker  of  alcoholic  beverages,  and  has  been 
a hard  worker  all  his  life.  About  two  years  ago  he 
became  greatly  worried  about  his  business.  He  became 
extremely  nervous  and  was  in  a state  of  continued 
depression.  On  admission  to  the  hospital,  there  were 
failure  of  memory,  irritability,  morbid  suspicion,  sleep- 
lessness, restlessness,  and  lack  of  self  control.  Later 
on,  there  were  hallucinations  of  hearing  and  sight, 
the  patient  holding  regular  conversations  with  imagi- 
nary people  in  the  ceiling  and  in  the  next  room.  There 
are  marked  delusional  trends,  chiefly  persecutory  ideas. 
He  thinks  his  brother-in-law  is  trying  to  poison  him. 
Physically  there  is  nothing  of  note,  except  that  the 
tendon  reflexes  are  all  dim.inished.  Epigastric  active; 
cremasteric  fair;  blood  hemoglobin  70;  leucocytes 
8,000.  This  is  a case  to  be  treated  and  taken  care  of 
in  a hospital  for  mental  diseases.  Because  of  hallu- 
cinations and  delusions  of  persecution,  he  is  a dangerous 
person  to  be  at  large.  This  is  a paranoid  type  of  senile 
.psychosis. 

General  paresis  is  fourth  in  line  and  comprises 
11.5%  of  all  new  admissions.  It  has  been  dis- 
cussed at  length  by  me  in  a paper  read  before  the 
New  Castle  County  Medical  Society  last  March. 

In  closing  my  paper,  let  me  say  that  the  days 
have  passed  when  the  old-time  superintendent  of 
an  asylum  was  content  to  know  his  patients  by 
name,  to  inquire  after  their  health,  to  listen  to 
their  complaints  and  to  make  the  patients  as 
comfortable  as  possible,  to  segregate  the  noisy 
and  the  untidy  patients  and  provide  food  and 
shelter  for  them.  So  have  passed  the  days  of 
the  old-time  practitioner,  when  he  diagnosed  his 
mental  cases  with  the  simple  word  “insane.” 

The  modern  psychiatrist,  in  addition  to  pro- 
viding mere  physical  comforts,  tries  to  find  out 
what  was  the  original  make-up  of  the  individual, 
what  were  his  character  traits,  and  how  came 
his  maladjustments  to  express  themselves  in  a 
psychosis.  Having  estimated  these  things  to  the 
best  of  his  ability,  his  aim  is  to  help  the  patient 
to  readjust. 

So  the  modern  general  practitioner,  when  ex- 
amining a mental  case,  should  ask  himself : Is 
there  any  structural  damage  to  the  brain,  which 
may  cause  different  types  of  psychoses,  such  as 
traumatic,  senile,  arteriosclerosis,  general  paresis, 
cerebral  syphilis,  involution  melancholia,  or  are 
there  toxic  infectious  conditions,  or  psychoses 
without  discovered  damage  to  the  brain,  such  as 
in  manic-depressive  reactions,  dementia  praecox 
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and  paranoia?  In  short,  the  general  practitioner 
should  look  upon  mental  cases  from  the  medical 
standpoint. 
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EDITORIAL 

WHAT  CONSTITUTES  ADVERTISING 

In  view  of  the  many  criticisms  that  have  come 
to  our  attention  in  recent  months  concerning  the 
alleged  unfair  or  unethical  publicity  that  a few 
of  our  members  and  at  least  one  local  hospital 
are  accused  of  receiving  in  the  local  press,  it 
might  be  of  interest  and  profit  to  all  of  us  care- 
fully to  digest  the  following,  taken  from  the 
Journal  of  the  Michigan  State  Medical  Asso- 
ciation for  January,  1925 : 

What  Constitutes  Advertising 

On  several  occasions,  recently,  requests  have  been 
received  for  opinions  as  to  what  constitutes  medical 
advertising.  For  the  purpose  of  setting  forth  an  in- 
terpretation of  the  subject,  the  following  opinions  and 
definitions  are  set  forth  for  the  information  and  guid- 
ance of  our  members  and  to  govern  the  officers  of 
County  Societies : 

I.  The  Principles  of  Medical  Ethics  of  the  American 
Medical  Association  in  Chapter  II,  Article  i.  Sec.  4, 
sets  forth  the  following  principle : 

Sec.  4.  Solicitation  of  patients  by  physicians  as 
individuals,  or  collectively  in  groups  by  whatsoever 
name  these  be  called,  or  by  institutions  or  organiza- 
tions, whether  by  circulars  or  advertisements,  or  by 
personal  communications,  is  unprofessional.  This  does 
not  prohibit  ethical  institutions  from  a legitimate  adver- 
tisement of  location,  physical  surroundings  and  special 
class — if  any — of  patients  accommodated.  It  is  equally 
unprofessional  to  procure  patients  by  indirection  through 
solicitors  or  agents  of  any  kind  or  by  indirect  adver- 
tisement, or  by  furnishing  or  inspiring  newspaper  or 
magazine  comments  concerning  cases  in  which  the 
physician  has  been  or  is  concerned.  All  other  like  self- 
laudations defy  the  traditions  and  lower  the  tone  of  any 
profession  and  so  are  intolerable.  The  most  worthy 
and  effective  advertisement  possible,  even  for  a young 
physician,  and  especially  with  his  brother  physicians,  is 
the  establishment  of  a well-merited  reputation  for  pro- 
fessional ability  and  fidelity.  This  cannot  be  forced, 
but  must  be  the  outcome  of  character  and  conduct. 
The  publication  of,  or  circulation  of,  ordinary  simple 
business  cards,  being  a matter  of  personal  taste  and 
local  custom,  and  sometimes  of  convenience,  is  not 
f'er  se  improper.  As  implied,  it  is  unprofessional  to 
disregard  local  customs  and  offend  recognized  ideals  in 
publishing  or  circulating  such  cards. 

It  is  unprofessional  to  promise  radical  cures;  to 
boast  of  cures  and  secret  methods  of  treatment  or 


remedies ; to  exhibit  certificates  of  skill  or  of  success 
in  the  treatment  of  diseases;  or  to  employ  any  method 
to  gain  the  attention  of  the  public  for  the  purpose  of 
obtaining  patients. 

In  addition  to  the  above  principles,  the  following 
resolution  has  been  adopted  by  the  House  of  Delegates 
of  the  American  Medical  Association : 

Resolutions  on  Questions  of  Ethics  and  Propriety 
Concerning  Institutional  Publicity 

Dr.  George  E.  Follansbee,  Ohio,  presented  the  fol- 
lowing, which  was  referred  to  the  Reference  Committee 
on  Legislation  and  Public  Relations : 

Whereas,  many  problems  and  questions  of  ethics  and 
propriety  concerning  institutional  publicity  are  constant- 
ly arising ; and 

Whereas,  There  is  no  definite  published  guide  avail- 
able to  the  directors  and  officials  of  medical  institutions ; 
and 

Whereas,  There  is  a widespread  need  for  such  guid- 
ance; therefore,  be  it 

Resolved,  By  the  House  of  Delegates  of  the  American 
Medical  Association ; 

1.  Publicity  by  clinics,  hospitals,  sanitariums  and  other 
semi-public  medical  institutions  as  to  the  quality  of 
work  done  implies  unusual  and  exceptional  ability  and 
efficiency  on  the  part  of  their  professional  staffs  and, 
therefore,  is  advertising  of  the  medical  men  concerned. 
This  type  of  advertising  distinctly  savors  of  quackery 
and  is  unethical. 

2.  Publicity  by  any  such  institution  stating  or  imply- 
ing that  by  reason  of  its  exceptionally  fine  equipment 
and  material  resources,  it  is  able  to,  or  does,  give  the 
public  better  medical  service  than  similar  institutions 
are  able  or  willing  to  render,  is  advertising  for  the 
purposes  of  self-aggrandizement.  Statements  of  this 
type  are  frequently  exaggerated  and  misleading,  are 
detrimental  to  the  best  interests  of  the  public,  of  the 
institution  concerned,  and  of  true  medical  progress. 
Publicity  of  this  kind  is  unethical. 

3.  Hospitals,  sanitariums  and  other  similar  public 
medical  institutions  must  raise  funds  both  for  capital 
investment  and  running  expenses  from  an  interested 
public.  Furnishing  to  the  public  facts  concerning  such 
an  institution,  its  work,  its  aims  and  its  ideals  is  legiti- 
mate and  desirable.  Such  publicity  deals  in  facts  to 
which  the  public  is  entitled  and  in  which  it  is  interested, 
and  is  therefore  ethical,  provided  it  carefully  refrains 
from  any  comparisons,  either  direct  or  implied;  there- 
fore be  it  further 

Resolved,  That  the  proper  officials  of  the  American 
Medical  Association  be  instructed  to  seek  the  coopera- 
tion of  the  American  Hospital  Association  in. the  adop- 
tion of  these  ethical  standards. 

Our  Council  has  set  forth  the  following  interpre- 
tation that  now  serves  as  an  additional  light  upon  the 
question ; 

“First,  The  group  or  associated  body  of  physicians 
is  amenable  to  the  same  regulation  and  principles  as 
is  the  individual  physician.” 

“Second,  The  fact  that  two  or  more  physicians  have 
formed  a partnership,  group,  or  clinic,  does  not  grant 
them  special  publicity  privileges.” 

“Third,  The  creation  of  a group  clinic  does  not  con- 
vey unusual  publicity  privileges,  even  though  part  of 
their  activities  may  be  of  a charitable  type.” 

Still  further  to  elucidate  the  discussion,  it  is  proper 
to  impart  the  following  interpretations  that  conform 
to  expressed  opinions  uttered  in  this  country: 

MAILING  OF  announcements 

Local  custom  determines  the  standard.  When  no  such 
standard  exists  it  is  recommended  that  the  county  so- 
ciety be  requested  to  set  forth  what  shall  be  permis- 
sible in  the  wording  of  such  announcements,  before  a 
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doctor  resorts  to  sending  out  professional  announce- 
ments or  inserting  cards  in  local  newspapers.  The 
mailing  list  to  whom  announcements  are  sent  is  to  be 
limited  to  bona  fide  patients  and  personal  acquaintances. 
It  is  proselyting  and  contrary  to  the  principles  of  ethics 
governing  medical  consultations  to  send  such  announce- 
ments to  individuals  who  have  been  seen  in  consultation 
with  another  physician,  or  to  an  individual  who  has 
been  referred  for  consultation  or  operation  by  a fel- 
low physician. 

It  is  held  that  people,  when  desiring  a certain  physi- 
cian’s services,  will  find  and  locate  that  physician 
without  being  the  recipient  of  formal  announcements. 
The  sending  to  individuals  of  announcements  repeatedly 
or  on  the  least  provocation  is  construed  as  solicitation 
and  must  be  looked  upon  as  unwarranted  and  so  is 
unethical. 

As  a final  summary  it  is  well  to  observe  that  service, 
and  not  the  printed  announcement,  is  the  desired  medium 
for  individual  publicity. 
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is  necessary  for  the  comprehension  of  the  rules  of  her 
art.’’  Certain  responsibilities  she  must  assume.  She 
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have  to  contend  with  a postpartum  hemorrhage.  There- 
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to  the  doctor  and  to  the  patient.  The  chapter  on 
anatomy,  physiology  and  embryology  is  lucid,  and  well- 
illustrated,  and  prepares  the  nurse  for  the  clinical 
instruction  that  follows.  The  chapter  on  pregnancy 
affords  ample  instruction,  because  the  nurse  is  asked 
many  questions  covering  this  period,  and  should  know 
her  limitations,  and  when  to  advise  that  the  matters 
in  question  be  discussed  with  the  attending  physician. 
The  chapter  on  the  mechanism  and  management  of 
labor  is  such  as  easily  to  be  grasped,  and  affords  the 
requisite  instruction.  The  emergency  of  an  operation 
may  arise  at  any  time,  and  the  text  on  obstetrical 
(Continued  on  page  xtv.) 
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ORIGINAL  ARTICLES 


SYMPOSIUM  ON  ACUTE  PANCREATITIS 


THE  ETIOLOGY  OF  ACUTE 
• PANCREATITIS* 

l.  h.  landon,  m.d. 

PITTSBURGH,  PA. 

During  the  past  five  years,  I have  had  the 
opportunity  of  treating  a number  of  cases  of 
acute  pancreatic  disease,  most  of  them  opera- 
tively. From  the  observations  afforded  by  these 
examples,  several  interesting  impressions  have 
been  derived.  One  cannot  help  being  astounded 
and  alarmed  that  an  important,  necessary  and 
ordinarily  benign  organ  is  capable  of  turning 
upon  its  possessor  with  such  rapid,  frightful 
and  destructive  virulence,  a virulence  that  must 
result  from  something  more  or  in  addition  to  any 
ordinary  bacterial  infection.  That  this  is  due, 
in  the  frankly  acute  cases,  to  the  absorption  of 
the  products  of  proteolytic  activity  resulting 
from  autodigestion  of  the  pancreas  itself,  is 
now  recognized  as  strongly  supported  on  both 
clinical  and  experimental  grounds.  The  neces- 
sity, therefore,  of  determining  the  cause  of  this 
unnatural  state  of  affairs,  if  treatment  is  to  be 
intelligent  and  satisfactory,  is  emphasized.  It 
is  perhaps  of  even  greater  importance  that  in- 
fections originating  in  other  structures,  espe- 
cially in  the  upper  right  abdominal  quadrant,  be 
more  generally  accepted  as  its  frequent  progen- 
itors, to  the  end  that,  by  early  and  proper  inter- 
vention, the  consequences  of  serious  and  often 
fatal  pancreatic  involvement  as  their  sequel  may 
be  avoided.  When  these  possibilities  are  more 
clearly  appreciated,  it  is  possible  that  we  may 
hear  less  of  innocent  gall  stones,  quiescent  chol- 
ecystitis, nonsurgical  biliary  drainage  and  pro- 
longed medical  treatment  of  chronic  ulcerations. 

While  the  most  acute  and  rapidly  fatal  types 
of  the  disease  are  admittedly  rare,  routine  ex- 
amination at  the  operating  table  ,will  reveal 
pancreatitis  in  variable  milder  degrees  with  sur- 
prising frequency,  especially  as  an  accompani- 

*  Read  before  the  General  Meeting  of  the  Medical  Society  of 
the  State  of  Pennsylvania,  Reading  Session,  October  9,  1924. 


ment  of  infection  of  the  biliary  tract.  It  is  felt 
that  its  presence,  perhaps  overlooked  at  opera- 
tion, may  account  in  no  small  part  for  the 
mortality  or  stormy  convalescence  in  certain  of 
such  cases.  At  present,  published  reports  on 
its  incidence,  as  that  of  but  42  cases  at  the 
Massachusetts  General  Hospital  in  20  years,  are 
inadequate  and  misleading,  creating  a false  sense 
of  security.  Obviously  they  include  only  the 
most  extreme  grades  of  the  disease,  where  the 
pancreas  dominates  the  clinical  picture.  We  are 
too  apt  to  limit  our  ideas  of  pancreatitis  to  the 
condition  associated  with  fat  necrosis  and  hem- 
orrhage, while  the  fact  is  that  it  often  occurs 
without  these  phenomena  as  a simple  nonsup- 
purative inflammation,  varying  from  the  chronic 
nodular  to  the  swollen  congested  edematous 
gland,  capable,  however,  at  any  moment  of 
fatal  intensification.  Most  of  these  cases  must 
recover  spontaneously  or  because  of  treatment 
directed  to  the  underlying  lesion,  without  any 
realization  of  their  nearness  to  the  fatal  border 
line. 

Conversely,  many  fatalities  occur  without  the 
pancreas  even  being  suspected  of  being  parti- 
ceps  criminis.  The  sudden  deaths  from  so- 
called  acute  indigestion  are  likely  representatives 
of  this  latter  group,  those  which  fail  to  survive 
an  overwhelming  initial  collapse.  Others  are 
mistaken  for  high  intestinal  obstruction,  perfora- 
tion of  a viscus,  and  in  its  lesser  degrees,  for 
duodenitis,  ulcer,  catarrhal  choleangitis  and 
unexplained  but  often  serious  upper  abdominal 
attacks.  The  necessity  for  the  more  frequent 
examination  and  recording  of  the  state  of  the 
pancreas  during  its  incidental  surgical  exposure 
and  at  autopsy  is  obvious,  if  we  are  to  arrive  at 
any  accurate  knowledge  of  the  frequency  of  its 
disease.  An  appeal  for  such  investigation  is 
made,  at  least  to  the  larger  clinics,  where  the 
opportunities  offered  and  experience  thus  gained 
will  make  these  reports  of  unquestioned  value. 

Lastly,  we  have  been  impressed  by  the  thought 
that  all  grades  of  pancreatitis,  from  the  least  to 
the  greatest,  from  the  interstitial  fibrosis  of  the 
chronic  type  to  hemorrhage,  suppuration,  ne- 
crosis, or  gangrene,  are  due  to  one  common 
cause ; that  they  are  varying  degrees  of  one 
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disease,  and  represent  differences  in  the  virulence 
of  or  resistance  to  the  infection  that  has  gained 
access  to  the  gland. 

Under  ordinary  circumstances,  the  pancreas 
is  immune  from  the  digestive  activity  of  its  own 
secretion.  If  this  were  not  so,  none  of  us  would 
survive  our  first  digestive  seance  in  this  world. 
This  is  not  due  to  any  inherent  biologic  property 
of  the  cells  of  the  pancreas,  but  to  the  fact  that 
its  proteolytic  product,  trypsinogen,  is  utterly 
inert  until  after  its  advent  into  the  duodenum 
and  its  activation  by  the  kinase  of  the  intestinal 
glands.  Under  abnormal  circumstances,  how- 
ever, the  pancreas  can,  and  in  fact  does,  digest 
itself,  as  trypsinogen  may  be  activated  by  other 
agents  than  enterokinase,  and  within  the  gland 
itself  and  so  activated,  it  is  capable  of  attacking 
and  digesting  the  protein  of  injured  living  tis- 
sues. It  is  known  that  certain  bacteria  and  also 
some  unknown  substance  resulting  from  the 
disintegration  or  autolysis  of  the  cells  of  the 
pancreas  have  the  power  of  thus  converting 
trypsinogen  into  the  active  trypsin.  The  pro- 
found and  lethal  intoxication  resulting  from  the 
absorption  of  primary  protein  derivatives  thus 
produced,  obtaining  in  our  cases  of  acute  and 
ultra-acute  pancreatitis,  originates  in  this  manner. 
As  Sweet  has  pointed  out,  it  is  similar  in  every 
respect  to  the  toxemia  produced  by  high  intes- 
tinal obstruction.  The  essential  factor  in  its 
causation  in  pancreatitis  is  some  injury  to  the 
pancreas,  whether  it  be  traumatic,  due  to  the 
presence  within  the  pancreas  of  bacteria,  or 
simply  the  deterioration  and  disintegration  of 
the  pancreatic  cells  from  lymphatic  congestion. 
Ordinarily,  it  is  to  the  toxin  thus  produced,  and 
not  to  bacterial  infection  per  se,  that  the  early 
fatal  consequences  of  pancreatitis  are  due. 

While,  to  the  surgeon,  the  all-important 
product  of  the  pancreas  is  its  powerful  proteoly- 
tic fennent,  trypsin,  its  lipolytic  enzyme,  steap- 
sin,  is  of  special  interest  in  the  late  stages  of 
acute  pancreatitis,  in  that,  upon  opening  the 
abdomen,  it  gives  a'jx)sitive,  unfailing  sign  of 
pancreatic  disease.  The  round,  dead  white 
bodies  studding  the  omentum  and  mesentery,  due 
to  the  conversion  of  the  neutral  fats  of  these 
structures  into  fatty  acids,  once  seen  are  never 
forgotten.  While  most  of  this  ferment  exists 
within  the  pancreatic  ducts  as  an  inert  proenzyme 
to  be  activated  when  it  combines  with  bile,  some 
exists  as  steapsin.  When,  in  the  course  of 
pancreatic  autolysis,  pancreatic  juice  escapes  into 
the  peritoneal  cavity,  this  steapsin  attacks  the 
surrounding  fat.  Steapsin  or  its  products, 
however,  are  not  the  source  of  the  toxemia  of 
pancreatitis.  The  other  elements  of  the  external 
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secretion  of  the  pancreas  are  of  no  moment  in  a 
discussion  of  the  present  subject. 

While  the  foregoing  statements  are  generally 
accepted  facts,  amply  supported  by  clinical  and 
experimental  evidence,  opinion  as  to  the  real 
cause  of  pancreatitis ; i.  e.,  the  route  by  which 
infection,  bacteria  or  their  products  reach  the 
pancreas,  is  by  no  means  so  undivided.  While 
other  foci  may  occasionally  be  its  precursors, 
involving  the  pancreas  via  the  blood  stream, 
by  direct  extension  from  a gastric  or  duodenal 
ulcer,  by  the  rather  intimate  lymphatic  rela- 
tionship with  the  right  iliac  fossa,  or  directly 
from  the  duodenum,  pancreatitis  is  almost  in- 
variably encountered  as  a complication  of  infec- 
tion of  the  biliary  tract,  mainly  j:holecystitis. 

Two  main  schools  have  arisen,  with  widely 
divergent  opinions  as  to  the  route  by  which 
infection  reaches  the  pancreas  from  an  infected 
biliary  tract:  (1)  those  who  insist  that  it  is 

due  to  the  retrojection  of  infected  bile  into  the 
pancreatic  ducts,  and  (2)  those  who  believe  that 
the  pancreas  is  commonly  involved  by  bacterial 
infection  through  the  medium  of  the  lymphatics. 
The  problem  is  complicated  by  the  fact  that  in 
the  fully  developed  cases  of  pancreatitis  much 
of  the  necessary  evidence  is  wiped  out  by  the 
hemorrhage,  necrosis,  etc. 

Ever  since  Claude  Bernard  (1856)  produced 
pancreatic  necrosis  by  injecting  bile  and  sweet 
oil  into  the  pancreatic  ducts,  the  ductal  theory 
of  the  etiology  of  pancreatitis  has  been  the  most 
widely  accepted.  Clinically,  this  opinion  was 
greatly  strengthened  by  the  report  of  a case  of 
acute  pancreatitis  by  Opie  in  1901,  in  which  a 
gall  stone  was  found  impacted  at  the  papilla  of 
Vater  in  such  a manner  that,  while  its  outlet 
into  the  duodenum  was  completely  obstructed, 
bile  could  flow  freely  into  the  ducts  of  the 
pancreas.  Notwithstanding  a rapidly  growing 
mass  of  clinical  and  experimental  evidence  to 
the  contrary,  such  is  the  power  of  tradition  that 
I dare  say  obstruction,  either  by  stone  or  a 
spastic,  sphincter  of  Oddi,  is  the  factor  most 
ustially  thought  the  necessary  cause  of  acute  * 
pancreatitis.  Most  of  the  things  we  do  and 
think  are  largely  influenced  and  often  distorted 
by  tradition  or  early  teaching.  Conservative, 
thoughtful,  and  intelligent  criticism  is  always 
desirable  and  necessary  to  real  advancement,  but 
too  often  we  ate  hypercritical  and  willfully 
blinded  to  the  facts'  that  stare  us  in  the  face. 

Opie  himself  quickly  showed  that  an  anatom- 
ical arrangement,  whereby  a stone  at  the  papilla 
of  Vater  could  block  the  common  duct  and  yet 
leave  a patulous  communication  with  the  pan- 
creatic duct,  was  exceedingly  rare.  The  clinical 
and  experimental  work  of  Sweet,  of  Nordmann, 
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of  Deaver,  Judd,  Graham,  Bartels,  of  Mann  and 
Giordano,  and  our  own  observations  have  led 
us,  while  admitting  its  possibility  as  an  occasional 
causative  factor,  to  discard  intraductal  spread 
of  infection  as  the  frequent  or  common  cause 
of  acute  pancreatitis,  for  the  following  reasons : 
(1)  The  infrequent  existence  (less  than  50%) 
of  gall  stones  in  cases  of  acute  pancreatitis.  (2) 
The  reports  of  considerable  numbers  of  con- 
secutive cases  of  acute  pancreatitis  in  which  it 
was  anatomically  impossible  for  bile  to  be  retro- 
jected  into  the  pancreatic  duct.  (3)  Granting 
the  possibility  of  the  presence  of  a stone  of 
such  nicety  of  size,  or  of  sphincteric  action 
sufficient  to  block  the  ampulla  and  yet  convert 
the  common  and  pancreatic  ducts  into  a contin- 
uous channel,  we  still  doubt  that  bile  could  be 
injected  into  the  pancreas  with  sufficient  force  to 
cause  damage  to  its  cells.  Experimentally  pro- 
duced pancreatitis,  by  the  injection  into  the 
ducts  of  various  chemical  irritants  under  great 
pressure,  is  in  nowise  comparable  to  conditions 
existing  in  duct  obstruction.  (4)  The  bacteri- 
cidal powers  of  the  pancreatic  juice  are  very 
great,  much  greater  than  those  of  the  bile. 

(5)  The  infrequency  with  which  glands  are 
infected  by  way  of  their  excretory  ducts.  For 
instance,  the  salivary  glands,  whose  ducts  empty 
into  a veritable  cesspool  of  infective  activity, 
are  seldom  involved  by  this  route,  even  when 
their  drainage  is  interrupted  by  obstruction. 

(6)  The  peculiar  and  intimate  relationship 
existing  between  the  lymphatics  of  the  head  of 
the  pancreas,  that  portion  of  the  gland  most 
frequently  first  involved  in  acute  as  well  as  in 
chronic  pancreatitis,  and  the  lymphatics  of  the 
gall  bladder,  the  bile  ducts,  the  pyloris  and  the 
duodenum,  and  the  frequency  with  which  these 
lymphatics  are  clearly  and  definitely  invaded, 
accompanied  by  swelling  of  the  head  of  the 
gland  or  by  its  fibrosis  in  cases  of  acute  or 
chronic  cholecystitis,  and,  although  to  a lesser 
degree,  in  gastric  and  duodenal  ulcer.  There  is 
no  reason  to  expect  that  the  lymphatics  here 
take  a less  prominent  part  in  infective  processes 
than  they  do  elsewhere  in  the  body. 

While  Maugeret  was  first  to  draw  attention 
to  the  probability  that  acute  pancreatitis  is 
caused  by  infection  by  way  of  the  lymphatics, 
it  is  largely  through  the  efforts  of  the  distin- 
guished colleague  who  will  speak  upon  the  treat- 
ment of  this  disease  that  the  facts  in  its  etiology 
have  been  deduced.  In  no  field  have  the  revela- 
tions of  living  pathology,  his  constant  study, 
been  more  valuable  than  in  the  upper  abdomen, 
where  so  much  of  the  mystery  has  been  dispelled 
and  the  truths  revealed  by  the  mastery  of  the 
hand  and  eye  of  Deaver. 


The  lymphatic  apparatus  of  the  pancreas  is 
peculiarly  rich  and  complex,  its  perilobular 
vessels  draining  into  the  network  in  the  capsule 
of  the  gland,  from  which  they  anastomose  freely 
with  the  lymphatics  of  the  surrounding  struc- 
tures, and  which  is  divided  into  two  main  areas. 
Those  of  a part  of  the  head,  the  body,  and  the 
tail  communicate  with  and  drain  into  the  lym- 
phatics of  the  spleen,  colon,  mesentery,  stomach, 
and  retroperitoneal  tissues;  those  of  the  major 
portion  of  the  head  form  an  intimate  network 
with  the  lymphatics  of  the  duodenum,  and 
empty  into  the  anterior  and  posterior  chains  of 
pancreatico-duodenal  lymph  nodes,  which  nodes 
are,  as  well,  the  primary  receptors  of  the  lym- 
phatics of  the  gall  bladder  and  bile  ducts.  The 
lymphatics  of  the  head  of  the  pancreas  have 
been  injected  by  Franke  from  the  lymphatics 
of  the  gall  bladder.  Graham  has  demonstrated 
bacteria  in  the  perilobular  tissues  of  the  pan- 
creas. To  the  objection  that  the  lymphogenous 
infection  of  the  pancreas  is  improbable  because 
the  bacteria  would  have  to  ascend  against  the 
lymph  current,  we  would  reply  that  in  the  first 
place,  permeation  of  lymphatics  by  bacteria  is 
not  improbable,  and  secondly,  lymphatic  stasis 
in  the  head  of  the  pancreas  by  blockage  of  the 
lymph  nodes  with  inflammatory  exudate  may 
even  result  in  a reversal  of  the  normal  direc- 
tion of  lymph  flow.  Certain  it  is  that  in  our 
cases  of  acute  and  subacute  cholecystitis,  defi- 
nite involvement  of  the  lymphatic  nodes  along 
the  cystic  and  common  ducts  and  about  the  head 
of  the  pancreas,  with  swelling  and  edema  of  the 
latter,  are  commonly  encountered.  Cholecy- 
stitis, cholecystic  lymphangitis,  periductal  lym- 
phangitis and  lymphadenitis,  peripancreatic 
lymphadenitis,  pancreatic  lymphangitis,  disinte- 
gration of  the  pancreatic  cells,  activation  of  the 
powerful  proteolytic  ferment,  a whirlwind  of 
autolysis — these  are  the  steps  probably  leading 
to  acute  pancreatitis.  It  appears  to  us  that  the 
picture  is  thus  complete  and  the  lesson  obvious. 

Jenkins  Arcade. 

. MEDICAL  ASPECTS  OF  ACUTE 
PANCREATITIS* 

THOMAS  McCRAE,  M.D. 

PHILADELPHIA,  PA. 

In  the  development  of  our  knowledge  of  acute 
pancreatitis  we  have  gone  through  the  same 
stages  as  in  some  other  diseases.  The  first 
information  came  from  the  very  severe  fatal 
cases;  forms  which  were  less  severe  were  rec- 
ognized later,  and  subsequently  the  milder  forms 

* Read  before  the  General  Meeting  of  the  Medical  Society  of 
the  State  of  Pennsylvania,  Reading  Session,  October  9,  1924. 


556 


THE  ATLANTIC  MEDICAL  JOURNAL 


were  identified.  Much  of  our  knowledge  has 
come  from  the  surgical  study,  and  evidently,  in 
this  field,  the  cases  most  likely  to  come  under 
visual  observation  are  the  severe  ones  and  those 
associated  with  other  diseased  conditions  in  the 
abdomen  for  which  exploration  is  indicated. 
The  uncertainty  of  diagnosis  has  led  to  explora- 
tion in  a certain  number  of  cases.  As  the  most 
severe  cases  are  the  ones  most  likely  to  be 
operated  upon  and  so  to  be  definitely  diagnosed, 
it  is  natural  that  they  should  be  best  recog- 
nized. For  this  reason,  the  diagnosis  in  less 
severe  and  less  fatal  forms  of  this  disease  is 
not  so  likely  to  be  made. 

As  to  the  frequency  of  acute  pancreatitis  in 
general,  it  is  difficult  to  speak,  because  only  the 
more  severe  forms  are  recognized  as  a rule, 
and  probably  the  great  majority  of  mild  attacks 
are  overlooked.  Moenchf  reported  the  number 
found  in  9,500  autopsies  by  the  Medical  Ex- 
aminer’s office  in  New  York  City.  There  were 
21  deaths  due  to  acute  pancreatitis,  which  agrees 
with  other  autopsy  figures  fairly  closely. 

In  strictly  medical  work  there  is  a group  to 
which  attention  should  be  directed ; namely,  the 
cases  occurring  in  the  course  of  acute  infectious 
diseases,  which  are  nearly  always  nonsuppura- 
tive. Pathological  records  show  an  occasional 
instance  of  acute  pancreatitis  found  at  autopsy, 
after  death  from  a number  of  infectious  diseases, 
but  the  death  rate  in  this  group  is  probably 
very  low.  That  it  should  occur  in  infectious 
endocarditis,  septicemia  and  pyemia  is  not  sur- 
prising. Typhoid  fever,  diphtheria,  scarlet  fever, 
smallpox,  undulant  fever,  and  especially  mumps 
furnish  occasional  examples.  The  question  may 
be  raised  as  to  whether  mild  attacks  of  pancrea- 
titis in  these  diseases  are  not  more  common  than 
we  have  recognized.  Probably  the  majority  of  us 
have  seen  patients,  usually  young,  who  suffered 
from  a sudden  attack  of  acute  abdominal  pain, 
possibly  with  leukocytosis,  but  with  an  absence 
of  some  of  the  signs  of  the  common  forms  of 
acute  abdominal  disease,  during  an  attack  of  or 
in  convalescence  from  an  acute  infectious  disease. 
In  typhoid  fever,  for  instance,  there  are  a num- 
ber of  cases  in  any  large  series,  with  puzzling 
attacks  of  abdominal  pain  which  are  not  easily 
explained.  In  such  cases  there  is  usually  a 
leukocytosis,  and  the  suspicion  of  perforation  is 
roused,  but  the  absence  or  slight  grade  of  rigidity 
and  muscle  spasm  is  against  this.  Recovery  is 
the  rule  and  the  signs  are  rarely  such  as  to 
demand  exploration.  In  the  bodies  of  those 
dying  early  in  the  attack  of  typhoid  fever,  the 
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pancreas  may  be  found  somewhat  inflamed  and 
enlarged. 

The  occasional  occurrence  of  pancreatitis  in 
mumps  is  perhaps  best  known.  In  the  majority 
of  cases,  this  evidently  subsides  without  causing 
any  great  damage,  but  acute  pancreatitis  com- 
plicating mumps  has  been  found,  both  at  opera- 
tion and  at  autopsy.  These  attacks  are  usually 
in  the  younger  patients.  There  is  sudden  severe 
abdominal  pain,  with  nausea  and  vomiting,  and 
tenderness  in  the  upper  abdomen.  Leukocy- 
tosis may  be  present  and  marked.  Rigidity  may 
be  present  to  some  extent,  but  usually  is  not 
marked,  and  muscle  spasm  may  not  be  found, 
or  may  be  slight.  The  acute  symptoms  do  not, 
as  a rule,  last  many  days,  and  recovery  may  be 
rapid.  In  some  cases,  jaundice  and  clay-colored 
stools  may  follow,  suggesting  that  duodenal  and 
biliary  infection  were  possibly  associated  with, 
if  not  responsible  for,  the  pancreatitis.  Death 
is  rare  in  these  cases. 

The  occurrence  of  acute  pancreatitis  in  acute 
infectious  disease  suggests  that  in  the  etiology 
possibly  not  enough  attention  has  been  given  to 
the  hematogenous  conveyance  of  infection  to  the 
organ.  As  the  majority  of  these  cases  occur  in 
the  young,  it  is  not  likely  that  a coincident 
chronic  infection  of  the  biliary  tract  is  present. 
The  point  which  it  is  desired  to  make,  is  that 
acute  pancreatitis  in  a comparatively  mild  form 
is  of  sufficiently  frequent  occurrence  in  acute 
infectious  diseases  to  demand  consideration  as 
an  explanation  of  acute  abdominal  symptoms. 
As  death  occurs  so  rarely  in  these  cases,  some 
cynical  individual  may  suggest  that  it  is  just  as 
well  that  the  possibility  of  acute  pancreatitis 
should  not  be  considered  too  much,  owing  to  the 
danger  of  needless  operation  if  such  a diagnosis 
is  made. 

SUBACUTE  PANCREATITIS 

This  term  may  be  employed  to  designate  a 
group  of  cases  which  are  termed  catarrhal  pan- 
creatitis by  some  writers.  As  this  term  appears 
in  the  literature,  it  is  used  in  various  ways  and 
has  no  definite  meaning.  The  cases  in  this 
group  usually  occur  in  association  with  disease 
of  the  biliary  tract.  If  the  etiology  is  the  same 
as  that  responsible  for  the  severe  acute  cases, 
the  resulting  process  is  of  a much  milder  nature. 
There  does  not  seem  any  answer  to  the  question 
as  to  how  often  attacks  of  this  kind  occur.  How 
often  does  a mild  grade  of  acute  pancreatitis 
accompany  infection  of  the  gall  bladder  and 
bile  ducts?  A careful  study  of  symptoms  and 
signs  before  operation,  with  accurate  observa- 
tion of  the  pancreas  at  operation,  should  aid 
in  deciding  the  question. 
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A difficulty  lies  in  the  interpretation  of  the 
symptoms  and  signs,  for  they  are  combined  with 
those  due  to  existing,  and  usually  long-existing, 
disease  of  the  biliary  tract.  We  are  well  aware 
how  varied  and  confusing  these  manifestations 
may  be.  Some  attach  importance  to  the  occur- 
rence of  pain  referred  to  the  left  of  the  midline. 
Some  patients  with  gall-bladder  disease  refer  the 
most  severe  pain  to  the  left  of  the  midline,  and 
others  distinguish  pain  in  this  situation  from 
that  felt  to  the  right  of  the  midline.  This 
should  always  suggest  the  possibility  of  a mild 
grade  of  pancreatitis.  In  such  cases  we  should 
search  with  special  care  for  other  signs  of 
pancreatic  disease,  as  shown  by  disturbances  of 
the  external  or  internal  secretions. 

The  recognition  of  pancreatic  disease  by  such 
disturbances  is  unfortunately  not  very  often 
possible,  as  their  occurrence  is  uncertain.  How- 
ever, they  should  always  be  considered.  If  the 
stools  show  the  disturbance  of  fat  digestion 
which  is  characteristic  of  pancreatic  disease,  this 
is  important  evidence ; and  increase  in  the  blood 
sugar,  or  glycosuria,  is  also  significant.  The 
estimates  of  the  value  of  the  evidence  obtained 
from  the  study  of  the  duodenal  contents  differ 
so  markedly  that  great  caution  must  be  exercised 
in  their  interpretation.  As  a rule,  they  do  not 
seem  to  be  of  particular  value.  One  other  test 
deserves  mention ; namely,  the  estimation  of 
diastase  in  the  urine.  An  increase  is  suggestive 
of  pancreatic  disease.  This  test  seems  worthy 
of  further  study,  for  if  commonly  present,  it  is 
a sign  of  considerable  value. 

acute  pancreatitis  ; severe  form 

It  is  to  this  that  the  designation  of  acute 
pancreatitis  is  usually  applied.  The  picture  has 
been  well  termed  by  Dieulafoy,  “the  pancreatic 
drama.”  The  features  of  the  more  severe  form 
are  familiar.  The  usual  sudden  acute  onset 
with  abdominal  pain,  accompanied  by  prostration 
and  shock  varying  with  the  severity  of  the 
attack,  the  vomiting,  and  the  condition  of  ex- 
treme gravity  which  the  patient  reaches  in  a 
short  time,  are  all  dramatic  and  impressive.  The 
general  appearance  is  striking : there  is  collapse, 
perhaps  with  some  cyanosis,  a rapid,  feeble 
pulse,  and  the  gravity  of  the  condition  is  evi- 
dent at  a glance.  The  pain  is  extremely  severe ; 
usually  constant,  with  paroxysmal  exacerbation 
at  short  intervals.  It  is  usually  referred  to  the 
upper  abdomen,  but  occasionally  to  the  lower 
part.  It  may  be  felt  more  to  the  left  of  the 
midline.  In  some  cases  there  is  severe  pain 
referred  to  the  back.  Vomiting  usually  follows 
and  is  frequent.  After  a short  time,  the  vomitus 
contains  bile,  in  the  majority  of  cases.  There 


is  no  rule  as  to  the  bowels ; constipation  or 
diarrhea  may  be  present.  The  abdomen  becomes 
distended.  There  is  tenderness  on  palpation, 
but  the  muscle  signs  are  less  marked  than  would 
be  expected.  Rigidity  may  be  due  to  distention, 
but  otherwise  may  not  be  particularly  marked, 
certainly  in  some  cases.  Palpation  of  a mass 
in  the  upper  abdomen  may  be  possible,  but  this 
is  obscured  by  distention  if  it  occurs.  It  is 
rarely  present  until  the  third  day,  and  so  is  not 
of  value  in  early  diagnosis. 

There  may  be  some  fever,  which  is  usually  not 
high,  or  the  temperature  may  be  subnormal. 
The  occurrence  of  leukocytosis  varies,  and  there 
may  be  no  increase  in  the  leukocytes.  It  seems 
]irobable  that  in  the  very  severe  cases  the  inten- 
sity of  the  process  prevents  leukocytosis,  as  in  a 
fulminant  general  peritonitis.  In  the  milder 
cases,  or  those  which  are  suspected  of  being 
such,  the  leukocytosis  is  sometimes  marked. 

Apart  from  the  features  which  result  from 
an  acute  abdominal  condition,  are  those  which 
follow  the  disturbance  of  the  pancreatic  secre- 
tion. The  changes  in  the  stools  which  result 
from  lack  of  the  external  secretion  are  well 
known.  Unfortunately  they  occur  exceptionally, 
and  their  appearance  may  be  delayed  for  some 
time ; so  that,  while  of  value  if  found,  their 
absence  has  no  significance.  The  result  of  dis- 
turbance of  the  internal  secretion  is  shown  in 
only  a minority  of  the  cases.  More  importance 
belongs  to  the  matter  of  diastase.  It  is  not 
possible  as  yet  to  speak  with  certainty  as  to  this, 
but  the  estimation  of  the  diastase  content  of  the 
urine  should  be  studied,  so  that  its  value  may  be 
determined.  In  some  cases  its  increase  is  signifi- 
cant. The  increase  of  blood  sugar  and  the 
appearance  of  glycosuria  are  of  value  if  present. 

DIAGNOSIS 

We  may  say  that  the  first  essential  is  to  con- 
sider acute  pancreatitis  in  every  case  of  an 
acute  abdominal  condition  in  which  the  cause 
is  not  beyond  doubt.  This  leaves  a good  many 
in  which  its  consideration  is  important.  Perhaps 
the  failure  even  to  consider  it  is  responsible  for 
many  of  the  errors.  A possibility  not  thought 
of  is  not  going  to  be  considered. 

The  element  of  the  severity  of  the  attack  in- 
fluences the  clinical  picture.  In  all  forms  one 
can  say  that  the  occurrence  of  severe  abdominal 
pain  is  the  striking  feature  of  onset.  The  in- 
tensity of  this  suggests  some  acute  abdominal 
accident,  and  acute  pancreatitis  should  be  con- 
sidered. In  some  cases  the  diagnosis  can  be  one 
of  suspicion  only,  and  exploration  is  necessary 
before  it  can  be  established.  No  rules  can  be 
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given  as  to  when  exploration  should  be  done : 
the  individual  conditions  must  decide.  The  con- 
ditions which  give  the  greatest  difficulty  are 
intestinal  obstruction,  mesenteric  embolism  and 
thrombosis,  and  perforation  of  a viscus.  There 
are  many  rarer  conditions,  such  as  rupture  of 
an  aneurysm,  which  may  give  a puzzling  picture. 

With  intestinal  obstruction  there  is  distention 
early,  unless  the  obstruction  is  high  in  the  bowels, 
the  vomitus  becomes  fecal,  collapse  comes  later, 
the  sounds  of  peristalsis  disappear  rapidly,  there 
is  nothing  passed  from  the  bowels,  and  a marked 
leukocytosis  is  usual.  Mesenteric  embolism  and 
thrombosis  may  give  a picture  very  similar  to 
acute  pancreatitis.  The  presence  of  a causal 
factor,  such  as  acute  endocarditis  or  aneurysm, 
and  the  passage  of  bloody  stools  are  important 
points.  In  perforation  of  a hollow  viscus,  the 
pain  is  rarely  as  severe  and  paroxysmal.  The 
tenderness,  rigidity,  and  muscle  spasm  may  be 
local  at  the  onset,  and  rapidly  become  general. 
Vomiting  is  not  so  marked  at  first  as  a rule. 
The  early  collapse  of  acute  pancreatitis  is  rarely 
seen. 

Almost  any  abdominal  accident,  if  sufficiently 
acute,  may  give  symptoms  and  signs  which  may 
suggest  acute  p>ancreatitis.  Rupture  of  an  aneur- 
ysm may  give  collapse  and  shock  with  severe 
pain.  The  tenderness  and  rigidity  are  rarely 
as  marked.  In  a case  of  rupture  of  an  aneurysm 
of  the  hepatic  artery,  the  diagnosis  of  acute 
p>ancreatitis  was  suggested  by  the  acute  onset 
with  severe  pain  and  collapse.  After  the  patient 
rallied  from  the  shock,  which  occurred  fairly 
rapidly,  the  condition  of  the  abdomen  was 
against  pancreatitis.  Acute  poisoning  has  given 
difficulty,  but  the  history,  the  absence  of  local 
abdominal  signs,  and  the  usual  diarrhea  are  of 
special  value.  Biliary  colic  may  give  difficulty, 
and  especially  with  the  possibility  of  accompany- 
ing p>ancreatitis.  The  latter  should  always  be 
considered  in  every  case  of  biliary  colic.  The 
pain  is  usually  less  severe  in  biliary  colic,  and 
if  of  great  severity,  the  patient  is  restless  and 
rarely  shows  the  collapse  of  pancreatitis.  The 
signs  are  usually  located  in  the  upper  right 
quadrant.  Rupture  of  an  extra-uterine  preg- 
nancy has  given  difficulty,  but  the  history,  the 
signs  of  hemorrhage,  and  the  vaginal  examina- 
tion should  give  the  diagnosis. 

An  exact  diagnosis  may  not  be  possible,  but 
it  should  not  be  difficult  to  recognize  a condition 
which  demands  exploration.  This  should  not  be 
delayed  too  long  in  a doubtful  case. 

1929  Spruce  St. 


SURGICAL  ASPECTS  OF  ACUTE 
PANCREATITIS* 

JOHN  B.  DEAVER,  M.D. 

PHII.ADEI,PHIA,  PA. 

Among  the  outstanding  contributions  of 
modern  surgical  and  pathologic  research  is  the 
realization  of  the  role  of  the  pancreas  in  the 
pathology  of  certain  chronic  and  acute  condi- 
tions of  the  upper  abdomen.  The  publication, 
in  the  year  1899,  of  Mering  and  Minkowski’s 
studies  on  the  relation  of  the  pancreas  to  general 
metabolic  processes,  and  Fitz’s  lectures  on  the 
pancreas,  laid  the  foundation  for  the  study  of 
disease  of  that  organ  which  continues  unabated 
to  the  present  time.  This  applies  not  only  to  the 
role  of  the  pancreas  in  diabetic  disease,  but  with 
equal  force  to  surgical  disease  of  the  gland. 

With  the  discarding  of  the  term  “idiopathic 
peritonitis,”  it  became  necessary  to  differentiate 
peritonitis  according  to  the  underlying  cause  of 
the  inflammation,  and  it  was  Fitz  who  showed 
the  part  played  by  the  pancreas  as  a not  uncom- 
mon cause  of  acute  peritoneal  inflammation. 

The  term  “acute  pancreatitis”  may  be  said  to 
be  generic  for  several  conditions  which,  accord- 
ing to  their  pathology,  appear  as  acute  hemor- 
rhagic, acute  gangrenous  and  acute  suppurative 
pancreatitis.  Classified  according  to  the  severity 
of  symptoms,  the  cases  may  be  said  to  be  ultra- 
acute, acute  and  subacute.  As  the  latter  grouping 
indicates  different  degrees  of  the  same  process, 
so  the  first-named  ^oup  may  be  considered  as 
different  stages  of  the  same  infectious  process. 
In  fact,  not  rarely  a hemorrhagic  and  suppura- 
tive or  a suppurative  and  gangrenous  pancreatitis 
may  be  simultaneously  present.  While  either 
oi’  both  classifications  thus  would  seem  to  be 
rather  arbitrary,  they  serve  the  purpose  of  con- 
venience. 

The  discussion  on  the  pathogenesis  of  these 
acute  affections  of  the  pancreas  is  very  active. 
There  are  those,  like  Archibald,  Opie,  and 
others,  who  insist  upon  a duct-borne  infection ; 
and  others  more  recently,  like  Jones  (D.  F.,  of 
Boston),  offer  the  theory  of  two  different 
types  of  pancreatitis  of  different  etiology,  the 
one  being  an  interstitial  disease  due  to  infec- 
tion of  the  interstitial  tissues,  usually  from  the 
biliary  system,  and  the  other  a necrosis  of  the 
parenchyma  cells  of  the  pancreas,  due  to  retro- 
jection  of  bile  into  the  duct  of  Wirsung  or 
duodenal  contents  into  the  duct  of  Santorini. 
And  there  are  those,  like  Sweet,  Pfeiffer  and 
myself,  who  believe  the  lymphatic  route  to  be 
the  more  common  route  for  the  transmission  of 

* Read  before  the  General  MeeUng  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  9,  1924. 
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infection  to  the  organ.  The  question,  like 
many  other  problems  in  surgical  pathology,  is 
still  a matter  of  opinion. 

From  a practical  point  of  view,  our  interest 
momentarily  centers  more  upon  the  diagnosis 
and  treatment  of  acute  pancreatitis. 

Diagnosis  presents  some  difficulties,  not  only 
because  acute  pancreatitis  is  not  one  of  the  com- 
mon acute  abdominal  conditions,  but  because,  as 
a result  of  its  very  sudden  onset  and,  as  a rule, 
immediately  fulminating  and  overwhelming 
character,  particularly  its  acute  hemorrhagic 
character,  one  realizes  that  immediate  explora- 
tion is  the  only  chance  of  saving  the  life  of  the 
patient.  A correct  clinical  diagnosis,  especially 
of  one  of  the  less  common  surgical  emergencies, 
is  not  only  a source  of  satisfaction,  but  is  im- 
portant in  dictating  the  route  of  approach  to 
the  site  of  the  disease,  which  is  a saving  of  time, 
especially  in  acute  catastrophies  where  the  state 
of  shock  of  the  patient  makes  rapid  work  so 
essential. 

Cumulative  experience  has  placed  a rather 
definite  outline  of  the  clinical  picture  of  acute 
pancreatitis  at  our  disposal.  The  disease  usually 
attacks  obese  individuals  (some  say  preferably 
males;  others  seem  to  think  it  favors  females) 
in  apparently  good  health,  but  more  often  than 
not  with  a history  of  attacks  of  biliary  calculus, 
with  or  without  associated  jaundice.  The  onset 
is  dramatic  in  its  suddenness  and  its  rapid 
progress,  and  is  usually  fatal  unless  immediate 
operation  can  be  resorted  to.  The  severe  pain 
originates  deep  in  the  epigastrium,  radiating  to 
the  left  of  the  median  line  and  occasionally  to 
the  back,  accompanied  by  nausea  and  vomiting. 
While  the  localized  pain  is  ultrasevere,  the 
localized  tenderness  is  not  marked,  compared 
to  the  intensity  of  the  pain.  The  vomitus,  except 
at  first,  is  bilious,  rarely  fecal,  and  then  only  in 
the  last  stage.  Constipation  is  marked,  amount- 
ing almost,  but  not  quite,  to  complete  inhibition 
of  flatus  and  feces. 

The  patient  presents  the  typical  facies  of 
severe  shock  and  hemorrhage,  with  rapid  respi- 
ration, cyanosis  of  the  face  and  often  of  the 
abdominal  wall.  The  temperature  is  normal  or 
slightly  subnormal ; the  pulse  also  may  remain 
normal,  or  may  be  rapid  or  slow.  The  contrast 
between  the  marked  collapse  and  the  compara- 
tively good  pulse,  the  presence  of  cyanosis  and 
dyspnea  without  any  demonstrable  cardiac  or 
pulmonary  cause  for  the  same,  may  be  said  to 
be  typical  of  acute  pancreatitis. 

There  is  abdominal  distention  and  some 
rigidity.  The  distention  and  the  rigidity  are 
helpful  in  the  differential  diagnosis.  Neither 
is  as  marked  as  in  other  abdominal  crises,  such 


as  perforation  of  a viscus,  and  the  distention  is 
usually  limited  at  first  to  the  upper  part  of  the 
abdomen.  In  some  instances  the  small  intes- 
tine may  even  be  collapsed. 

In  the  early  stage,  before  involvement  of  the 
free  peritoneal  cavity,  diagnosis  is  somewhat 
easier  than  in  the  later  stage,  when  peritoneal 
infiltration  and  peritonitis  cloud  the  picture.  On 
the  other  hand,  a late  diagnosis  is  possible  when 
the  process  has  localized,  with  the  formation 
of  a tumor  in  the  pancreas. 

When  this  abdominal  crisis  develops  in  its 
ultra-acute  form,  death  usually  ensues  in  a few 
hours,  the  patient  never  having  regained  con- 
sciousness. Surgery  is  justified,  as  it  offers  the 
only  hope ; and  if  possible,  it  should  be  under- 
taken without  delay. 

The  acute  and  subacute  cases  are  of  greater 
interest ; surgically  because  of  their  somewhat 
brighter  prognosis,  and  clinically  because  of 
the  opportunity  of  somewhat  more  careful  study. 
This  study  most  often  shows  association  with 
some  previous  chronic  disease  of  the  upper  ab- 
domen, particularly  of  the  gall  bladder  and  the 
bile  ducts — a fact  of  importance,  inasmuch  as 
it  emphasizes  the  possibility  of  prophylaxis  by 
early  attention  to  the  primary  disorder.  The 
primary  disorder,  however,  is  by  no  means 
limited  to  the  bile  passages.  It  may  be  ulcera- 
tion of  the  duodenum  or  the  stomach,  or  even 
a colitis.  The  route  of  infection  in  the  last- 
named  would  probably  be  by  way  of  the  trans- 
verse colon.  In  the  first-named,  the  lymphatic 
route  of  infection  is  being  more  and  more 
generally  stressed.  A small,  circumscribed 
abscess  of  the  pancreas  is  also  occasionally  en- 
countered, associated  with  perforating  appen- 
dicitis, as  well  as  pancreatic  abscess  and  retro- 
peritoneal diffusion  of  pus  from  infection  of  the 
left  lower  extremity,  indicating  the  possibility 
also  of  a retroperitoneal  infection  of  the  pan- 
creas from  a distant  focus  by  way  of  ascending 
lymph  channels. 

The  symptoms  of  the  acute  and  subacute  cases 
are  very  much  the  same  as  in  the  ultra-acute, 
except,  of  course,  less  fulminating  and  less  rapid 
in  their  progress.  Occasionally  they  are  ushered 
in  by  a prodromal  symptom  of  vague  or  mod- 
erately pronounced  pain.  A tumor  can  often 
be  palpated  in  the  epigastric  region.  A few 
cases  subside  spontaneously,  but  unless  surgery 
can  be  resorted  to,  the  usual  course  is  death 
within  six  or  seven  days. 

Several  observers  have  remarked  on  the  rapid 
emaciation  and  cachexia  of  these  cases.  We  re- 
peat, in  the  ultra-acute  case  immediate  operation 
is  in  order,  but  in  the  less  fulminating  ones  it  may 
be  advisable  to  give  the  patient  a little  time  to 
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rally  from  the  initial  severe  shock,  and  possibly 
also  to  allow  the  peritoneal  inflammation  to 
localize.  Shock  can  be  controlled  by  infusions 
of  salt  solution,  or  adrenalin  and  pituitrin,  so 
that  operation  need  not  be  delayed.  The  earlier 
the  operation  the  better  the  prognosis,  particu- 
larly as  the  possibility  of  extravasation  of  blood 
and  ferments  into  the  pancreas  and  the  peri- 
pancreatic  tissues  can  be  forestalled.  It  has  been 
observed  that  while  fat  necrosis  may  be  present 
at  the  end  of  the  first  twenty-four  hours  of  the 
attack,  gangrene  and  softening  of  the  pancreas 
usually  do  not  develop  before  the  third  or  fourth 
day — facts  which  emphasize  the  importance  of 
early  intervention.  The  operation  should  be 
drainage  of  the  fluid,  if  the  pancreas  contains 
such;  and  if  not,  drainage  down  to  the  pancreas, 
in  the  severe  cases. 

A secondary  phenomenon  much  to  be  feared 
is  hemorrhage.  Owing  to  the  relation  of  the 
pancreas  to  numerous  large  vessels  and  the 
erosive  character  of  the  exudate,  hemorrhage  is 
not  uncommon  after  operation.  This  is  one 
more  reason  why  deep  incision  should  be  avoided 
at  operation,  and  why  the  amount  of  drainage 
should  be  limited.  It  is  a well-known  fact  that 
necrosis  of  vessels  is  more  liable  to  occur  when 
they  are  in  contact  with  drainage.  Another  im- 
portant f>ostoperative  measure  is  the  prevention 
of  excoriations  of  the  skin  from  the  discharge 
from  the  wound,  which  contains  powerful  acti- 
vated pancreatic  juice.  This  is  best  done  by 
the  application  of  protective  ointments.  Finally, 
diet  is  of  the  utmost  importance,  for  glycosuria 
is  one  of  the  sequelae  of  acute  pancreatitis,  and 
diabetes  may  also  develop. 

1634  Walnut  St. 

DISCUSSION 

Dr.  Stanley  P.  Reimann  (Philadelphia,  Pa.)  : 
From  the  pathologist’s  point  of  view,  the  first  question 
is  the  classification  of  the  anatomical  lesion  which  is 
developed  in  acute  pancreatitis.  Many  pathologists,  and 
some  clinicians,  too,  prefer  to  call  the  fulminating  con- 
dition “acute  hemorrhagic  necrosis”  rather  than  “acute 
pancreatitis.” 

As  far  as  trypsin  is  concerned  in  the  causation,  its 
activation  in  the  bowel  is  probably  not  necessary ; i.  e., 
it  is  not  absolutely  necessary  that  trypsinogen  be  se- 
creted by  the  pancreas  and  activated  somewhere  else. 
We  know  that  after  the  injection  of  pilocarpin,  active 
pancreatic  juice  can  be  secured  direct  from  the  pancreas 
itself,  and  it  is  possible  that  other  circumstances  also 
will  compel  the  secretion  of  active  pancreatic  juice. 
Hunter  took  the  attitude  many  years  ago  that  living 
healthy  tissue  was  not  subject  to  autodigestion,  and  the 
consensus  of  opinion  today  is  that  living  uninjured 
tissue  is  not  subject  to  digestion  by  the  enzymes  of  the 
body.  In  other  words,  for  trypsin  to  digest,  even  when 
activated,  it  is  necessary  that  the  pancreas  first  be  in- 
jured in  some  way.  The  injury  may  be  to  its  blood 
vessels.  In  fact,  in  one  case  of  acute  hemorrhagic  necro- 
sis, an  aneurysm  of  the  pancreatic  artery  was  found. 


Spasm  of  the  vessels  might  cause  sufficient  injury  to 
allow  an  enzyme  to  digest  the  pancreas.  There  is  a re- 
port of  a man  who,  one  morning,  being  perfectly  well, 
was  seized  with  cramps  while  swimming  and  was 
drowned.  At  autopsy,  an  acute  hemorrhagpc  necrosis 
of  the  pancreas  was  found.  The  whole  condition  com- 
pleted itself  in  a few  moments,  which  speaks  for  some 
sort  of  reflex  effect,  possibly  through  vessel  spasm. 

The  actual  cause  of  death  may  be  of  some  interest. 
Is  it  due  to  peritoneal  infection  or  irritation,  to  poison- 
ing by  enzymes,  or  to  some  unidentified  substance  re- 
sulting from  pancreatic  autolysis?  The  answer  to  this 
question  will  perhaps  make  some  change  in  our  present 
methods  of  treatment,  especially  if  patients  are  seen  late 
in  the  disease. 

As  to  the  source  of  infection,  when  present,  we  are 
on  the  hunt,  and  have  been  for  four  or  five  years,  for  a 
case  of  chronic  pancreatitis  of  the  head  alone,  in  which 
we  could  demonstrate  that  bile  could  not  enter  the  pan- 
creatic duct  from  within  the  papilla  of  Vater.  We  have 
not  found  it  yet,  but  Dr.  Eiman  of  the  Presbyterian 
Hospital,  Philadelphia,  recently  performed  an  autopsy 
in  which,  after  hours  of  search,  he  found  that  the 
pancreatic  duct  emptied  into  the  duodenum,  and  not 
into  the  common  duct,  in  such  a way  as  to  preclude 
regurgitation  of  bile.  If  we  should  find  a case  like 
that,  with  pancreatitis  of  the  head  of  the  organ,  then  we 
could  dispose  immediately  of  the  contention  as  to  the 
possibility  of  lymphatic  infection  from  the  gall  bladder. 

Dr.  David  Riesman  (Philadelphia,  Pa.)  : Acute 

pancreatitis  is  one  of  those  diseases  the  diagnosis  of 
which  is  largely  a matter  of  luck.  I have  known  a 
young  intern  to  make  it  correctly,  and  experienced  men 
to  overlook  it.  Acute  pancreatitis  should  suggest  itself 
whenever  the  following  symptoms  are  met  in  associa- 
tion: intense  pain  in  the  epigastrium  (radiating  to  the 
back  and  not  relieved  by  morphin),  vomiting,  and  shock. 
If,  in  addition,  the  patient  presents  a normal  or  but 
slightly  elevated  temperature,  leukocytosis  and  a curious 
subcyanotic  or  ashen  hue,  the  diagnosis  is  strengthened. 
Perhaps  one  other  symptom  should  be  mentioned,  since 
it  is  rarely  absent,  although  in  itself  not  diagnostic,  and 
that  is  a diffuse  abdominal  soreness  w.ith  hardness,  per- 
haps projection,  of  the  epigastrium,  and  a rather  soft 
abdomen  below.  There  are,  however,  cases  in  which 
shock  is  absent  or  very  slight. 

Many  patients  with  acute  pancreatitis  have  an  ante- 
cedent history  of  gall-bladder  trouble.  Nearly  all  the 
patients  that  develop  acute  pancreatitis  are  over-fat; 
many  are  alcoholic.  These  three  points,  or  any  one  or 
two  of  them,  constitute  important  elements  in  the  diag- 
nosis. 

The  sallow,  subcyanosed  coloration  of  the  skin  makes 
a strong  impression  which  should  not  be  forgotten. 

In  one  case  I thought  I could  make  out  a niarked 
reduction  in  the  size  of  the  spleen.  Knowing,  however, 
how  unreliable  percussion  is  as  a guide  to  the  actual  size 
of  that  organ,  I should  not  emphasize  this  point  unduly. 
It  is  interesting,  however,  that  Reginald  Fitz  in  his 
classical  article  on  pancreatitis — one  of  the  greatest 
American  contributions  to  medical  literature — men- 
tions reduction  in  the  size  of  the  spleen  in  describing 
the  autopsy  findings  in  some  of  his  cases. 

An  interesting  investigation  would  be  that  of  the 
percentage  of  blood  sugar  in  acute  pancreatitis.  The 
literature  on  this  point  is  meager;  more  attention 
should  be  given  to  it. 

In  regard  to  the  cause  of  death,  to  which  Dr.  Lan- 
don  and  Dr.  Reimann  have  referred,  it  is,  in  the  very 
acute  cases,  at  least,  a chemical  death.  The  thought 
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has  come  to  me  that  perhaps  there  is  a lack  of  in- 
sulin, an  acute  hypoinsulinemia,  a subject  on  which 
Dr.  Seale  Harris  has  just  published  an  article. 

Dr.  McCrea  has  spoken  of  the  possible  relation  be- 
tween pneumonia  and  pancreatitis.  I should  like  to 
mention,  in  addition,  catarrhal  jaundice.  This  is 
usually  ascribed  to  an  obstruction  of  the  common  bile 
duct  by  a swelling  of  the  mucous  membrane  or  by  a 
plug  of  mucus.  Perhaps  the  cause  is,  in  reality,  a 
swelling  of  the  head  of  the  pancreas,  a mild  form  of 
acute  pancreatitis. 

With  regard  to  differential  diagnosis,  I shall  not 
run  over  all  of  the  conditions  that  must  be  borne  in 
mind,  but  shall  speak  about  coronary  thrombosis,  which 
at  times  is  almost  indistinguishable,  in  the  beginning 
at  least,  from  pancreatic  shock.  There  is,  however, 
often  a history  of  previous  attacks  of  angina,  and 
there  is  almost  always  a perpendicular  drop  of  the 
blood  pressure  and  the  presence  of  a slight  peri- 
carditis. 

The  problem  of  pancreatic  diagnosis  would  be  easier 
if  functional  diagnosis  had  reached  a higher  degree 
of  accuracy  and  satisfaction.  The  Cammidge  reaction 
is  dead  and  buried.  Bassler  of  New  York  has  re- 
cently devised  a method  of  determining  the  presence 
or  absence  of  pancreatic  ferments  in  the  duodenal  con- 
tents, and  such  a test  may  prove  of  value.  A similar 
test,  slightly  modified,  has  been  proposed  by  McClure. 

Individuals  who  have  weathered  acute  pancreatitis 
in  any  form  are  potential  diabetics,  and  must  be  put 
upon  prophylactic  treatment.  This  consists  in  reduc- 
tion of  the  carbohydrates  in  the  food  and  some  at- 
tention to  the  carbohydrate-fat  ratio,  frequent  urine 
examinations,  and  especially  blood-sugar  tests. 


FUNCTIONAL  CARDIAC  DISORDERS* 
ALEXANDER  H.  COLWELL,  M.D. 

PITTSBURGH,  PA. 

Functional  disturbances  of  the  heart  occur 
with  great  frequency.  They  may  be  separate 
clinical  entities,  or  may  be  superimposed  on 
organic  cardiovascular  disease.  They  nearly 
always  occur,  in  varying  degree,  with  anxiety 
neuroses  and  neurasthenic  or  psychasthenic 
states.  Peabody^  quotes  Dejerine  as  stating  that 
cardiac  neuroses  are  next  in  frequency  to  gastric 
neuroses.  The  diagnosis  of  these  functional  dis- 
orders of  the  heart,  when  they  are  uncomplicated, 
is  usually  quite  easy,  though  it  may  be  difficult. 
It  is  the  purpose  of  the  writer  to  deal  with  func- 
tional cardiac  disorders  which  occur  as  clinical 
entities,  and  which  are  the  main  or  single  cause 
of  the  symptoms  of  which  the  patient  complains. 

Great  interest  in  this  subject  occurred  during 
the  recent  war.  These  conditions  seem  to  have 
been  regarded  very  hopefully  and  the  prognosis 
was  thought  to  be  good.  The  accepted  method 
of  treatment  was  along  the  lines  of  suggestion 
and  rehabilitation  by  graduated  work  or  exercise. 
An  opportunity  to  examine  several  hundreds  of 

* Read  before  the  Section  on  Medicine  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  9,  19^4. 


these  patients  since  the  close  of  the  war  has 
convinced  me  that  the  prognosis  is  by  no  means 
always  favorable,  and  that  exercises  are  often 
of  little  value  and  frequently  harmful  by  per- 
sistently producing  the  patient’s  symptoms  and 
perpetuating  his  neurosis. 

So  far  as  I have  been  able  to  learn,  nothing 
of  value  has  been  added  to  our  knowledge  of 
the  etiological  factors  since  the  exhaustive  work 
of  Lewis. ^ Constitutional  nervous  or  physical 
w'eakness,  coupled  with  exhaustion  from  any 
cause,  constitutes  the  great  predisposing  factor. 
Neuhof,®  commenting  on  the  similarity  of  irri- 
table heart  as  seen  in  general  practice  and  in  sol- 
diers, says  : “The  etiological  factors  are  similar, 
but  because  of  training  and  war  conditions, 
dormant  and  latent  neuroses  crop  out  oftener 
and  are  more  readily  evoked ; consequently  the 
cardiac  syndrome  is  more  violent  and  lasts 
longer.  Infection  is  a factor  only  in  so  far  as 
it  induces  and  produces  nerve  and  muscular 
fatigue  and  psychasthenia.” 

Functional  cardiac  disorders  are  thought  by 
PiersoL  to  be  less  common  among  young  women 
than  among  recruits  in  the  army.  In  the  exami- 
nation of  7,489  female  employees,  with  ages 
ranging  from  i6  to  35  years,  only  30  cases  of 
functional  heart  disease  (called  neurocircula- 
tory  asthenia)  were  found.  This  is  only  about 
one  twentieth  as  frequent  as  the  occurrence  of  a 
like  condition  in  a series  of  762  male  employees 
of  approximately  the  same  age  reported  by  the 
writer.® 

The  symptoms  are  essentially  the  same  as 
those  produced  by  any  type  of  heart  dysfunction 
except  that  certain  symptoms  are  unusually 
prominent  and  nearly  always  disproportionate  to 
the  physical  signs.  K.  R.  Smith®  has  tabulated 
the  chief  symptoms  and  signs,  in  order  of  fre- 
quency, found  in  a series  of  recruits  and  sol- 
diers examined  for  discharge  from  the  British 
Army.  The  first  five  of  thirteen  presenting 
symptoms,  in  order  of  occurrence  are  (l)  Dysp- 
nea, (2)  pain,  (3)  exhaustion,  (4)  vertigo, 
(5)  faintness;  and  the  first  five  of  a similar 
number  of  presenting  signs  are  (i)  increased 
heart  rate,  (2)  increased  systolic  blood  pressure, 
(3)  diffusion  of  apex  beat,  (4)  irregularity  of 
the  heart,  (5)  rise  in  temperature.  It  is  inter- 
esting to  note  that  three  of  these  signs  were 
emphasized  by  Da  Costa^  in  his  article  on  irri- 
table heart  published  in  1871.  Peabody^  says 
the  most  apparent  symptoms  are  dyspnea,  pre- 
cordial pain,  dizziness,  fainting,  tremor,  sweat- 
ing, flushing  and  visual  disturbances,  but  that 
the  really  fundamental  feature  is  a tendency  to 
rapid  general  fatigue  and  exhaustion. 

Contact  with  any  considerable  number  of  pa- 
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tients  having  functional  cardiac  disorders  will 
convince  one  that  there  are  certain  types,  or 
perhaps  certain  gradations  of  one  type,  some- 
what distinct  from  one  another.  The  most 
common  one  by  far  is  that  generally  known  as 
irritable  heart,  effort  syndrome,  or  neurocircu- 
latory  asthenia.  One  can  readily  picture  the 
patient,  a young  person  of  slender  build,  with 
apprehensive  nervous  manner,  evident  dyspnea 
or  hurried  breathing,  rapid  pulse  and  excessive 
sweating  of  axillae  and  hands.  His  symptoms 
are  usually  produced  equally  by  emotion  or 
exertion.  There  is  a second  class,  poorly  nour- 
ished rather  than  slender,  without  rapid  heart 
action  or  even  exaggerated  response  to  exer- 
tion, or  hyperhidrosis,  and  with  low  blood 
pressure,  in  which  the  symptoms  are  milder  and 
are  produced  almost  alone  by  exertion  and 
rarely  by  emotion.  It  is  with  this  class  of  pa- 
tients that  exercise  as  a therapeutic  measure  is 
of  value.  A third  group,  often  without  any  signs 
at  all,  includes  those  whose  cardiac  disturbances 
are  generally  paroxysmal  and  invariably  due  to 
emotion  or  other  psychogenic  causes,  such  as 
nocturnal  fears,  etc. 

Da  Costa’^  published  his  paper  on  irritable 
heart  five  years  after  the  close  of  the  Civil  War, 
because  as  he  says,  “I  found  that,  as  I still  from 
time  to  time  encountered  my  former  patients,  I 
should  by  waiting  have  the  opportunity  of  ascer- 
taining the  sequel  to  man)’-  of  the  cases  record- 
ed.” The  writer  has  had  a somewhat  similar 
opportunity.  It  is  now  about  six  years  since 
the  conclusion  of  the  Great  War  and  fully  one 
third  of  all  cardiac  cases  referred  to  me,  in  my 
capacity  of  cardiovascular  examiner  for  the 
government  agency  caring  for  disabled  veterans 
in  my  district,  are  functional  disturbances. 
Many  of  them  still  have  very  much  the  same 
symptoms  as  when  they  were  demobilized. 
Many  are  improved.  A few  are  well.  Some 
are  still  in  such  extreme  degrees  of  cardiovas- 
cular imbalance  as  to  be  practically  totally  dis- 
abled. 

As  an' Illustration  I quote  the  case  of  J.  M. 
He  was  discharged  from  the  army  in  November, 
1918,  because  of  irritable  heart,  this  condition 
having  appeared  during  a severe  reaction  fol- 
lowing the  third  injection  of  typhoid  vaccine. 
I first  examined  this  man  in  July,  1922,  when  his 
heart  rate  was  140  at  rest.  I did  not  see  him 
again  until  September  of  this  year.  Even  in  the 
prone  position  his  heart  rate  was  still  140.  He 
was  living  a miserable  existence  with  almost 
constant  consciousness  of  his  tumultuous  heart 
action,  and  in  a condition,  so  far  as  ability  to 
work  was  concerned,  of  almost  complete  in-, 
capacity. 


Another  example  may  be  quoted  from  private 
practice.  Mrs.  W.  in  1917  suffered  a severe 
mental  shock  in  the  frightful  injury  and  disfig- 
urement of  one  of  her  children  in  an  automobile 
accident,  followed  soon  after  by  the  death  of 
another  child.  During  this  time  the  symptoms 
of  irritable  heart  developed.  They  have  per- 
sisted since  with  little  change  in  intensity,  and 
only  this  last  summer  this  lady’s  condition  caused 
her  to  sell  her  home  because  she  felt  no  longer 
physically  able  to  carry  on  the  burden  of  house- 
hold duties. 

It  may  be  argued,  and  no  doubt  correctly,  that 
the  persistence  of  symptoms  in  veterans  is  vol- 
untarily perpetuated  because  of  hope  of  compen- 
sation in  much  the  same  way  as  one  sees  this  in 
persons  having  industrial  accidents.  Probably 
this  is  true  in  many  cases.  However,  many  of 
these  men  have  received  and  are  receiving  com- 
pensation or  vocational  training.  In  addition, 
they  present  the  tangible  signs  of  circulatory  im- 
balance which  confirm  their  symptoms.  I can- 
not feel  that  the  prognosis  in  that  type  of  func- 
tional cardiac  disorder  known  as  “irritable  heart” 
or  effort  syndrome  is  nearly  so  hopeful  as  I used 
to  believe.  The  constitutional  factors  which 
favored  the  development  of  the  condition  re- 
main. So  long  as  any  stress  of  sufficient  force 
continues,  or  work  is  unsuitable,  or  the  environ- 
ment prejudicial  to  hope,  confidence  and  happi- 
ness, the  condition  is  very  prone  to  persist. 
Graduated  physical  exercise  was  evidently  not  a 
very  useful  form  of  treatment,  for  so  many  of 
these  cases  remain  uncured.  In  fact,  psycho- 
logically at  least,  I believe  this  idea  was  wrong. 
We  have  asked  patients  to  do  the  very  things 
which  produced  their  symptoms,  still  further 
centering  their  attention  on  the  heart.  It  would 
seem  to  me  wiser  to  try  to  have  these  patients 
live  within  limits  of  effort  which  will  not  pro- 
duce symptoms.  No  amount  of  exercise  will 
ever  replace  constitutional  endowments  deficient 
from  birth.  Our  main  therapeutic  effort  should 
be  directed  to  removing  from  the  patient’s  life, 
if  we  mLy,  the  causes  of  continued  stress.  Very 
often  these  patients  should  be  encouraged  to  seek 
less  arduous  work.  They  may  need  assistance 
and  advice  in  economic  or  marital  adjustments. 
Frequently  the  help  of  a skilled  neuropsychiatrist 
is  of  great  value.  The  problem,  as  I see  it,  is 
to  adjust  a deficient  individual  to  his  environ- 
ment or  to  a new  environment,  rather  than  to 
attempt  to  remake  a circulatory  system  which  is 
by  nature  defective. 

In  the  second  group  referred  to  earlier,  I be- 
lieve the  problem  is  different  and  that  the  circu- 
latory symptoms  occur  because  of  a reduction  in 
general  physical  tone  due  to  unhygienic  habits  of 
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living.  These  j>atients  often  lead  a too  sedentary 
life,  have  insufficient  sleep  or  rest,  overeat  and 
overwork.  For  these  individuals,  exercises,  es- 
pecially in  the  form  of  fairly  strenuous  games, 
are  of  very  great  value  and  should  be  advised 
with  reasonable  expectancy  of  marked  improve- 
ment or  cure  of  symptoms. 

For  the  third  group,  those  whose  symptoms 
tend  to  be  paroxysmal  and  are  produced  only  by 
psychogenic  causes  such  as  anger,  fright,  worry, 
etc.,  I believe  the  most  important  methods  of 
treatment  are  within  the  province  of  the  psy- 
chiatrist. We,  as  general  practitioners,  how- 
ever, have  one  obligation  common  to  all  of  these 
groups,  namely,  a careful,  painstaking  history 
and  physical  examination  as  a necessary  begin- 
ning before  any  type  of  treatment  can  be  insti- 
tuted. And,  above  all  things  else,  we  should 
never  be  guilty  of  giving  impetus  to  the  patient’s 
neurosis  by  interpreting  a functional  murmur  as 
a sign  of  valvular  disease,  or  a rapid  pulse  as 
evidence  of  myocarditis. 

In  conclusion,  may  it  be  repeated  that  func- 
tional cardiac  disorders  are  very  common  ? , They 
usually  require  adjustment  of  the  patient  to  his 
environment.  They  may  even  necessitate  change 
of  environment  or  occupation.  They  often  con- 
stitute long-continued  causes  of  physical  disability 
which,  in  some  instances,  may  be  of  the  most 
severe  type.  I believe  physical  exercises  should 
be  prescribed  only  in  selected  cases  and  never  in 
the  severe  types  of  irritable  heart.  The  help  of 
the  psychiatrist  is  of  paramount  importance  in 
the  treatment  of  cardiac  neuroses. 

1221  Highland  Building. 
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DISCUSSION 

Dr.  William  H.  Mayer  (Pittsburgh,  Pa.)  : It  is  dis- 
tinctly refreshing  for  a neuropsychiatrist  to  hear  an  in- 
ternist lay  so  much  stress  on  something  which  has  been 
taught  us  more  since  the  last  war  than  any  other  time, 
and  that  is  the  psychological  problem  which  presents 
itself  definitely  in  functional  cardiac  disorders. 

Dr.  Colwell  has  said  that  while  the  diagnosis  may  not 
be  difficult,  yet  at  times  it  may  be,  and  I am  inclined  to 
agree  with  the  latter.  From  the  neurologic  standpoint 
it  is  indeed  quite  difficult.  These  neuroses,  once  de- 


veloped, are  difficult  to  attack  and  difficult  to  cure,  for 
one  particular  reason,  and  that  is  because  we  have  a 
dual  exciting  element.  The  slightest  physical  exertion 
produces  palpitation,  and  the  individual  is  usually  so 
constituted  mentally  that  he  has  an  anxiety  state  in 
which  a tachycardia  is  frequently  a symptom  per  se. 
It  is  difficult,  therefore,  for  the  neuropsychiatrist  to 
develop  a point  of  attack  in  attempting  to  effect  the  cure. 

I wish  to  add  a word  of  caution  with  regard  to  the 
early  diagnosis.  It  is  better  to  err  on  the  functional 
side  and  minimize  a cardiac  condition  rather  than  to 
precipitate  an  anxiety  state.  I find  this  condition  most 
difficult  to  dislodge.  These  patients  become  habituated 
to  a certain  line  of  symptoms  and  of  thought  and,  as 
everyone  knows,  are  rarely  accessible. 

Dr.  Colwell  emphasized  one  thing  in  the  way  of  pre- 
vention of  chronic  functional  heart  disorder  which  is 
the  keynote  of  the  treatment.  The  war  cases  bear  out 
what  he  has  said.  A better  state  of  mind,  and  a better 
environment  in  order  to  bring  about  a contented  state 
of  mind,  are  of  the  greatest  importance. 

Dr.  Colwell  has  mentioned  “graduated  exercise.’’ 
This  does  not  mean  violent  exertion  sufficient  to  pro- 
duce physiologic  rapidity  of  the  heart  and  thereby 
accentuate  an  already  existing  symptom.  I agree  with 
Dr.  Colwell  that  a life  suited  to  the.  strength  of  the 
patient  is  the  essential  thing.  We  cannot  well  separate 
the  psychic  from  the  physical  in  any  of  these  cases. 

The  doctor  has  very  beautifully  analyzed  what  I 
consider  two  varieties.  My  time  limit  prevents  me  from 
entering  into  a prolonged  discussion,  but  I feel  sure  that 
while  the  emotional  factors  may  be  hidden,  they  are 
there,  even  in  the  so-called  physical  cases. 

Dr.  James  E.  Talley  (Philadelphia,  Pa.)  : I am 
heartily  in  accord  with  Dr.  Colwell  that  most  of  these 
cases  are  probably  neuroses.  There  were  several  groups 
among  the  recruits.  The  first  group  appeared  in  our 
general  hospital  wards  as  soon  as  the  draft  law  seemed 
a certainty.  These  cases  were  hysterical,  real  some- 
times, but  more  often  assumed. 

The  second  group  got  across.  In  some,  their  consti- 
tutional inferiority  appeared  early  while  under  no  par- 
ticular stress ; in  others  it  was  revealed  only  after  a 
hard  life  at  the  front  or  trying  sea  duty.  They  broke 
more  early  than  the  robust,  especially  if  to  hard  duty 
there  was  added  the  laryngitis,  trachitis,  and  bronchitis 
so  common  among  the  newcomers,  at  least  among  the 
personnel  of  the  navy.  Many  of  these  convalescents 
had  the  neurocirculatory  complex. 

That  graded  exercises  were  good  for  many  of  these 
was  shown  by  the  excellent  results  at  Colchester,  and 
at  Nantes,  where  your  Pittsburgh  unit  did  such  fine 
service  in  preparing  these  men  for  further  duty. 

However,  Dr.  Colwell’s  series  of  cases  shows  in  itself 
how  great  was  the  number  of  the  returnfed  still  afflicted 
and  slow  to  recover.  Almost  all  of  these  are  genuine 
and  worthy  of  our  best  efforts  for  their  rehabilitation. 
An  occasional  experience  makes  us  wonder  how  a par- 
ticular individual  escaped  being  in  the  first  group. 


NIXIE!  NIXIE!  WHAT  IS  A NIXIE?’ 

It  is  a piece  of  mail  so  incorrectly  or  incompletely 
addressed,  or  so  improperly  prepared  that  it  can  not 
be  delivered  or  returned  without  special  treatment  and 
it  goes  to  — 

The  post  office  hospital  for  a postal  operation.  It 
differs  from  a dead  letter  in  that  a dead  letter,  parcel, 
or  circular  can  neither  be  delivered  nor  returned,  and 
goes  to  the  post  office  morgue  for  burial. 


564 


THE  ATLANTIC  MEDICAL  JOURNAL 


June,  1925 


NEPHRITIS  IN  CHILDREN* 

J.  GIBSON  LOGUE,  M.D. 

WILLIAMSPORT,  PA. 

The  purjxise  of  this  paper  is  to  present  a 
rather  brief  resume  of  nephritis  in  children  with 
very  little  attempt  at  originality.  When  this 
subject  was  suggested  to  me,  and  I began  to 
review  my  personal  experience  with  the  disease, 
I was  forcibly  impressed  with  its  infrequent 
occurrence  in  childhood,  considering  the  ex- 
tremely high  incidence  of  the  acute  infections 
during  this  period  of  life.  Certainly  nephritis  is 
not  especially  a disease  of  children  and,  on  the 
other  hand,  it  cannot  be  said  that  it  is  uncommon 
during  early  life.  It  may  be  that,  due  to  the 
more  frequent  and  early  attention  to  focal  in- 
fections, and  the  more  careful  watchfulness 
during  acute  infections,  we  now  see  nephritis  as 
an  end  result  less  often  than  in  the  past. 

Many  methods  of  classification  of  the  varieties 
of  this  disease  have  been  adopted,  with  much 
resulting  confusion  and  a multiplicity  of  titles. 
As  one  scans  the  literature  for  a working  clas- 
sification of  value  to  him  at  the  bedside,  he  feels 
that  the  one  used  by  Still,  dividing  nephritis  into 
acute  and  chronic,  is  as  useful  as  any,  and  cer- 
tainly extremely  applicable  to  practically  all 
cases.  It  is  more  apt  to  be  a help  to  most  of  us, 
at  least,  than  the  classification  of  one  author 
who  divides  his  list  into  four  tables  containing 
a total  of  sixteen  subdivisions.  In  an  attempt 
to  clarify  this  question  of  classification  I corre- 
sponded with  Dr.  H.  F.  Helmholtz,  and  he  feels 
that  at  present  we  have  no  worth-while  classi- 
fication, but  he  believes  the  one  used  by  Dr. 
Herman  Schwarz  and  Dr.  Jerome  L.  Kohn  to 
be  most  apt.  It  is  divided  into  four  groups 
based  solely  on  (a)  the  clinical  picture,  (b)  the 
duration  of  the  disease,  and  (c)  the  prognosis. 

Group  I comprises  cases  which  began  either 
without  apparent  cause,  in  children  seemingly 
in  perfect  health,  or  in  which  the  mother  had, 
perhaps,  noticed  that  the  child  was  pale.  There 
was  little  or  no  elevation  of  temperature,  and 
apparently  no  accompanying  disease.  Edema  of 
the  face  or  legs  appeared  first,  and  spread  rapidly 
to  the  remainder  of  the  body.  It  was  very  per- 
sistent, and  if  it  did  disappear,  showed  a decided 
tendency  to  recur.  There  was  no  hematuria, 
but  the  urine,  at  times,  was  diminished  in  quan- 
tity, and  always  contained  large  amounts  of 
protein.  The  edema  was  the  outstanding  feature. 
The  duration  of  the  disease  was  months  or 
years,  and  the  patient  showed  no  tendency  to 

•Read  before  the  Section  on  Pediatrics  of  the  Medical 
Society  of  the  State  of  Pennsylvania,  Reading  Session,  Oc- 
tober 8,  1924. 


get  well.  This  malady  is  known  in  the  earlier 
literature  as  parenchymatous  nephritis,  and  has 
more  recently  been  termed  nephrosis  by  V'olhard. 

Group  II  comprises  cases  which  began  acutely 
with  or  without  an  accompanying  acute  disease, 
often  with  temperature  elevation,  and  with  or 
without  edema,  the  edema  usually  being  not  ex- 
tensive, often  localized  to  the  face,  or  to  the  face 
and  the  extremities,  and  never  very  persistent. 
Hematuria  was  a coimnon  symptom.  The  cases 
usually  lasted  a few  weeks ; occasionally  they 
became  subacute,  and  the  symptoms  would  con- 
tinue a few  months,  or  become  chronic  and  ex- 
tend for  years.  Cases  of  this  type  are  known 
in  the  literature  as  acute  nephritis,  acme  hemor- 
rhagic nephritis  or  acute  glomerulonephritis. 

Group  HI  comprises  cases  observed  for  a 
period  of  months  or  years,  accompanied  by  an 
occasional  acute  stage,  but  with  none  of  the  out- 
ward signs  usually  seen  in  kidney  disease,  such 
as  edema,  hematuria  or  high  blood  pressure. 
They  are  the  cases  termed  “piedonephritis”  by 
Heubner. 

Group  IV  comprises  cases  characterized  by 
marked  pallor,  headache,  vomiting,  polyuria,  high 
blood  pressure,  retinitis,  convulsions  and  death. 
The  entire  duration  of  the  disease  was  about  one 
year.  Cases  of  this  description  are  similar  to 
the  contracted  kidney,  or  nephritis  with  hyper- 
tension of  the  adult. 

GROUP  I — nephrosis 

The  etiologic  factor  of  nephrosis  is  frequently 
indeterminable.  Diphtheria,  lues,  tuberculosis 
or  chronic  purulent  processes  may  be  factors. 
Occasionally  the  condition  may  be  brought  on 
by  acute  pioisoning  with  tar  in  ointments  or  sal- 
varsan ; in  rare  cases  the  colon  bacillus  or  pneu- 
mococcus may  be  the  cause. 

The  knowledge  of  the  pathogenesis  rests  upon 
various  hypotheses,  one  of  which  lays  the  causa- 
tion to  the  toxemia  of  the  body  cells  by  the 
products  of  decomposition  of  the  diseased  tubu- 
lar epithelium.  It  is  certain  that  this  disturb- 
ance of  the  secretion  of  the  urine  is  as  definitely 
a constitutional  disease  as  it  is  a true  kidney 
disease. 

The  functional  disturbance  is  characterized 
by  the  reduced  excretion  of  sodium  chlorid  and 
water  during  the  stage  of  edema,  while  there  is 
no  change  in  concentration  p>ower.  With  the 
improvement  of  the  condition  the  excretion  of 
these  two  substances  increases  and  may  be  ex- 
cessive. There  is  a tendency  to  eclamptic  ure- 
mia. The  excretion  of  nitrogen  remains  normal, 
or  may  be  increased  to  as  high  as  2 to  3 per  cent 
in  the  twenty-four  hour  specimen,  and  for  this 
reason  there  is  no  nitrogen  retention.  In  some 
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work  now  being  carried  on  by  Dr.  Roger  Den- 
nett, at  the  New  York  Postgraduate  Hospital,  it 
would  seem  that  a high  blood  cholesterol  (above 
0.2  and  often  as  high  as  0.7)  is  of  some  diag- 
nostic significance.  At  least,  in  the  cases  so  far 
observed,  the  cholesterol  falls  as  the  edema  de- 
creases, and  there  is  general  improvement. 

The  outstanding  feature  of  the  clinical  picture 
is  the  f>allor  and  edema.  As  a result  of  the 
edema,  we  have  the  transudates  into  the  body 
cavities,  gastro-intestinal  disturbances,  eclamptic 
uremia  and  generally  lowered  resistance.  The 
urine,  in  which  there  is  a great  deal  of  protein, 
at  first  contains  large  amounts  of  formed  ele- 
ments, chiefly  lipoid  and  fatty  casts.  The 
absence  of  blood  and  the  normal  blood  pressure 
are  of  diagnostic  importance.  The  slight  varia- 
tions of  temperature  are  of  no  significance. 
Frequently  the  two  important  symptoms  of  pallor 
and  edema,  brought  out  in  the  rather  indefi- 
nite history  of  the  case,  suggest  essential  nephro- 
sis. Slight  swelling  of  the  face  points  to  the 
general  anasarca,  while  sudden  nausea,  weakness 
and  dizziness  indicate  brain  edema.  Diarrhea, 
vomiting  or  bronchitis  may  occur.  After  a week 
or  so  the  urine  shows  a large  amount  of  protein. 
At  this  stage  the  observer  is  impressed  with  the 
waxy  pallor,  and  examination  reveals  the  edema. 
The  heart  rate  and  blood  pressure  are  unchanged, 
or  but  slightly  increased.  The  reflexes  may  be 
increased.  The  urine,  dark  brown,  cloudy  and* 
acid,  is  highly  concentrated  (1039-1050  specific 
gravity).  The  twenty-four-hour  quantity  is  re- 
duced to  as  low  as  150  c.  c. 

The  protein  content  is  very  great ; amounts  of 
10,  20,  or  30  per  cent,  or  even  higher,  may  be 
demonstrated.  In  the  precipitate  are  found  epi- 
thelium, leucocytes,  large  amounts  of  various 
kinds  of  casts  at  first,  and  later  epithelium  and 
leucocytes  showing  fatty  degeneration  and  lipoid 
bodies.  In  the  later  stages  the  number  of  casts 
is  greatly  reduced.  The  absence  of  red  blood 
corpuscles,  which  may  be  present  in  an  occasional 
specimen,  is  diagnostic. 

While  an  occasional  mild,  postinfectious  case 
may  be  encountered  in  infants,  the  majority  of 
the  cases  have  persisted  for  months  or  even 
years.  With  proper  treatment  the  edema  usually 
soon  subsides,  but  following  it  we  have  the  sec- 
ond or  chronic  stage.  In  this  the  little  patients, 
with  dark  circles  under  their  sunken  eyes  and 
often  greatly  emaciated,  look  sick.  Even  though 
they  begin  to  feel  better  as  their  appetites  return 
and  their  weight  increases,  the  tendency  to  edema 
still  persists.  It  may  reappear  suddenly  at  the 
slightest  exceeding  of  the  tolerance  for  sodium 
chlorid,  or  at  times  even  without  demonstrable 
cause.  The  proteinuria  persists  for  a long  time 


after  the  formed  elements  have  disappeared.  In 
the  edema  the  greatest  danger  lies  in  the  lowered 
resistance,  especially  against  pneumococci. 

The  prognosis  must  be  guarded,  and  must 
take  into  consideration  the  chronicity  and  danger 
of  infection.  Either  transition  to  a contracted 
kidney  or  eventual  recovery  are  possible.  Re- 
covery is  complete  only  when,  without  protein- 
uria, the  excretion  of  10  grams  of  sodium 
chlorid  in  twenty-four  hours  can  be  demon- 
strated. 

GROUP  II — ACUTE  DIFFUSE  GLOMERULAR  NEPHROP- 
ATHY OR  ACUTE  GLOMERULAR  NEPHRITIS 

In  this  type  of  nephritis  the  most  important 
etiologic  factor  is  scarlet  fever.  Angina,  bron- 
chial infection,  pulmonary  disease  (pneumonia), 
skin  infection  (erysipelas),  pneumococcus  or 
staphylococcus  infection  are  frequent  causative 
factors.  Purpura,  lead  poisoning,  and  occasion- 
ally the  factors  given  under  nephrosis,  must  be 
kept  in  mind. 

The  marked  reduction  of  the  excretion  of  the 
nitrogenous  waste  products  in  the  urine,  and  their 
simultaneous  increase  in  the  blood  and  tissues  are 
diagnostic  of  glomerular  nephritis.  The  index 
of  this  condition  is  the  increase  of  the  nonprotein 
nitrogen  above  normal  limits.  While  the  kidney 
still  retains  its  concentration  p>ower  and  excretes 
urine  containing  1.5  to  2.5  per  cent  of  nitrogen, 
the  blood  is  sufficiently  relieved.  Large  amounts 
of  the  urinary  poisons  are  neutralized  and  made 
harmless  in  the  retained  fluid  of  the  edema,  if 
this  does  not  affect  the  central  nervous  system. 
When  there  is  no  edema,  uremia  results.  In 
the  uncomplicated  cases  the  sodium  chlorid  and 
water  are  excreted,  but  in  edematous  cases  the 
action  is  the  same  as  in  the  nephrosis. 

The  most  characteristic  symptoms  are  the 
urinary  findings ; blood,  moderate  amounts  of 
protein,  with  oliguria  and  possibly  increased  spe- 
cific gravity,  or  anuria  with  uremia.  There  is 
an  increase  of  the  blood  pressure,  and  not  uncom- 
monly a tendency  to  edema. 

The  course  of  the  disease  is  variable.  The 
glomerular  nephritis  may  begin  acutely  at  the 
very  onset  of  the  causative  disease,  or  may  ap- 
pear insidiously  after  two  to  four  weeks.  Any 
one  of  the  characteristics,  either  alone  or  in  com- 
bination with  others,  may  usher  in  the  onset. 
In  the  hospital  the  increase  in  weight  may  at 
times  reveal  the  stage  of  the  pre-edema,  or  at- 
tention may  be  called  to  it  by  the  increased  blood 
pressure.  In  other  cases  the  patient  is  brought 
for  examination  because  of  the  visible  changes 
in  the  urine,  such  as  bloody  urine  or  painful 
micturition.  In  still  others,  the  pallor,  lassitude. 
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anorexia,  and  occasional  vomiting  and  diarrhea 
with  thirst  may  indicate  urea  poisoning. 

In  its  mildest  forms  the  condition  may  be 
without  symptoms,  may  or  may  not  be  accom- 
panied by  increased  blood  pressure,  and  rarely 
has  more  than  the  so-called  “pre-edema.”  It  is 
discovered  only  when  a functional  test  is  made. 
Because  of  its  infrequency  and  insidiousness  such 
tests  should  be  made  for  several  weeks  after 
recovery  from  all  infectious  diseases.  The  urine, 
light-colored  and  but  slightly  cloudy,  at  first 
contains  moderate  amounts  of  protein.  A few 
white  or  red  blood  cells  can  be  found  microscop- 
ically. Later  an  increasing  number  of  casts  of  all 
forms,  but  without  fat,  are  found. 

In  moderately  severe  forms  the  picture  is  more 
distinct.  These  patients  are  pale,  and  the  skin 
edema  is  localized  in  various  parts  of  the  body; 
the  face,  sternum,  shins,  and  spine  are  most  fre- 
quently the  site.  The  child  is  tired,  has  no  appe- 
tite, but  is  thirsty.  The  urine  is  red  or  of  a 
dirty  brown.  The  protein  content  varies  from 
3 to  lo  per  cent.  The  twenty-four-hour  quan- 
tity is  markedly  reduced  to  as  low  as  400-600 
C.G.,  with  a proportionate  increase  of  the  specific 
gravity.  The  blood  pressure  may  be  normal  or 
but  slightly  increased.  The  pulse,  slowed,  may 
be  arhythmic. 

The  severe  form  may  be  “dry,”  or  there  may 
be  extreme  general  anasarca.  At  the  very  onset 
other  manifestations  may  be  added  to  those  seen 
in  the  milder  grades.  The  most  urgent  of  these 
is  pain  in  the  kidney  region,  probably  arising 
from  the  tension  of  the  distended  capsule.  The 
urine  is  usually  a dark  cloudy  brown  and  only 
occasionally  bright  blood-red.  At  first  it  contains 
vast  amounts  of  the  formed  elements  already 
described.  These  gradually  become  less  as  the 
condition  persists.  The  protein  content  is  not 
greater  than  in  milder  cases.  The  total  daily 
quantity  is  decreased  rapidly  to  200,  or  even  as 
low  as  50  C.C.,  but  in  the  severe  cases  the  spe- 
cific gravity  is  not  increased  proportionately. 
Anuria  persisting  for  several  days  is  not  un- 
common. If  there  is  no  edema,  the  danger  of 
uremia  is  very  great.  The  blood  pressure  is 
usually  distinctly  increased. 

Even  the  most  serious  cases  may  recover  in 
spite  of  anuria  and  uremia.  With  proper  treat- 
ment a favorable  outcome  is  characteristic  of  the 
glomerular  nephritis  of  childhood.  In  such  cases 
the  fluid  in  the  tissues  is  often  drained  off 
through  the  kidney.  This  process  is  accompanied 
by  manifestations  of  eclamptic  uremia,  and  as 
the  edema  subsides  the  child  feels  better.  Never- 
theless, the  convalescent  patient  is  subject  to 
recurrences,  as  in  milder  forms,  and  is  sensitive 
to  exposure  and  infections.  The  protein  may 


reappear  on  change  of  posture.  Transitions  to 
contracted  kidney  and  pedonephritis  may  take 
place. 

GROUPS  III  AND  IV — CHRONIC  NEPHRITIS  OF 
CHILDHOOD  (pedonephritis) 

This  disease  is  not  uncommon  in  children  be- 
tween the  second  and  the  fourth  years,  but  is 
most  frequent  during  the  school  age.  In  spite 
of  its  obstinancy  its  benign  character  is  its  essen- 
tial and  significant  trait.  Its  benignity  is  illus- 
trated not  only  in  the  mildness  of  its  subjective 
symptoms,  and  in  its  not  infrequently  favorable 
termination,  but  also  in  the  rarity  with  which  its 
course  is  aggravated  by  severe  complications. 
Uremia,  retinitis,  serious  changes  in  the  vascular 
mechanism,  or  even  marked  edema,  are  seen  only 
in  exceptional  cases. 

It  is  certain  that  pedonephritis  occurs  most 
commonly  in  the  wake  of  acute  infectious  dis- 
eases, and  especially  of  scarlet  fever;  yet,  it  is 
not  always  possible  to  trace  its  early  manifesta- 
tions to  their  origin,  and  often  its  genesis  re- 
mains obscure. 

This  etiologic  difficulty  is  increased  by  the 
fact  that  its  subjective  symptoms  as  a rule  are 
so  slight  that  urinalysis  is  not  suggested.  The 
patient  is  pale  and  flabby,  tires  easily,  and  is 
more  or  less  fretful,  but  is  usually  fairly  well- 
nourished.  Occasionally  the  child  complains  of 
headache,  pain  in  the  side,  palpitation,  anorexia, 
and  thirst,  but  more  often  its  general  well-being 
is  but  slightly  disturbed. 

Marked  dropsical  conditions  are  never  seen. 
At  the  most  only  a slight  fullness  of  the  face  may 
be  observed  from  time  to  time.  Changes  in  the 
heart  and  the  pulse  are  neither  frequent  enough 
nor  distinct  enough  to  support  a diagnosis,  which 
must  depend  almost  entirely  upon  the  urinalysis. 

The  quantity  of  urine  and  its  specific  gravity 
remain  fairly  normal,  and  there  is  but  little 
cloudiness  and  a small  amount  of  sediment.  The 
proportion  of  protein  is  never  very  high.  The 
proteinuria  may  disappear  at  times,  and  at  others 
may  assume  the  orthotic  form.  Structural  ele- 
ments are  hardly  ever  lacking  even  in  the  protein- 
free  urine.  The  findings  may  be  limited  for 
months  to  a few  red  blood  cells  and  an  occasional 
cast.  Sometimes  hyalin,  granular  and  epithelial 
casts,  with  leucocytes,  are  found  in  large  num- 
bers. Then  again,  acute  exacerbations  may  re- 
sult in  microscopically  bloody  urine. 

Generally  speaking,  however,  the  course  is 
uneventful.  For  a long  time  the  affected  child 
might  be  considered  normal  if  it  were  not  for  the 
urinary  findings.  These,  with  other  symptoms 
of  the  disease,  may  gradually  disappear  after 
they  have  persisted  for  years,  and  a lasting  re- 
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covery  may  be  achieved.  A certain  number  of 
these  cases  do  not  recover  during  childhood.  In 
still  others,  the  transition  to  a contracted  kidney 
occurs  sooner  or  later,  with  a resulting  aggrava- 
tion of  symptoms.  Since  it  is  never  possible  to 
predict  how  the  disease  is  going  to  terminate,  the 
prognosis  must  always  be  gxiarded. 

Regarding  the  pathologic  changes  occurring 
in  pedonephritis,  precedent  to  transition  into  a 
contracted  kidney,  very  little  is  known.  It  is 
probably  a matter  of  small,  diffuse,  inflammatory 
foci  in  the  renal  parenchyma. 

Due  to  lack  of  time  no  mention  of  treatment 
and  only  slight  reference  to  functional  tests  and 
blood  chemistry  have  been  made  in  this  paper. 
That  the  latter  are  aids  in  diagnosis  and  prog- 
nosis there  is  no  doubt.  In  hospital  work  such 
aids  can  be  carried  on  freely.  In  private  prac- 
tice, however,  they  are  often  not  available,  due 
to  economic  reasons  or  to  impracticability,  and 
probably  in  a very  large  percentage  of  cases 
they  are  not  absolutely  essential.  Our  chief 
concern  as  practitioners,  however,  should  be  in 
the  prevention  of  nephritis  by  very  close  super- 
vision in  all  our  cases  of  acute  infections,  and  a 
frequent  routine  examination  of  urine  (chemi- 
cally and  microscopically)  of  all  our  little  pa- 
tients, and  the  removal  of  foci  of  infection  as 
soon  as  they  are  discovered.  Nephritis  is  often 
preventable,  but  if  in  spite  of  watchfulness  it 
does  occur,  early  recognition  and  prompt  treat- 
ment can  prevent  many  cases  of  chronic  nephri- 
tis. As.  Dr.  Kerley  says : “The  prognosis  of 
severe  acute  nephritis  is  good  if  proper  manage- 
ment is  carried  out  from  the  beginning  of  the 
illness  until  at  least  one  year  is  elapsed.  The 
prognosis  is  bad  in  even  a mild  case  if  it  is 
neglected.” 
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DISCUSSION 

Dr.  Howard  Childs  Carpenter  (Philadelphia,  Pa.)  : 
Dr.  Logue,  at  the  beginning  of  his  paper  refers  to  the 
rather  infrequent  occurrence  of  nephritis  in  childhood 
as  the  result  of  acute  infection.  I am  sorry  that  I can- 
not agree  with  this  statement,  but  with  a good  deal  of 
regret  must  admit  that  in  my  own  practice  it  is  not  un- 
common. This  is  an  admission  which  is  not  easy  to 
make,  as  I believe  much  can  be  done  to  prevent  its  oc- 
currence, and  that  in  all  infections  in  childhood  we 
should  consider  the  kidneys  of  first  importance,  and  take 
proper  measures  to  lessen  their  burden  during  the  pe- 
riod of  infection. 

Dr.  Logue  is  undoubtedly  right  that  to-day  physicians 
pay  more  attention  to  the  removal  of  focal  infections 
than  in  the  past,  but  I believe  we  are  still  too  often 


remiss  in  our  search  for  the  focal  infection  causing  the 
nephritis. 

Take,  for  instance,  the  question  of  sinus  infection  in 
childhood,  a condition  which  occurs  not  occasionally, 
but  with  great  frequency,  and  in  a very  large  percent- 
age of  cases  producing  nephritis.  I believe  sinus  infec- 
tion is  not  recognized  as  often  as  it  should  be  by  the 
clinician,  because  of  the  common  opinion  that  to  make 
the  diagnosis  the  patient  must  be  transilluminated  or 
x-rayed.  The  most  common  variety  is  ethmoiditis,  and 
I believe  this  can  almost  assuredly  be  diagnosed  when 
simple  inspection  of  the  nose  reveals  enlargement  of 
the  middle  turbinates;  but  this  is  not  true  if  only  the 
inferior  turbinates  are  affected.  Certainly,  no  child 
suffering  from  a parenchymatous  nephritis  of  unknown 
origin  should  be  denied  a careful  examination  of  the 
accessory  nasal  sinuses.  We  usually  think  of  infected 
tonsils  in  connection  with  rheumatism,  but  they  are  also 
a very  common  cause  of  nephritis. 

The  classification  of  nephritis  is  certainly  a very  diffi- 
cult one,  and  I agree  with  Dr.  Logue  that  the  most 
practical  classification  for  those  of  us  who  are  doing 
bedside  work  is  the  simple  division  into  acute  and 
chronic  nephritis,  although  even  this  distinction  is  many 
times  not  clear,  as  cases  of  chronic  nephritis  commonly 
have  acute  exacerbations.  We  have  nephritis  divided 
as  to  its  etiology ; we  have  an  anatomical  basis,  or  a 
pathological  or  functional  classification,  or  a division 
based  on  the  prognosis.  A classification  which  has 
seemed  to  me  one  of  the  best  is  that  of  Hill,  who  di- 
vides nephritis  into:  first,  acute  hemorrhagic;  second, 
acute  exudative ; third,  subacute ; fourth,  chronic ; and 
fifth,  chronic  with  infantilism. 

The  classification  of  Schwarz  and  Kohn,  which  Dr. 
Logue  quotes  in  detail,  is  interesting,  but  does  not  seem 
to  me  to  be  as  satisfactory  as  Hill’s.  This  classification 
of  Schwarz  and  Kohn,  which  seems  to  be  based  on  the 
work  of  Noeggerath,  really  describes  two  forms  of 
acute  nephritis,  and  two  forms  of  chronic  nephritis. 
The  first  group,  termed  nephrosis,  is  a mild  tubular 
nephritis,  while  the  second  group  is  the  usual  acute 
glomerulonephritis.  Their  third  group  is  nothing  more 
than  a mild  form  of  chronic  parenchymatous  nephritis, 
and  their  classification  seems  to  omit  entirely  the  severe 
type  of  chronic  parenchymatous  nephritis,  while  their 
fourth  classification  is  the  chronic  interstitial  nephritis. 

Dr.  Logue,  in  his  paper,  describes  the  first  and  second 
groups,  but  combines  the  third  and  fourth  groups  under 
the  term  “pedonephritis.”  This,  I believe,  is  hardly  a 
fair  description  of  chronic  nephritis,  as  it  gives  the  im- 
pression that  chronic  nephritis  is  a very  mild  disease. 
It  is  true  that  the  majority  of  cases  are  mild,  but  there 
is  a large  percentage  of  cases  of  chronic  parenchymatous 
nephritis  that  have  a fatal  termination,  and  practically 
all  cases  of  chronic  interstitial  nephritis  are  fatal.  He 
emphasizes  that  marked  dropsical  conditions  are  never 
seen  in  Groups  HI  and  IV.  This  may  be  true  in  very 
mild  cases  of  chronic  parenchymatous  nephritis,  but 
edema  is  a very  common  symptom  in  chronic  nephritis. 

It  can  readily  be  understood  how  difficult  it  is  to 
classify  this  disease  when  we  realize  that  when  an 
organ  as  intricate  as  the  kidney  becomes  inflamed,  the 
process  naturally  does  not  confine  itself  to  any  single 
structure,  so  that  we  have  in  most  cases  of  nephritis 
the  involvement  of  the  glomerulse,  the  tubules  and  the 
interstitial  tissue. 

Dr.  Rorert  K.  Rewai.t  (Williamsport,  Pa.)  : I agree 
with  Dr.  Logue  that  nephritis  in  our  section  of  the 
state  is  not  very  common.  I do  not  think  the  fact  that 
Dr.  Carpenter  has  seen  so  much  nephritis  has  been  due 
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to  any  lack  of  proper  treatment  on  his  part,  because  I 
do  not  believe  such  could  ever  be  the  case,  but  the  fact 
remains  that  during  the  acute  infections,  particularly 
during  the  influenza  epidemics  that  we  have  been  having 
in  our  section  of  the  country  for  some  time,  I have 
carefully  observed  the  urine  of  different  children,  mak- 
ing an  examination  of  them  sometimes  as  often  as  two 
or  three  times  a week.  I followed  them  up  for  a con- 
siderable period  after  that,  and  I have  been  struck  by 
the  lack  of  any  evidence  of  true  kidney  disease.  It  is 
perfectly  true  that  when  you  have  an  acute  infection 
with  a high  temperature,  you  are  apt  to  have  acute  con- 
gestion of  the  kidneys  with  some  albuminuria,  and  a 
few  red  blood  cells  possibly,  but  true  nephritis  is  really 
rather  rare.  On  our  service  at  the  hospital  we  are  ex- 
amining the  urine  of  all  children  who  are  sent  there  for 
different  conditions,  and  it  is  the  rarest  thing  in  the 
world  for  us  to  find  any  evidence  of  nephritis.  So  the 
experience  in  our  part  of  the  country  is  that  nephritis 
is  not  common  in  children.  Why  that  is,  I,  of  course, 
do  not  know. 

There  is  one  other  thing  regarding  which  I should 
like  to  ask  the  opinion  of  some  of  the  men  here.  It  has 
been  taught  for  years  that  in  nephritis  there  is  reten- 
tion of  sodium  chlorid.  A nephritic  diet  was  supposed 
to  exclude  salt,  but  in  the  treatment  of  these  cases,  par- 
ticularly when  they  are  affected  with  vomiting,  it  is 
supposed  to  be  perfectly  good  practice  to  give  salt  solu- 
tion, either  intravenously  or  by  rectum,  or  intraperito- 
neally.  It  never  seemed  to  me  to  be  a very  logical  pro- 
cedure to  give  salt  solution  when  there  was  danger  of 
additional  sodium  chlorid  retention. 

Dr.  Alfred  Hand  (Philadelphia,  Pa.)  : I was  very 
much  interested  to  see  if  Dr.  Logue  would  mention  a 
type  of  nephritis  which  I am  seeing  with  increasing 
frequency  in  the  last  few  years,  and  in  which  the  diag- 
nosis is  made  by  the  microscopic  examination  of  the 
urine.  The  majority  of  the  patients  have  an  acute  in- 
fection of  the  upper  air  passages  or  of  the  middle  ear, 
and  two  of  them  had  scarlet  fever.  In  all  of  them  the 
routine  examination  of  the  urine  during  convalescence 
has  shown  an  abundance  of  rather  short,  narrow  casts, 
well  covered  with  black  granules.  There  are  usually 
many  cylindroids  also,  showing  the  granules  in  less 
abundance.  There  is  no  albuminuria,  either  to  the 
contact-nitric  test  or  to  boiling  of  the  upper  part  of  the 
urine  in  a test  tube  nearly  full,  and  with  the  addition  of 
acetic  acid.  It  is  possible  that  more  delicate  tests  might 
show  the  presence  of  serum  albumin,  and  Dr.  Waltz,  to 
whom  I have  shown  several  samples,  thought  there  was 
a faint  cloudiness  with  Robert’s  reagent,  but  there  was 
nothing  like  what  would  be  expected  with  the  great 
number  of  casts  present.  The  patients  show  no  edema, 
except  rarely  a little  prominence  of  the  lower  eyelids 
such  as  is  seen  in  a rhinitis,  and  there  are  no  general 
symptoms  other  than  the  debility  from  the  original  in- 
fection. In  Dr.  Logue’s  classification  they  would  fall 
under  the  mildest  type,  and  they  are  mild  as  far  as 
symptoms  go,  but  I believe  they  might  result  in  chronic 
nephritis  if  untreated.  The  nephritis  in  these  cases  is 
undoubtedly  limited  to  the  glomeruli,  which  may  apcount 
for  the  absence  of  albuminuria.  In  one  specimen  I saw 
what  I took  to  be  a cast  of  a glomerular  cavity  with  a 
short  hyalogranular  cast  fused  on  to  it. 

In  treating  these  cases  I prescribed  rest  in  bed,  soft 
diet  and  potassium  citrate,  and  even  with  this  it  usually 
takes  from  two  to  five  months  before  the  casts  disap- 
pear. Until  then  I feel  that  it  is  not  safe  to  enucleate 
the  tonsils,  which  have  been  infected  in  all  of  the  pa- 
tients. 
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Dr.  James  M.  Higgins  (Sayre,  Pa.)  : I should  like 
to  ask  the  Doctor  just  what  he  means,  or  just  what  he 
understands,  by  prophylaxis  against  nephritis  in  the 
acute  infections? 

Dr.  Logue  (in  closing)  : I appreciate  this  discussion 
very  much  because  that  was  the  purpose  of  my  paper. 
As  I tried  to  point  out  in  the  opening  sentence,  my  per- 
sonal experiences  with  nephritis  have  been  very  slight. 
This  subject  was  suggested  by  the  Chairman  of  your 
Section,  and  the  resume  was  to  bring  forth  just  this 
discussion.  Of  course,  there  were  many  things  left  out 
which  manifestly  should  have  been  included.  When  you 
are  limited  to  fifteen  minutes,  and  your  subject  is  ne- 
phritis in  children,  you  must  of  necessity  omit  many 
things. 

I do  not  know  the  answer  to  Dr.  Rewalt’s  question 
about  the  use  of  saline  solution.  I think  the  point  that 
Dr.  Rewalt  makes  is  well  taken  in  that  it  does  not  seem 
a logical  thing  to  do. 

As  to  Dr.  Higgins’  question  about  what  I mean  by 
prophylaxis  in  nephritis,  I mean  we  should  not  neglect 
to  examine  the  urine  frequently,  both  microscopically 
and  chemically,  and  institute  proper  treatment  at  the 
first  moment  anything  indicating  renal  inflammation  is 
discovered.  Also,  as  Dr.  Carpenter  pointed  out,  we 
should  include  in  this  the  early  attention  to  foci  of 
infection,  wherever  they  may  be  located  in  the  body. 
If  it  seemed  as  though  I intimated  that  there  was  some 
medical  treatment  or  some  wonderful  drug  that  pre- 
vents nephritis,  I did  not  intend  to  convey  any  such 
thought,  of  course. 


A STUDY  OF  THE  LAST  515  CASES  OF 
SAINT  VITUS’S  dance  TREATED 
AT  THE  CLINICS  OF  THE  OR- 
THOPEDIC HOSPITAL  AND 
INFIRMARY  FOR  NERV- 
OUS DISEASES* 

CHARLES  W.  BURR,  M.D. 

PHILADELPHIA,  PA. 

There  is  bound  to  be  more  or  less  error  in  any 
statistical  study  based  on  the  statements  of  pa- 
tients and  their  relatives,  because  people  are 
forgetful,  hospital  patients  rarely  know  the 
medical  histories  of  their  families,  children  are 
not  told  of  the  occurrence  of  mental  and  nervous 
diseases,  and  few  physicians  take  the  time  or 
have  the  patience  to  cross-examine  with  the 
thoroughness  necessary  to  obtain  accurate  data. 
But  though  errors  are  unavoidable,  they  may  be 
so  unimportant  as  to  be  negligible  and,  when 
arithmetical,  may  nullify  each  other.  The 
greatest  error  in  my  statistics,  the  frequency  of 
chorea  in  relatives,  is  not  one  of  exaggeration, 
because  there  undoubtedly  were  more  cases  than 
were  recorded  in  the  histories.  A few  mothers 
would  forget  its  having  occurred,  but  I can  con- 
ceive of  no  reason  why  any  of  them  should 
have  wilfully  denied  its  occurrence.  Error  also 
may  have  arisen  from  parents  having  mistaken 

*Read  before  the  Section  on  Pediatrics  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  9,  1924. 
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habit  spasm  for  chorea,  and  again,  the  percent- 
age of  misuse  of  the  word  rheumatism  cannot  be 
estimated,  but  both  errors  probably  are  small, 
because  all  the  examiners  at  the  hospital  have 
been  interested  in  the  relations  of  chorea,  habit 
spasm,  and  rheumatism  for  years,  and  hence  al- 
ways closely  question  the  relatives. 

How  frequent  is  Saint  Vitus’s  dance  in  ances- 
tors and  relatives  of  the  same  generation  as  the 
patients?  Ninety-two  near  relatives  (parents, 
uncles,  aunts,  siblings,  and  first  cousins)  had 
suffered  from  it,  of  whom  22  were  parents,  32 
siblings,  and  11  first  cousins.  In  2 cases,  3 sis- 
ters ; in  32  cases,  2 siblings ; in  2 cases,  3 sib- 
lings ; and  in  1 case,  7 siblings  were  affected. 
The  figures  given  cannot  be  as  large  as  the  real 
number  occurring  in  one  generation,  because, 
even  assuming  that  they  were  accurate  when 
inade,  they  do  not  show  the  total  number  of 
cases  which  would  occur  in  this  group  of  fami- 
lies, because  the  parents,  in  many  cases,  were 
still  young  enough  to  have  more  children,  and 
many  of  the  children  who  had  escaped  were  still 
young  enough  to  be  attacked  later.  The  true 
total  could  be  obtained  only  if  one  could  get 
complete  histories  after  all  the  members  of  one 
generation  were  dead.  The  fact  that  only  one 
mother,  one  brother,  one  paternal  uncle,  and  one 
cousin  had  habit  spasm  (tic),  may  be  interpreted 
in  one  of  two  ways:  first,  as  being  absolutely 
correct,  which  I doubt ; second,  as  the  result  of 
mistaking  habit  spasm  for  Saint  Vitus’s  dance. 
Assuming  the  latter  to  be  the  correct  explana- 
tion, I do  not  think  the  error  is  large  enough  to 
vitiate  the  inference  I shall  draw. 

Rheumatism  is  the  most  frequent  disease  re- 
corded as  occurring  in  the  families — more  fre- 
quent than  chorea  itself.  One  hundred  and 
nineteen  parents  had  rheumatism  of  the  joints 
of  one  or  another  type.  Two  fathers  and  4 
mothers  had  both  chorea  and  rheumatism.  The 
fact  that  so  many  rheumatic  parents  escaped 
chorea  proves  that  there  must  be  some  additional 
cause  needed  to  produce  it.  The  data  as  to 
other  diseases  are  too  fragmentary  to  be  of 
value.  Thus,  3 fathers  and  3 mothers  were  epi- 
leptic. What  this  signifies,  if  anything,  I do  not 
know,  but  certainly  six  in  515  is  much  above  the 
normal  percentage  of  frequency  of  epilepsy. 
Roughly,  there  is  one  epileptic  to  every  500  of 
the  population.  No  data  are  available  as  to  the 
mental  health  of  the  parents,  because  even  the 
most  careful  questioning  about  such  a matter 
does  not  reveal  the  truth.  Two  were  stated  to 
be  insane  and  two  feeble-minded.  These  figures 
are  too  small  to  draw  any  conclusion  from, 
though  I am  inclined  to  believe  they  are  not  very 
far  from  the  truth,  because  in  my  series  of  pri- 


vate cases,  over  a long  series  of  years,  and  in 
which  I have  had  ample  opportunity  to  learn  the 
real  family  history,  insanity  and  feeble-minded- 
ness have  been  so  rare  that  they  can  be  discarded 
as  important  inherited  predisposing  causes. 
Hysteria  and  tuberculosis  also  rarely  appear  in 
the  family  histories  of  this  series.  We  may  ac- 
cept statements  as  to  the  latter  disease  as  approx- 
imately correct,  but,  since  hysteria  sometimes 
simulates  Saint  Vitus’s  dance,  as  it  simulates 
many  other  diseases,  a possibility  of  error  con- 
cerning it  is  present. 

Next  in  order  comes  the  health  of  the  patients 
themselves  previous  to  the  first  attack  of  Saint 
Vitus’s  dance.  Definite  statements  were  recorded 
in  476  histories.  In  436  the  previous  health 
was  good ; in  36  the  patients  are  described  as 
“poorly,”  “sickly,”  or  “delicate,”  and  in  a few 
instances  definite  causes  of  the  sickliness  were 
given.  Thus,  3 had  had  several  attacks  of  acute 
articular  rheumatism,  6 had  had  many  attacks  of 
acute  tonsillitis,  3 had  had  marasmus,  4 were  re- 
corded merely  as  mentally  backward  and  phys- 
ically sickly.  Taken  as  a whole,  the  histories 
prove  that  the  common  notion  that  weak,  sickly, 
delicate  children  are  especially  prone  to  Saint 
Vitus’s  dance  is  incorrect.  It  is  much  more  com- 
mon among  the  healthy  and  mentally  alert.  The 
feeble-minded  are  very  prone  to  develop  tics  and 
curious  tricks  of  the  muscles  and  even  athetoid 
movements,  but  not  true  Saint  Vitus’s  dance.  I 
mean,  feeble-mindedness  does  not  predispose  to 
Saint  Vitus’s  dance.  On  the  other  hand,  I do 
not  mean  to  say  that  tic  occurs  only  in  the  feeble- 
minded ; on  the  contrary  it  is  just  as  prone  to 
occur  in  the  very  bright,  or  rather  the  precocious 
who  are  of  an  emotionally  unstable  type  and  who 
frequently  later  on  become  hysterics. 

There  was  a positive  statement  in  39  his- 
tories that  the  patient  had  never  had  any  pre- 
vious illness,  but  physical  examination  revealed 
in  several  the  common  basic  heart  murmur. 
They  must  have  had  some  overlooked  illness. 
The  most  frequent  disease  recorded  was  tonsil- 
litis. One  hundred  and  sixty-three  had  had  it, 
and  in  all  of  them,  the  first  attack  (many  had 
several)  preceded  the  chorea.  In  93  patients  the 
tonsils  had  been  removed  at  some  time,  for  one 
reason  or  another.  Let  me  say  parenthetically 
that  this  procedure  probably  is  of  no  value  in 
preventing  or  curing  chorea.  In  my  series  the 
operation  had  always  been  done  before  the  at- 
tack for  which  the  patient  came  to  the  hospital 
for  treatment.  So  that,  as  a preventive,  it  failed 
in  these  93  cases.  In  many,  the  operation  had 
been  done  long  before  the  first  attack;  in  many 
others,  after  the  second ; in  some,  still  later.  In 
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two,  it  seemed  to  be  the  exciting  cause  of  an 
attack.  Whether  it  ever  is  useful  as  a prophy- 
lactic measure  against  chorea  I cannot  say,  be- 
cause patients  do  not  report  to  a physician  years 
afterwards  to  say  that  they  have  escaped  a re- 
currence. Of  course  there  are  many  other,  and 
entirely  proper,  reasons  why  tonsils  should  be 
removed. 

Eighty-four  patients  gave  a definite  history  of 
acute  rheumatism,  and  in  19  the  chorea  came  on 
during  convalescence.  In  others,  the  chorea 
preceded  the  rheumatism ; indeed,  in  a few  in- 
stances the  rheumatism  came  only  after  several 
attacks  of  chorea.  In  59  patients  there  was  a 
positive  history  of  growing  pains.  Now,  tonsil- 
litis, growing  pains,  and  acute  articular  rheuma- 
tism are  closely  allied,  if  not  different  manifes- 
tations of  the  same  poison.  Therefore,  we  are 
justified  in  saying  tliat  the  person  who  is  at- 
tacked by  Saint  Vitus’s  dance  is  of  a rheumatic 
diathesis.  This  belief  is  strengthened  by  the  fact 
tliat  the  one  constant  gross  lesion  found  at  au- 
topsy is  vegetative  endocarditis. 

The  histories  record  the  usual  acute  infectious 
diseases  prone  to  occur  in  childhood — measles, 
mumps,  diphtheria,  scarlet  fever,  chickenpox — 
but  no  attack  of  chorea  followed  any  of  them, 
except  two  during  convalescence  from  scarlet 
fever  and  two  very  soon  after  diphtheria.  It  is 
interesting  that  in  none  of  the  four  was  there  a 
history  of  a preceding  rheumatism,  tonsillitis  or 
growing  pains.  Since  40  of  the  total  number 
had  had  scarlet  fever,  and  24  diphtheria,  it  is 
likely  that  in  the  above  cases  the  chorea  was  inci- 
dental and  not  consecutive.  If  diphtheria  or 
scarlet  fever  were  exciting  causes,  a subsequent 
chorea  would  be  much  more  frequent.  No  case 
is  recorded  as  having  followed  epidemic  en- 
cephalitis. Though  there  is  a choreic  type  of 
encephalitis,  it  is,  of  course,  a different  thing 
from  the  disease  Saint  Vitus’s  dance.  The 
movements  are  rather  a local  myoclonus  than  a 
chorea.  It  is  probable,  however,  that  the  seat 
of  disease  which  produces  the  muscular  disturb- 
ance in  chorea,  is,  as  seems  to  have  been  proved 
encephalitis,  in  and  near  the  striate  body. 
Parents  gave  many  causes,  but  all  can  be 
grouped  under  the  three  headings,  fright,  excite- 
ment, and  worry.  Though,  as  a rule,  the  fright 
had  happened  too  long  before,  or  the  worry  had 
been  too  slight  to  cause  any  illness,  yet  there 
remain  enough  cases  in  which  the  chorea  imme- 
diately followed  the  shock  to  compel  one  to  be- 
lieve that,  given  a proper  soil,  emotional  shock 
may  be  the  exciting  cause  of  an  attack.  The 
excitement  of  frequent  visits  to  the  movies  was 
often  cited  as  a cause,  and  twice  the  chorea 


came  on  at  the  first  menstrual  flow.  In  both 
cases  the  children  had  not  been  instructed,  and 
were  much  frightened. 

As  to  age  at  the  first  attack:  from  5 to  16 
years  was  the  period  of  greatest  frequency,  and 
the  8th,  9th  and  10th  years  naade  the  top  of  the 
curve.  The  oldest  patient  had  reached  his  24th 
birthday.  The  absence  of  older  people  in  my 
list  illustrates  the  care  necessary  in  interpreting 
statistics,  because  true  chorea  occurs,  though 
rarely,  in  the  aged.  The  explanation  of  the  ages 
in  my  series  is  that,  for  sociologic  and  economic 
reasons,  cases  of  senile  chorea  are  much  more 
likely  to  be  sent  to  Blockley  than  to  the  In- 
firmary. 

Accurate  statements  cannot  be  made  as  to  the 
frequency  of  recurrences,  because:  first,  very 
few  patients  are  treated,  throughout  the  period 
of  life  during  which  the  disease  is  likely  to  oc- 
cur, by  one  physician  or  at  one  hospital ; and 
second,  there  is  a type  of  chorea  which  really  is 
chronic,  but  varies  so  much  in  severity  from 
time  to  time  as  to  make  it  often  impossible  to 
say  whether  one  is  dealing  with  a mere  remis- 
sion or  separate  attacks.  In  a third  group,  the 
patient  may  be  apparently  well,  but  as  soon  as 
he  leaves  the  hospital  the  symptoms  return.  He 
only  seemed  well ; he  was  not,  and  could  not 
resist  stress.  About  ten  of  the  patients  had  a 
history  of  having  been  ill  for  one  to  two  years 
before  they  came  to  the  hospital.  One  girl  began 
to  twitch  at  10  years,  and  continued  to  do  so 
with  varying  severity  for  2 years,  during  which 
time  she  was  permitted  to  be  up  and  about.  She 
then  was  brought  to  my  clinic  and  treated  as  an 
outpatient.  (Her  parents  would  not  permit  her 
to  be  taken  into  the  house.)  She  was,  however, 
kept  in  bed  most  of  the  time,  but  it  was  eight 
months  before  she  was  well. 

The  longest  duration  was  that  of  a girl  ten 
years  old,  who,  immediately  after  an  attack  of 
acute  articular  rheumatism  developed  chorea, 
and  came  to  the  clinic  when  20  years  old,  still 
twitching.  She  stated,  and  her  mother  verified 
the  statement,  that  she  had  never  been  free  from 
twitching  since  the  onset,  but  that  every  autumn 
she  became  much  worse  for  about  six  weeks. 
She  remained  under  my  care  for  six  weeks  and 
became  very  quiet.  She  then  stopped  treatment, 
but  returned  a year  later,  a few  weeks  after 
having  given  birth  to  a baby.  She  was  twitching 
slightly,  and  stated  that  pregnancy  had  had  no 
influence  on  the  chorea  which  had  recurred  a 
couple  of  months  after  leaving  the  hospital.  The 
baby  was  physically  healthy,  and  so  far  as  one 
can  determine  the  emotional  and  mental  state  of 
a few-weeks’-old  child,  seemed  in  good  condition. 
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These  cases  illustrate  the  difficulties  which  one 
encounters  in  separating  recurrences  from  re- 
missions. 

The  majority  of  the  patients  who  came  to  me 
in  a second  or  later  attack,  reported  that  the  re- 
currence happened  one  year  after  the  first  attack, 
and  if  there  were  many  recurrences,  they  also 
recurred  most  frequently  at  yearly  intervals.  In 
the  next  largest  group  the  recurrences  occurred 
at  half-yearly  intervals.  But  in  a quite  respect- 
able number,  the  second  attack  occurred  two, 
three,  or  even  four  years  after  the  first.  A 
longer  interval  than  five  years  was  very  rare. 

There  are  mental  symptoms  in  every  case.  In 
all,  there  is  emotional  instability,  the  child  be- 
comes fretful,  peevish,  tearful,  unreasonable, 
difficult  to  manage.  He  cannot  fix  attention, 
cannot  study,  cannot  remember.  Hence  he  has 
trouble  at  school  from  the  onset.  Sleep  is  poor 
as  long  as  the  patient  is  allowed  to  be  up  and 
about,  and  unpleasant  or  horrifying  dreams  are 
frequent.  The  majority  do  not  show  any  more 
serious  mental  symptoms.  In  severe  cases  a true 
insanity  follows,  showing  confusion  or  mania. 
The  outlook  as  to  recovery  in  them  is  very  bad. 
Whether  any  of  the  patients  in  this  list  developed 
chorea  insaniens,  as  it  is  called,  cannot  be  deter- 
mined. None  of  those  who  continued  under 
treatment  till  cured  did,  but  what  became  of 
those  who  were  lost  cannot  be  known.  Since 
only  about  one  in  five  hundred  of  all  types  of 
severity  develop  insanity,  it  is  very  possible  that 
all  in  my  list  escaped. 

I am  not  going  to  describe  the  physical  symp- 
toms in  any  detail.  Cases  of  so-called  paralytic 
chorea  were  not  numerous,  but  in  a few  the 
palsy,  or  seeming  palsy,  was  very  marked  in  one 
arm  or  an  arm  and  the  corresponding  leg,  with 
almost  no  choreic  movements  in  any  part  of  the 
body.  In  a larger  number  the  attack  began  with 
weakness  and  awkwardness  in  one  arm,  fretful- 
ness, poor  sleep  and  general  malaise,  but  later 
the  twitching  appeared  and  sometimes  became 
very  severe.  In  most,  muscular  twitching  and 
peevishness  were  the  first  symptoms. 

Saint  Vitus’s  dance  has  a facies  of  its  own, 
just  as  characteristic  as  that  of  paralysis  agitans. 
It  is  best  described  as  a look  of  wistfulness.  It 
probably  depends  upon  a change  in  the  tone  of 
the  facial  muscles,  coupled  with  a similar  change 
in  that  of  the  ocular  muscles.  Whatever  its 
cause,  it  is  certainly  present  in  most  patients. 

The  months  of  greatest  frequency  for  all  at- 
tacks were  March,  April,  and  September.  More 
first  attacks  were  in  the  spring,  more  recurrences 
in  the  autumn. 

What  influence  has  treatment  on  the  duration 


of  an  attack?  It  shortens  it  very  greatly.  I 
have  seen  many  children  who  have  been  allowed 
to  be  up,  to  run  around,  to  eat  what  they  pleased, 
and  to  be  given  more  or  less  medicine  for  weeks 
or  months  without  any  improvement,  indeed  get- 
ting steadily  worse,  twitching  more  severely,  be- 
coming more  and  more  emotional,  fretful,  peev- 
ish, and  even  destructive,  who  began  to  improve 
as  soon  as  proper  treatment  was  instituted  and 
recovered  intact  after  six  weeks  or  two  months. 
The  most  important  element  in  treatment  is  bed 
rest  in  a hospital.  Home,  especially  the  home  of 
the  ordinary  working  man,  is  a bad  place  for  any 
sick  child : it  is  especially  bad  for  the  choreic. 

At  the  Infirmary,  we  put  all  these  patients  on 
a modified  rest  treatment.  Occasionally  a pa- 
tient becomes  so  homesick  that  it  is  necessary  to 
permit  visits  from  the  parents,  but  many  chil- 
dren soon  forget  their  relatives.  Milk,  green 
vegetables  (spinach,  peas,  lima  beans),  fruits, 
bread  and  butter,  and  meat  only  in  small  quan- 
tities is  the  best  diet.  Sedatives  should  be  used 
only  when  the  child  is  so  violent  in  its  muscular 
contortions  as  to  be  in  danger  of  exhaustion.  I 
doubt  if  Fowler’s  solution  or  antirheumatics  do 
much  good.  When  I began  work  at  the  Infirm'- 
ary,  more  than  thirty-five  years  ago,  everybody 
gave  Fowler’s ; to-day  the  ultrascientific  are  giv- 
ing arsenic  intravenously.  I do  not  think  either 
method  is  of  value,  and  as  for  salvarsan,  I be- 
lieve it  to  be  harmful. 

The  only  conclusion  to  be  drawn  concerning 
racial  predisposition  is  that  chorea  is  very  in- 
frequent in  the  American  negro.  Only  5 are  in 
my  list.  All  of  these  were  of  mixed  blood. 
Only  a few  negroes  come  to  the  Infirmary  clinic, 
but  as  the  negro  is  careless  about  treatment  of 
any  illness  until  it  sends  him  to  bed,  the  actual 
incidence  is  probably  higher  than  my  figures 
indicate.  But  even  discounting  this,  chorea  is 
rare  among  American  negroes. 

I have  said  that  “there  are  mental  symptoms 
in  every  case.”  I want  to  emphasize  that  state- 
ment because  textbook  writers  put  little  stress 
on  the  mental,  especially  the  emotional  disturb- 
ances, while  really  they  are  just  as  important  a 
part  of  the  clinical  picture  as  are  the  muscular 
twitchings.  The  emotional  instability  is  not,  as 
is  sometimes  stated,  a consequence  of  vexation 
on  the  child’s  part,  because  he  cannot  keep  still. 
It  is  present  from  the  start  and  may  be  just  as 
bad  in  the  paralytic  cases  as  in  those  in  which 
the  twitching  is  violent.  It  is  an  essential  part 
of  the  disease  itself. 

DISCUSSION 

Dr.  J.  Claxton  Gittings  (Philadelphia,  Pa.);  I 
have  always  been  impressed  with  the  importance  of 
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the  study  of  large  numbers  of  cases  in  order  to  evaluate 
correctly  the  frequency  or  rarity  of  certain  symptoms. 
I am  particularly  interested  to  hear  that  the  previous 
health  was  so  good  in  a majority  of  these  children.  My 
clinical  impression  would  have  been  that  many  of 
them  were  subnormal  physically.  I am  glad  to  have 
the  error  corrected. 

It  is  always  interesting  and  sometimes  enlightening 
to  consult  the  old  literature  of  medicine.  Dr.  J.  Lewis 
Smith,  writing  in  1872,  gives  an  account  of  chorea 
which  could  hardly  be  'improved  upon  to-day,  in  the 
clinical  sense.  It  was  interesting  to  note  that  rheuma- 
tism was  definitely  recognized,  even  at  that  time,  as 
bearing  some  relation  to  chorea.  They  knew  no  more 
about  the  cause  of  the  disease  than  we  do,  and  only 
one  of  their  theories  was  definitely  erroneous ; namely, 
that  chorea  followed  embolism  from  endocarditis. 

I was  sorry  to  learn  from  Dr.  Burr  that  tonsillectomy 
has  made  such  a poor  showing.  While  I am  not  an 
enthusiastic  believer  in  tonsillectomy  as  a panacea,  yet 
it  does  seem  to  furnish  the  only  logical  means  which 
we  have  at  our  disposal  for  preventing  attacks.  With 
regard  to  etiology,  I have  been  interested  in  the  work 
that  Dr.  Pemberton  has  been  doing  on  chronic  arthritis, 
which  he  believes  is  definitely  related  to  rheumatism. 
If  that  be  true,  it  may  also  bear  some  relation  to  chorea. 
He  attacks  the  problem  from  the  standpoint  of  meta- 
bolism, trying  to  find  something  which  is  uniform  as 
a predisposing  factor  in  all  of  his  cases,  something 
which  we  can  diagnose  just  as  definitely  as  we  can 
diagnose  physical  conditions.  Among  other  things,  1 
believe  he  has  found  definite  changes  among  his  arth- 
ritic patients  in  the  oxygen  saturation  of  the  blood. 
At  gn  earlier  period  he  was  one  of  the  first  to  call 
attention  to  the  changes  in  sugar  tolerance  of  rheumatic 
patients.  This  has  since  been  found  to  be  true  of 
all  infectious  diseases  to  a greater  or  less  extent.  It 
seems  to  me  that  the  problem  is  going  to  be  solved  by 
a combined  attack,  both  biochemical  and  bacteriological. 

In  conclusion,  it  is  well  to  reiterate  the  point  to  which 
Dr.  Burr  has  called  attention,  that  hospital  histories 
are  apt  to  be  unreliable.  The  physician  who  is  in 
position  to  get  really  credible  histories  is  the  general 
practitioner,  who  knows  the  family  intimately  and  who 
has  had  it  under  observation  for  many  years.  If  he 
could  only  find  time  and  opportunity  to  get  histories 
and  correct  data  from  patients  of  this  or  other  types, 
the  amount  of  really  valuable  clinical  material  would 
be  enormously  'increased. 

Dr.  Charles  Hendee  Smith  (New  York,  N.  Y.)  : 
Dr.  Burr  stated  that  chorea  occurred  several  times  in 
the  same  family.  I wonder  if  exposure  in  families  has 
not  a good  deal  to  do  with  it.  It  is  a very  probable 
thing  that  chorea  has  an  infectious  basis,  and  I think 
one  has  to  interpret  a discussion  of  this  kind  on  the 
basis  of  the  infectious  element.  It  is  very  likely  that, 
if  a child  has  rheumatism,  his  brothers  and  sisters 
and  father  and  mother  will  have  it.  I always  felt 
that  we  can  not  disregard  the  infectious  element,  since 
I believe  that  rheumatism  is  undoubtedly  an  infection, 
and  chorea,  which  results  from  the  same  poison,  must 
be  considered  in  the  same  light. 

Dr.  Frederic  H.  Leavitt  (Philadelphia,  Pa.)  : I 
have  had  the  opportunity  of  seeing  a great  many  of 
these  patients  during  the  past  two  years  with  Dr.  Burr 
and  Dr.  Gittings,  and  I have  been  impressed  in  a 
statistical  way  with  the  incidence  of  this  disease  in 
the  fairhaired,  well-nourished,  light-eyed  child,  and  not 
in  the  under  nourished  one.  There  is  universally  an 
absence  of  the  disease  in  the  true-blooded  negro.  I 
can  corroborate  this  statement.  Several  years  ago  1 


wrote  to  some  of  the  pediatricians  in  the  South,  and 
rece'ived  a report  that  the  incidence  of  chorea  in  the 
negro  was  very  negligible.  On  the  other  hand,  at  the 
Children’s  Hospital  in  Philadelphia,  we  have  a very 
large  negro  clement  in  the  dispensary,  and  in  those 
children  that  show  an  admixture  of  blood  of  white  and 
negro,  and  particularly  where  there  is  an  admixture  of 
Indian  blood,  the  incidence  of  chorea  is  very  marked. 

Also,  along  the  line  of  Dr.  Smith’s  question  as  re- 
gards the  incidence  of  infection ; we  see  many  cases 
of  chorea  in  children,  in  which  you  can  get  no  history 
of  infection  at  all  and  in  whom  the  emotional  element 
is  very  marked,  and  the  clinical  picture  of  chorea,  which 
follows  is  absolutely  identical  with  that  which  we  see 
following  infection.  I remember  one  case  in  which  a 
little  girl,  ten  years  of  age,  saw  the  house  of  one  of 
her  companions  on  fire  and  in  which  her  little  friend 
was  burned  to  death.  The  next  morning,  upon  arising, 
this  patient  had  a fully  developed  chorea  which  was 
comparable  in  all  respects  to  that  which  we  see  fol- 
lowing the  so-called  rheumatic  infection.  Another 
child  of  school  age  was  beaten  one  evening  by  a 
drunken  father,  and  the  next  morning  the  child  had 
a fully  developed  chorea,  a primary  case,  not  a re- 
currence. 

Another  thing  which  is  of  'interest  is  the  frequent 
recurrence  year  after  year  following  an  initial  attack. 
In  the  primary  attack  we  can  generally  get  a history 
of  the  disease  as  secondary  to  some  emotional  shock  or 
infection ; but  in  the  recurring  attacks  we  are  very 
seldom  able  to  obtain  any  history  of  recurring  emo- 
tional shocks  or  infections.  It  is  possible  that  this  may 
be  a sensitization  reaction. 

It  would  be  well  worth  while  to  investigate  some  of 
these  cases  of  chorea  along  these  sensitization  lines. 

Dr.  Burr  (in  closing)  ; In  answer  to  Dr.  Smith’s 
question,  I thought  I very  carefully  avoided  the  word 
“infection.”  Is  not  articular  rheumatism  a chemical 
thing  without  any  organismal  (parasitic)  cause? 

As  to  the  removal  of  the  tonsils,  in  those  ninety-three 
cases  the  children  came  with  Saint  Vitus’s  dance,  and 
most  of  them  had  two  recurrences — many  three  attacks 
altogether. 

I want  to  say  one  thing  about  the  neurotic  child 
versus  the  non-neurotic  child.  Most  neurologists,  and 
I think  most  specialists  in  children’s  diseases  disagree 
with  me  entirely  and  say  that  Saint  Vitus’s  dance  is  a 
manifestation  of  neurotism  in  the  child.  The  reason  I 
disbelieve  that  is  because,  in  the  first  place,  the  older 
people  I meet,  the  women  with  hysteria,  the  men  with 
a neurosis  or  psychoneurosis,  rarely  give  a history  of 
Saint  Vitus’s  dance.  I ver}"  frequently  am  told  that 
in  childhood  they  had  a series  of  spasms.  On  the 
other  hand,  children  with  Saint  Vitus’s  dance,  all  of 
them,  are,  in  the  attack,  very  nervous.  They  are 
peevish,  they  lose  the  moral  sense  somewhat,  and  some- 
times they  border  on  real  insanity ; but  as  the  chorea 
passes  off,  most  of  them  that  I have  seen  resume,  not 
a nervous  state,  but  a well-balanced,  quiet,  wholesome 
boy  or  girl  mind. 

RADIUM  IN  DERMATOLOGY 

Clark  (Amer.  Jour.  Med.  Sci.,  Mar.,  1925)  has  an 
intensely  valuable  clinical  article  to  which  any  one 
interested  is  referred.  He  summarizes  as  follows : 
Radium  seems  to  stand  out  preeminently  as  the  method 
of  choice  in  the  treatment  of  basal-celled  epitheliomata, 
vascular  nevi,  warts  of  various  kinds,  leucoplakia  of 
the  mucous  membranes,  keloids  and  seborrheic  keratoses 
and.  probably,  in  lupus  erythematosus  and  lupus  vul- 
garis. 
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THE  NOSE,  THROAT,  AND  LARYNX  IN 
THYROID  DISEASE* 

REID  NEBINGER,  M.D. 

DANVILLE,  PA. 

The  development  of  the  modern  treatment  of 
goiter  has  been  marked  by  unusual  progress  dur- 
ing the  past  ten  years.  Methods  of  treatment 
that  were  in  vogue  at  that  time  are  rapidly  be- 
coming obsolete,  and  as  our  knowledge  of  this 
problem  increases  still  further,  improvement  in 
the  management  of  these  cases  should  reasonably 
be  expected. 

At  the  present  time  there  is  considerable  con- 
troversy between  internists  and  surgeons  as  to 
the  best  means  of  quickly  restoring  these  patients 
to  economic  usefulness.  In  the  light  of  our 
present  knowledge,  there  is  no  doubt  that  sur- 
gery offers  the  best  method  of  dealing  with  this 
condition  of  which  we  know’  today. 

The  perfection  of  the  metabolism  apparatus, 
the  introduction  of  nitrous  oxid  and  local  anes- 
thesia into  this  field,  have  done  much  to  rob  the 
surgical  treatment  of  goiter  of  its  terrors  to  the 
operator  and  danger  to  the  patient. 

It  is  no  longer  sufficient  to  make  a diagnosis 
of  the  variety  of  thyroid  disease  and  proceed 
with  the  operation.  Often  it  requires  weeks  and 
months  of  careful  preliminary  study  and  treat- 
ment by  the  entire  personnel  of  a specially 
trained  hospital  organization  before  any  surgical 
intervention  is  possible.  In  short,  the  proper 
management  of  these  desperately  sick  patients 
requires  teamwork  of  the  highest  degree  of  effi- 
ciency. 

There  are  other  factors,  aside  from  the  actual 
preparation  of  these  cases  for  surgical  treatment, 
that  frequently  have  a distinct  bearing  on  the 
final  results,  and  it  is  of  them  that  I want  to 
speak  in  more  detail.  These  observations  are 
the  result  of  routine  examination  of  all  thyroid 
cases  entering  the  Geisinger  Hospital  for  treat- 
ment during  the  past  five  years,  and  embrace  a 
series  of  about  four  hundred  patients. 

Practically  every  clinic  treating  any  consider- 
able number  of  thyroid  cases  has  a definite  sys- 
tem of  nose,  throat  and  larynx  examination, 
including  also  the  teeth  and  gums.  In  response 
to  a communication,  directed  to  the  head  of  one 
of  the  great  thyroid  clinics  of  this  country,^  rela- 
tive to  this  point,  the  following  reply  was  re- 
ceived, “It  has  been  our  policy  always  to  rule 
out  the  presence  of  any  focal  infections  and  if 
possible  to  eradicate  them  before  operation  upon 
the  gland  itself.  This  applies  not  only  to  the 
tonsils  but  to  the  teeth  as  well.  In  all  cases  of 

*Read  before  the  Section  on  Eye.  Ear,  Nose  and  Throat 
Diseases  of  the  Medical  Society  of  the  State  of  Pennsylvania, 
Reading  Session,  October  9,  1924. 


hyperthyroidism  the  teeth  and  tonsils  are  rou- 
tinely examined.  If  the  patient  gives  a history 
of  recurrent  attacks  of  sore  throat  or  tonsillitis, 
tonsillectomy  is  advised  within  six  months  after 
operation,  or  as  stated  above,  before  the  oper- 
ation if  the  case  justifies  this  delay.  In  other 
words,  the  case  is  strictly  individualized,  the 
time  for  the  removal  of  the  focal  infection  and 
whether  it  shall  be  pre-  or  postoperative,  being 
gauged  by  the  certainty  of  the  diagnosis,  and  if 
hyperthyroidism  is  established,  by  the  degree  of 
toxicity.”  In  concluding,  he  further  states  that 
the  importance  of  the  relation  of  focal  infection 
to  the  development  of  hyperthyroidism  has  been 
pointed  out  in  a volume  published  in  1922. 

The  above  statement,  coming  from  one  of  high 
authority  on  this  subject,  should  have  a stimu- 
lating effect  upon  all  those  who  are  engaged  in 
trying  to  reach  a solution  of  this  fascinating 
problem. 

Any  attempt  to  connect  thyroid  disease  with 
infection  is  promptly  met  by  vigorous  opposition. 
Its  zone  distribution,  and  the  fact  that  there  is 
an  actual  iodin  insufficiency  in  all  of  these  cases 
have  been  the  principal  arguments  against  any 
infection  theory.  Low  iodin  content  of  the  body 
no  doubt  is  the  underlying  factor  in  the  produc- 
tion of  goiter,  but  this  deficiency  may  constitute 
a good  and  sufficient  reason  for  the  low  resist- 
ance of  these  cases  and  their  comparatively  easy 
invasion  by  organisms  that  would  ordinarily  be 
inert. 

Keilty^  has  shown  by  his  researches  covering 
a series  of  seventy  cases  that  there  is  constantly 
present  in  tnyroid  tissue  removed  for  the  relief 
of  toxic  symptoms,  a form  of  streptococci  grown 
with  difficulty  on  all  surface  implants  but  recov- 
ered in  pure  culture  anaerobically.  At  the  same 
time,  a series  of  cultures  from  the  tonsil  sub- 
stance of  my  own  cases  showed  apparently  the 
same  organism  as  appeared  in  the  thyroid  gland. 
His  classification  of  thyroid  disease  from  the 
standpoint  of  infection  deserves  the  fullest  in- 
vestigation. 

Recently  Hyman  and  KesseP  reported  on  a 
series  of  cases  of  exophthalmic  goiter  observed 
over  a period  of  two  years,  for  which  no  other 
treatment  was  instituted  except  the  relief  of 
focal  infections  of  the  nose  and  throat.  They 
report  economic  restitution  in  eighty-three  per 
cent  of  their  cases.  Even  in  those  typical  and 
relatively  constant  syndromes  which  we  gen- 
erally regard  as  being  true  cases  of  exophthalmic 
goiter  in  which  we  should  expect  to  find  the 
sympathetic  element  predominating,  the  toxic 
factor  unquestionably  plays  an  almost  equal  part 
in  the  production  of  symptoms.  It  is  significant. 
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in  this  connection,  that  more  and  more  attention 
is  being  directed  towards  pre-  or  postoperative 
relief  of  focal  infections  in  these  cases. 

Every  thyroid  case  entering  the  Geisinger 
Hospital  for  treatment  receives  a nose,  throat 
and  larynx  examination  before  even  a ligation 
is  attempted.  This  is  done,  first  of  all,  to  ascer- 
tain the  condition  of  the  vocal  cords  and  also  to 
record  the  condition  of  the  nose  and  throat., 
well.  . , 

Comparatively  few  cases  showed  any  out- 
standing nasal  infections,  although  chronic  sinus 
conditions  were  encountered,  usually  in  those 
with  intranasal  deformities,  or  in  connection 
with  dental  infections  involving  the  floor  of  the 
maxillary  sinus. 

Ninety  per  cent  presented  demonstrable  ton- 
sillar infection,  usually  severe,  and  often  without 
any  local  subjective  symptoms.  Fifty  per  cent 
gave  a history  of  recurrent  attacks  of  tonsillitis 
during  the  five  years  preceding  their  admission 
to  the  hospital,  and  in  no  case  had  there  been  a 
tonsillectomy  previous  to  admission.  I do  not 
mean  to  assert  that  hyperthyroidism  does  not 
occur  in  patients  who  have  had  their  tonsils  re- 
moved, but  that  was  the  observation  made  in  this 
series.  A number  of  cases  could  be  cited  where 
acute  tonsillar  attacks  occurred  during  the  time 
they  were  in  the  hospital,  but  mention  will  be 
made  of  only  one.  This  patient,  suffering  from 
a severe  type  of  hyperthyroidism,  developed  an 
acute  follicular  tonsillitis,  became  choreic  and 
violently  maniacal. 

The  fact  that  none  of  this  series  of  cases  had 
previously  had  their  tonsils  removed  may  have 
some  significance  in  a consideration  of  the  effect 
of  focal  infections  in  the  production  of  thyroid 
disease. 

In  that  large  group  of  cases  with  the  adoles- 
cent type  of  thyroid  enlargement,  we  have  been 
urging  tonsillectomy  if  the  tonsils  show  the 
slightest  infection.  There  is  no  doubt  that  this 
type  of  goiter,  so  called,  is  a physiological 
response  to  body  needs  during  the  period  of 
puberty,  but  it  has  been  our  experience  that  the 
iodids  are  disappointing  in  their  effect  upon 
gland  reduction.  Dr.  Foss  and  Dr.  Ervin  ob- 
served a group  of  these  cases  to  whom  iodids 
were  given  over  a period  of  two  or  three  years 
according  to  the  accepted  methods,  but  without 
gland  reduction  in  a single  instance. 

The  following  case  occurring  in  my  own  de- 
partment illustrates  what  I believe  may  be  ac- 
complished along  these  lines: 

Case  1. — A.  N.,  aged  15  years,  whose  previous  his- 
tory is  unimportant,  began  to  show  symmetrical  thyroid 
enlargement  at  the  age  of  nine  years.  She  was  given 
two  grams  of  sodium  iodid  spring  and  fall  for  two 


years  without  apparent  result.  At  the  age  of  eleven, 
following  several  attacks  of  tonsillitis,  she  had  a com- 
plete tonsillectomy.  The  thyroid  enlargement  remained 
stationary  with  the  onset  of  puberty  at  twelve,  and  for 
about  a year  thereafter.  At  her  own  request,  the  iodid 
treatment  was  resumed,  with  the  result  that  there  is 
now  no  demonstrable  enlargement.  Only  in  recent  years 
has  complete  tonsillectomy  been  practiced,  and  it  will 
require  time  and  careful  checking  up  to  establish  its 
value  as  a preventive  measure. 

Case  2. — B.  S.,  girl  aged  eight  years,  admitted  to  the 
hospital  for  the  first  time  in  November,  1917,  with  the 
diagnosis  of  exophthalmic  goiter.  The  onset  was  of 
but  a few  months’  duration.  She  is  the  youngest  case 
of  exophthalmic  goiter  in  the  history  of  the  hospital, 
and  as  events  transpired,  one  of  the  most  difficult  to 
handle  of  the  many  we  have  treated.  She  required  all 
of  the  skill  and  patience  of  the  entire  staff  in  prepara- 
tion for  surgical  treatment.  Both  superior  and  inferior 
thyroid  arteries  were  ligated,  with  suitable  intervals  be- 
tween, a right  lobectomy  was  done  in  July,  1919,  and  a 
left  lobectomy  in  October,  1919.  This  patient  showed 
marked  improvement,  but  early  in  1920,  a small  recur- 
rent nodule  appeared  on  the  right  side,  with  no  marked 
symptoms  except  to  render  her  somewhat  apprehensive 
and  nervous.  She  had  previously  suffered  from  fre- 
quent, severe  attacks  of  tonsillitis,  and  in  June,  1920, 
she  had  a complete  tonsillectomy.  The  tonsils  were  of 
the  large,  mushy  type,  and  full  of  pus.  In  November, 
1920,  the  recurrent  nodule  was  removed,  and  since  that 
time  she  has  been  perfectly  well. 

The  pathological  report  is  interesting  and  is  as  fol- 
lows : “Gross. — The  specimen  is  a small  lobe  of  thy- 
roid. It  has  all  the  meaty  character  of  a section  of 
pancreas.  Microscopic. — The  section  presents  fibro- 

blastic and  fibrous  trabeculae  with  here  and  there  groups 
of  lymphocytes.  Congestion  and  blood-vessel  change 
not  marked.  The  acinal  epithelium  is  proliferative, 
with  the  formation  of  many  new  cells,  mostly  as  groups 
between  the  old  acinae  and  the  trabeculae,  many  show 
karyokinetic  figures,  and  the  whole  effect  is  that  of 
papillary  branching.  Pathological  diagnosis:  acute 

productive  parenchymatous  thyroiditis.” 

The  history  of  this  case  is  given  to  illustrate 
the  type  of  cases  we  are  constantly  seeing  at  the 
Geisinger  Hospital,  with  severe  tonsillar  infec- 
tions coincident  with  hyperthyroidism  in  both  the 
exophthalmic  and  the  adenomatous  varieties. 

When  one  takes  up  the  study  of  the  larynges 
of  goiter  patients,  many  interesting  things  are 
found.  As  stated  elsewhere,  an  examination  of 
the  vocal  cords  is  indicated  before  any  and  every 
surgical  operation  upon  the  thyroid  gland.  The 
presence  of  an  existing  paralysis  of  one  re- 
current laryngeal  nerve  should  serve  as  a danger 
signal  not  to  approach  too  near  the  remaining 
nerve  in  the  removal  of  thyroid  tissue.  When 
we  realize  that  a certain  percentage  of  people 
have  paralysis  of  one  or  the  other  cords  without 
history  of  hoarseness  or  loss  of  voice,  the  ex- 
treme importance  of  preoperative  examination 
in  thyroid  cases  becomes  evident. 

The  anatomy  of  the  recurrent  laryngeal  nerves 
is  well  known  to  you,  and  I will,  therefore,  state 
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only  that  all  of  the  intrinsic  muscles  of  the 
larynx  are  supplied  by  the  recurrent  laryngeals, 
except  the  cricothyroid,  which  receives  its  motor 
supply  from  the  superior  laryngeal  nerve.  The 
superior  laryngeal  also  supplies  sensation  to  the 
larynx,  and  sends  a motor  twig  to  the  arytenoid 
muscles  and  an  anastomotic  sensory  branch  to 
the  recurrent  laryngeal. 

Fortunately,  the  number  of  cases  of  serious 
involvement  of  the  recurrent  laryngeal  nerves  in 
thyroid  work  is  small,  as  this  distressing  condi- 
tion continues  to  make  life  miserable  for  the 
patient.  We  have  had  three  such  cases  in  over 
a thousand  goiter  patients,  one  of  which  will  be 
given  in  some  detail  later.  Preoperative  paraly- 
sis of  one  or  the  other  cords  existed  in  seven 
cases  of  this  series,  and  in  no  instance  did  the 
history  give  any  clue  as  to  the  time  of  its  ap- 
pearance, such  as  hoarseness  or  loss  of  voice. 
The  position  of  the  paralyzed  cord  in  all  of  these 
cases  was  the  intermediate  or  so-called  cadaveric 
position,  with  the  sound  cord  moving  past  the 
midline  to  approximate  it  in  phonation.  The 
voice  was  apparently  perfect  in  all  of  these  pa- 
tients, and  no  dyspnea  or  shortness  of  breath 
was  experienced. 

There  were  fifteen  cases  that  presented  wliat 
I have  taken  the  liberty  of  calling  “Icigging”  of 
one  cord,  in  which,  during  respiration,  it  was 
considerably  more  abducted  than  its  fellow,  but 
on  phonation  it  moved  slowly  towards  the  mid- 
line. This  condition  is  probably  a paresis  of  the 
recurrent  laryngeal  of  that  side.  No  bilateral 
paralysis  was  found  in  any  of  these  patients  pre- 
operatively. 

There  was  a large  group  that  complained  of 
choking  and  shortness  of  breath,  in  v/hom  no 
laryngeal  involvement  could  be  found.  These 
symptoms  appeared  without  any  exciting  cause, 
such  as  the  taking  of  food  or  exertion,  and  we 
have  attributed  them  to  the  nervousness  and  ap- 
prehension common  to  this  class  of  patients. 
Perhaps  direct  pressure  of  a large  gland  upon 
the  trachea  and  esophagus  may  often  account 
for  this  condition. 

In  four  cases  the  larynx  appeared  to  be  par- 
tially rotated,  so  that  the  cords  were  in  an  ob- 
lique position  but  perfectly  normal  in  function. 
Whether  this  is  an  anatomical  variance  to  be 
expected  occasionally,  or  due  to  pressure  or  tug- 
ging of  a large  lobe  of  thyroid,  I am  unable  to 
say.  The  above-mentioned  conditions,  found  on 
preoperative  examination  of  four  hundred 
goiter  patients,  will  serve  to  give  you  an  idea  of 
our  problem  in  this  line  of  work. 

In  from  two  to  four  per  cent  it  was  impossible 
to  obtain  a view  of  the  cords  by  indirect  laryn- 
goscopy. This  was  due  either  to  a thick,  sharply 
2 


curved  epiglottis  which  obscured  the  cords,  or  to 
lack  of  cooperation  on  the  part  of  the  patient. 

In  that  splendid  paper  by  Guthrie*  on  the  tem- 
porary loss  of  voice  following  thyroidectomy,  we 
get  in  condensed  form  the  results  of  his  expe- 
rience relative  to  postoperative  laryngeal  com- 
plications. His  average  of  from  three  to  five 
per  cent  temporary  loss  of  voice,  and  about 
twenty  per  cent  of  huskiness,  is  a tribute  to  the 
close  study  he  has  made  of  thyroid  surgery. 
This  compares  favorably  with  the  statistics  of 
other  great  goiter  clinics,  some  rejxjrting  much 
higher  figures. 

Temporary  loss  of  voice  following  thyroid- 
ectomy is  usually  ascribed  to  trauma  of  the  in- 
ferior laryngeal  nerve,  trachea  or  larynx  during 
operation,  and  occasionally  to  edema  and  blood 
clots.  This  condition  tends  to  spontaneous  re- 
covery in  a few  days,  with  the  improvement  in 
the  p>atient’s  condition.  Syphilis  and  hysteria 
are  also  given  as  causes  in  some  cases,  but  thus 
far  we  have  not  encountered  any  of  this  variety. 

There  have  been  three  cases  of  the  more  serious  type 
of  laryngeal  complications,  since  the  beginning  of  the 
hospital,  in  which  dyspnea  has  been  a prominent  symp- 
tom. One  of  these  cases  I have  never  seen,  and  of  the 
other  two,  one  has  been  having  attacks  of  dyspnea  at 
irregular  intervals  for  about  three  months,  although  it 
is  about  a year  since  she  had  her  final  thyroid  operation. 
Unfortunately,  she  is  one  of  the  few  patients  presenting 
difficulties  in  examination,  and  I have  been  unable  to  see 
the  vocal  cords.  The  throat  is  small,  the  epiglottis  is 
deeply  curved,  and  the  whole  larynx  is  apparently  ro- 
tated to  the  left. 

The  third  case  is  that  of  a man,  W.  S.,  aged  thirty- 
two,  a mail  carrier,  who  has  had  a goiter  since  he  was  a 
small  boy,  and  which  has  been  gradually  getting  larger 
in  recent  years.  Patient  stated  upon  admission  to  the 
hospital  in  June,  1919,  that  he  had  choking  sensations 
and  some  shortness  of  breath,  but  came  for  operation 
m.ainly  on  account  of  the  size  of  the  goiter.  It  was  a 
large  adenoma,  and  a double  resection  was  performed, 
the  patient  leaving  the  hospital  in  good  condition  two 
weeks  later.  He  reappeared  at  the  hospital  ten  months 
later  with  a history  of  a change  in  voice  and  difficulty 
in  breathing  of  recent  development  but  rapidlj'  getting 
worse.  Two  days  later  it  became  necessary  to  do  a 
rapid  tracheotomy,  and  he  has  worn  a tube  since  that 
time.  By  holding  a finger  over  the  tube  opening  he  is 
able  to  talk  fairly  well. 

This  case  is  interesting  because  he  was  sent  to  Dr. 
Jackson’s  Clinic  at  the  Jefferson  Hospital,  and  we  have 
his  report  of  the  condition  of  the  larynx,  as  follows : 
“There  is  a bilateral  laryngeal  paralysis.  It  seems 
probable,  from  the  history,  that  there  was  a monolateral 
paralysis  before  the  goiter  operation.  It  also  seems 
probable  that  the  paralysis  became  bilateral  nine 
weeks  after  the  goiter  operation.  This,  of  course, 
means  that  the  operation  probably  had  no  effect  one 
way  or  the  other.  It  is  quite  likely  that  the  goiter 
would  have  produced  this  paralysis  had  there  been  no 
operation  whatever.’’  I might  add,  in  explanation,  that 
there  was  no  preoperative  examination  of  this  case,  as 
the  hospital  at  that  time  had  no  regular  routine  exami- 
nation of  the  larynx. 
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According  to  New,®  these  cases  fall  in  one  of 
three  groups.  The  first  includes  those  that  re- 
quire tracheotomy  at  operation,  usually  attributed 
to  tracheal  collapse  but  in  reality  due  to  injury 
to  the  laryngeal  nerves  which  allow  the  cords  to 
assume  the  midline  position.  The  second  group 
includes  those  cases  that  have  no  laryngeal  com- 
plications following  operation,  but  return  in  a 
few  weeks  or  months  with  increasing  dyspnea, 
and  the  voice  still  almost  normal.  It  is  hard  to 
believe  that  the  formation  of  scar  tissue  or  the 
presence  of  toxemia  can  be  responsible  for  the 
late  appearance  of  this  class  of  laryngeal  symp- 
toms. There  would  seem  to  be  a selective  action 
upon  the  abductor  fibers  of  the  nerve,  if  this 
were  the  case.  In  our  case  there  was  no  toxemia 
present  at  any  time  during  the  course  of  the 
disease.  The  third  group,  which  is  the  rarest, 
comprises  those  cases  in  which  the  cords  are  in 
the  intermediate  position  immediately  after  oper- 
ation. These  patients  are  without  voice,  but  do 
not  have  obstruction,  although  this  symptom  ap- 
pears later  as  the  voice  improves. 

Just  a few  words  regarding  the  treatment  of 
this  condition,  and  I am  through. 

In  an  interesting  and  exhaustive  paper  on  this 
subject.  Dr.  Jackson®  has  pointed  out  the  contra- 
indications and  objections  to  such  procedures  as 
laryngostomy,  cordectomy,  dilatation,  and  endo- 
scopic evisceration,  which  have  been  used  for  the 
relief  of  these  patients.  His  more  recently  advo- 
cated operation  of  ventriculocordectomy  seems 
to  offer  more  to  the  patient  than  any  yet  devised. 
In  those  cases  without  cicatricial  stenosis,  the 
results  have  been  uniformly  good,  although  the 
vocal  results  are  not  perfect. 

The  still  more  recent  operation^  of  uniting  the 
recurrent  laryngeal  with  the  hypoglossal  nerve 
has  been  tried,  but  it  will  require  time  and  its 
application  to  other  suitable  cases  before  the 
status  of  this  promising  operation  becomes 
finally  established. 

CONCLUSIONS 

1.  The  proper  management  of  thyroid  cases 
requires  the  entire  resources  of  a modern  hos- 
pital organization. 

2.  Focal  infections,  especially  of  the  tonsils 
and  teeth,  apparently  have  some  part  in  the  pro- 
duction of  the  condition  of  hyperthyroidism. 

3.  Every  case  of  thyroid  disease  should  have 
a nose,  throat,  larynx,  and  dental  examination. 

4.  The  larynx  should  be  examined  pre-  and 
postoperatively  to  determine  the  margin  of 
safety  in  operations  on  the  thyroid  gland. 

5.  Care  should  be  taken  in  operative  proce- 
dures around  the  trachea  and  larynx  not  to  trau- 
matize these  structures. 


6.  Serious  laryngeal  complications  are  com- 
paratively few  but  no  effort  should  be  spared  to 
perfect  the  best  method  for  their  relief. 
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DISCUSSION 

Dr.  Gabriel  Tucker  (Philadelphia,  Pa.)  : I wish  to 
compliment  Dr.  Nebinger  on  his  excellent  presentation 
of  this  very  important  subject.  I have  no  criticism  to 
make ; but  I should  like  to  mention  a few  laryngeal 
cases  germane  to  the  subject. 

It  has  been  my  privilege  to  examine  the  larynges  of 
the  thyroid  cases  from  the  clinic  of  Professor  Charles 
H.  Frazier  at  the  University  of  Pennsylvania  Hospital, 
at  Dr.  Chevalier  Jackson’s  Bronchoscopic  Oinic  at  that 
Hospital.  I have  also  had  the  opportunity  of  examining 
with  the  mirror  and  by  means  of  the  direct  laryngo- 
scope, the  cases  of  recurrent  paralysis,  following  goiter 
operations  elsewhere,  that  have  been  referred  to  Dr. 
Frazier  for  anastomosis  of  the  recurrent  and  descendens 
noninerves. 

The  use  of  the  direct  laryngoscope  permits  study  of 
laryngeal  motility  in  any  case  that  cannot  be  seen  with 
the  mirror,  and  it  also  is  useful  in  determining  that  the 
motionless  cord  is  paralyzed  and  not  simply  motionless 
from  fixation  of  the  crico-arytenoid  joint.  The  direct 
laryngoscope  also  assists  the  surgeon  in  the  determina- 
tion of  the  functional  activity  of  the  larynx  on  direct 
electrical  stimulation  of  the  peripheral  segment  of  the 
recurrent  at  the  time  of  the  anastomotic  operation.  It 
is  very  interesting  as  well  as  obviously  important  to 
see  the  paralyzed  arytenoid  move. 

The  observation  of  Dr.  Nebinger  that  a patient  may 
have  a good  voice  with  a recurrent  paralysis  has  been 
confirmed  many  times  in  cases  at  the  Clinic ; but  in  the 
majority  of  cases,  we  have  found  on  close  inquiry  that 
there  was  a period  of  temporary  hoarseness,  which, 
however,  was  attributed  by  tlie  patient  and  the  family 
doctor  to  a “cold.”  Hoarseness  from  acute  laryngitis 
happens  to  everyone.  This  accounts  for  the  patient 
overlooking  what  was  in  reality  the  time  of  occurrence 
of  the  paralysis.  The  unaffected  side,  later  compen- 
sating a return  of  voice,  stimulates  subjectively  a laryn- 
gitis with  recovery. 

I recall  a case  presenting  several  points  of  interest 
relating  to  this  subject.  A woman,  40  years  of  age, 
was  referred  to  Dr.  Frazier  for  anastomosis,  as  a case 
of  bilateral  recurrent  paralysis  following  thyroidectomy. 
The  patient  was  aphonic  and  very  intolerant  to  mirror 
examination,  from  which  the  first  impression  gained 
was  that  bilateral  recurrent  paralysis  existed.  On  ques- 
tioning the  patient  closely,  the  following  facts  were 
elicited:  1.  The  patient  had  had  a large  goiter  for  three 
years  prior  to  thyroidectomy.  2.  She  had  had  impair- 
ment of  voice  and  at  times  difficulty  in  breathing  for 
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six  months  previous  to  thyroidectomy.  3.  At  the  time 
of  thyroidectomy,  it  had  been  necessary  to  do  a quick 
tracheotomy  for  relief  of  dyspnea.  4.  Following  the 
insertion  of  the  tracheotomy  tube  the  patient  had  been 
completely  aphonic.  Examination  showed  that  the  pa- 
tient got  no  air  through  the  larynx  when  the  tracheo- 
tomy tube  was  in  place,  and  still  no  air  came  through 
the  larynx.  A smaller  tracheotomy  tube  was  inserted, 
and  the  tube  was  closed  while  the  larynx  was  examined. 
It  was  thus  found  that  the  patient  could  force  air 
through  the  larynx,  and  that  there  was  good  motility 
in  the  left  arytenoid.  In  a few  days,  the  patient  was 
wearing  a cork  in  tlie  smaller  tracheotomic  cannula,  and 
had  regained  a normal  voice;  furthermore,  an  ample 
air  supply  came  through  the  larynx. 

The  points  of  interest  in  the  case  are:  1.  The  paraly- 
sis of  the  right  side  of  the  larynx  was  probably  present 
prior  to  the  thyroidectomy.  2.  There  probably  was 
some  interference  with  the  left  recurrent  that  caused 
the  dyspnea  at  the  time  of  operation  and  necessitated 
tracheotomy ; but  this  disturbance  was  only  temporary. 
3.  The  tracheotomic  cannula  was  too  large;  it  occupied 
the  entire  tracheal  lumen  and  admitted  of  no  by-passage 
of  air. 

A pro{>erly  fitted  tracheotomy  tube,  as  pointed  out  by 
Jackson,  should  not  occupy  more  than  one  half  of  the 
area  of  cross  section  of  the  tracheal  lumen.  The  pa- 
tient did  nicely  with  a number-four  Jackson  cannula. 
When  no  air  passed  through  the  larynx,  the  mirror 
appearance  was  that  of  bilateral  recurrent  paralysis. 
Dr.  Frazier  has  since  done  an  anastomosis  of  the  right 
recurrent  with  the  right  descendens  noni,  and  the  larynx 
now  shows  returning  motility  of  the  right  arytenoid. 

Another  unusual  case  was  that  of  a woman  35  years 
of  age,  who  had  a thyroidectomy  by  Dr.  George  P. 
Muller.  The  preoperative  examination  of  the  larynx 
showed  it  to  be  normal.  The  postoperative  examina- 
tions immediately  following  operation  and  at  the  time 
of  discharge  from  the  hospital  showed  normal  laryngeal 
motility.  Some  five  months  after  leaving  the  hospital, 
the  patient  suddenly  became  aphonic  and  at  times  com- 
plained of  dyspnea.  She  came  back  to  Dr.  Muller, 
stating  that  the  operation  was  the  cause  of  her  loss  of 
voice.  Mirror  examination  of  the  larynx  showed  nor- 
mal motility,  and  I thought  the  patient  was  malingering. 
Dr.  Jackson  saw  the  patient  and  confirmed  my  opinion, 
stating:  “The  larynx  is  normal.  The  patient  does  not 
even  have  the  abductor  paralysis,  by  courtesy  called 
hysterical.”  The  subsequent  history  proved  we  were 
right  in  our  conclusion. 

A third  case  was  that  of  a woman  who  had  had  a 
ligation  prior  to  admission  to  the  Clinic.  Examination 
showed  motility  of  the  right  arytenoid,  its  excursion 
being  about  one  half  of  normal;  but  her  voice  was 
good.  She  developed  hoarseness  the  second  day  follow- 
ing thyroidectomy,  but  there  was  only  slight  dyspnea. 
Mirror  examination  showed  complete  loss  of  motion 
on  the  left  side  of  the  larynx,  with  the  same  degree 
of  impaired  motility  of  the  right  side  as  prior  to  opera- 
tion. By  the  end  of  a week  the  voice  had  returned 
to  normal ; but  mirror  examination  showed  that  the 
left  side  of  the  larynx  was  not  moving  quite  normally, 
while  the  right  side  was  still  the  same  as  at  the 
examination  on  admission.  This  case  illustrates  the 
point  made  by  Dr.  Nebinger,  that  temporary  loss  of 
voice  following  thyroidectomy  may  be  due  to  swelling, 
where  there  Is  no  actual  trauma  to  the  recurrent  nerve. 

It  seems  important  to  emphasize  the  fact  mentioned 
by  Dr.  Nebinger,  that  dyspnea  in  goiter  cases  may  be 
due  to  either  or  both  of  two  mechanically  distinct 


factors : There  may  be  stenosis  of  the  larynx  from 
bilateral  posticus  paralysis,  or  from  compression  stenosis 
of  the  trachea.  The  latter  form  can  be  easily  revealed 
in  a few  minutes  by  bronchoscopy  under  local  anesthesia. 
It  sometimes  shows  in  the  x-ray  examination,  in  which 
case  bronchoscopy  may  not  be  necessary.  A third  form 
of  obstruction  is  by  endotracheal  goiter,  benign  or 
malignant. 

It  also  seems  important  to  remember  that  the  cres- 
centic glottis  of  the  last  stage  of  recurrent  paralysis, 
what  we  call  total  paralysis,  is  not  itself  productive  of 
much  dyspnea;  but  there  is  air  waste,  with  a husky 
stage  whisper  instead  of  true  phonation.  One  of  the 
most  promising  phases  of  Dr.  Frazier’s  anastomotic 
work  is  the  hopeful  signs  of  returning  tonus,  with 
straightening  and  some  measure  of  return  of  tension  in 
the  cadaveric  cord. 

Dr.  Charles  H.  Frazier  (Philadelphia,  Pa.)  : I 
came  here  really  to  learn  and  not  to  intrude  upon 
your  deliberations,  but  since  your  chairman  has  been 
good  enough  to  call  on  me,  I should  like  to  discuss 
two  or  three  points  in  Dr.  Nebinger’s  paper. 

I am  not  inclined  to  think  that  tonsillar  infection 
plays  such  an  important  part  in  the  etiology  of  thyroid 
intoxication  as  Dr.  Nebinger’s  statistics  seem  to  show; 
namely,  that  in  80  to  90  per  cent  of  cases  there  is 
definite  evidence  of  tonsillar  infection  preceding  thyroid 
intoxication.  If  I recall  rightly,  the  statistics  in  our 
own  clinic  seem  to  show  that  probably  not  more  than 
10  per  cent  of  patients  have  had  definite  attacks  of 
acute  follicular  tonsillitis  before  the  onset  of  the  thy- 
roid intoxication,  or  that  there  is  any  physical  evidence, 
on  examination,  of  infected  tonsils.  Furthermore,  I 
doubt  very  much  the  propriety  of  advising  the  removal 
of  tonsils  more  or  less  routinely  in  all  cases  of  ado- 
lescent goiter,  because  in  all  probability,  in  adolescent 
goiter,  tonsillar  infection  plays  no  part  in  the  etiology 
of  the  thyroid  lesion. 

As  to  the  mechanism  of  injury  of  the  recurrent 
laryngeal  nerve  in  operations  upon  the  thyroid  gland, 
only  the  other  day  I saw  a patient  with  a recurrent- 
laryngeal-nerve  injury,  wearing  a tube,  and  having  a 
total  paralysis  of  one  vocal  cord.  This  young  woman 
was  operated  upon,  and  immediately  afterwards  had 
an  aphonia.  This  lasted  for  three  to  six  months,  and 
during  this  time  she  gradually  recovered  her  speech 
and  resumed  her  occupation  as  a teacher ; but  in  the 
course  of  time  there  developed  a dyspnea,  and  at  the 
end  of  six  months  she  was  obliged  to  give  up  her 
profession  and  have  a tracheotomy  done. 

This  was  a very  instructive  case,  illustrating  two 
varieties  of  recurrent  laryngeal  nerve  injury:  one  in 
which  the  injury  follows  immediately  after  the  opera- 
tion, and  the  other  in  which  it  comes  on  at  variable 
times.  In  the  first  instance,  the  paralysis  may  be  due 
either  to  severance  or  contusion  of  the  nerve  itself ; in 
the  second,  to  a compression  syndrome  in  which  the 
nerve  is  compressed  by  the  cicatricial  tissue  that  forms 
about  it.  This  cicatrical  tissue  follows  the  trauma  in- 
cidental to  an  operation  carried  on  too  near  the  site 
of  the  recurrent  laryngeal  nerve. 

In  this  very  crude  diagram  on  the  board  you  can 
visualize  the  important  anatomical  structures  concerned 
in  a thyroidectomy.  This  is  the  trachea,  this  the 
esophagus ; this  represents  one  lobe  of  the  thyroid 
gland,  and  this  the  other.  The  two  most  important 
structures  which  we  must  avoid  injuring  are  the  para- 
thyroid glandules  and  the  recurrent  laryngeal  nerve, 
and  the  relationships  of  these  two  structures  to  the 
lobes  of  the  thyroid  are  somewhat  as  follows : The 


578 


THE  ATLANTIC  MEDICAL  JOURNAL 


June,  1925 


parathyroid  glandules  occupy  a position  in  the  pos- 
terior capsule  of  the  thyroid  gland,  and  the  recurrent 
laryngeal  nerve  is  between  the  trachea  and  the  esoph- 
agus, to  the  inner  side  of  the  thyroid  lobe. 

The  principle  which  should  be  observed  in  all  thy- 
roidectomies, as  it  relates  to  these  two  structures,  is 
one  that  we  have  constantly  observed  in  our  clinic; 
namely,  that  no  tissue  shall  be  removed  on  a plane 
posterior  to  a line  drawn  from  the  anterior  surface 
of  the  trachea  and  a line  corresponding  to  that  at 
which  the  lateral  place  of  the  gland  becomes  posterior. 
The  tissue  which  is  allowed  to  remain  in  a subtotal 
thyroidectomy  is  that  which  lies  behind  that  oblique 
line,  and  if  that  general  principle  is  observed  in  all 
thyroidectomies,  one  may  be  sure  that  the  recurrent 
laryngeal  nerve  will  not  be  damaged,  and  yet  enough 
tissue  be  left  behind  for  all  practical  purposes.  I 
really  believe  that  in  the  majority  of  instances  when 
the  recurrent  laryngeal  nerve  is  injured  by  surgeons, 
it  is  when  the  surgeon  attempts  to  remove  too  much 
tissue  along  the  inner  surface  of  the  trachea.  There 
is  a small  plexus  of  veins  there  with  thin  walls,  hemor- 
rhage from  which  is  difficult  to  control ; and  the 
surgeon  in  trying  to  control  the  hemorrhage  approaches 
too  near  the  recurrent  laryngeal  nerve. 

The  operation  which  we  advise  for  relief  of  paralysis 
is  a very  simple  one  and  analagous  in  every  respect  to 
that  which  is  used  in  the  treatment  of  paralysis  of 
other  nerves,  more  particularly  facial  nerves.  Review- 
ing the  anatomy  of  this  field,  it  became  obvious  that 
it  was  a perfectly  simple  problem,  provided,  of  course, 
we  could  find  any  remnant  of  the  recurrent  laryngeal 
nerve.  You  will  recall  that  in  the  treatment  of  facial 
paralysis  following  a Bell’s  palsy  or  a mastoid  opera- 
tion, one  sutures  the  hypoglossal  nerve  to  the  facial. 
In  paralysis  of  the  recurrent  larnygeal  nerve  there  is 
available  the  descendens  branch  of  the  hypoglossal 
nerve  which  runs  down  along  the  anterior  sheath  of 
the  carotid  vessels.  It  is  easy  to  isolate,  and  long 
enough  without  tension  to  bring  it  in  direct  apposition 
with  the  recurrent  laryngeal  nerve.  It  is  an  ideal 
nerve  to  use  for  this  purpose : first,  because  it  is  almost 
purely  a motor  nerve;  secondly,  because  it  is  quite 
accessible ; and  thirdly,  because  it  can  be  sacrificed 
without  any  serious  damage  or  loss  of  function. 

We  have  had  some  14  cases  of  complete  bilateral 
paralysis  in  all,  with  but  two  following  thyroidectomy. 
One  of  these  was  the  result  of  a gunshot  wound;  the 
other  a case  in  which  we  believed  the  paralysis  was 
of  specific  origin.  The  latter  is  the  only  case  in  which 
an  operation  was  done  for  the  relief  of  paralysis  of 
that  origin,  and  in  this  particular  instance  we  modified 
our  operative  technic  somewhat  by  doing  a lateral 
implantation.  The  patient  did  not  have  complete  paral- 
ysis, and  we  did  not  want  to  sever  completely  the 
recurrent  laryngeal  nerve,  so  we  merely  implanted  into 
the  descendens  hypoglossi.  In  that  instance  the  patient 
has  already  shown  signs  of  recovery  of  function.  In 
the  others,  the  results  of  operation  have  been  most 
encouraging. 


Enemas  containing  any  drug  with  a marked  odor  or 
taste,  such  as  asafetida  or  turpentine,  can  be  detected 
by  the  patient’s  palate,  notwithstanding  the  perfect 
action  of  the  ileocecal  valve. — Taylor. 

A faint  or  delayed  specific  rash,  or  any  skin  erup- 
tion, is  often  made  speedily  manifest  by  a brisk  pur- 
gative. This  is  frequently  observed  in  measles  and  in 
scarlet  fever. — T aylor. 


BACTERIOLOGICAL  ANALYSIS  OF 
ACUTE  MASTOID  DISEASE* 

ANALYTICAL  REPORT  OE  MASTOID  OPERATIONS 
MATTHEW  S.  ERSNER,  M.D. 

PHILADEXPHIA,  PA. 

OUTLINE 

(1)  Types  of  organisms  isolated. 

(2)  The  relationship  of  the  organisms  found 
in  the  mastoid  wound  with  that  of  the  external 
auditory  canal. 

(3)  Blood-clot  dressing  as  a routine,  irrespec- 
tive of  the  organisms  found. 

(4)  Sterile  mastoid  pus  and  the  fallacy  of 
packing  mastoid  wounds. 

(5)  Utilization  of  the  bactericidal  and  me- 
chanical properties  of  the  blood  in  closing  mas- 
toid cavities  with  the  blood-clot  dressing. 

During  the  acme  of  the  mastoid  season,  there 
is  a persistent  and  vital  interest  in  the  pathology 
and  underlying  bacteriological  factors.  For  sev- 
eral years  past,  I have  had  in  mind  the  prepara- 
tion of  a bacteriological  classification  and  its 
significance;  but  time  is  at  a premium  during 
the  rush  period  and  any  possible  intelligent  at- 
tempt to  differentiate  and  to  philosophize  scien- 
tifically is  beyond  question  then.  A greater 
portion  of  our  work  is,  therefore,  carried  on 
mechanically,  and  when  the  records  are  col- 
lected, we  learn  that  our  data  are  often  insuffi- 
cient to  quench  the  thirst  for  the  knowledge  we 
are  seeking. 

By  obtaining  a specialized  and  highly  efficient 
technician,  under  the  supervision  of  Drs.  Kol- 
mer,  Harkins,  Coates  and  myself,  I was  enabled 
to  work  out  these  few  facts  which  I shall  en- 
deavor to  bring  forth  to  you. 

The  report  “streptococcus  or  pneumococcus” 
is  of  no  more  significance  than  the  words  “ca- 
tarrh or  rheumatism.”  A complete  and  exhaus- 
tive bacteriological  study  was  made  from  each 
specimen  obtained,  until  each  organism  was  defi- 
nitely isolated  and  classified. 

I will  report  89  cases,  representing  work  done 
by  two  technicians  at  various  intervals.  Their 
findings,  when  tabulated,  represent  practically 
the  same  results,  and  I am  therefore  incorporat- 
ing both  reports  in  one. 

The  types  of  organisms  isolated  were  Strepto- 
coccus hemolyticus.  Streptococcus  nonhemolyti- 
cus.  Streptococcus  viridans.  Staphylococcus 
aureus.  Staphylococcus  citreus,  pneumococcus 
type  2,  pneumococcus  mucosa  type  3,  and  Ba- 
cillus pseudodiphtheria. 

*Read  before  the  Section  on  Eye,  Ear,  Nose  and  Throat 
Diseases  of  the  Medical  Society  of  the  State  of  Pennsylvania, 
Reading  Session,  October  9,  1924- 
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In  brief,  the  infected  material  from  the  exter- 
nal auditory  canal  and  from  the  mastoid  wound 
was  collected  under  strict  aseptic  precautions  and 
transplanted  on  separate  culture  media.  The  fol- 
lowing was  the  method  of  procedure : A culture 
was  made  on  Petri  plates  of  blood  or  serum 
agar,  and  after  growth,  the  organisms  were  to  be 
identified.  The  Gram-staining  method  was  al- 
ways employed  and  subcultures  on  blood-agar 
slants,  hermone  bouillon,  Russell’s  double  sugar. 
Hiss’  serum,  inulin,  acid  and  coagulation  media 
were  used.  Direct  smears  on  slides  were  also 
made  at  the  time  of  operation  from  the  external 
auditory  canal  and  the  mastoid  wound.  By  em- 
ploying these  various  media  enumerated,  we 
were  sure  that  the  probability  of  error  would  be 
eradicated. 

In  comparing  the  relationship  of  the  organisms 
found  in  the  mastoid  wound  with  those  of  the 
external  auditory  canal,  we  found  that  63%  of 
the  organisms  found  in  the  mastoid  wound  are 
the  same  as  those  in  the  external  auditory  canal. 
We  should  be  cognizant  of  the  fact  that  almost 
one-third  of  the  organisms  isolated  from  the  ex- 
ternal auditory  canal  do  not  coincide  with  the 
bacteria  found  in  the  mastoid  wound.  There- 
fore, in  preparing  autogenous  vaccines  from  the 
external  auditory  canal  in  threatening  mastoid 
disease,  we  must  bear  this  in  mind. 

It  has  been  our  routine  to  do  a modified  blood- 
clot  dressing  irrespective  of  the  organisms  found 
or  suspected.  The  results  in  this  series  were  as 
follows : 56%  complete  primary  union,  38% 
partially  broken  down,  and  6%  completely 
broken  down,  irrespective  of  organisms.  In 
selected  cases,  the  percentage  of  primary  union 
with  the  blood-clot  dressing  would  be  80%  and 
over.  It  seems  to  me  that  wound  healing  is  in- 
dependent of  the  infecting  organisms,  as  we  find 
the  same  type  of  organisms  in  the  primary  union 
as  in  the  partially  broken-down  or  completely 
broken-down  cases.  We  are  confronted  by 
actualities,  and  the  fact  remains  that  it  is  not  the 
organisms  which  cause  the  breaking  down  of  the 
wound,  but  it  is  the  condition  of  the  blood  at 
the  time  of  operation  and  its  bactericidal  prop- 
erties which  determine  this. 

Sterile  mastoid  pus  is  a frequent  occurrence, 
and  the  fallacy  of  packing  such  wounds  is  self- 
evident.  It  is  a fact  that  in  7%  of  the  cases  here 
reported,  the  mastoid  pus  was  sterile.  This  is 
especially  true  where  prolonged  conservative 
treatment  was  carried  out.  The  mastoid  cortex 
in  all  of  these  cases  was  p>erforated,  and  in  three 
instances  the  lateral  sinuses  were  exposed.  This 
is  not  the  time  or  place  to  discuss  radical  and 
conservative  operative  procedure.  I do,  how- 


ever, want  to  assert  that  the  blood-clot  dressing 
was  employed,  and  the  wounds  all  healed  by 
primary  union. 

For  a long  time  the  surgeon  has  realized  that 
dead  spaces  are  a menace  to  woundhealing,  and 
it  is  a problem  to  overcome  irrespective  of 
anatomical  parts.  Therefore,  from  a mechanical 
standpoint,  the  blood  clot  fills  the  mastoid  cavity, 
and  by  that  means  obliterates  dead  space.  Since 
our  records  show  the  high  percentage  of  primary 
union,  and  that  a certain  percentage  of  mastoid 
pus  is  sterile,  that  should  be  an  incentive  in  favor 
of  closing  the  mastoid  wound  by  the  blood-clot 
method.  Blood,  the  essence  of  life,  when  al- 
lowed to  fill  the  mastoid  cavity,  undoubtedly 
carries  with  it  the  various  bactericidal  properties, 
as,  in  another  series  of  cases,  we  found  that  this 
process  could  be  carried  on  experimentally  in 
vitro  and  substantiated  in  vivo.  We  have  not, 
however,  at  the  present  time,  a concrete  scientific 
test  to  state  definitely  the  percentage  of  bacteri- 
cidal properties.  There  is  a crude  test,  the 
leukocyte  count,  which  may  be  used  as  a guide. 
When  the  total  leukocyte  count  is  on  the  decline, 
esp>ecially  below  14,000,  and  the  piolymorpho- 
nuclear  is  still  high,  we  may  assume,  at  least 
from  a clinical  and  laboratory  standpoint,  that 
the  bactericidal  power  of  the  blood  is  at  its  high- 
est point.  Some  authorities,  such  as  Wright  and 
his  followers,  call  this  process  the  opsonic  index. 
Whatever  the  underlying  principles  may  be, 
clinically  we  attain  primary  union  of  the  mastoid 
wound  under  these  circumstances. 

igiS  Spruce  Street. 

DISCUSSION 

Dr.  Richard  S.  Major  (Pittsburgh,  Pa.)  : Dr. 

Ersner  has  chosen  a most  interesting  and  important 
topic  for  his  paper.  We  agree  with  him  that  a thor- 
ough bacteriological  examination  is  absolutely  essential 
to  our  operative  work  on  mastoids,  and  just  as  he  has 
said,  the  words  “streptococcus”  and  “pneumococcus” 
convey  no  meaning  whatsoever ; only  after  complete 
bacteriological  findings  are  secured,  do  we  get  any 
definite  knowledge  of  the  conditions  obtaining. 

To  say  that  a culture  from  a mastoid  wound  con- 
tained a hemolytic  streptococcus  means  merely  that  it 
may  be  one  of  eight  different  varieties  of  hemolytic 
streptococcus.  However,  to  say  and  to  know  that  a 
culture  contains  a hemolytic  streptococcus,  pyogenes 
in  type,  as  compared  with  a hemolytic  streptococcus 
infrequens,  actually  conveys  something  to  our  mind  as 
to  the  seriousness  of  the  infection  with  which  we  are 
dealing,  and  the  complications  which  we  may  expect  to 
arise  during  the  course  of  the  disease  and  postoperative 
care.  To  be  more  explicit,  out  of  two  hundred  and 
one  cases  of  mastoiditis  in  which  operation  was  per- 
formed at  the  Allegheny  General  Hospital  in  the  last 
three  years,  40.3%  of  all  the  cultures  showed  a hemo- 
lytic streptococcus  pyogenes.  Its  frequency,  there- 
fore, is  the  thing  first  noted.  A second  fact  of  most 
vital  interest  is  that  14.8%  of  these  hemolytic-strepto- 
coccic-pyogenes  infections  were  complicated  with  either 
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blood-stream  infection,  erysipelas,  meningitis  or  lateral 
sinus  thrombosis.  As  a result,  if  we  encounter  an 
organism  of  this  type,  we  consider  that  we  are  dealing 
with  a potential  force  of  greater  danger  than  any 
other  organism. 

In  the  same  way  we  might  take  up  each  of  the  eight 
individual  subgroups  of  the  hemolytic  streptococcus. 
The  next  most  frequent  is  the  Streptococcus  anginosus 
hemolyticus,  which  includes  3.9%  of  all  the  cultures 
found  at  operation.  The  streptococcus-hemolyticus 
group  two  was  found  in  only  one  culture,  while  the 
streptococcus-hemolyticus  groups  one  and  three  were 
not  found  in  any  cultures.  The  Streptococcus  hemo- 
lyticus equi  and  subacidus  were  found  in  only  three 
cases  and  one  case  respectively. 

We  next  turn  to  the  nonhemolytic  streptococcus, 
with  its  eight  subgroups.  The  nonhemolytic  strepto- 
coccus is  not  encountered  so  frequently  as  the  hemolytic 
type.  The  Streptococcus  mitis  and  faecalis  are  found 
in  only  a small  percentage  of  cases.  We  are  led  to 
believe  that  the  Streptococcus  nonhemolyticus  mitis  is 
one  to  be  dreaded  as  much  as  the  hemolytic  type  of 
pyogenes,  although  in  our  own  experience  only  four 
cases  have  been  encountered,  and  all  went  through  as 
uncomplicated  cases,  except  one  in  which  a persistent 
sinus  remained  in  the  site  of  the  mastoid  operation 
after  the  wound  had  completely  healed. 

Likewise,  as  with  the  streptococcus,  in  a discussion 
of  the  pneumococcus  it  is  absolutely  essential  to  know 
with  what  group  we  are  dealing.  The  frequency  with 
which  the  pneumococci  occur  in  our  own  series  is : 
six  cases  of  group  one,  eight  of  group  three,  eleven  of 
group  four  and  only  one  of  group  two.  The  vast 
majority  of  these  cultures,  however,  have  been  found 
in  cases  without  an  active  lobar  pneumonia.  It  is 
probably  well  known  to  all  present  that  a pneumococcic 
mastoid  associated  with  a lobar  pneumonia  will  prob- 
ably clear  up  if  not  operated  upon,  since  the  immunity 
necessary  to  cure  a person  of  a pulmonary  infection 
is  usually  enough  to  clear  up  the  mastoid  as  well. 

It  was  a very  interesting  observation,  during  our 
earlier  training,  to  note  the  behavior  of  a mastoid 
complicating  a lobar  pneumonia,  which  apparently 
gave  all  indications  of  being  the  severest  type,  yet 
could  not  be  operated  upon  because  of  the  lung  infec- 
tion. Although  operation  was  deferred,  awaiting  im- 
provement in  the  patient’s  physical  condition,  the 
mastoid  would  recover  to  such  an  extent  by  the  time  the 
lung  cleared  up  that  it  did  not  need  opening. 

This  is  not  only  true  of  pneumonia  cases  but  of  all 
mastoid  infections.  Give  them  a chance  to  get  well 
of  their  own  accord.  Keep  them  under  careful  obser- 
vation, however,  but  do  not  open  them  in  the  acute, 
congested  stage.  The  above-quoted  record  of  blood- 
stream infections,  to  my  mind,  is  directly  attributable 
to  the  fact  that  there  was  not  a walled-off  barrier  or 
wall  of  defense  built  up  by  the  patient  before  the  mas- 
toid cortex  was  opened. 

The  occurrence  of  pneumococci,  as  above-mentioned, 
is  not  by  any  means  the  same  as  in  the  different  types 
of  lobar  pneumonia.  Dr.  Felton  tells  me  that  the 
occurrence  of  the  pneumococcus  in  lung  involvements  is : 
first,  group  four;  second,  group  one;  third,  group 
three,  and  lastly  group  two.  The  same  ratio,  however, 
is  not  preserved  in  mastoid  cases  not  associated  with  a 
lobar  pneumonia. 

As  will  be  seen,  an  exhaustive  discussion  of  the 
bacteriological  findings  in  mastoids,  and  their  illustra- 
tion by  individual  cases,  would  be  too  lengthy  and 
entirely  out  of  place. 


In  regard  to  the  organisms  found  in  the  external 
canal  as  compared  with  those  found  in  the  mastoid,  we 
are  unable  to  give  any  statistics.  In  each  case  we 
invariably  got  a mixed  culture,  usually  the  Staphy- 
lococcus albus  and  Staphylococcus  aureus.  We  have 
been  unable  to  develop  a technique  in  securing  the  cul- 
tures that  assures  us  of  an  uncontaminated  growth. 

We  have  not  used  vaccine  therapy  in  the  treatment 
of  our  mastoid  cases  except  in  a very  few  cases  of 
old  scarlet-fever  mastoids  and  then  only  after  opera- 
tion has  been  performed.  We  cannot  say  that  we  have 
found  it  of  any  greater  advantage  than  a routine  dress- 
ing of  the  wound. 

As  to  blood-clot  dressings,  we  heartily  agree  with  Dr. 
Ersner  that  a primary  suture  at  time  of  operation 
hastens  the  recovery  of  the  patient,  gives  a far  better 
cosmetic  result,  and  on  the  whole  is  the  most  satis- 
factory way  for  both  the  patient  and  the  doctor. 
However,  where  there  is  a lateral-sinus  or  a dural 
exposure  we  have  not  had  the  nerve  to  close  the  wound. 
As  a surgical  principle  I doubt  its  safety. 

As  shown  from  our  own  findings  there  was  a 
negative  culture  in  3.9%  of  the  mastoids  operated  upon. 
In  cases  with  sterile  mastoid  pus  the  wounds  heal  on 
primary  closure  and  are  most  satisfactory  in  their  end 
results. 

We  are  unable  to  give  any  helpful  remarks  on  the 
subject  of  bactericidal  properties  of  the  blood.  I should 
like  to  state  that  the  leukocyte  count,  in  the  vast  ma- 
jority of  cases,  has  not  been  the  guide  to  us  as  to  the 
patient’s  condition  that  we  had  at  first  expected.  In 
some  of  the  most  necrotic  cases,  even  with  dural  and 
lateral-sinus  exposures,  we  have  had  practically  normal 
white  blood  counts,  while  others  without  nearly  so 
m.uch  bone  necrosis  have  shown  higher  counts.  We 
formerly  felt  that  a low  blood  count  meant  a loss  of 
resistance,  but  in  the  old,  well-walled-off  cases  we  may 
have  just  as  much  resistance  with  a normal  white  blood 
count  as  we  have  with  a count  of  twenty  thousand  or 
more  in  other  cases. 

Dr.  S.  MacCuen  Smith  (Philadelphia,  Pa.)  : Dr. 
Ersner’s  paper  has  taken  much  patient  study  and  I 
wish  to  congratulate  him  in  bringing  before  us  a timely 
subject.  It  is  generally  conceded  to  be  unwise  surgery 
to  perform  a mastoid  operation  during  the  very  acute 
stage,  in  the  absence  of  very  urgent  symptoms,  it  being 
better  to  wait,  when  possible,  until  the  walling-off 
process  has  taken  place.  The  primary  pain  and  tender- 
ness over  the  process  usually  disappear,  and  a fair 
percentage  of  what  seem  to  be  urgent  cases  will 
recover  without  operative  intervention.  I do  not  wish 
to  be  understood  as  advocating  unseemly  delay,  for  this 
might  prove  disastrous,  the  time  to  operate  being  a mat- 
ter of  judgment.  The  chief  point  to  remember  is  that  it 
is  always  better  to  operate  a little  too  early  rather  than 
incur  the  chance  of  intracranial  complications. 

In  regard  to  vaccine  therapy,  I have  had  this  line 
of  work  carried  out  by  those  especially  fitted  for  it, 
over  a period  of  many  years,  and  up  to  the  present  time 
have  failed  to  see  much  benefit  therefrom ; indeed,  I 
am  tempted  to  say  no  benefit. 

The  blood-clot  dressing  was  carried  out  in  this 
country  largely  by  Reik,  of  Baltimore,  who  was  its 
chief  exponent  and  probably  achieved  the  largest  meas- 
ure of  success.  I have  used  this  method  of  after- 
treatment  quite  a number  of  times  and  it  has  generally 
been  successful,  and  yet  every  time  I employed  it,  not- 
withstanding the  bacteriological  findings,  it  seemed  to 
me  a definitely  unsurgical  procedure.  I should  consider 
it  decidedly  unwise  to  use  the  blood-clot  dressing  with 
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either  an  exposed  sinus  or  dura,  as  it  is  possible  that 
in  case  of  infection  of  either,  the  condition  might  be 
well  advanced  before  it  was  recog^nized.  It  is  not  my 
intention  to  condemn  the  blood-clot  dressing,  because 
under  favorable  conditions  it  seems  to  be  ideal,  there 
being  little  scar  and  no  depression. 

It  is  my  custom  in  the  simple  mastoid  operation  to 
close  the  wound  down  to  the  inferior  angle  and  then 
introduce  a rubber  tube  for  drainage,  the  tube  being 
left  in  situ  until  the  discharge  from  the  external  audi- 
tory canal  ceases,  which  frequently  happens  in  a week, 
sometimes  less  and  sometimes  more.  This  procedure 
is  wholly  safe  and  is  to  be  preferred  in  the  average 
case  to  the  blood-clot  dressing. 

Dr.  Benjamin  H.  Shuster  (Philadelphia,  Pa.)  : I 
always  use  the  blood-clot  dressing.  I have  closed 
wounds  with  exposure  of  the  sinus  and  dura  without 
any  difficulty  whatever.  Why  should  we  be  afraid? 
If  in  time  it  fails  to  hold,  it  breaks  down,  and  then  j'ou 
have  all  the  drainage  you  want.  There  is  less  possi- 
bility of  infection  going  through  a thick,  dense  dura 
or  sinus  than  through  a wound  closed  by  a little  suture. 

The  mastoid  wounds  that  heal  best  by  blood-clot 
dressing  are  those  that  have  had  time  to  be  walled-off. 
If  you  have  a child  with  a great  bulging  mastoid,  open 
it  up  and  clean  it  out,  put  a little  wick  in  the  antrum, 
as  suggested  by  Dr.  Coates,  and  then  close  completely; 
within  a week  you  have  nothing  but  a faint  scar. 
Wounds  that  are  walled  off  heal  much  quicker  with  a 
blood-clot  dressing.  On  the  other  hand,  if  this  dressing 
does  break  down,  it  drains  better  than  by  packing,  or 
it  may  then  be  packed  if  you  like. 

Dr.  George  M.  Coates  (Philadelphia,  Pa.) : The 
facts  brought  before  us  by  Dr.  Ersner  were  obtained 
from  a mass  of  data  that  were  collected  winter  before 
last  during  a consecutive  series  of  mastoid  cases.  At 
this  time  he  made  extensive  studies  of  the  bacteriologi- 
cal findings  in  regard  to  the  blood-clot  dressing,  trying 
to  find  out  why  sometimes  the  clot  was  not  infected 
while  at  other  times  it  was.  Apparently  he  believes 
the  type  of  organism  did  not  have  much  influence  on 
the  success  or  failure  of  the  operation. 

The  blood-clot  dressing  is  not  properly  the  subject 
of  this  discussion,  but  I wish  to  say  that,  as  we  have 
used  it,  it  has  been  most  satisfactory,  although  it  does 
at  times  break  down.  I do  not  think  we  know  yet  why 
it  often  succeeds  and  why  it  does  not  always  break 
down.  Of  course  the  modern  method  of  packing  a 
mastoid  wound  is  not  that  of  fifteen  years  ago,  when 
it  was  packed  wide  open.  Under  certain  conditions 
these  clots  will  break  down  quite  regularly. 

Dr.  Gracey  will  remember  that  during  the  war  we 
had  an  epidemic  of  mastoiditis  following  measles  in  a 
type  of  soldiers  physically  inferior.  In  those  cases  the 
blood-clot  dressing  failed  every  time.  We  went  back 
to  the  old  packing  method  and  they  did  almost  equally 
as  badly  under  that,  but  when  we  went  to  another  camp 
where  we  had  a better  type  of  soldiers  (men  of  our 
own  28th  Division),  men  in  first-class  physical  condi- 
tion, who  had  had  no  previous  epidemic  of  measles  or 
other  exanthemata,  the  blood-clot  dressings  held  all 
the  way  through.  We  had  a different  type  of  material, 
but  I do  not  think  it  was  the  only  underlying  factor  in 
those  cases. 

Dr.  Ersner  (in  closing)  : There  are  two  methods 
of  closing  a blood-clot  mastoid  wound : one  is  a 

complete  closure  of  the  wound ; the  other  is  the  modi- 
fied blood-clot  dressing,  which  consists  of  placing  a 
cigarette  drain  in  the  antrum.  There  is  a natural 


tendency,  in  the  latter  type  of  dressing,  to  turn  the 
distal  end  of  the  drain  towards  the  tip  of  the  mastoid, 
which  theoretically  should  give  dependent  drainage. 
We  must  bear  in  mind  that  in  carrying  out  this  pro- 
cedure, a kink  forms  in  the  drain  at  an  obtuse  or  right 
angle,  thus  preventing  the  drainage.  The  best  method, 
therefore,  is  to  place  the  drain  in  the  antrum  and  allow 
it  to  penetrate  the  wound  through  the  shortest  distance 
possible,  removing  it  within  24  to  48  hours,  and  then 
allowing  the  wound  to  heal  naturally.  When  the 
operation  is  completed,  the  wound  is  washed  with 
normal  saline  solution,  and  the  blood  is  allowed  to  fill 
the  mastoid  cavity.  No  mechanical  or  chemical  irri- 
tants are  to  be  used  on  the  wound,  as  some  of  the 
physiological  and  bactericidal  substances  of  the  blood 
may  be  destroyed  by  these  antiseptic  solutions. 

The  total  leukocyte  count  may  be  utilized  as  an  index 
in  wound  healing.  We  find  that  the  higher  the  leukocyte 
count  is,  the  more  often  the  wound  is  apt  to  break  down, 
as  in  our  primary  unions  the  total  leukocyte  count  was 
always  below  14,000.  Therefore,  it  is  not  the  quantity 
of  the  leukocytes  that  is  the  factor,  but  the  quality. 

The  mechanical  action  of  the  blood-clot  dressing  is 
to  fill  the  cavity  and  to  close  off  all  dead  space. 
Physiologically,  fibrin,  fibrinogen  and  fibroconnective 
tissue  rapidly  forms  in  the  blood  clot  itself,  and  is  soon 
replaced  by  calcareous  infiltration.  Occasionally,  a 
secondary  mastoid  operation  is  performed,  and  inva- 
riably we  find  new  bone  formation  without  the  cellular 
constituents. 

We  are  fortunate  indeed  that  we  are  living  in  this 
era.  The  work  that  is  being  carried  on  by  Dick  and 
Saenger  will  revolutionize  future  otology.  Our  great 
bugbear  of  the  past  has  been  chronic  suppurative  otitis 
media  and  its  complications  following  scarlet  fever. 
It  seems  that  they  have  conquered  the  streptococcus 
hemolyticus,  and  they  are  now  working  on  the  prin- 
ciples set  forth  by  Schick,  preparing  streptococcus- 
hemolyticus  toxin-antitoxin. 

With  the  splendid  research  that  has  been  stimulated 
throughout  the  world  by  these  great  scientists,  we  hope 
that  we  will  live  to  see  the  day  when  scarlet  fever  will 
be  eliminated  from  the  history  of  the  usual  childhood 
diseases. 


SELECTIONS 


A CONSIDERATION  OF  THE  PATHO- 
LOGICAL PHYSIOLOGY  OF  THE 
DEGENERATIVE  NEUROSES 
AND  PSYCHOSES* 

FRANCIS  X.  DERCUM,  M.D. 

PHILADELPHIA,  PA. 

I have  many  times  expressed  and  long  held 
the  view  that  the  nerve-cell  is  not  an  absolutely 
fixed  structure  but  that  its  processes,  its  den- 
drites and  axons,  in  the  normal  performance  of 
their  functions,  undergo  a certain  amount  of 
movement.  The  movement  consists  of  exten- 
sion and  retraction ; so  that  at  one  time  the 
dendrites  of  a given  cell  are  and  at  another 
time  are  not  in  contact  with  or  in  physiological 

*Read  at  the  44th  Semiannual  Meeting  of  the  Association  of 
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relation  with  the  end-tufts  of  the  axon  of  an- 
other cell.  This  view  has  been  termed  the 
theory  of  the  “ameboidism”  of  the  neuron. 
Time  w’ill  not  permit  of  an  extended  considera- 
tion of  this  view,  nor  a presentation  of  the  facts 
upon  which  it  is  based.  Suffice  it  to  say  that  it 
was  formulated  many  years  ago  and  has  in- 
cluded among  its  advocates  German,  French, 
Dutch  and  American  writers,  myself  among  the 
number.  Kappers,  who  has  demonstrated  be- 
yond all  question  that  nerve-cells,  and  indeed 
entire  nerve-cell  aggregations,  may  in  the  course 
of  time  change  their  positions,  declares  that  the 
ameboidism  and,  in  any  event,  the  neurobiotaxis 
of  nerve-cells,  have  for  a long  time  not  been 
mere  hypotheses  but  are  actual  facts.  The  term 
neurobiotaxis  Kappers  applies  to  the  shifting  of 
position  of  nerve-cells.  He  regards  the  shifting 
as  the  result  of  electrical  action,  and  only  re- 
cently he  proposed  the  term  “neurogalvanotaxis” 
as  more  correctly  describing  the  phenomenon.  It 
is  not,  of  course,  meant  that  gross  shifting  of 
nerve-cells  takes  place  in  the  adult  and  mature 
forms ; but  that  such  shiftings  do  take  place  in 
the  embryo  in  the  course  of  development  and 
have  taken  place  freely  in  the  phylogeny  of 
vertebrate  forms  is  now  beyond  question.  Fur- 
ther, the  degree  of  movement  between  the  end- 
processes  of  any  two  nerve-cells  is  doubtless 
very  small,  but  approximation  and  separation 
take  place  to  such  a degree  as  to  make  and  break 
connections.  The  evidence  in  our  possession 
points  conclusively  to  the  electrical  nature  of  all 
nervous  reactions.  Nervous  transmission  is 
electrical ; the  facts  permit  of  no  question. 
Ionization  and  the  actual  passage  of  an  electrical 
current  are  conclusive  evidence.  The  interplay 
of  the  end-processes  of  nerve-cells  is,  therefore, 
electrical  and  the  synapses  acquire  a new  and 
important  significance.  The  synapse,  it  will  be 
recalled,  is  the  term  given  to  the  approximation 
of  the  dendrites  of  one  cell  with  the  axon  end- 
tufts  of  another ; and  it  will  likewise  be  recalled 
that  the  nervous  system  of  vertebrates  is  dis- 
tinguished from  that  of  invertebrate  forms  by 
the  fact  that  in  the  former  the  nervous  pathways 
are  arranged  in  series  of  cells  strung  together, 
so  to  speak,  by  their  synapses.  In  the  inverte- 
brate forms  the  pathway  of  transmission,  the 
neurofibril,  is  a long  unbroken  tract  passing 
through  cell  after  cell  and  always  continuous. 
The  fact  that  in  the  vertebrate  forms  the  path- 
way of  transmission  is  featured  by  the  presence 
at  frequent  intervals  of  the  synapse  is  of  enor- 
mous importance.  The  synapse  is  electrical  in 
its  reaction  and  has  all  the  force  and  value  of 
the  Pupin  induction  coil  inserted  in  the  course 
of  the  telephone  line.  Like  the  Pupin  induction 


coil,  the  presence  of  the  synapse  not  only  re- 
enforces the  transmission  but  also  results  in  an 
enormous  economy  in  the  expenditure  of 
energy. 

Certainly  the  synaptic  and  other  reactions  of 
the  neuron  must  possess  a significance  in  the 
interpretation  of  pathological  nervous  phenom- 
ena. Many  years  ago  I pointed  out  how  the 
retraction  of  the  dendrites  and  axons  of  the 
neurons  explains  the  palsies  and  anesthesias  of 
hysteria.  In  other  words,  the  functional  break 
is  referred  to  the  synapses.  A similar  explana- 
tion applies  to  the  palsies  and  anesthesias  of 
hypnosis  which,  as  Gilles  de  la  Tourette  long 
ago  pointed  out,  is  merely  hysteria  artificially 
evoked.  All  of  the  phenomena  of  these  states 
are  undeniably  mental,  i.  e.,  cortical  in  their 
origin.  This  is  true  alike  of  the  motor,  sensory, 
visceral,  as  well  as  of  the  more  strictly  mental 
reactions.  In  hypnosis,  for  instance,  a partial 
sleep  is  induced  in  which  the  admission  of  im- 
pacts from  the  various  receptors  is  inhibited 
save  from  those  of  the  sense  of  hearing.  The 
instructions,  i.  e.,  the  suggestions,  are  made 
orally  by  the  operator ; all  other  avenues  of  con- 
tact with  the  outside  world  are,  for  the  time 
being,  closed.  The  train  of  neuron  activity, 
therefore,  which  is  set  in  motion  by  the  sugges- 
tions of  the  operator  pursues  its  way  unchecked, 
uncorrected ; for  the  impressions  ordinarily  re- 
ceived through  vision  or  the  other  senses  can- 
not gain  access  to  the  train  of  neuron  activity, 
the  field  of  consciousness.  That  under  such  cir- 
cumstances the  subject  should  prove  to  be  ex- 
ceedingly susceptible  to  the  suggestions  of  the 
operator  is  not  surprising;  even  when  the  sug- 
gestions are  in  crass  contradiction  to  the  situa- 
tion in  which  the  subject  happens  to  be  placed 
and  to  his  previous  experiences. 

The  patient  suffering  from  hysteria,  while  not 
in  any  sense  asleep  as  in  hypnosis,  yet  resembles 
the  hypnotized  subject  in  being  abnormally 
susceptible  to  suggestion.  Both  Charcot  and 
Gilles  de  la  Tourette  long  ago  stressed  this 
factor  in  their  descriptions  of  hysteria.  It  was 
Babinski,  however,  who  esf>ecially  pointed  out 
the  fact  that  the  symptoms  have  their  origin  in 
suggestions  that  may  arise  from  causes  within 
as  well  as  from  causes  without  the  patient. 
Especially  instructive  also  were  the  facts  which 
Babinski  presented  in  regard  to  the  production 
of  special  symptoms  by  the  medical  examination 
itself.  He  pointed  out,  for  instance,  that  the 
reason  hysterical  hemianesthesia  predominates 
on  the  left  side  of  the  body  is  because  the  physi- 
cian, being  usually  right-handed,  has  the  brush 
or  esthesiometer  in  his  right  hand,  and,  facing 
the  patient  and  asking  the  usual  questions,  he 
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naturally  tests  the  left  side  of  the  patient’s  body 
first,  thus  suggesting  the  very  anesthesia  he  is 
trying  to  discover.  Similar  facts  obtain  in  re- 
gard to  the  induction  of  other  sensory  losses 
and  other  symptoms.  The  fact,  however,  of 
greatest  importance  is  that  the  same  or  similar 
procedures  may  be  practiced  upon  normal  per- 
sons, but  without  the  slightest  result.  In  other 
words,  the  hysterical  subject  accepts  suggestions 
lx>th  direct  and  indirect ; the  normal  person  re- 
pels them.  The  personality  of  the  hysterical 
patient  is  a very  vulnerable  one.  Hysteria  is, 
indeed,  a neuropathy  of  degeneracy.  Its  symp- 
toms are  always  expressive  of  a biological  in- 
feriority, and  in  keeping  with  this  fact,  it 
presents  a large  element  of  heredity.  Charcot 
and  his  pupils  regarded  hysteria  as  always  in- 
herited ; all  other  causes  have  merely  the  value 
of  provocative  agents.  It  w'ould  appear  that, 
as  in  hypnosis,  impacts  received  by  receptors 
other  than  those  which  serve  as  the  entering 
avenue  of  the  suggestion,  fail  to  reach  or  ade- 
quately to  enter  the  train  of  transmission,  the 
field  of  consciousness.  It  is  a matter  of  com- 
mon experience  that  when  the  suggestion  giving 
rise  to  the  symptom  ceases  to  be  operative  or 
when  the  conscious  field  is  entered  by  counter- 
suggestions, as  in  psychotherapy,  the  symptom 
disappears.  It  is  not  my  intention  here  to  con- 
sider the  mechanism  of  hysteria  in  detail ; such, 
for  instance,  as  is  illustrated  by  the  immediate 
disappearance  of  the  hysteria  of  litigation  when 
the  claim  is  settled  or  otherwise  disposed  of,  or 
by  cases  in  which  other  “mental  compensation” 
equally  powerful  occurs.  This  would  take  us 
too  far  from  our  subject. 

The  discussion  of  the  phenomenon  of  hyp- 
nosis and  of  hysteria  leads  naturally  to  the 
discussion  of  dreams.  The  latter,  it  should  be 
added,  however,  may  be  entirely  normal  mani- 
festations. In  a dream,  as  in  hypnosis,  a group 
of  neurons  is  active,  constituting  a field  of  con- 
sciousness. However,  as  in  hypnosis,  impacts 
from  the  special  sense  organs  are  excluded. 
Such  a group  of  neurons  may  be  roused  into 
activity  by  the  entrance  of  impacts  from  the 
interoceptors  and  proprioceptors  ; i.  e.,  from  the 
viscera  or  from  the  body  generally.  Such  im- 
pacts may  have  their  origin  in  disturbances  of 
the  digestive  tract,  or  of  the  urinary  or  of  the 
sexual  apparatus.  Again,  it  may  be  that  the 
cause  consists  of  the  presence  of  special  sub- 
stances circulating  in  the  blood,  such  as  sub- 
stances resulting  from  overfatigue,  substances 
absorbed  from  the  digestive  tract  as  a result  of 
indigestion,  or  possibly  substances  due  to  dis- 
turbances of  metabolism,  or  other  materials 
toxic  in  their  nature  which  have  found  entrance 


into  the  circulation.  However,  no  matter  how 
arising,  the  mechanism  of  the  dream  is  probably 
as  follows : Due  to  visceral  or  other  somatic 

impacts,  or  due  to  the  direct  action  of  substances 
in  the  blood,  given  nuclear  aggregations  in  the 
thalamus  are  roused  into  action.  Necessarily 
transmission  to  the  cortex  follows.  Transmis- 
sion in  the  cortex,  being  uninhibited,  i.  e.,  un- 
corrected, by  impacts  received  from  the  ex- 
ternal world,  now  diffuses  along  pathways  of 
least  resistance;  former  neuron  combinations 
are  re-formed,  many  former  ones  are  com- 
pounded, and  unusual  and  bizarre  combinations 
result. 

Considerations  such  as  the  above  lead  not  un- 
naturally to  a consideration  of  states  of  delirium 
and  confusion.  Here  we  have  to  deal  with 
problems  of  infection,  intoxication  and  exhaus- 
tion, and  doubtless  with  the  action  of  toxins  and 
poisons  both  upon  the  synapses  and  upon  the 
bodies  of  the  neurons.  Irregularly  occurring, 
constantly  changing  combinations,  discharges 
and  retractions  of  the  neurons  appear  to  feature 
the  condition,  which  are  more  active  and  pro- 
nounced in  delirium,  delayed  and  slower  in  con- 
fusion, and  abolished  in  stupor.  In  keeping  with 
this  interpretation  we  find  delirium  featured  by 
hallucinations,  illusions  and  unsystematized, 
fragmentary  delusions.  A hallucination  is  a 
sensation  which  arises  spontaneously  without 
any  impact  being  received  from  the  external 
world.  As  in  the  dream,  we  are  dealing  with 
disturbing  causes,  affecting  primarily  the  nuclear 
aggregations  in  the  thalamus,  and  with  the 
transmission  of  these  disturbances  to  the  cortex. 
Quite  frequently  these  disturbances  involve  the 
nuclear  aggregations  in  the  thalamus  of  the 
special  senses ; for  example,  of  hearing  and 
vision  or  it  may  be  of  taste  and  smell.  Forcing 
their  way  into  the  train  of  activity  already  pres- 
ent in  the  cortex,  they  are  naturally  regarded 
by  the  communal  consciousness  as  things  com- 
ing from  without,  and  the  noises,  words  or 
phrases  heard,  or  the  objects  seen,  are  referred 
to  the  outside  world.  That  in  delirium  errors  of 
perception  also  occur  is  not  surprising.  An  il- 
lusion— excluding,  of  course,  errors  in  the  re- 
ceiving apparatus,  the  special  sense  organ — is 
due  to  a faulty  combination  of  the  neurons  of 
the  cortex  in  response  to  the  impacts  received, 
or  to  an  imperfect  or  aberrant  correlation  (in- 
tegration) with  combinations  previously 
formed;  thus  occur  mistakes  in  the  recognition 
of  objects  and  persons.  That  the  resulting  state 
of  the  communal  consciousness  should  be  one  of 
confusion,  more  or  less  active  according  to  the 
intensity  of  the  disturbance,  is  what  we  should 
under  the  circumstance  be  led  to  expect. 
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It  is  one  of  the  essential  features  of  delirious 
and  confused  states  that  there  is  an  absence  of 
fixation  of  any  of  the  symptoms.  The  picture 
is  one  constantly  changing,  constantly  varying. 
In  an  active  delirium  the  picture  changes  with 
kaleidoscopic  suddenness ; in  confusion,  much 
more  slowly ; while  in  stupor,  the  deadening 
weight  of  intoxication  and  exhaustion  abolish 
all  manifestations  whatever.  In  certain  mental 
diseases  fixation,  on  the  contrary,  sooner  or  later 
makes  its  appearance.  In  order  that  the  sig- 
nificance of  fixation  may  be  fully  appreciated  a 
digression  will  be  necessary. 

There  is  a group  of  mental  diseases  which 
h.ave  their  beginnings  before  the  foundation  of 
the  organism  is  laid.  The  building  material  is 
imperfect,  poor  in  quality,  vitiated,  so  that  the 
resulting  structure  crumbles  and  gives  way  un- 
der its  own  strains.  Mental  symptoms  make 
their  appearance  relatively  soon,  and  this  caused 
the  early  French  writers,  notably  Morel,  to 
speak  of  it  as  demence  precoce,  a name  which 
Arnold  Pick  long  after  rendered  into  the  now 
generally  accepted  term  “dementia  praecox.”  As 
might  be  expected,  the  number  of  factors  which 
enter  into  the  impaired  heredity  of  the  patients 
is  exceedingly  large  and  varied,  e.  g.,  mental  and 
nervous  disease,  syphilis,  alcoholism,  criminal- 
ity, prostitution,  vagabondage,  eccentricity ; in 
fact,  all  forms  of  degeneracy,  misfits  and 
failures.  As  might  almost  be  expected,  cases 
of  dementia  praecox  present  in  varying  degree 
evidences  of  an  imperfect  or  incomplete  de- 
velopment. The  evidences  of  arrest  and  devia- 
tion are  usually  quite  numerous.  Their 
frequency  has  been  placed  as  high  as  75  per 
cent.  We  note  such  pictures  as  physical  feeble- 
ness, retardation  of  growth,  prolonged  juvenile 
appearance  or  malformations,  or  peculiarities  in 
the  shape  of  the  skull,  deep  and  narrow  hard 
palate,  persistence  of  the  intermaxillary  bone, 
abnormalities  of  the  limbs  and  digits,  anomalies 
of  dentition  and  other  peculiarities  that  might  be 
mentioned.  In  keeping  with  these  anomalies  of 
structure  accessible  to  ordinary  observation,  we 
find  also  deeper  and  underlying  anomalies  of  the 
glands  of  internal  secretion  and  the  disturbances 
of  metabolism  which  these  anomalies  imply. 
The  significance  of  these  facts  is,  of  course, 
beyond  question,  and  that  an  organism  so  imper- 
fectly constituted  should  break  down  from  'the 
mere  strain  of  living  should  occasion  no  sur- 
prise. 

Dementia  praecox  is  essentially  an  affection 
of  endogenous  deterioration.  It  should  really  be 
spoken  of  in  the  plural  as  the  insanities  of 
adolescence,  because  in  keeping  with  the  many 


and  varied  hereditary  factors  entering  into  its 
causation,  it  manifests  itself  in  many  forms. 

Time  and  the  objects  of  this  address  do  not 
permit  of  a consideration  of  the  details  of  de- 
mentia praecox.  Suffice  it  to  say  that  the  known 
facts  in  our  possession  point  clearly  to  a pro- 
gressive biological  deterioration  in  which,  among 
other  things,  endocrine  failures  and  exhaustion 
play  prominent  roles.  The  onset  of  symptoms 
is  gradual,  usually  bearing  the  character  of  a 
confusion,  sometimes  with  varying  elements  of 
systematization  and,  let  us  repeat,  of  weakness 
and  exhaustion.  That  a final  dementia  should 
ensue  seems  quite  natural ; and  it  is  this  that 
occurs  in  the  larger  number  of  cases. 

The  behavior  of  the  neurons,  their  synapses 
and  cell  bodies  in  confusion,  we  have  already 
considered.  Feebleness  and  irregularity  of  en- 
docrine development  imply  toxicity,  and  together 
with  this  we  have  a nerve  substance  inherently 
defective  and  feeble  in  resistance.  As  a natural 
result  there  is  present,  in  addition  to  the  con- 
fusion, a more  or  less  marked  adynamia  of  the 
field  of  cortical  activity,  the  train  of  transmis- 
sion. The  level,  the  intensity,  of  the  metabolic 
processes  of  the  neurons  is  lowered.  In  keeping 
with  this  there  is  slowness  of  speech  and  pov- 
erty of  thought  which  eventuate  in  mutism,  in 
fixed  positions,  stereotypy,  automatism,  per- 
severation, verbigeration,  or  it  may  be  stupor. 
Some  of  the  symptoms,  such  as  the  fixed  posi- 
tions, the  stereotypy,  the  automatism,  the 
perseveration,  are  to  be  referred  to  the  motor 
structures  of  the  segmental  brain ; others,  of 
course,  to  the  cortex.  In  the  latter,  the  train 
of  transmission  is  reduced  to  a shallow,  a nar- 
row, a monotonously  trickling  stream,  which 
may  for  a time  cease  altogether.  Now  and  anon, 
tributary  currents  join  what  is  left  of  the  main 
stream,  but  they  do  so  irregularly,  at  unusual 
points,  and  at  variance  with  the  orderly 
sequence  of  neuron  combinations.  While  the 
cortex  is  adynamic,  as  a whole,  it  may  happen 
that  the  field  of  cortical  activity  is  more  greatly 
reduced  than  other  portions.  Under  normal 
conditions  the  train  of  transmission  diffuses, 
discharges,  into  other  and  still  inactive  areas. 
However,  if  the  dynamic  level  of  the  active  field 
is  greatly  reduced  and  other  portions  of  the 
cortex  become,  as  a result  of  the  toxic  causes 
at  work,  spontaneously  active,  and  if  they  pos- 
sess relatively  greater  dynamic  power,  the  direc- 
tion of  the  diffusion  may  be  reversed,  and  these 
new  activities  now  flow  into  the  less  resistant 
field.  It  is  not  necessary  to  suppose  that  they 
represent  “complexes”  that  have  been  “re- 
pressed,” to  use  the  language  of  the  Freudians. 
They  may,  of  course,  represent  a variety  of 
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things ; on  the  one  hand,  “wishes”  and  things 
desired,  and  on  the  other,  things  of  which  the 
patient  stands  in  fear  and  dread;  but  not  neces- 
sarily either. 

We  have  already  seen  how  a hallucination 
breaks  into  the  train  of  transmission  and  how  it 
is  naturally  regarded  by  the  already  existing 
communal  consciousness  as  something  coming 
from  without.  In  a similar  manner,  other 
groups  of  neuron  combinations  may,  as  a result 
of  their  greater  dynamic  level,  diffuse  their 
energy  into  the  less  active  field.  That  phe- 
nomena of  cleavages  and  fissurations  of  the  per- 
sonality should  under  these  circumstances  result 
is  what  might  be  expected,  but  this  is  no  reason 
for  giving  to  dementia  praecox  the  specific  name 
of  schizophrenia. 

Let  us  return  now  to  a consideration  of  fixa- 
tion, which  in  certain  mental  diseases  sooner  or 
later  makes  its  appearance.  We  have  seen  how 
in  delirium  and  confusion  there  occurs  an  ever- 
changing  and  ever-varying  combination  among 
the  neurons.  Synaptic  relations  are  continu- 
ously and  irregularly  made  and  broken.  We 
have  seen,  also,  that  in  dementia  praecox,  es- 
pecially in  the  younger  group,  the  mental  pic- 
ture is  that  of  a confusion,  but  that  in  the  older 
groups  “systematization”  of  the  delusive  ideas 
may  in  some  degree  be  present.  By  systematiza- 
tion is  meant  the  arrangement  of  the  ideas  into 
logical  sequence ; in  other  words,  a systematized 
delusion  is  one  which  has  a logical  structure. 
Now,  it  is  the  essence  of  an  insane  delusion  that 
the  person  holding  it  is  incapable  of  accepting 
evidence  concerning  it,  i.  e.,  such  evidence  as  is 
accepted  by  ordinary  men  or  by  normal  minds. 
This  can  only  mean  that  the  neuron  combina- 
tions concerned  in  the  delusions  have  become 
fixed  and  inaccessible.  It  is  entirely  justifiable 
to  assume  that  we  have  here  to  deal  with 
relations  between  neurons  which  recur  with  such 
ease  and  constancy  as  to  be  potentially  fixed  in 
character.  Inaccessibility  to  conflicting  trains 
of  neuron  combinations  is  a necessary  result. 
Any  impulse  approaching  the  neurons  concerned 
merely  results  in  the  re-formation  of  the  old 
combinations. 

In  keeping  with  this  we  meet  with  another 
fact,  and  that  is,  that  a delusion  once  fixed  be- 
comes permanent.  This  is  typically,  illustrated 
by  the  history  of  the  various  forms  of  paranoid 
degeneration,  and,  indeed,  it  may  beistated,  that 
the  appearance  of  systematized  delusions  in  a 
given  mental  case  is  always  an  unfavorable 
omen.  Like  dementia  prascox,  paranoia  presents 
the  evidences  of  gross  morphological  arrests 
and  deviations.  Like  dementia  priecox,  it  pre- 
sents a large  element  of  heredity  and  like  de- 


mentia praecox  it  is  a degenerative  affection. 
It  is  especially  featured  by  a slowly  progressive 
dementing  process.  The  delusive  ideas  become 
gradually  more  and  more  firmly  established, 
until  finally  they  become  fixed  and  unchange- 
able. For  instance,  in  regard  to  a given  matter 
which  deals,  it  may  be,  with  the  persons  about 
the  individual  or  with  his  position  in  life,  the 
neurons  are  incapable  of  forming  other  than  one 
combination  and  this  is  the  same  constantly  re- 
curring combination.  The  neurons  and  espe- 
cially their  synapses  have  lost  their  former 
freedom  of  play.  Impacts  leading  to  new  com- 
binations, i.  e.,  to  other  points  of  view,  no  longer 
find  entrance. 

In  many  forms  of  paranoid  degeneration,  the 
case  is  especially  featured  by  the  presence  of 
hallucinations  more  or  less  marked  in  character. 
They  are  apt  to  make  their  appearance  early  in 
the  history  of  the  affection  and  persist  in  greater 
or  lesser  degree  throughout.  As  in  delirium, 
these  hallucinations  appear  to  have  their  origin 
in  disturbances — excitations — of  the  nuclear  ag- 
gregations in  the  thalamus.  Inasmuch  as  these 
nuclear  aggregations,  save  those  receiving  im- 
pacts from  the  intero-  and  proprioceptors,  are 
normally  roused  by  impacts  received  from  with- 
out, these  sensations,  when  transmitted  to  the 
cortex,  are,  of  course,  referred  to  the  external 
world.  Further,  they  are  painful  and  distress- 
ing. At  times  they  are  intensely  so.  They  may 
consist  of  offensive,  disgusting,  foul  odors  and 
tastes,  of  noises  and  other  disagreeable  sounds, 
of  various  abnormal  visual  impressions,  of 
strange  visceral  or  bodily  sensations.  It  does 
no  violence  to  assume  that  these  abnormal  feel- 
ings are  due  to  degenerative  changes  in  the 
neurons  of  the  nuclear  aggregations  in  the 
thalamus ; perhaps  to  retrograde  changes, 
tailures  in  the  metabolism  of  the  cell  contents; 
perhaps  in  disorders  of  metabolism  which  have 
their  origin  in  failures  of  the  internal  secretions. 

When  these  painful  sensations  are  transmitted 
to  the  cortex,  they  must  necessarily  give  rise  to 
combinations  that  are  painful;  the  combinations 
certainly  cannot  be  pleasurable.  Further,  these 
combinations  must  deal  with  matters  in  the  out- 
side world.  What  is  more  natural  than  that 
strange  and  unpleasant  hallucinations  of  taste 
and  smell  should  give  birth  to  the  idea  of  being 
poisoned?  Being  poisoned  logically  requires  a 
poisoner.  Again,  the  painful  auditory  sensations 
of  noises,  cries  or  shrieks,  sooner  or  later  re- 
solve themselves  into  words,  words  of  curses 
and  abuse.  These  words  which  may  assume  the 
character  of  phrases  or  sentences  are  naturally 
attributed  to  persons  in  the  outside  world;  and 
here  we  have  the  birth  of  the  delusions  of  perse- 
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cution  so  characteristic  of  the  fully  developed 
period  of  paranoid  affections.  As  pointed  out, 
the  cortex  is  itself  already  diseased.  As  we 
have  seen,  its  neurons  lack  the  normal  freedom 
of  interplay.  In  response  to  given  impacts  only 
one  and  the  same  constantly  recurring  combina- 
tion is  formed.  That  under  such  conditions  the 
delusions  become  fixed  and  firmly  established 
can  be  readily  comprehended. 

If  time  permitted,  an  application  of  the  physi- 
ological principles  indicated  in  this  address  to 
the  phenomena  of  melancholia  and  of  mania 
could  readily  be  pointed  out.  Such  an  applica- 
tion is  both  obvious  and  interesting.  However, 
this  must  be  deferred  to  another  occasion. 


THE  PREVENTION  AND  ABORTION  OF 
BOILS  AND  CARBUNCLES 
GEORGE  E.  PFAHLER,  M.D. 

PHirADECPHlA,  PA. 

In  these  days  of  preventive  medicine  and  early 
treatment  of  serious  conditions,  we  should  de- 
vote some  attention  to  the  prevention  and  abor- 
tion of  the  almost  universal  affliction  of  boils  and 
carbuncles.  My  interest  in  this  subject  has  been 
chiefly  personal,  but  with  the  hope  of  being  help- 
ful to  others  who  may  become  afflicted,  I will 
write  of  my  experiences  and  observations.  In 
the  life  of  almost  every  one,  at  some  time  there 
develops  one  or  more  boils  or  carbuncles.  The 
suffering,  inconvenience,  and  awkwardness  asso- 
ciated with  the  affliction  would,  I think,  lead 
every  one  to  take  the  necessary  preventive  pre- 
cautions, or  to  apply  abortive  treatment  in  the 
early  stages.  Since  I think  I have  found  the 
method  of  prevention  and  abortion,  I present 
the  subject  for  what  it  is  worth. 

About  four  years  ago  I began  to  have  boils, 
and  during  the  first  year  I had  many  boils  and 
also  two  moderate-sized  carbuncles.  These  were 
given  the  usual  local  treatment  which  has  been 
recommended  for  many  years,  and  which  was 
also  recommended  by  my  colleagues  in  my  case, 
consisting  of  incision  and  drainage,  with  or  with- 
out poulticing.  This  treatment  did  not  seem  to 
shorten  the  attacks  nor  to  contribute  greatly  to 
my  comfort. 

As  recommended  first  by  Dunham^  in  1916, 
and  later  by  Hodges^  in  1924,  I had  some  of 
these  lesions  treated  locally  by  the  Roentgen 
rays.  While  the  Roentgen  ray  treatment  will 
almost  always  relieve  the  pain  within  12  to  24 
hours  and  undoubtedly  hasten  resolution,  it  does 
not  prevent  the  development  of  other  boils  or 
carbuncles  in  the  same  general  region.  Roentgen 
ray  treatment  cannot  be  repeated  indefinitely. 

After  a succession  of  several  boils,  I had  an 
autogenous  vaccine  prepared  by  one  of  my  col- 


leagues, Professor  Kolmer.  One  injection  was 
given  each  week.  After  the  fifth  injection  I was 
free  from  boils.  The  sixth  was  given,  which 
was  to  be  the  last,  but  within  12  hours,  three 
new  boils  developed  on  my  neck.  This  does  not 
condemn  autogenous  vaccines,  for  I believe  they 
are  very  useful  and  I have  seen  good  results  fol- 
low their  use,  but  in  my  case,  it  did  not  cure. 

My  friend,  Prof.  Wm.  E.  Robertson,  tested 
my  blood  sugar  and  found  it  normal.  My  urine 
was  examined  repeatedly  and  always  was  found 
normal.  I ate  yeast  and  took  by  mouth  all  of 
the  various  remedies  that  were  recommended 
by  my  interested  colleagues,  but  to  no  avail. 
Finally,  on  Christmas  Day,  three  years  ago,  I 
had  been  free  from  boils  for  a p>eriod  of  six 
weeks.  I then  ate  a rich  Christmas  dinner  at 
about  2 p.  m.  At  3 a.  m.  Christmas  night,  I was 
awakened  by  pains  in  my  neck,  and  found  four 
boils  well  started,  which  went  on  to  maturity. 

I then  concluded  that  my  boils  were  associated 
with  an  excess  of  carbohydrates.  My  urine,  even 
at  this  time  was  free  from  sugar.  I then  recalled 
that  my  original  boil  developed  after  eating  a 
large  breakfast  of  buckwheat  cakes  and  maple 
syrup. 

In  discussing  the  matter  with  Dr.  Gordon 
Saxon,  I found  that  he  had  made  similar  obser- 
vations of  the  association  of  an  excess  of  carbo- 
hydrate food  with  the  development  of  boils.  I 
then  discussed  this  matter  with  other  colleagues 
who  were  suffering  with  boils  and  found  that 
their  attacks  followed  an  excessive  consumption 
of  carbohydrate.  For  example,  one  physician 
had  a series  which  followed  the  eating  of  a 
pound  box  of  candy  while  traveling  on  the  train. 
Such  a rich  carbohydrate  diet  was  being  con- 
tinued by  him,  and  the  boils  were  also  continuing. 
A test  of  his  blood,  at  my  suggestion,  showed 
an  excess  of  sugar. 

Briefly,  as  a result  of  my  experience  and  ob- 
servations, my  recommendations  to  those  who 
are  subject  to  boils  are  as  follows: 

(1)  Test  the  urine  for  sugar. 

(2)  If  practical,  test  the  blood  for  excess  of 
sugar. 

(3)  Immediately  upon  the  appearance  of  a 
boil,  reduce  carbohydrate  food  to  a minimum. 
It  may  be  well  to  omit  the  next  meal  entirely. 
This  reduction  in  carbohydrates  should  continue 
so  long  as  there  is  a tendency  to  boils.  Sugar 
and  sweets  especially,  should  be  avoided.  Drink 
plenty  of  water. 

Complete  and  practical  lists  of  carbohydrate 
values  have  been  prepared  by  Joslin,®  Petty,*  and 
by  the  United  States  Department  of  Agriculture, 
fl'he  following  table®  is  a very  convenient  guide 
in  selecting  a low  carbohydrate  diet : 
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Water,  clear  broths,  coffee,  tea,  cocoa  shells  and  cracked  cocoa 
can  be  taken  without  allowance  for  food  content. 

Foods  Arranged  Approximately  According  to  Content  of 
Carbohydrates. 

5%  J 10%  [ 15%  ] 20% 


^Reckon  average  carbohydrate  in  5%  veg.  as  3% — 10%  veg.  as  6% 


l%-3% 

3%-S%  * 

10%  * 

15% 

20% 

Lettuce 

Tomatoes 

Str.  Beans 

Green  Peas 

Potatoes 

e 

Cucumbers 

Brussels 

Pumpkin 

Artichokes 

Shell 

(9 

Spinach 

Sprouts 

Turnip 

Parsnips 

Beans 

Asparagus 

Water  Cress 

Kohl-Rabi 

Canned 

Baked 

O 

Rhubarb 

Sea  Kale 

Squash 

Lima 

Beans 

Endive 

Okra 

Beets 

Beans 

Green 

Marrow 

Cauliflower 

Carrots 

Corn 

Sorrel 

Egg  Plant 

Onions 

Boiled 

Sauerkraut 

Cabbage 

(3reen  Peas 

Rice 

(/> 

U 

Beet  Greens 
Dandelion 

Radishes 

Leeks 

canned 

Boiled 

Macaroni 

< 

Greens 

String  Beans 

Watermel’n 

Raspberr’s 

Plums 

Swiss  Chard 

canned 

Strawber's 

Currants 

Bananas 

O 

Celery 

Broccoli 

Apricots 

Prunes 

> 

Mushrooms 

Artichokes 

canned 

Cranberr’s 

Peaches 

Pears 

Apples 

Vt 

t- 

B 

A 

fa 

Ripe  Olives 
Grape  Fruit 

(20%  fat) 

Pineapple 

Blackbcrr’s 

Gooseberr*s 

Oranges 

Hucklebe’s 

Blueberr’s 

Cherries 

1 kiIogram=2.2  pounds. 

1 gram  protein,  4 calories.  30  grams  g or  cubic  centi- 

1 “ carbohydrate,  4 “ meters  c c.=l  ounce. 

1 “ fat,  9 A patient  “at  rest”  requires 

6.25  “ protein  contain  Ig.  nitrogen.  25  calories  per  kilogram. 


(30  grams  1 oz.)  Carbohydrates 

Protein 

Pat 

Calories 

Contain  Approximately 

G. 

G. 

G. 

Oatmeal,  dry  wgt 

20 

Shredded  Wheat  

23 

104 

Cream,  40% 

1 

1 

12 

116 

20% 

1 

62 

Milk 

1.5 

1 

1 

19 

Brazil  Nuts  

2 

5 

...20. 

208 

Oysters,  six  

4 

6 

1 

49 

Meat  (uncooked,  lean)  .... 

0 

“ (cooked,  lean)  

0 

8 

5 

77 

Chicken  (cooked,  lean)  . . . 

0 

8 

3 

59 

Paeon  

0 

....5.... 

...15. 

155 

0 

8 

. . . 11  . 

131 

Egg  (one)  

0 

6 

6 

78 

Vegetables  5%  group  

1 

....0.5.. 

0. 

6 

Vegetables  10%  group  

2 

0.5 

0 

10 

Potato  

6 

1 

0 

28 

Bread  

18 

3 

0. 

84 

Butter  

0 

0 

25 

225 

Oil  

0 

0 

. . .30. 

270 

Fish,  cod,  haddock  (cooked) 

0 

6 

0. 

24 

Broth  

0 

0.7 

0 

3 

Fruit  10%  

3 

0 

0. 

12 

Form  J.  6.  Thomas  Groom 

& Co., 

Inc.,  105 

State 

St.,  Boston. 

(4)  All  sources  of  focal  infection  should  be 
removed  as  rapidly  as  possible.  Toward  this 
end  there  should  be  an  x-ray  examination  of  the 
teeth ; the  tonsils  should  be  examined,  and  one 
should  not  be  misled  by  finding  only  a small 
tonsil,  for  such  tonsils  often  contain  infection 
and  may  be  invisible  behind  the  anterior  pillar. 
The  accessory  sinuses  should  be  examined ; an 
x-ray  examination  is  generally  helpful. 

(5)  At  the  first  sign  of  a pimple,  within  an 
hour,  if  possible,  apply  tincture  of  iodin  three 
or  four  times  locally  to  the  top  of  this  lesion. 
Allow  the  tincture  of  iodin  to  dry  between  appli- 
cations. 

(6)  Massage  the  area  thoroughly  for  five  to 
ten  minutes,  three  or  four  times  daily.  If  on  the 
neck,  massage  the  entire  neck,  but  especially 
massage  about  the  lesion.  For  this  purpose, 
soap  should  be  used  for  about  five  minutes  (at 
least  twice  daily),  then  follow  with  massage 
with  mentholated  vaseline.  The  soap  washes  the 
oil  away,  but  unless  some  oil  is  replaced  in  the 
skin,  it  will  become  dry  and  itching.  I fre- 
quently precede  the  vaseline  by  rubbing  in  a 


mentholated  jelly.  This  should  be  continued  for 
an  additional  five  minutes.  The  massage  is,  I 
believe,  the  most  important  part  of  the  local 
treatment. 

At  times  the  lesion  may  not  begin  as  a pimple, 
but  as  a deep  infiltration,  such  as  is  the  usual 
manner  of  beginning  carbuncles.  Recently,  I 
have  had  two  experiences  of  this  kind.  In  the 
first,  I found  in  the  morning  an  indurated  area  on 
my  neck,  extending  about  two  inches  transverse- 
ly, one  inch  vertically,  and  at  least  a half  inch 
in  depth.  The  skin  was  a deep  red  and  the  neck 
was  becoming  rapidly  stiff  and  very  painful.  By 
carrying  out  the  above  measures,  but  omitting 
the  iodin  application,  the  neck  never  became  stiff 
nor  painful,  and  within  a week  the  entire  lesion 
had  disappeared,  without  any  pustule  or  break 
in  the  skin.  The  physicians  who  saw  it  were 
sure  it  was  going  to  become  a fully  developed 
carbuncle.  This  had  followed  the  eating  of  too 
much  candy.  Another  similar  deep  lesion,  about 
one  inch  in  diameter,  developed  during  a night 
following  excessive  candy  eating.  This  was 
associated  with  enlarged  cervical  glands.  Yet 
they  disappeared  completely  under  the  persistent 
massage.  This  massage  is  not  painful  if  begun 
at  the  earliest  sign  of  a lesion. 

The  well-recognized  association  of  diabetes 
and  boils,  and  the  importance  of  limiting  carbo- 
hydrates in  this  condition,  leads  very  naturally 
to  the  conclusion  tloat  an  excessive  carbohydrate 
diet  may  also  be  a factor  in  boils.  My  observa- 
tions, however,  were  made  after  personal  expe- 
rience and  not  from  any  theory.  The  massage 
brings  fresh  blood  to  the  part  and  gives  the 
phagocytes  a better  chance.  The  massage  also 
eliminates  that  stagnant  blood  and  infiltration 
which  renders  the  part,  especially  the  neck, 
rigid.  I realize  that  this  idea  has  had  a limited 
field  of  application,  but  it  is  presented  with  the 
thought  of  being  helpful  to  any  physician  who 
is  afflicted  or  who  has  a larger  field  for  its  appli- 
cation. 

I also  realize  that  some  of  these  suggestions 
are  not  in  accord  with  the  routine  practice  of 
surgeons  in  the  treatment  of  boils  and  car- 
buncles, but  it  must  be  understood  that  this  dis- 
cussion does  not  refer  to  the  treatment  of  car- 
buncles and  boils  but  to  the  prevention  and 
abortion  of  them. 

1321  Spruce  Street. 
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MYASTHENIA  GRAVIS* 
THEODORE  DILLER,  M.D. 

PITTSBURGH,  PA. 

This  is  a disease  or  clinical  entity  character- 
ized by  most  striking  symptoms.  The  patient 
tires  readily  and  very  markedly.  Apparently 
all  the  muscles  of  the  body  may  be  affected.  A 
short  walk  may  so  tire  the  patient  as  to  compel 
him  to  sit  down,  or  on  chewing  food,  the  mas- 
seter  may  become  so  weak  that  he  cannot  con- 
tinue. Movements  of  the  eyes  in  various 
directions  tire  then  and  may  bring  on  diplopia. 
Deglutition  becomes  very  difficult.  The  tiring 
of  the  muscles  of  the  mouth,  throat,  tongue  and 
larynx  is  manifested  in  a striking  way  by  the  re- 
duction of  the  tone  of  voice  as  the  patient  con- 
tinues to  talk,  until  he  may  give  out  altogether. 
In  one  patient  under  observation,  the  whole  phe- 
nomenon of  quickly  induced  fatigue  was  seen  as 
he  attempted  to  undress  himself  in  my  office.  The 
first  efforts  were  made  easily,  but  very  soon 
more  effort  was  required  and  then  very  much 
more,  and  by  the  time  he  had  finished  he  was 
completely  tired  out.  Of  course  there  are  vary- 
ing degrees  of  severity  of  symptoms.  In  some 
cases  the  exhaustion  will  appear  much  more 
quickly  than  in  others ; sometimes  it  will  affect 
more  especially  the  muscles  supplied  by  the 
cranial  nerves,  again  the  muscles  of  the  trunk, 
and  in  other  cases  apparently  all  the  muscles  of 


Fig.  I.  Case  i— -ptosis  and  ironed-out  appearance  of  face 
plainy  apparent. 

the  body.  The  disease  may  announce  itself  first 
by  tiring  of  the  legs,  by  ptosis,  or  by  difficulty  in 
deglutition.  Ptosis  appears  early  in  many  cases. 


* Read  before  the  Pittsburgh  Academy  of  Medicine. 


The  disease  is  remarkable  in  that  there  is  no 
atrophy  or  fibrillary  twitching;  no  pain  or  other 
sensory  changes  are  noted  and  the  mental  state 
remains  normal.  The  patient  often  awakens  in 
the  morning  after  a refreshing  sleep,  apparently 


Fig.  2.  Case  i — showing  improvement  very  plainly.  Patient 
apparently  restored  to  health, 

entirely  free  from  all  symptoms.  In  some  the 
recovery  after  rest  is  a very  striking  feature 
of  the  case.  The  disease  is  without  morbid  anat- 
omy which  is  clearly  understood  or  related  to 
the  symptoms.  Attention  has  been  called  to  the 
large  and  persistent  thymus  gland.  In  one  of 
my  cases  which  was  fatal,  the  autopsy  revealed 
a large  thymus  gland  which  showed  fatty  de- 
generation. From  the  symptoms,  it  is  suggested 
that  the  disorder  is  chemical  or  biological  in 
character,  and  many  investigations  have  been 
made  along  this  line.  Several  observers  have 
noted  lack  of  calcium  in  the  body,  and  this  find- 
ing was  confirmed  in  one  of  my  cases  by  the 
late  Dr.  Jacob  Rosenbloom,  who  made  extensive 
experimentations  for  me,  examining  over  a long 
period  the  urine  and  feces.  The  main  feature 
in  the  treatment  is  immediately  suggested, 
namely,  rest  with  conservation  of  all  muscular 
energy.  Calcium  lactate  appears  to  be  helpful. 

The  disease  is  serious,  a large  number  of  pa- 
tients succumbing  to  it.  It  is  very  difficult  to 
state  what  this  percentage  would  be  in  a large 
number  of  cases.  I should  estimate  it  as  at  least 
50%.  On  the  other  hand,  there  are  a number 
of  cases  which  improve  and  finally  recover. 
Again  there  are  cases  which  improve  for  a time 
and  apparently  recover,  and  then  fall  into  a 
fatal  relapse.  To  illustrate  this  description,  I 
present  for  your  consideration  the  following 
cases. 
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CASE  REPORTS 

CASE  I 

A healthy  boy,  i6  j'ears  of  age,  occasionally  stumbled 
over  pebbles,  and  a little  later  there  was  a drooping 
of  the  right  eyelid.  Three  months  later  it  was  about 
half  shut.  Following  this,  weakness  of  arms  developed. 
This  weakness  was  marked  after  working,  but  would 
disappear  in  the  morning.  Later  he  noted  tliat  chewing 
was  difficult,  becoming  more  and  more  tired  as  he  con- 
tinued. He  found  he  could  not  bite  a piece  of  meat 
or  hard  celery.  Then  he  found  difficulty  in  uttering 
certain  words,  such  as  “Sunday.”  When  I saw  the  boy 
he  looked  tired,  the  ptosis  was  evident  and  the  face 
“ironed  out,”  as  it  were.  It  was  difficult  for  him  to 
put  on  his  collar.  All  the  muscles  of  the  body  appeared 
weak,  those  supplied  by  cranial  nerves  as  well  as  those 
of  the  trunk.  There  was  no  atrophy,  no  fibrillary 
twitching,  no  pain  or  sensory  changes  of  any  sort.  The 
masseter  tired  readily  and  the  boy  exhibited  progressive 
weakness  of  his  legs  after  several  journeys  up  and 
down  the  office.  His  condition  is  shown  in  his  photo- 
graph (Figure  i). 


Fig.  3.  Case  2. 


The  patient  was  sent  to  the  hospital  and  given  rest, 
together  with  calcium  lactate.  He  went  home  at  the 
end  of  six  weeks,  somewhat  improved.  This  improve- 
ment continued.  About  a year  later  his  picture  was 
again  taken.  The  boy  grew  to  young  manhood  and 
became  the  father  of  a child.  This  second  photograph 
shows  him  with  the  child  in  his  arms,  looking  vigor- 
ous and  the  picture  of  health,  with  no  evidence  of  a 
myasthenic  condition. 

Only  recently  I was  informed  by  this  patient  that 
he  was  then  “not  near  as  strong  as  I was  when  the 
two  pictures  were  sent  you,  all  due,  I think  to  intem- 
perate eating.”  Since  I saw  him  he  had  been  under  the 
care  of  a colleague  in  Philadelphia,  who  gave  him 
strychnin,  Fowler’s  solution  and  thymus  gland. 

CASE  II 

The  second  case  to  which  I call  your  attention  is 
that  of  a man  aged  42,  who  fifteen  years  before,  lost 


Fig.  4.  Case  2. 


his  right  arm.  The  first  symptom  he  noted  was  tiring 
of  the  fingers  of  the  left  hand,  and  this  would  disap- 
pear in  the  morning.  A little  later  he  noted  ptosis  of 
the  right  eyelid,  then  weakness  of  the  neck,  and  later 
difficulty  in  swallowing  food,  which  would  regurgitate 
through  the  nostrils,  together  with  trouble  in  opening 
and  closing  the  jaws. 

These  symptoms  were  apparent  when  I examined 
him.  There  was  some  weakness  in  the  trunk  muscles, 
but  this  was  not  great,  weakness  of  the  muscles  sup- 
plied by  cranial  nerves  being  far  more  marked.  The 
man  entered  the  hospital  and  was  put  upon  treatment 
which  included  calcium  lactate,  careful  elimination  and 


Fig.  s-  Case  2. 
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ir.assage.  He  improved  considerably  and  left  the  hos- 
pital. This  improvement  continued,  and  two  years 
later  he  seemed  entirely  well.  He  remained  so  for 
a couple  of  years  and  then  returned  to  the  hospital 
last  year  with  a relapse  of  all  his  symptoms.  Despite 
treatment  the  symptoms  increased,  deglutition  became 
more  and  more  difficult,  and  finally  he  was  compelled 
to  bring  extraordinary  muscles  into  action  in  respira- 
tion. It  was  with  the  utmost  difficulty  that  he  could 
get  air,  and  with  his  mind  perfectly  clear,  this  man 
died  in  my  presence,  with  very  complete  preservation 
of  his  mental  faculties  to  the  end. 

CASES  in  AND  IV 

In  the  case  of  a woman,  aged  26,  the  symptoms  first 
noted  were  fatigue  following  hearty  laughter,  to  which 
she  was  much  given.  Later  on  she  developed  weak- 
ness of  the  legs,  ptosis,  and  weakness  of  the  muscles 
of  the  throat.  In  another  case  the  first  symptoms 
noted  were  double  vision  due  to  weakness  of  the  ex- 
ternal rectus,  and  then  weakness  of  the  masseters. 
Here,  too,  the  tiring  upon  effort  was  very  striking. 
UTien  this  patient  was  seen,  symptoms  had  existed 
for  eight  years  and  the  disease  showed  no  special  ten- 
dency to  progress.  This  patient  noted  tiring  of  her 
arms  after  raising  them  to  adjust  her  hair.  Under 
treatment,  she  improved  somewhat.  I lost  track  of  her 
and  a year  or  two  later  I was  informed  of  her  death. 

Westinghouse  Building. 


PNEUMOCOCCIC  CEREBROSPINAL, 
MENINGITIS,  WITH  RECOVERY 
C.  E.  ERVIN,  M.D.* 

DANVILLE,  PA. 

CASE  REPORT 

The  patient,  Mrs.  O.  Y.,  was  admitted  to 
the  Geisinger  Memorial  Hospital,  November  2, 
1923,  complaining  of  chills  and  fever. 

The  patient’s  health  had  been  exceptionally  good  till 
six  days  before  she  came  to  the  hospital,  when  she  was 
taken  suddenly  with  a fairly  hard  chill  which  was  fol- 
lowed by  some  elevation  of  temperature.  Later  on  dur- 
ing the  first  day  of  her  illness  she  began  to  vomit,  which 
continued  for  four  days.  During  this  time  the  patient 
was  confined  to  her  bed,  ran  a fever,  occasionally  as- 
sociated with  light  chills,  and  suffered  continuously 
from  headache;  she  also  complained  of  a pain  in  the 
back  of  her  neck.  On  the  sixth  day  of  her  illness  she 
noticed  that  near  objects  could  not  be  seen  clearly,  but 
there  was  not  a well-defined  diplopia.  The  mind  re- 
mained clear  and  there  was  no  disturbance  of  bowel  or 
bladder  sphincters  and  the  patient  had  not  noticed  any 
paralysis.  The  history  otherwise  was  negative. 

Social  history:  The  home  environment  was  pleasant 
and  patient  was  the  mother  of  four  healthy  children. 

Previous  medical  history:  No  typhoid  fever,  scarlet 

fever,  diphtheria,  pneumonia  or  acute  rheumatic  fever. 

Physical  examination:  The  patient  was  drowsy  but 
could  be  aroused.  She  gave  one  the  impression  of  be- 
ing critically  ill.  The  skin  was  dry  and  hot.  The  lips 
and  tongue  bore  a heavy  coat  of  sordes.  There  was 
tenderness  to  pressure  on  the  back  of  the  neck.  The 
pupils  were  equal  and  regular  and  reacted  promptly 
to  light  but  poorly  to  accommodation,  as  shown  by  the 

* Chief  of  the  Department  of  Internal  Medicine,  The  George 
F.  Geisinger  Memorial  Hospital,  Danville,  Pa. 


fact  that  an  object  became  blurred  when  brought  within 
IS  inches  of  the  eyes.  Near  vision  was  clear,  however, 
when  either  eye  was  covered.  The  biceps  reflexes  were 
active,  but  both  patellars  were  completely  lost.  Kernig’s 
sign  was  positive  on  both  sides.  Brudzinski’s  sign 
could  not  be  elicited.  Babinski’s  sign  was  negative.  A 
tache  cerebrale  was  noted.  The  temperature  on  ad- 
mission was  1023/5,  pulse  88,  respirations  22. 

The  spinal  fluid  was  under  25  mm.  Hg.  pressure  and 
was  decidedly  cloudy.  The  cell  count  was  1, 100,  the 
Noguchi  was  positive,  the  colloidal  curve  normal,  and 
the  serological  slightly  positive  in  the  higher  dilutions. 
Dr.  Robert  A.  Keilty  was  able  to  demonstrate  a Gram- 
positive diplococcus  with  a capsule,  which  proved  to  be 
a pneumococcus.  The  lungs  were  clear.  The  blood 
count  showed:  hemoglobin  80%;  R.  B.  C.  3,830,000; 

W.  B.  C.  19,900;  color  index  i;  differential  count — 
Polys.  75%,  S.  L.  20%,  L.  L.  2%,  Trans.  1%,  Bas.  2%, 
total,  100%.  The  blood  Wassermann  was  negative.  The 
urine  showed  a heavy  cloud  of  albumin  but  no  casts. 

Clinical  course  and  treatment:  On  November  4th, 

the  eighth  day  of  her  disease,  there  had  been  no  signs 
of  improvement,  so  we  decided  to  try  Huntoon’s  pneu- 
mococcus antibody  solution  intradurally  and  intramus- 
cularly. Following  is  a daily  record  of  the  morning 
temperature  and  of  the  amount  of  antibody  solution 


given : 

fio  c.  c.  Antibody  Solution 

Nov.  3rd,  8 A.  M.,  :oi=> < intraspinally 

iio  c.  c.  Antibody  Solution 
I intramuscularly. 

Nov.  4th,  8 A.  M.,  loi®  20  c.  c.  Antibody  Solution 

intraspinally. 


Nov.  5th,  8 A.  M.,  99  3 /5  . . . 


( 20  c.  c.  Antibody  Solution 

) intraspinally. 

J 20  c.  c.  Antibody  Solution 
V.  intramuscularly. 

Nov.  6th,  8 A.  M.,  98  15  c.  c.  _ Antibody  Solution 

intraspinally. 

Nov.  7th,  8 A.  M.,  too  25  c.  c.  Antibody  Solution 

intramuscularly. 

Nov.  8th,  8 A.  M.,  98* None. 

Nov.  9th,  8 A.  M.,  102* 12  c.  a Antibody  Solution 

intraspinally. 

Nov.  loth,  8 A.  M.,  loi® None. 

Nov.  nth,  8 A.  M.,  102  10  c.  c.  Antibody  Solution 

intraspinally. 

Nov.  12th,  8 A.  M.j  98* None. 

Nov.  13th,  8 A.  M.,  102^  4S  c.  c.  Antibody  Solution 

intramuscularly. 

Nov.  14th,  8 A.  M.,  98^ None. 

Nov.  15th,  8 A.  M.,  98  25  c.  c.  Antibody  Solution 

intramuscularly. 

Nov.  1 6th,  8 A.  M.,  98  None. 

Nov.  17th,  8 A.  M.,  97® None. 

Nov.  18th,  8 A.  M.,  99  None. 

Nov.  19th,  8 A.  M.,  973/S  ...  None. 

During  the  first  week  of  this  medication  the  patient’s 
improvement  was  slow  and  at  times  discouraging,  but 
there  seemed  to  be  some  improvement  after  each  in- 
jection of  the  antibody  solution.  From  November  nth 
her  convalescence  was  rapid  and  most  gratifying.  Two 
hundred  and  twelve  c.  c.  of  the  antibody  solution  were 
used.  The  temperature  remained  normal  until  Decem- 
ber nth,  when  she  had  a little  flare-up,  associated  with 
a serum  reaction  (hives).  On  the  22d  of  December  the 
patient’s  condition  warranted  her  return  home.  It  has 
now  been  more  than  a year  since  her  trouble  first  began 
and  she  reports  to  me  that  her  health  has  never  been 
better. 


It  is  apparent  that  the  pneumococcus  antibody 
solution  may  have  played  an  important  role  in 
the  recovery  of  this  patient.  No  conclusions  can 
be  drawn  from  one  case ; hence  the  report  is 
made  in  the  hope  that  this  agent  may  be  given 
further  trial  in  the  treatment  of  a disease  which 
claims  so  high  a mortality  rate. 
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ABSTRACTS 

PREVENTION  OF  DISEASE  IN  CHILDREN 
NOSE  AND  THROAT  CONDITIONS 

J.  R.  SIMPSON,  M.D. 

In  a consideration  of  nose  and  throat  conditions  in- 
cluded under  the  heading  of  preventive  medicine  in 
children,  one’s  attention  is  at  once  directed  to  the  tonsils 
and  adenoids. 

Since  the  introduction  in  America  some  twenty  odd 
years  ago,  of  the  operation  known  as  tonsillectomy,  no 
structure  in  the  human  body  has  received  such  wide- 
spread attention  by  the  profession  and  the  laity.  During 
this  time  a great  deal  of  good  has  been  done;  on  the 
other  hand,  countless  operations  have  been  performed 
unnecessarily,  and  the  ability  satisfactorily  to  eradicate 
the  tonsils  has  been  many  a budding  laryngologist’s 
sole  stock  in  trade. 

The  tonsils  constitute  the  most  important  focus  for 
systemic  infection,  and  their  complete  removal  has 
prevented  or  alleviated  many  conditions  of  a toxic  or 
septic  nature,  attacking  nearly  every  structure  of  the 
body.  With  these  facts  all  of  the  members  of  this 
Society  are  familiar,  and  it  is  not  necessary  to  enlarge 
upon  them. 

While  we  agree  that  many  tonsils  should  be  sacrificed 
and  the  operation,  when  done,  should  include  their  com- 
plete removal,  none  of  us  will  admit  that  all  tonsils 
that  show  their  heads,  so  to  speak,  beyond  the  faucial 
pillars  should  be  consigned  to  the  waste  bucket.  In 
joung  children,  particularly,  we  should  not  advise  opera- 
tion without  good  cause,  for  the  tonsils  may  have  some 
function  of  which  we  have  now  no  certain  knowledge. 

Barnes  says  in  his  book,  that  many  theories  of 
tonsillar  function  have  been  advanced,  but  of  the  count- 
less tonsillectomies  done  during  the  past  few  years, 
not  one  has  been  shown  to  have  had  any  untoward 
result  that  could  be  attributed  to  the  loss  of  any 
possible  functioning  power. 

What,  then,  are  the  indications  for  the  removal  of 
tonsils  ? Cohen  lists  them  very  well  as  follows : 

1.  Recurrent  attacks  of  acute  tonsillitis. 

2.  An  acute  attack  of  tonsillitis  followed  by  heart 
trouble  or  rheumatism. 

3.  Tonsils  large  enough  to  cause  any  difficulty  in 
breathing  or  swallowing. 

4.  Repeated  attacks  of  ear  trouble  and  some  chronic 
discharging  ears. 

5.  Tonsils  which  on  pressure  extrude  cheesy  matter 
or  pus,  associated  with  symptoms  of  toxic  absorption. 

6.  An  attack  of  peritonsillar  abscess. 

7.  Diphtheria  carriers. 

8.  Cases  showing  a systemic  infection  of  which  the 
tonsils  may  be  the  cause,  in  the  absence  of  any  other 
assignable  cause. 

In  addition,  it  should  be  remembered  that  the  cryptic 
epithelium  of  the  tonsils  of  a child  is  so  thin  that  it 
offers  little  mechanical  resistance  to  the  passage  of 
organisms. 

On  any  and  all  of  the  foregoing  indications  any  good 
clinician  is  capable  of  passing  judgment;  too  much 
importance  is  attached  to  the  opinion  of  the  nose  and 
throat  man,  which  is  often  based  on  a hurried  exami- 


nation without  carefully  considering  the  general  condi- 
tion of  the  child. 

It  is  questionable  if,  in  any  of  the  so-called  focus- 
infection  cases,  much  information  can  be  gained  by  an 
inspection  of  the  throat.  Is  it  not  possible  for  a tonsil 
to  contain  pus  surrounded  by  a wall  so  thick  that  en- 
trance of  toxic  material  into  the  blood  stream  will  be 
prevented?  On  the  contrary,  many  an  innocent-looking 
tonsil  may  be  the  cause  of  much  mischief. 

In  many  of  the  doubtful  cases,  the  decision  should 
certainly  rest  with  the  practitioner  who  has  eliminated 
every  other  possible  etiological  factor.  In  this  way  the 
operation  will  be  kept  within  safe  bounds  and  will  not 
be  so  likely  to  fall  into  disrepute. 

Another  condition  to  which  we  should  give  our 
attention  is  involvement  of  the  paranasal  sinuses.  Dean 
and  his  coworkers,  in  searching  for  a focus  of  infection 
in  joint  cases  coming  under  the  care  of  the  orthopedist, 
found  many  children  in  whom  the  sinuses  were  involved, 
particularly  the  antrum.  Happily,  about  80%  of  these 
cases  can  be  greatly  helped,  locally  and  systemically, 
by  the  removal  of  their  tonsils  and  adenoids,  local 
treatment  and  a proper  diet. 

In  looking  for  a focus  it  is  well  to  keep  the  sinuses 
in  mind,  and  a radiogram  is  usually  required  for  diag- 
nosis and  to  determine  the  position  of  the  antrum 
before  operation. 

Resort  to  operation  on  the  sinuses  is  seldom  necessary. 
The  foregoing  constitute  the  chief  conditions  of  the 
nose  and  throat  with  which  we  are  concerned  in  the 
prevention  of  diseases  in  children. 

Robert  M.  EntwislE,  M.D.,  Secretary. 


DO  YOU  KNOW? 

That  21,000,000  letters  went  to  the  Dead  Letter 
Office  last  year? 

That  803,000  parcels  did  likewise? 

That  100,000  letters  go  into  the  mail  yearly  in  per- 
fectly blank  envelopes? 

That  $55,000.00  in  cash  is  removed  annually  from 
misdirected  envelopes? 

That  $12,000.00  in  postage  stamps  is  found  in  similar 
fashion? 

That  $3,000,000.00  in  checks,  drafts,  and  money 
orders  never  reach  intended  owners? 

That  Uncle  Sam  collects  $92,000.00  a year  in  postage 
for  the  return  of  mail  sent  to  the  Dead  Letter  Office? 

That  it  costs  Uncle  Sam  $1,740,000  yearly  to  look 
up  addresses  on  misdirected  mail? 

That  200,000,000  letters  are  given  this  service,  and — 

That  it  costs  in  one  city  alone  $500.00  daily? 

AND  DO  YOU  KNOW? 

That  this  vast  sum  could  be  saved  and  the  Dead 
Letter  Office  abolished  if  each  piece  of  mail  carried  a 
return  address,  and  if  each  parcel  were  wrapped  in 
stout  paper  and  tied  with  strong  cord? 

Moral:  Every  man  knows  his  own  address  if  not  that 
of  his  correspondent. 

Put  it  in  the  upper  left-hand  corner! 


If  you  trim  the  toenails  squarely  across,  you  are 
not  apt  to  be  afflicted  with  ingrown  toenails.  Round- 
toed shoes  and  well-fitting  stockings  are  other  preven- 
tives of  this  complaint. — Philip  Levnn,  in  Hygeia,  June, 
1925. 
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CORRESPONDENCE 

The  following  is  printed  by  request: 

War  Department,  Office  of  the  Surgeon  General. 

Washington,  April  29,  1925. 
State  Superintendent  of  Public  Instruction, 

State  Capitol,  Harrisburg,  Pa. 

My  Dear  Doctor: 

You  are  no  doubt  fully  aware  of  the  important  part 
played  by  the  Citizens  Military  Training  Camps  in  the 
promotion  of  the  present  national-defense  plans.  No 
national-defense  plan  worthy  the  name  can  be  carried 
to  a successful  conclusion  without  the  whole-hearted 
supjxirt  of  the  medical  profession,  and  this  is  of 
course  very  true  of  the  C.  M.  T.  C.  project.  It  is 
essential  that  all  the  young  men  admitted  to  these 
camps  be  physically  fit,  and  whether  they  are  or  not 
can  be  determined  only  by  a physical  examination  which 
is  performed  before  they  leave  home,  preferably  by 
their  own  physicians.  It  is  also  important  that  all 
candidates  for  training  be  immunized  to  typhoid  and 
paratyphoid  fevers  and  smallpox,  in  order  to  obviate 
all  danger  of  epidemics  in  the  camp  and  to  afford  pro- 
tection against  these  diseases  in  the  event  of  a national 
emergency. 

It  is  desirable  and  indeed  necessary  that  candidates 
for  enrollment  be  examined  and  immunized  without  cost 
to  the  applicant.  Arrangements  have  been  made  where- 
by this  may  be  done  at  any  Army,  Navy,  or  Public 
Health  Service  station  where  medical  officers  are  on 
duty,  but  it  is  impracticable  to  reach  all  applicants 
through  these  agencies.  It  is  thought  to  be  the  patriotic 
duty  of  all  medical  men  to  assist  in  the  operation  of 
the  C.  M.  T.  Camps  during  peace  as  part  of  their  share 
in  the  defense  of  our  country,  by  physically  examining 
and  immunizing  without  charge  such  candidates  for 
training — living  in  their  communities — as  may  apply  to 
them.  I am  writing  to  ask  if  you  will  be  kind  enough 
to  bring  this  matter  to  the  attention  of  the  county 
medical  societies  of  your  State,  and  urge  each  member 
to  cooperate  with  the  Federal  Government  in  this 
matter  in  so  far  as  may  be  consistent  with  his  other 
activities. 

Very  truly  yours, 

M.  W.  Ireland, 

The  Surgeon  General,  U.  S.  Army. 


Ottsville,  Pa.,  May  18,  1925. 
The  State  Board  of  Medical  Examiners: 

This  spring  our  doctor  at  Ottsville  died,  leaving  us 
without  a doctor.  The  nearest  doctor  is  about  3 or  4 
miles  from  here.  The  other  doctor  is  located  about 
6 to  8 miles  from  here. 

Up  to  date  we  have  no  doctor  and  I do  not  think  that 
anything  has  been  done  to  get  one.  Will  you  please 
advise  me  what  to  do.  I am  doing  this  because  I have 
heard  others  say  that  we  should  have  a doctor  here,  and 
feel  that  there  will  be  a time  when  this  community 
will  be  in  need  of  a doctor. 

To  my  knowledge.  Dr.  Grim,  the  doctor  that  died, 
had  a large  practice.  Will  you  please  advise  me 
what  to  do.? 

Hoping  that  I am  doing  the  right  thing  in  applying 
for  a doctor  in  this  way,  I remain 

Very  truly  yours, 

(Signed)  Miss  Clara  Krebs. 
Ottsville,  Bucks  Co.,  Pa. 

R.  D.  2,  Box  29. 


Philadelphia,  Pa.,  May  22,  1925. 

The  Editor, 

The  Atlantic  Medical  Journal, 

Harrisburg,  Pa. 

Dear  Sir:  In  the  Atlantic  Medical  Journal  for 
May,  1925,  p.  515,  there  appears  an  article  under  the 
title  “Fractures  of  the  Mandible”  by  Entwisle  and 
Gardner,  which  deserves  some  comment. 

Since  the  writers  have  alluded  to  ancient  history 
in  connection  with  treatment  of  these  cases  by  fasten- 
ing the  teeth  together  with  wires,  their  intimation  that 
the  fundamentals  of  this  valuable  procedure,  as  de- 
scribed twenty-four  hundred  years  ago  have  not 
changed,  should  be  corrected.  It  is  quite  true  that 
Hippocrates  advised  connecting  together  the  loosened 
teeth  with  a gold  or  a linen  thread  until  the  bone  be 
consolidated,  clearly  indicating  the  teeth  of  the  lower 
jaw  only;  but  neither  Hippocrates  nor  any  of  the 
other  early  writers  mentioned — Celsus,  Galen,  Albucasis, 
Pare — speak  of  the  fundamental  principle  in  common 
use  at  the  present  day ; namely,  the  fixation  of  the 
lower  teeth  to  the  upper  by  wire  ligatures.  The  first 
to  describe  this  principle,  so  far  as  can  be  discovered, 
was  Dr.  Thomas  L.  Gilmer,  of  Northwestern  Univer- 
sity, Chicago,  in  the  Archives  of  Dentistry,  September, 
1887 ; and  this  method  is  practically  identical  with  that 
described  by  Entwisle  and  Gardner.  Frequent  mention 
has  been  made  of  Gilmer’s  method  in  the  literature 
since  the  publication  of  his  article,  for  example,  in 
Blair’s  “Surgery  and  Diseases  of  the  Mouth  and  Jaws,” 
and  in  an  article  by  myself  (Ivy,  R.  H.,  “Observations 
on  Fractures  of  the  Mandible,”  Journal  of  the  A.  M. 
A.,  1922,  LXXIX,  (295-297). 

In  the  latter  article,  a slight  modification  of  Cilmer’s 
method,  is  described  which  has  the  advantage  of  per- 
mitting, during  the  course  of  treatment  of  the  fracture, 
a ready  opening  of  the  mouth  for  replacement  of  a 
broken  wire,  or  for  other  reasons,  without  disturbing 
the  main  attachment  wires.  It  frequently  becomes 
necessary,  during  the  course  of  treatment,  to  get  the 
jaws  open  to  extract  an  abscessed  tooth,  to  cleanse  the 
inside  of  the  mouth,  etc.,  which  would  each  time  require 
practically  an  entire  reapplication  of  the  wires  when 
the  method  described  by  Entwisle  and  Gardner  is  em- 
ployed. For  this  reason,  the  latter  method  was  aban- 
doned by  me  several  years  ago. 

The  authors  call  attention  to  the  frequent  failure  to 
appreciate  that  the  mandible  is  fractured  in  two  places; 
but,  in  my  experience,  when  this  occurs,  the  breaks  are 
not  usually  on  either  side  of  the  symphysis,  but  near 
the  mental  foramen  on  one  side  and  in  the  region  of 
the  angle  on  the  other. 

The  advice  to  delay  fixation  of  the  fragments  for  a 
week  or  ten  days  is  contrary  to  the  teachings  of  most 
of  those  who  have  had  a large  experience  in  these 
cases,  and  against  the  principles  of  treatment  of  frac- 
tures in  general.  The  earlier  the  fracture  is  reduced 
and  fixed,  the  more  comfortable  will  be  the  patient, 
and  the  less  the  chance  of  infection  and  its  comphea- 
tions.  Slight  movement  of  the  unfixed  jaw  causes 
great  distress,  and  facilitates  access  of  pyogenic  bacteria 
to  the  site  of  fracture  through  the  lacerated  gum.  Why 
subject  the  patient  to  this  long  uncomfortable  period  of 
waiting  without  fixation,  with  almost  certain  suppura- 
tion and  necrosis  at  the  site  of  fracture,  when  early 
fixation  will  reduce  the  possibility  of  these  complica- 
.tions  to  the  minimum?  In  most  cases,  too,  it  is  poss'ible 
to  apply  early  reduction  and  fixation  without  general 
anesthesia,  but  the  operation  becomes  more  difficult  the 
longer  it  is  delayed.  Yours  very  truly, 

Robert  H.  Ivy,  M.D. 
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EDITORIALS 


THE  RETIREMENT  OF  DR.  FREDERICK 
L.  VAN  SICKLE 

The  Board  of  Trustees  announces  that  Dr. 
Frederick  L.  Van  Sickle  has  retired  from  the 
offices  of  Executive  Secretary  and  Editor  of 
The  Atlantic  Medical  Journal.  Dr.  Van 
Sickle  was  appointed  Executive  Secretary  by 
the  Board  in  1920,  when  this  office  was  created 
by  the  Society,  and  in  addition  he  assumed  the 
editorial  duties  of  the  Journal.  When  Dr.  Van 
Sickle  received  his  appointment  there  was  much 
initiative  work  to  be  done.  The  business  office 
of  the  Society  was  opened  at  that  time  at  Har- 
risburg. The  details  incident  to  the  organiza- 
tion of  the  office  and  the  transfer  of  the  offices 
and  printing  of  the  Journal  from  Athens  to 
Harrisburg,  required  a great  deal  of  executive 
detail.  The  many  duties  incident  to  the  office 
required  all  of  Dr.  Van  Sickle’s  time. 

Dr.  and  Mrs.  Van  Sickle  sailed  in  May  for  a 
two  months’  European  trip.  The  Board  of 


Trustees  extends  best  wishes  to  Dr.  and  Mrs. 
Van  Sickle. 

Pending  the  election  of  an  Editor,  Dr.  Frank 
C.  Hammond,  Chairman  of  the  Committee  on 
Publication  of  the  Journal,  will  be  Acting 
Editor  of  the  Journal,  and  with  the  Conrmittee 
on  Publication,  Drs.  Theodore  B.  Appel  and 
Lawrence  Litchfield,  will  take  full  charge  of 
editing  and  printing  the  Journal. 


AN  UNSOPHISTICATED  ATTEMPT  AT 
COERCION 

Some  time  prior  to  the  year  1922  the  State 
Board  of  Medical  Education  and  Licensure  of 
Pennsylvania  received  from  the  New  Jersey 
State  Medical  Board  a letter  almost  exactly 
analogous  to  the  one  recently  received,  to  the 
effect  that  licenses  to  practice  medicine  in  New 
Jersey  would  be  refused  to  graduates  of  Penn- 
sylvania medical  colleges  unless  they  have  spent 
a year  as  intern  in  some  New  Jersey  hospital. 
A formal  letter  of  acknowledgement  of  its 
receipt  was  returned  to  the  New  Jersey  State 
Board  and  the  correspondence  was  filed,  the 
incident  being  deemed  unworthy  of  further 
notice. 

The  Pennsylvania  law  requires  that  a medical 
graduate,  to  be  admitted  to  the  Pennsylvania 
medical  licensing  examinations,  must  conform 
to  certain  standards  of  education,  which  stand- 
ards are  outlined  in  the  Act  of  Assembly.  One 
of  these  requirements  is  an  intern  year  of  serv- 
ice in  a hospital  approved  for  internship  by  the 
State  Board  of  Medical  Education  and  Licen- 
sure of  Pennsylvania,  and  the  character  of  re- 
quirements on  which  a hospital  may  be  approved 
is  stated  in  the  Act  of  Assembly. 

In  fulfilling  this  legal  requirement,  the  Penn- 
sylvania Board  first  made  a thorough  inspec- 
tion of  the  hospitals  of  Pennsylvania  and  stand- 
ardized them,  approving  for  intern  service  as 
many  as  could  be  brought  within  the  require- 
ments. In  doing  this,  more  than  half  of  the 
hospitals  of  the  State  were  denied  approval. 

The  Board  found  that  many  applicants  for 
admission  to  licensure  in  Pennsylvania  took  their 
intern  service  in  hospitals  located  in  other  states. 
In  consequence  of  this,  the  Board,  through  its 
own  members,  had  an  inspection  made  of  all  the 
hospitals  in  New  York  City  and  its  immediate 
neighborhood,  as  w^ell  as  all  those  of  New  Jer- 
sey and  Delaware.  At  the  time  of  the  inspec- 
tion of  the  New  Jersey  institutions,  the  Board 
had  in  its  possession  a complete  list  of  the  hos- 
pitals in  New  Jersey,  together  with  the  rating 
which  had  been  given  each  by  a committee  of  the 
Medical  Society  of  New  Jersey,  which  report 
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the  New  Jersey  State  Board  had  accepted  as 
ofhcial  for  their  own  use,  although  they  them- 
selves had  made  no  inspection  and  consequently 
knew  the  facts  very  imperfectly.  On  this  in- 
spection, the  New  Jersey  Board  had  approved  all 
of  the  hospitals  in  the  State  of  New  Jersey,  with 
the  exception  of  a very  few — perhaps  ten  or 
twelve.  After  the  Pennsylvania  inspection  was 
completed,  about  a dozen  of  the  New  Jersey  hos- 
pitals were,  under  the  Pennsylvania  require- 
ments, found  worthy  to  be  approved  for  intern- 
ship. The  secretary  of  the  New  Jersey  Board 
was  asked  informally  how  it  was  possible  under 
the  circumstances  that  his  Board  could  have  ap- 
proved so  many  hospitals  which  the  Pennsyl- 
vania Board  had  disapproved.  The  explana- 
tion was  that  religious  and  political,  as  well  as 
personal,  influences  of  some  of  the  doctors  on 
certain  hospital  staffs,  had  to  be  considered  and 
met.  As  not  one  of  these  factors  entered  into 
the  decisions  of  the  Pennsylvania  Board,  there 
was,  of  course,  an  essential  difference  in  the  re- 
sulting lists. 

As  far  as  has  come  to  the  attention  of  the 
Pennsylvania  Board,  the  ruling  made  at  that 
time  by  the  New  Jersey  Board  caused  little  or 
no  inconvenience,  so  far  as  Pennsylvania  was 
concerned.  New  Jersey  sends  many  of  her  sons 
to  the  Pennsylvania  medical  schools,  and  the 
large  part  of  these  men  formerly  took  their  in- 
ternship in  Pennsylvania  approved  hospitals. 
After  the  above  ruling  by  the  New  Jersey  Board, 
it  was  evident  that  such  graduates  were  forced, 
provided  they  wished  to  practice  medicine  in 
New  Jersey,  to  take  internship  in  N'cw  Jersey 
Hospitals.  Hence  the  chief  burden  of  this  ap- 
probrious  ruling  was  borne  by  New  Jersey  cit- 
izens and  not  by  Pennsylvania  citizens,  as  was 
the  intention.  This  is  probably  the  reason  that 
the  ruling  fell  into  innocuous  desuetude,  as  it 
evidently  did.  What,  then,  is  the  object  of  the 
renewal  of  this  self-evident  threat?  The  wide 
newspaper  publicity  given  this  recent  action  is  a 
possible  explanation.  Is  it  possible  that  the  New 
Jersey  Board  aims  at  popular  coercion  of  the 
Pennsylvania  Board  to  accede  to  her  own  nar- 
row views  and  standards?  If  so,  and  it  were 
conceivably  possible  for  the  Pennsylvania  Board 
to  accept  at  its  examinations  seiwice  from  for- 
eign medical  institutions  inferior  to  that  re- 
quired of  similar  institutions  located  in  the  State 
of  Pennsylvania,  it  would  be  necessary  only  to 
call  the  attention  of  all  concerned  to  this  fact 
that  the  Act  of  Assembly  of  Pennsylvania  for- 
bids. 

The  New  Jersey  State  Board  stresses  in  its 
cornmunication,  as  reported  in  the  press,  (See 
news  item  on  page  615  of  this  Journal),  that  the 


American  College  of  Surgeons  accept  their  list 
of  approved  hospitals  for  internship.  In  order 
that  no  person  may  be  deceived  by  this  sophis- 
try, it  is  well  to  understand  that  the  basis  of  ap- 
proval by  the  American  College  is  on  a plane  so 
low  as  to  attract  to  it  voluntarily  the  adhesion  of 
as  many  hospitals  as  possible,  the  principle  be- 
ing that  if  many  hospitals  could  be  brought  into 
the  organization,  they  could  more  readily  be  in- 
fluenced to  improve  their  services  than  if  they  re- 
mained outside  and  were  antagonistic.  The 
principle  is  a proper  one  for  such  an  extralegal 
body  as  the  American  College  of  Surgeons ; but 
it  is  quite  a different  matter  when  the  several 
states  acting  under  their  own  laws  are  asked  to 
accept  this  judgment  as  fulfilling  the  higher  edu- 
cational requirements. 

Attention  may  be  called  to  the  fact  that  the 
Legislature  of  Pennsylvania  delegated  its  right 
of  judgment  as  to  what  fulfilled  the  require- 
ments of  the  law  to  the  Pennsylvania  Board, 
and  to  no  other  body.  In  this  connection,  it  is 
pertinent  to  point  out  that,  should  the  Pennsyl- 
vania Board  conceivably  decide  to  re-delegate  its 
power  of  judgment  as  to  Pennsylvania  educa- 
tional standards  to  any  other  Board,  such  as  the 
American  College  of  Surgeons  or  the  New  Jer- 
sey State  Board  or  both,  the  law  forbids. 

The  judgment  of  the  Pennsylvania  Board  has 
been  sound ; has  been  based  on  the  law ; has 
been  eminently  fair;  has,  in  fact,  leaned  back- 
ward in  its  leniency  of  judgment,  having  been 
satisfied  with  progressive  improvement  even 
though  at  times  this  has  been  painfully  slow. 
The  benefits  which  have  accrued  are  manifest. 

If  perchance  the  proper  authorities  of  any 
other  state  have  been  unable  to  improve  the 
service  of  their  own  hospitals  commensurate 
with  the  requirements,  as  has  the  Pennsylvania 
M/edical  Board,  manifestly  the  responsibility 
rests  with  the  appointing  power.  Pennsylvania 
may  hardly  be  called  upon  to  lower  its  own 
standards  to  meet  incompetence  elsewhere. 

The  Pennsylvania  Board  is  to  be  congratu- 
lated on  its  broad-minded  statement  that  it  will 
continue  to  accept  internships,  from  the  worthy 
New  Jersey  hospitals  despite  the  refusal  of  New 
Jersey  to  accept  such  service  from  any  and  all 
Pennsylvania  hospitals. 


THE  JEFFERSON  CENTENNIAL 

The  recent  celebration  of  the  One  Hundredth 
Anniversary  of  the  Jefferson  Medical  College  by 
the  Alumni  Association  is  of  more  than  passing 
interest  in  calling  attention  to  the  service  of  a 
medical  school  unique  in  the  history  of  American 
medicine. 
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First  organized  in  1825  as  the  Medical  De- 
partment of  Jefferson  College,  it  has,  since  1838, 
continued  under  a university  charter  of  its  own, 
without  extending  its  activities  beyond  the  orig- 
inal scope  of  a medical  school. 

Dr.  George  McClellan,  the  founder  of  the 
College  and  its  guiding  spirit  during  the  first 
years  of  its  existence,  gave  to  the  school  the 
impress  of  his  clinical  genius.  Practical  instruc- 
tion is  one  of  the  foundation  stones  upon  which 
the  institution  rests.  It  was  the  first  medical 
school  in  America  to  bring  its  students  directly 
in  contact  with  patients,  both  in  the  dispensaries 
and  at  the  bedside,  the  organization  of  the  school 
making  provision  for  both  surgical  and  medical 
cases  in  advance  of  the  opening  of  the  first  ses- 
sion. 

Within  less  than  twenty  years  the  institution 
achieved  a worldwide  reputation ; in  part  due 
to  the  genius  of  the  men  who  were  first  connect- 
ed with  it,  and,  doubtless,  in  part,  by  reason  of 
the  appeal  which  it  made  to  the  profession  at 
large  as  an  institution  emphasizing  the  impor- 
tance of  training  men  for  the  problems  of  the 
bedside  and  the  consulting  room. 

The  policy  of  the  institution,  as  conceived  by 
its  founder,  never  has  been  changed.  It  con- 
tinues to-day  as  the  great  exponent  of  practical 
medicine  in  America,  holding  to  the  belief  that  it 
is  primarily  the  function  of  the  medical  school 
to  train  its  students  for  the  practice  of  medicine, 
and  that  the  members  of  its  faculty  should  be 
teachers  and  exponents  of  the  art  of  medicine, 
rather  than  theorists  and  investigators  in  its 
more  remote  fields. 

During  the  one  hundred  years  of  its  existence, 
it  has  awarded  the  degree  of  Doctor  of  Medi- 
cine to  approximately  14,500  men.  Among  these 
have  been  many  who  have  achieved  national  and 
international  fame : Samuel  D.  Gross,  Marion 
Sims,  Emmet,  Daniel  Brainard,  Squibb,  Letter- 
man,  Jacob  M.  DaCosta,  Weir  Mitchell,  Keen, 
Heiser,  Bradley,  Ireland,  and  many  others  of 
equal  or  lesser  renown. 

If  an  institution  is  to  be  judged  by  its  prod- 
ucts, Jefferson  Medical  College  must  be  assigned 
a high  place  in  American  medicine,  and  it  be 
admitted  without  cavil  that  such  an  institution 
deserves  every  commendation  and  support  from 
both  the  medical  profession  and  the  lay  public. 
Its  great  success  may  be  taken  as  an  indication 
of  a strong  conviction  on  the  part  of  the  medical 
profession  that  the  function  of  a medical  school 
is  to  teach  students  the  fundamentals  of  the  art 
and  science  of  medicine  in  such  a way  as  to  equip 
them  for  practical  service. 


THE  SECTION  ON  EYE,  EAR,  NOSE 
AND  THROAT  DISEASES  AT  THE 
HARRISBURG  SESSION 

The  Section  on  Eye,  Ear,  Nose  and  Throat 
Diseases  of  the  State  Society  has  become  pro- 
gressively more  important  and  is  attracting  a 
larger  attendance  each  year.  The  scientific  ad- 
vance in  these  specialities  has  been  noteworthy, 
and  valuable  contributions  have  been  received 
from  the  members  of  the  Section.  The  plan  in 
effect  this  year,  allotting  fifty-five  minutes  to 
the  consideration  of  a subject,  should  add  mate- 
rially to  the  scientific  value  of  the  sessions.  In 
some  instances,  discussions  have  been  provided 
for,  and  in  others,  conferences. 

The  Section  is  fortunate  in  securing  as  its  two 
guests,  men  who  are  exceptionally  well  qualified 
to  handle  the  subjects  assigned  them.  Dr.  Wells 
P.  Eagleton,  a recognized  authority,  will  con- 
sider the  broad  and  difficult  subject  of  brain 
^ abscess  formations,  and  Dr.  Arthur  J.  Bedell, 
one  of  the  foremost  experts  in  the  field  of  slit- 
lamp  microscopy,  will  treat  a phase  of  this  sub- 
ject. 

The  program  is  one  of  real  merit,  in  which 
over  twenty-five  members  of  the  Section  are 
taking  an  active  part,  as  outlined  in  the  program, 
and  others  will  enter  into  the  discussions  and 
conferences.  We  feel  that  it  will  attract  a large 
attendance  of  the  Section  members  and  also  be 
of  real  interest  to  the  profession  in  general. 


SCIENTIFIC  PROGRAM  DELINQUENCY 

Elsewhere  in  this  issue  will  be  found  official 
recognition  of  the  very  considerable  delinquency 
that  occurred  among  essayists  and  discussors 
whose  names  were  published  in  connection  with 
the  scientific  program  of  the  1924  session  held 
at  Reading.  The  rules  governing  the  Committee 
on  Scientific  Work  very  appropriately  state  that 
the  acceptance  of  a place  on  the  program  for  an 
annual  meeting  of  the  State  Society  automatical- 
ly acknowledges  the  acceptance  of  an  obligation 
which  must.  Providence  permitting,  be  fulfilled. 

The  program  of  one  of  our  annual  sessions, 
as  finally  published,  represents  many  weeks  of 
sacrificial  work  on  the  part  of  members  of  the 
program  committee,  and  expresses  the  final  judg- 
ment of  the  entire  committee  as  to  what  consti- 
tutes a well-balanced  program. 

Assignment  to  a place  on  the  scientific  pro- 
gram of  an  annual  session  of  the  Medical  Society 
of  the  State  of  Pennsylvania  means  that  the  au- 
thor’s subject,  with  outline  as  submitted,  has  not 
only  been  passed  upon  by  the  officers  of  the  sec- 
tion in  which  it  is  scheduled  to  be  presented,  but 
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that  it  has  been  discussed  by  the  entire  committee, 
in  at  least  two  sessions,  regarding  its  adaptability 
to  the  program  as  a whole. 

To  accept  a place  on  such  a program  and  fail 
to  appear  disrupts  well-laid  plans  and  disapp>oints 
prospective  auditors,  and  failure  properly  to  noti- 
fy the  officers  of  the  section,  or  to  make  an  effort 
at  substitution,  is  to  say  the  least  unconventional. 

The  measure  of  discipline  meted  out  by  the 
1925  Committee  to  the  considerable  number  of 
delinquents  on  the  1924  program  is,  we  believe, 
well  merited,  and  will,  we  trust,  discourage  fur- 
ther delinquency.  A place  on  a well-planned, 
well-balanced  scientific  program,  such  as  we 
are  accustomed  to  enjoy  at  the  annual  sessions 
of  our  Society,  is  worthy  of  the  best  effort  in 
preparation  and  fulfillment  of  any  member  or 
guest  thus  honored. 


PENNSYLVANIA’S  INSTITUTIONS  FOR 
MENTAL  PATIENTS 

Will  it  require  an  epidemic,  conflagration  or 
some  other  catastrophe  to  arouse  the  Common- 
wealth to  the  needs  of  the  institutions  for  men- 
tal patients? 

Expansion  of  the  mental  hospitals  has  been 
so  retarded  for  years  that  serious  overcrowding 
exists,  necessitating  the  use  of  fourth  floors  and 
in  some  instances,  attics,  for  sleeping  accommo- 
dations for  both  patients  and  employees.  As  a 
result,  there  are  obviously  serious  fire  hazards, 
increased  difficulties  in  promoting  the  mental 
restoration,  general  health  and  happiness  of  the 
patients,  and  dissatisfaction  among  employees, 
with  a constant  turnover  of  personnel. 

The  situation  in  the  institutions  for  mental 
defectives  is  even  worse.  Here  there  are  only 
about  half  the  number  of  beds  needed,  with  long 
waiting  lists  of  more  or  less  unprotected  and 
unsupervised  feebleminded  in  the  community. 

Epileptics,  many  of  whom  are,  for  a large 
share  of  the  time,  quite  normal  in  thought,  abil- 
ity and  action,  can  be  accommodated  only  in  the 
mental  hospitals  or  institutions  for  mental  de- 
fectives, there  being  no  special  state  facilities 
for  these  urgent  cases. 

In  view  of  the  inadequate  housing  facilities 
for  mental  patients,  those  in  charge  deserve 
much  commendation  for  a high  degree  of  effi- 
ciency in  diagnosis ; treatment,  including  such 
special  activities  aS  occupational  therapy,  social 
service  and  rehabilitation  ; and  preventive  meas- 
ures, such  as  mental  clinics. 

The  Department  of  Welfare  has  a state-wide 
comprehensive  plan  for  the  development  of  the 


existing  institutions  and  for  the  establishment 
of  such  needed  new  activities  as  a special  colony 
for  epileptics.  These  plans  have  been  formu- 
lated after  careful  study  and  conferences  with 
the  superintendents  and  trustees  of  the  various 
institutions.  The  Public  Charities  Association 
succeeded  in  having  passed  a joint  resolution 
amending  the  constitution  to  the  extent  of  autho- 
rizing a bond  issue  of  $50,000,000  for  needed 
institutional  expansion.  This  resolution  must 
be  passed  again  at  the  next  legislative  session 
and,  if  successful,  acted  upon  by  the  voters  at 
the  next  election,  l^efore  this  urgently  needed 
amount  may  become  available. 

In  view  of  the  needs  and  the  fact  that  this  is 
apparently  the  only  plan  by  which  they  may  be 
met,  it  behooves  the  medical  profession  to  give 
vigorous  support  to  such  a worthy  object.  Util- 
ize every  opportunity  to  inform  the  public  and 
urge  the  favorable  consideration  of  the  legis- 
lators. 


THE  HARRISBURG  HEALTH  FEDERA- 
TION 

An  Interesting  Experiment 

The  Dauphin  County  Medical  Society  has 
taken  a step  of  considerable  interest,  and  which 
many  of  its  members  believe  to  be  an  important 
one,  in  the  federating  of  the  various  clinics  for 
the  betterment  of  the  public  health.  (See  the 
report  of  the  Dauphin  County  Society  in  this 
issue) . 

The  establishment  by  the  county  societies  of 
well-baby  clinics,  heart,  and  cancer,  and  other 
clinics,  has  been  urged  by  the  American  Medical 
Association  and  endorsed  by  the  Medical  So- 
ciety of  the  State  of  Pennsylvania.  Each  of 
these  movements  is  important,  and  each  will 
need  the  moral  and  financial  support  of  an  or- 
ganization to  keep  it  functioning.  As  a result, 
if  all  the  suggested  clinics  are  established,  there 
will  be  a multiplicity  of  societies.  In  a city  with 
a population  under  100,000,  this  would  mean 
competition  and  probable  failure  of  some  of  the 
organizations. 

For  this  reason,  the  Dauphin  County  Medical 
Society  has  planned  one  great  organization,  to 
be  called,  possibly,  the  Harrisburg  Health  Fed- 
eration, which  will  have,  it  is  hoped,  as  its  com- 
ponent organizations,  a tuberculosis  society,  a 
mental  health  society,  a heart  society,  a cancer 
society,  a child-welfare  society,  and  others. 

The  result  will  be  watched  with  interest,  for 
if  it  is  successful,  other  county  medical  societies 
will  want  to  emulate  the  example  of  the  Dau- 
phin Society. 
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SHALL  SURGEONS  SIGN  THEIR 
PATIENTS? 

It  is  of  interest  to  note  in  the  American  Jour- 
nal of  Surgery,  the  serious  suggestion  by  Dr. 
Evan  O’Neill  Kane,  of  Kane,  Pa.,  that  the  op- 
erating surgeon  should  leave  on  the  patient  a 
mark,  whereby  the  operator  may  be  identified. 
Dr.  Kane  is  following  this  practice,  and  so  far 
has  encountered  no  opposition.  He  believes  that 
as  artists,  sculptors,  etc.,  affix  their  names,  ini- 
tials, or  other  symbol  to  their  work,  that  the 
surgeon  may  also  do  likewise.  Dr.  Kane  uses 
as  his  “trademark”  his  last  initial  (K)  in  radio 
code  ( — . — ). 

His  method  is  as  follows : Immediately  upon 
completing  the  operation,  his  assistant  makes  a 
smirch  of  India  (drafting)  ink  in  the  operating 
field  near  the  site  of  the  incision,  and  therein, 
while  the  ink  is  still  wet,  he  scratches  the  de- 
sired marks  with  cambric  needle  or  pen  prick. 
Although  such  marks  are  indelible,  they  are  not 
sufficiently  prominent  to  be  objectionable.  In 
fact,  many  patients  have  not  observed  them. 
For  a time  he  even  added  the  day,  month,  and 
year.  In  this  way,  when  patients  are  examined 
at  a subsequent  date,  the  surgeon  will  know  im- 
mediately upon  inspection  whether  or  not  he  had 
performed  the  previous  operation,  without  refer- 
ring to  records,  and  will  save  embarrasing  mo- 
ments. 


CROPS  OF  BOILS 

One  of  the  principal  exciting  causes  of  “crops” 
of  boils  is  insufficient  or  slovenly  surgery  on  the 
occasion  of  incising  the  first  boil  appearing. 
There  is  little  excuse  for  this,  for  such  timid 
work,  if  it  does  not  result  in  a carbuncle,  rapid- 
ly disseminates  the  infection.  Clean  surgery  is 
just  as  imperative  in  the  treatment  of  a small 
lesion  as  a large  one,  but  this  point  too  often 
is  forgotten.  Perhaps  the  toil  is  not  drained 
from  its  most  dependent  point,  and  pus  filters 
down  into  the  tissues  that  should  be  protected. 
Rough  handling  is  another  factor.  It  is  far  bet- 
ter to  take  the  time  thoroughly  to  cleanse  and 
dress  the  incised  boil  frequently,  thus  giving 
nature  a chance,  than  to  make  a radical  dissec- 
tion of  the  parts  surrounding.  One  can  no  more 
“cut  out”  a boil  than  he  can  a degenerating 
neoplasm,  and  be  sure  he  has  microscopically  as 
well  as  macroscopically  eliminated  every  in- 
fected particle.  Too  much  surgery  is  just  as 
bad  as  too  little. 

The  systematic  treatment  is  irnportant,  as 
every  case  should  be  most  thoroughly  examined 
and  given  appropriate  treatment.  Test  the  urine 
for  sugar.  A crop  of  boils  plus  a glycosuria  is 


a serious  matter.  In  cases  where  the  integrity 
of  renal  structure  is  sure,  the  administration  of 
bichlorid  of  mercury  in  the  average  dose  of  one 
twentieth  of  a grain  is  often  quite  effective  in 
preventing  a “crop.”  This  form  of  mercury 
may  be  irritating  if  given  for  long,  and  the  red 
iodid  may  be  preferable.  This  mercury  treat- 
ment of  boils  has  been  thoroughly  tried  out  by 
the  writer.  While  not  always  effective,  it  has 
seemed  well  worth  while. 


A WARNING  TO  PHYSICIANS 

One  of  the  leading  physicians  of  Pittsburgh, 
a valuable  member  of  the  Medical  Society  of  the 
State  of  Pennsylvania,  most  highly  regarded  by 
a large  circle  of  patients  and  colleagues,  was 
called  from  his  bed  in  the  small  hours  of  the 
morning,  and  went  to  his  garage  for  his  coupe. 
Evidently  he  had  a little  engine  trouble,  and 
while  getting  the  engine  started,’ the  door  of  the 
garage  must  have  blown  to.  Later  in  the  morn- 
ing the  doctor  was  found  dead  in  his  car,  from 
carbon  monoxid  poisoning. 

Don’t  sit  in  a coupe  with  the  engine  running 
and  doors  closed. 

Don’t  work  about  any  gasoline  car  in  a closed 
garage  with  the  engine  running. 


AN  INDUSTRIAL  CANCER. 

A cancer  is  a dreaded  disease  which  is  de- 
picted as  ultimately  destroying  its  host. 

In  an  article  printed  in  the  daily  press  on 
May  2d,  of  this  year,  it  was  stated  in  part : 
“The  board  of  trustees  of  the  Manufacturers’ 
Association  of  New  Jersey,  now  convening  at 
the  Traymore  Hotel,  adopted  a resolution  today 
providing  for  the  establishment  of  six  hospitals  in 
New  Jersey  for  the  rehabilitation  of  injured  em- 
ployees. This  resolution  was  passed  following 
the  criticism  of  J.  Phillip  Bird,  of  Plainfield, 
president  of  the  Association,  who  charged  that 
physicians  were  charging  exorbitant  fees  in 
compensation  cases.’  ” 

If  one  reads  between  the  lines,  one  will  see 
that  an  entering  wedge  has  been  started  that  will 
ultimately  reach  the  “vitals”  of  the  medical  pro- 
fession, unless  promptly  checked  much  in  the 
same  manner  that  one  would  treat  a cancer. 

Physicians  cannot  live  without  fees,  and  such 
an  obvious  attempt  to  throttle  them  is  a direct 
insult  to  every  Doctor  of  Medicine. 

In  Section  2,  paragraph  14,  of  the  Workmen’s 
Compensation  Law  of  the  State  of  New  Jersey, 
it  is  stated  in  part : “and  the  Workmen’s  Com- 
pensation Bureau,  after  investigating  the  need 
of  the  same  and  giving  the  employer  an  oppor- 
tunity to  be  heard,  shall  determine  that  such 
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physicians’  and  surgeons’  treatment  and  hospital 
services  are  or  were  necessary,  and  that  the  fees 

for  the  same  are  reasonable All  fees  and 

other  charges  for  such  physicians’  and  surgeons’ 
treatment  and  hospital  services  shall  be  reason- 
able and  based  upon  the  usual  fees  and  charges 
as  prevail  in  the  same  community  for  similar 
physicians’,  surgeons’,  and  hospital  services.” 

Who  was  instrumental  in  instigating  the  leg- 
islation that  led  to  the  enactment  of  compensa- 
tion laws  ? Surely  the  august  body  that  adopted 
such  a resolution,  would  not  for  a moment  ac- 
cuse the  medical  profession  of  sponsoring  legis- 
lation so  inimical  to  its  own  interests ! 

It  is  hoped  that  any  physician  who  is  lured  in- 
to accepting  a job  (that  is  all  it  would  be)  in 
such  a hospital,  will  not  find  himself  in  the  same 
position  as  members  of  the  staff  of  one  hospital, 
where  rules  were  passed  preventing  staff  mem- 
bers from  accepting  fees  for  services  to  com- 
pensation cases  which  they  treated  merely  be- 
cause they  were  members  of  the  staff ! 


NURSES’  TRAINING  SCHOOLS. 

Hospital  Management  for  April,  1925,  in  an 
article,  “Start  Work  on  Rating  Nurse  Schools,” 
states  that  representations  of  various  organiza- 
tions interested  in  nursing  and  nursing  educa- 
tion, met  in  New  York  on  March  4th,  to  con- 
sider the  grading  of  nursing  schools,  and  out- 
lined plans  for  early  action.  The  classification 
of  schools  is  to  be  under  the  direction  of  a joint 
committee,  representing  the  various  interested 
organizations,  the  general  education  field  and  the 
public ; this  organization  having  subcommittees 
on  standards,  on  the  actual  grading  of  schools, 
finance,  publicity,  and  other  features  of  the 
work. 

The  personnel  of  this  joint  committee  is  to  in- 
clude two  members  each  from  the  three  national 
nursing  associations,  and  one  from  the  Ameri- 
can Hospital  Association,  American  College  of 
Surgeons,  American  Medical  Association  and 
the  American  Public  Health  Association.  The 
Nursing  Associations  have  contributed  $7,500.00 
for  the  project,  with  the  prospect  of  shortly  in- 
creasing it  to  $10,000.00.  Mrs.  Chester  C.  Bol- 
ton, of  Cleveland,  has  agreed  to  underwrite  the 
first  year’s  expenses  up  to  $15,000.00. 

Some  of  the  questions  under  discussion  by 
the  committee  concerned  the  organization  of  the 
joint  committee,  the  qualifications  of  the  direc- 
tor and  inspectors,  the  matter  of  publicity,  the 
system  of  grading  to  be  adopted,  the  method  of 
securing  data,  the  points  to  be  covered  in  the 
survey  of  a school,  and  the  possibility  of  co- 
operation with  other  bodies,  particularly  the 


boards  of  nurse  examiners  in  the  various  states. 
The  first  thing  to  be  decided  i?  the  purpose  of 
the  movement ; whether  it  is  to  improve  nursing 
education,  to  try  and  help  hospitals,  to  weed  out 
undesirable  schools,  or  to  build  up  and  strength- 
en nursing  schools.  Attention  was  called  to 
the  fact  that  it  is  a mistake  to  consider  the  nurs- 
ing school  primarily  as  a means  of  helping  the 
hospital;  that  training  schools  are  established 
for  the  purpose  of  preparing  young  women  for 
the  field  of  nursing. 


MODERN  SOCIOLOGY 

The  Sixth  International  Neo-Malthusian  Con- 
ference was  held  at  the  Hotel  McAlpin,  New 
York,  continuing  throughout  the  last  eight  days 
in  March.  The  attendance  was  representative 
of  all  branches  of  sociologists.  About  a dozen 
different  countries  contributed  able  and  distin- 
guished officers,  speakers,  and  interested  listen- 
ers. Six  clergymen  and  more  than  forty  physi- 
cians spoke  or  read  papers.  Two  meetings  were 
held  daily,  each  devoted  to  a different  aspect  of 
the  broad  subject  of  population.  Each  meeting 
was  under  a chairman  particularly  identified  with 
the  subject  to  be  discussed;  for  example,  “Fe- 
cundity and  Civilization,”  Chairman,  Professor 
E.  M.  East;  “Differential  Birth  Rate,”  Chair- 
man, Professor  Raymond  Pearl ; “Economic 
Poverty  and  Child  Labor,”  Chairman,  Reverend 
John  Haynes  Holmes;  “War  and  Population,” 
Chairman,  Doctor  C.  V.  Drysdale;  “Eugenics 
and  Welfare,”  Chairman,  Professor  P.  W.  Whit- 
ing ; “Biology  and  Allied  Problems,”  Chairman, 
Doctor  C.  C.  Little;  “Sex  and  Reproduction,” 
Chairman,  Doctor  G.  V.  Hamilton ; “Religious 
and  Moral  Facts,”  Chairman,  Reverend  Wil- 
liam H.  Garth.  Among  the  outstanding  papers 
were : “Health  of  the  Community,”  “The 

Crowded  East  Side,”  “Maternal  Mortality,” 
“Medicine’s  Responsibility  in  the  Birth-Control 
Movement.”  This  last,  a paper  by  Doctor  Wil- 
liam Allen  Pusey,  was  brief  but  eminently 
thoughtful,  logical,  and  comprehensive. 

Seven  thousand  doctors  have  formerly  asked 
the  American  Birth  Control  League  for  detailed 
information  about  contraception.  Over  a thou- 
sand physicians  asked  for  admission  cards  to 
the  Sunday  afternoon  conference,  which  was  de- 
voted to  contraception.  So  many  attended,  that 
the  meeting  had  to  be  held  simultaneously  in  the 
Hotel  McAlpin  and  in  the  Waldorf-Astoria. 
Both  halls  were  well  filled  and  the  principal 
speakers  passed  from  one  meeting  to  the  other. 
The  speakers  were  Dbctor  Norman  Haire,  for- 
mer medical  director  of  the  Walworth  Birth 
Control  Clinic  in  London,  England,  on  “Birth 
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Control  Methods,  Satisfactory  and  Unsatisfac- 
tory;” Doctor  Hannah  M.  Stone,  on  “The  Clin- 
ical Research  Department  of  the  American  Birth 
Control  League;”  Doctor  Aletta  Jacobs  of  Hol- 
land, and  Doctor  Rachelle  Yarros  of  Hull 
House,  Chicago,  who  spoke  exceedingly  well  and 
forcefully,  showing  the  similarity  of  the  needs 
and  the  results  of  their  work  in  widely  different 
fields.  A general  discussion  followed. 

The  Committee  on  Maternal  Health  of  New 
York  City,  founded  two  years  ago,  a lay  organ- 
ization with  many  distinguished  medical  mem- 
bers, arose  from  the  pressing  needs  of  their 
great  city  as  recognized  by  Doctor  Haven  Emer- 
son and  other  eminent  sociologists.  This  Com- 
mittee has  been  engaged  since  its  organization 
in  a painstaking,  scientific,  and  exhaustive  study 
of  all  the  various  aspects  of  the  birth-control 
movement.  It  has  the  earnest  cooperation  of  a 
large  number  of  prominent  gynecologists,  obste- 
tricians, and  internists,  and  they  were  very  well 
represented  in  the  conference  which  we  are  here 
briefly  reporting;  in  fact,  the  Committee  on 
Maternal  Health  unofficially  sponsored  the  Sun- 
day meeting  on  contraception. 

All  through  the  eight  days,  with  the  consider- 
ation of  all  the  complicated  questions  of  popu- 
lation, appears  again  and  again,  from  the  differ- 
ent angles,  the  question  of  birth  control.  It 
seems  as  though  at  last  partially  civilized  man 
is  coming  slowly  to  the  conviction  that  famine, 
war,  and  pestilence  are  not  to  be  depended  upon 
solely  to  regulate  the  number,  the  quality,  or  the 
distribution  of  the  peoples  of  the  earth. 


JOTS  AND  TITTLES 

Crime  and  Mental  Disease. — In  view  of  the  un- 
precedented amount  of  crime  among  the  very  young 
people  of  the  country,  the  statistics  presented  by  Dr. 
Alfred  Gordon  in  the  April  number  of  the  Journal, 
are  interesting.  The  Doctor  shows  that  most  habitual 
criminals  are  mentally  diseased  or  at  least  weak-minded, 
and  that  the  greater  number  of  young  criminals  are 
mentally  deficient. 

In  this  number  of  the  Journal,  Dr.  Francis  X.  Der- 
cum  shows  that  mental  disease  is  largely  hereditary. 

The  remedy  for  the  “crime  wave”  is,  therefore,  in 
our  own  hands.  We  know  the  cause,  and  the  cure  is 
obvious:  prevention  of. syphilis  and  other  infections,  of 
alcoholism,  and  of  reproduction  by  the  unfit.  How 
long  is  it  going  to  take  us  to  put  into  effect  common 
sense  policies  ? 


“Personal  Liberty”  from  Another  Angle. — The 
trial  of  J.  T.  Scopes,  biology  instructor  in  the  Day- 
ton,  Tenn.,  high  school,  for  teaching  evolution  contrary 
to  the  new  Tennessee  law  prohibiting  any  inference  in 
support  of  the  theory  of  evolution  on  the  part  of 
teachers  in  the  public  schools,  is  of  interest  to  all 
teachers  of  science.  Tennessee  has  set  a bad  precedent 
in  limiting  by  law  the  freedom  of  our  scientists  to 


teach  the  truth  as  they  see  it.  Who  knows  where  the 
lightning  may  strike  next? 


Florence  Nightingale. — May  12th,  the  lOSth  birth- 
day of  the  “Angel  of  the  Crimea,”  was  fittingly  ob- 
served as  National  Hospital  Day.  Regarded  as  the 
founder  of  the  modern  profession  of  trained  nursing, 
humanity  owes  her  a debt  of  gratitude  that  will  not 
soon  be  forgotten. 


More  Cancer  Statistics. — Dr.  Frederick  L.  Hoff- 
man, consulting  statistician  of  the  Prudential  Insurance 
Company  of  America,  recently  announced  that  the  death 
rate  from  cancer  for  American  cities  has  increased 
more  than  50  per  cent  since  1906.  It  is  of  interest  to 
note  the  distribution  of  the  cities  having  the  highest 
rates  in  1924 : San  Diego,  Calif.,  208  per  100,000 ; 
Concord,  N.  H.,  160;  Spokane,  Wash.,  159;  Los  An- 
geles, Calif.,  155;  and  Boston,  Mass.,  152.  The  rate 
for  Philadelphia  was  114. 


A New  Press  Service. — The  Children’s  Bureau  of 
the  U.  S.  Department  of  Labor  has  just  inaugurated  a 
new  development  of  its  press  service,  in  the  success  of 
which  the  medical  profession  should  be  interested.  The 
new  plan  is,  briefly,  to  syndicate  for  newspaper  use, 
bureau  reports  of  general  interest,  so  that  fathers  and 
mothers  may  read  in  their  daily  newspaper  the  find- 
ings and  advice  of  child-welfare  experts,  as  printed  in 
the  Children’s  Bureau  reports.  The  first  bulletins  to 
be  released  are  by  Dr.  D.  A.  Thom,  on  “What  is  a 
Habit?”  and  “Good  Habits  May  Be  Taught.”  The  pro- 
fession should  cooperate  in  making  this  service  a suc- 
cess. 


Fitting  Birthplaces  for  Our  Great  Ones. — The 
Honorable  Bird  S.  Coler,  New  York’s  Commissioner  of 
Public  Welfare,  says  that  the  log  cabin  is  no  place  for 
the  birth  of  our  future  presidents ; that,  since  there  is 
no  knowing  at  birth  where  the  potential  presidential 
material  may  be  cradled,  all  children  will  have  to  be 
born  in  a manner  more  becoming  to  their  possible  des- 
tinies ; that  the  hospital  is  the  true  and  fitting  place  in 
which  to  be  born ; and  that  Society  will  one  day  be 
ashamed  to  have  any  great  man  reminisce  back  to  a 
beginning  that  was  neither  creditable  nor  happy  nor 
efficient.  Pretty  good  ideal  to  work  for ! 


“Child  Health,  Community  Wealth.” — May  1st 
was  widely  observed  in  Philadelphia  as  “Child  Health 
Day,”  by  public-health  meetings  in  various  parts  of  the 
city,  by  special  messages  broadcasted  by  radio,  and  by 
entertainment  of  children  which  stressed  the  matter  of 
their  health.  What  a fitting  way  to  observe  May  Day 
— the  children’s  own  day ! 


What  Is  Medicine? — Our  view  of  “Medicine”  is  too 
limited.  In  reality,  it  means  “the  science  and  art  deal- 
ing with  the  prevention,  cure,  or  alleviation  of  disease.” 
The  Supreme  Court  of  Pennsylvania  has  ruled  that  “the 
practice  of  medicine  does  not  wholly  depend  upon  the 
administration  of  drugs;”  that  “in  order  to  practice 
medicine  one  need  not  cover  the  entire  field  of  the 
science.  If  he  devotes  himself  to  a very  restricted  part 
of  it,  he  may  still  be  held  to  be  practicing  medicine.” 
Are  not  our  Chiropractic  and  Christian  Science  friends 
practicing  “medicine”  ? and  ought  they  to  be  permitted 
to  continue  without  an  adequate  training  in  the  science? 
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HARRISBURG— OUR  CONVENTION 
CITY  FOR  1925 
Daniei.  N.  Casey, 

Secretary,  Harrisburg  Chamber  of  Commerce 

Skirting  the  placid  Susquehanna  at  the  cross- 
roads of  the  East,  Harrisburg,  Pennsylvania’s 


Capital  City,  bids  welconie  to  the  healing  hosts 
to  whom  it  will  open  hospitable  hotels  and  homes 
early  in  October  for  the  annual  convention  of 
the  State  Medical  Society.  A natural  high- 
way and  rail  center,  Harrisburg  is  ideally  situ- 
ated for  the  convenience  of  the  greater  number 
of  Pennsylvanians. 

And  those  who  are  so  for- 
tunate as  to  be  in  Harrisburg 
during  the  convention  will  partic- 
ipate in  an  unusually  interesting 
convention  program  and  at  the 
same  time  have  opportunity  to 
observe  many  of  those  elements 
which  go  to  make  up  a progres- 
sive Americaji  city,  for  Harris- 
burg has  done  many  things  which 
are  out  of  the  ordinary. 

A capital  city,  an  industrial 
center,  a distribution  community, 
a thriving,  prosperous  people, 
splendid  stores,  25  hotels — all 
beckon  to  Harrisburg  for  Octo- 
ber. 

Harrisburg  has  1,1CX)  acres  of 
parks,  a greater  territory  in  this 
regard  than  any  other  city  in  the 
State  with  the  exception  of  Philadelphia  and 
Pittsburgh.  For  five  miles  along  the  mile-wide 
river,  the  city  has  developed  a beautiful  park, 


rivaling  in  grandeur  many  of  the  foreign  cities; 
north  of  the  city  has  begun  the  enhancement  of 
Wildwood  Park,  a natural  greensward;  while 
in  the  eastern  end  of  the  city,  Reservoir  Park 
occupies  a crowning  crest  where  five  surround- 
ing counties  of  the  State  may  be  viewed  on  a 
clear  day.  Here  also  is  the  city’s  reservoir  of 
pure  water,  taken  from  the  Sus- 
quehanna itself,  the  immense 
reservoir  under  concrete  cover- 
ing— the  modern  way,  and  one 
that  those  interested  in  modern 
sanitation  will  delight  to  inspect. 

Monuments  to  Civil  and 
World  War  veterans  dot  the  city, 
and  the  grave  of  the  city’s 
founder  is  preserved  with  appro- 
priate markings. 

Rich  in  historic  lore,  strong  in 
the  present  and  working  for  its 
future,  Harrisburg  is  construc- 
tive. It  was  to  the  western  shore 
of  the  Susquehanna  that  the  Con- 
federates made  their  most  north- 
ern invasion  during  the  Civil 
W ar,  and  it  was  at  Camp  Curtin, 
a part  of  the  city,  that  the  Penn- 
sylvania Militia  and  other  north- 
ern forces  were  encamped  and  from  which  the 
body  of  sturdy  troops  were  dispatched  to  Gettys- 
burg, where  they  wrote  a glory  page  in  American 
history.  Gettysburg  is  only  36  miles  south  over 
a splendid  new  concrete  road. 

Evidencing  their  belief  in  the  city,  public 


utilities  have  expended  ten  millions  of  dollars 
here  in  the  past  few  years.  The  Pennsylvania 
and  the  Reading  Railroads  have  added  to  their 


I 


Capitoi,  of  the  State  op  Pennsylvania  Gracing  a Crowning 
Eminence  in  Harrisburg 


“The  Front  Steps”  of  Harrisburg  Graceful  Granolithic  Stairs  Extending 
into  the  Susquehanna 
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facilities,  the  light  and  power,  gas  and  trolley 
companies  have  made  extensions,  and  the  Bell 
Telephone  Company  completed  a new  office 
building.  Atop  this  building  a splendid  view  for 
miles  around  is  obtainable.  It  is  open  for  pub- 
lic inspection. 


Extending  down  into  the  river  basin,  the  city 
has  constructed  granolithic  steps,  known  as  “The 
Front  Steps”  of  the  city.  Under  this  walk  runs 
a marginal  sewer.  The  river  laps  these  steps, 
clear  and  blue,  and  on  “The  Island”  in  the  cen- 
ter of  the  stream  is  the  municipal  bathing  beach. 

A free  tennis  court  and  public  golf  links  are 
maintained  at  Reservoir  Park.  The  Elks,  vari- 
ous Masonic  bodies.  Moose, 

Knights  of  Columbus,  Odd  Fel- 
lows, Knights  of  Pythias,  and 
other  lodges  have  homes  in  the 
city.  At  Middletown,  only  ten 
miles  away,  the  new  State  Home 
for  Aged  Odd  Fellows  is  nearly 
completed,  and  at  Elizabethtown, 

20  miles  away,  is  the  great  Ma- 
sonic Home. 

Four  bridges  span  the  Susque- 
hanna here.  Two  are  vehicular 
structures  in  the  center  of  the 
city ; the  P.ennsylvania  and 
Reading  each  have  a concrete 
bridge  here ; and  at  Rockville, 
just  north  of  the  city,  is  the  long- 
est stone  arch  bridge  in  the 
world,  carrying  four  tracks  on 
the  main  line  of  the  Pennsyl- 
vania, the  bridge  being  almost  a mile  long,  with 
52  arches. 

Fifty  schools,  one  an  open-air  school,  another 
a new  high  school,  under  roof  and  partially  com- 


pleted, and  another  high  school  just  started, 
show  the  educational  facilities.  There  are  many 
private  and  parochial  schools,  13  playgrounds 
and  a city  playstead  where  athletic  contests  of 
all  descriptions  are  staged.  The  city  has  100 
miles  of  paved  streets  and  321  industries. 

The  Capitol  Building,  a mar- 
vel in  architecture,  was  erected 
at  a cost  of  $13,000,000.  New 
office  buildings  are  being  built  by 
the  State,  (one  of  them  is  al- 
ready occupied)  and  a plan  has 
been  made  for  the  development 
of  the  entire  Capitol  Park  area. 

There  are  86  churches,  15  the- 
atres, a new  $40,000  comfort  sta- 
tion, and  a Welfare  Federation 
which  administers  to  the  needs 
of  the  sick  and  the  unfortunate 
in  the  way  of  constructive  aid, 
and  which  supplies  most  of  the 
funds  for  the  character-building 
agencies. 

The  Harrisburg  Hospital  re- 
cently opened  its  million-dollar 
addition,  and  the  new  Polyclinic 
Hospital  is  being  built,  to  replace 
the  present  one  and  for  which  half  a million  dol- 
lars were  raised  last  fall.  These  will  be  the  spe- 
cial subject  of  a later  article  in  this  magazine, 
and  both  are  well  worth  seeing. 

The  Harrisburg  Chamber  of  Commerce,  one 
of  the  country’s  strongest  commercial  bodies, 
with  a membership  of  1,300,  has,  among  other 
features,  a Housing  Bureau,  operated  all  the 


time  with  a secretary  in  charge.  This  Housing 
Bureau  assists  in  securing  rooms,  apartments,  or 
other  accommodations  for  any  conventionists 
(Concluded  on  page  616) 
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Moonlight  on  the  Susquehanna — A Charming  Scene  in  Harrisburg 
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PROPOSED  AMENDMENTS 

Constitution. — Article  5,  regarding  the  com- 
position of  the  House  of  Delegates,  to  be 
amended  as  follows:  Adding  after  the  word 
“Treasurer”  the  words  “and  the  Ex-Presidents 
of  this  Society.” 

Constitution. — Article  9,  Section  2,  regarding 
allotments  to  the  Medical  Defense  Fund,  to  be 
amended  by  striking  out  the  word  “shall”  in  the 
second  line  and  inserting  the  word  “may.” 

By-Laws. — Chapter  5,  Section  5,  regarding 
the  bonding  of  the  Treasurer,  to  be  amended  by 
striking  out  the  words  “the  sum  of  $15,000.00 
and  inserting  the  words  “an  appropriate 
amount.” 

By-Law's. — Chapter  5,  Section  7,  sixth  para- 
graph, regarding  scheduled  meetings  of  the 
Board  of  Trustees,  to  be  amended  by  inserting 
between  the  words  “December”  and  “February” 
the  word  “and,”  and  before  the  word  “May” 
insert  the  words  “the  second  Tuesday  of.” 


THE  MAY  BOARD  MEETING 

The  May  meeting  of  the  Board  of  Trustees 
was  held  at  the  permanent  quarters  of  the  So- 
ciety, 230  State  Street,  Harrisburg,  on  the  first 
Tuesday  in  May.  Reports  were  received  from 
officers,  councilors  and  chairmen  of  the  three 
standing  committees  of  the  Board. 

President  Henry  presented  a written  report  of 
his  activities  during  the  1925  session  of  the 
Legislature.  A vote  of  thanks  and  an  expres- 
sion of  appreciation  were  given  Dr.  Henry  by 
the  Board  for  his  splendid  work  in  behalf  of 
public  health  legislation. 

The  Board  also  approved  President  Henry’s 


appointment  of  the  following  Committee  on  the 
Treatment  of  Burns:  Charles  H.  Frazier,  Phila- 
delphia, Chairman ; Jonathan  M.  Wainwright, 
Scranton ; J.  B.  Lowman,  Johnstown,  and  Isidor 
S.  Ravdin,  Philadelphia;  said  Committee  to  re- 
port to  the  1925  House  of  Delegates, 

Chairman  Knowles  of  the  Medical  Legislative 
Conference  was  present  and  reported  on  the 
legislative  activities  of  the  Conference.  Dr. 
Knowles  urged  that  the  medical  profession  be 
prepared  to  present  constructive  legislation  be- 
fore the  1927  Legislature.  The  Board  in  its 
approval  of  the  1925  actions  of  the  Conference 
embodied  a recommendation  that  the  Conference 
proceed  at  once  to  prepare  a nonsectarian  One- 
Board  Medical  Practice  Act  for  presentation  to 
the  1927  Legislature,  and  urged  the  Conference 
to  every  effort  to  unify  the  medical  profession 
and  the  medical  schools  of  the  state  in  perfecting 
a bill  which  will  receive  as  nearly  as  possible 
unanimous  supp>ort.  It  was  the  consensus  of 
opinion  that  it  will  take  fully  eighteen  months 
to  complete  the  proposed  bill  and  advise  the 
members  of  the  medical  profession  and  our 
legislators  regarding  its  virtues  and  the  necessity 
for  its  adoption. 

The  Board  unanimously  decided  to  proceed 
as  rapidly  as  possible  to  reorganize  the  office  of 
the  Society  in  Harrisburg,  the  responsibility  for 
the  conduct  and  reorganization  being  placed 
upon  the  Committee  on  Publication  and  the  Ex- 
ecutive Committee  of  the  Board  of  Trustees. 

The  Board  of  Trustees  approved  certain  pro- 
posed amendments  to  the  Constitution  and  By- 
Laws  w*hich  are  to  come  before  the  1925  House 
of  Delegates,  and  which  are  published  in  this 
issue  of  the  Journal. 

The  Board  of  Trustees  authorized  the  Com- 
mittee on  Publication  to  cooperate  with  the  Sec- 
retary in  the  preparation  and  publication  of  an 
appropriate  historical  number  of  The  Atlantic 
Medical  Journal  in  celebration  of  the  Seventy- 
fifth  Annual  Meeting  of  the  Society,  and  the 
issuance  of  the  1925  official  program. 
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PROGRAM  DELINQUENTS  IN  1924 

Ten  members  of  this  Society  who  had  ac- 
cepted places  on  the  Scientific  Program  of  the 
1924  Session  of  our  Society  failed  to  appear  to 
take  their  scheduled  places  on  the  program.  Of 
this  number,  one  arranged  for  a substitute,  and 
another  notified  that  he  could  not,  on  account  of 
illness,  appear.  The  remaining  eight  members 
did  not  offer  any  explanation  for  their  delin- 
quency. 

The  1925  Committee  on  Scientific  Work,  at 
their  meeting  on  February  3d.  unanimously  de- 
cided that  the  members  who  were  delinquent  in 
1924,  not  having  ofifered  satisfactory  explana- 
tions, should  be  notified  that  their  delinquency 
had  been  noted  and  that  they  would  not  be  eli- 
gible to  appear  on  the  annual  session  program 
of  this  Society  before  1927. 

THE  1925  SECRETARIES’  CONFERENCE 

The  Twentieth  Annual  Conference  of  the  Sec- 
retaries of  the  Component  Societies  will  be  held 
in  the  Harrisburg  Club  on  Tuesday  evening, 
October  6,  1925.  The  Conference  will  convene 
at  5:15,  and  dinner  will  be  served  in  the  Club 
at  6:45.  The  program  has  been  completed,  and 
includes  a short  address  by  the  President  of  the 
American  Medical  Association. 


SPLENDID  example 

The  following  communication  is  published  in 
full,  as  an  acknowledgment  of  the  first  contri- 
bution received  from  the  treasury  of  a com- 
ponent county  medical  society  to  the  Medical 
Benevolence  Fund  of  our  State  Society : 

May  13,  1925. 

Dr.  Walter  F.  Donaldson,  Secretary, 

Pittsburgh,  Pa. 

Dear  Dr.  Donaldson; 

The  Montgomery  County  Medical  Society  herewith 
encloses  check  for  fifty  dollars  ($50.00)  as  a donation 
to  the  Medical  Benevolence  Fund  of  the  Medical  Society 
of  the  State  of  Pennsylvania. 

It  is  the  earnest  desire  of  this  Society  that  this  fund 
may  be  materially  increased  and  it  is  hoped  that  a 
larger  proportion  of  the  annual  dues  may  eventually  be 
set  aside  for  this  worthy  fund. 

Very  truly  yours, 

(Signed)  Edgar  S.  Buyers,  Secretary 
Montgomery  County  Medical  Society. 


CHANGES  IN  MEMBERSHIP  OF  COUNTY 
SOCIETIES 

The  following  changes  have  been  reported  to  May  19 ; 

Allegheny  : New  Members — Alex.  R.  McCormick, 
413  Third  St.,  Carnegie;  N.  A.  Kopelman,  1627  Fifth 
Ave.,  New  Kensington;  John  E.  Newhouse,  612  Main 
St.,  East  Pittsburgh ; George  R.  Harris,  Jenkins 
Arcade,  Pittsburgh.  Deaths — Senior  S.  Bloomberg 

(University  of  Pgh.  ’05),  Apr.  1,  aged  50;  Edward 
B.  Woods  (Columbia  tJniv.  ’07),  May  1,  aged  45; 


Kay  I.  Sanes  (Univ.  of  Pgh.  ’96),  May  9,  aged  53. 

Beaver:  Nezv  Members — James  L-  Whitehill,  Wood- 
lawn  ; Spencer  P.  Simpson,  New  Brighton. 

Berks;  Nezv  Member — H.  Denton  Stryker,  419 
M'alnut  St.,  Reading. 

Blair:  New  Member — Henry  O.  Jones,  Central  Trust 
Bldg.,  Altoona. 

Bucks  : Death — Joseph  R.  Swartzlander,  Doylestown, 
(Jeff.  Med.  Coll.  ’97),  May  9,  aged  48. 

Butler:  Resignation — Russell  A.  Smith,  Butler. 

Cambria:  Nczv  Members — Boleslaus  W.  Grabiak, 

206  Broad  St. ; Arthur  C.  F.  Zobel,  648  Grove  Ave. ; 
George  W.  Farquhar,  Y.  M.  C.  A.  Bldg.,  Johnstown. 
Transfer — Mosheim  W.  Kuhlman,  Johnstown,  from 
Somerset  County  Society.  Removal — Michael  A.  Bar- 
bouhr  from  Cleveland,  O.,  to  Box  565,  Pittsburgh 
(Alleg.  Co.) 

Chester:  Resigned — Frederick  B.  West,  Daytona, 
Fla. 

Clearfield:  New  Member — Lawrence  A.  Zins- 

meister,  Westover. 

Fayette  : Removal — Elliott  B.  Edie  from  Connells- 
ville  to  Citizens  Title  & Trust  Bldg.,  Uniontown. 

Franklin  : Removal — LeRoy  H.  Saxe  from  Fan- 
nettsburg  to  Shippensburg  (Cumb.  Co.) 

Jefferson  : Death — James  B.  Neale  of  Reynolds- 
villc  (Cincinnati  Coll,  of  Med.  and  Surg.  ’85)  May  13, 
aged  66. 

Lackawanna  : Nezv  Member — Horace  B.  Ware, 

Scranton  Life  Bldg.,  Scranton.  Removal — Patrick  H. 
Kearney  from  Scranton  to  Archbald. 

Lancaster:  Death — John  W.  Yost  of  Bethesda, 

recently.  Transfer — William  C.  Keller,  64  So.  Marshall 
St.,  Lancaster,  from  Clarion  County  Society. 

Lehigh  : Transfer — Asher  G.  Ruch,  Schnecksville, 
from  Northampton  County  Society. 

Luzerne  : New  Member — Francis  P.  McGinty,  97 
Hillside  St.,  Wilkes-Barre.  Resignation — J.  F.  Ed- 
wards, Denver,  Colo. 

Lycoming:  New  Member — Rush  E.  Costelow,  Wil- 
liamsport Hospital,  Williamport.  Deaths — Mahlon  T. 
Milnor  of  Warrensville  (Jeff.  Med.  Coll.  ’83)  recently. 
Roy  W.  Crandall  of  Warrensville,  Apr.  28. 

Montour  : Nezv  Member — Walter  A.  Redel,  Peck- 
ville  (Lacka.  Co.)  Removal — Charles  L.  Johnston 

from  Danville  to  Numidia  (Col.  Co.) 

Northampton;  New  Member — Thomas  C.  Zulick, 
Jr.,  217  High  St.,  Easton. 

Northumberland  : Removal — J.  Edward  Nickel 

from  Sunbury  to  Ridge  Road  & Ellsworth  Ave.,  Erie. 

Philadelphia  : New  Members — Isaac  Andrussier, 

Jewish  Maternity  Hospital,  532  Spruce  St. ; Dorothy 
L.  Ashton,  1906  Walnut  St. ; Fr^erick  A.  Cochran, 
343  So.  18th  St. ; Lloyd  B.  Greene,  804  Medical  Arts 
Bldg. ; John  H.  Gunter,  4747  Sansom  St. ; Harry  E. 
Knox,  719  66th  Ave. ; Moses  Kopeika,  833  So.  3d  St. ; 
Searle  H.  Lanyon,  2215  Walnut  St. ; W.  Burrill 
Odenatt,  1213  W.  Lehigh  Ave. ; Elizabeth  G.  Ravdin, 
Powelton  Apts.,  3500  Powelton  Ave. ; Eli  R.  Saleeby, 
1426  Spruce  St. ; Francis  P.  Shannon,  2866  Frankford 
Ave. ; Will  H.  Woodworth,  3410  Baring  St.,  Philadel- 
phia. Deaths — Capt.  Manley  F.  Gates,  Damariscotta, 
Me.;  Earl  L.  McDaniel  (Univ.  of  Penna.  ’94)  recently, 
aged  57.  Reznoval — Sarah  L.  Weintraub  from  Phila- 
delphia to  Peermont,  N.  J. ; Howard  A.  McKnight  from 
Philadelphia  to  Springfield,  O.  (has  joined  Medical 
Society  of  Ohio). 

Tioga  : New  Member — D.  S.  Brazda,  Blossburg. 

Warren  : Resignation — Adelaide  Weston  and  Paul  G. 
Weston  of  Jamestown,  N.  Y. 

Washington:  New  Meznbers — Harold  E.  Weller, 
204  Fourth  St.,  Monongahela ; Joseph  S.  Wilson,  Box 
44,  Meadowlands.  Deaths — James  M.  Moore  of  Mid- 
way (West.  Res.,  Cleveland,  ’85)  Apr.  24,  aged  64; 
Richard  A.  Stewart  of  Washington  (Univ.  of  Pgh.  ’87) 
Apr.  17,  aged  59. 

Westmoreland  : New  Member — John  S.  Silvis, 

Harrison  City.  Resignation — Ida  E.  Blackburn,  Greens- 
burg. 
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PAYMENT  OF  PER  CAPITA  ASSESSMENT 

The  following  payment  of  per  capita  assessment  has 
been  received  since  April  16th.  Figures  in  first  column 
indicate  county  society  numbers ; second  column  State 
Society  numbers : 


April  16 

Bedford 

9 

6994 

$5.00 

17 

Lehigh 

109 

6995 

5.00 

Lancaster 

122-123 

6996-6997 

10.00 

Lawrence 

47-49 

6998-7000 

15.00 

18 

Venango 

41 

7001 

5.00 

Westmoreland  82,  113-127 

7002-7017 

80.00 

20 

Northampton 

127 

7018 

5.00 

Venango 

42 

7019 

5.00 

Franklin 

50 

7020 

5.00 

Bedford 

10 

7021 

5.00 

Beaver 

77-78 

7022-7023 

10.00 

Wayne 

26-27 

7024-7025 

10.00 

Tioga 

29 

7026 

5.00 

Lackawanna 

173-187 

7027-7041 

75.00 

21 

Berks 

132-133 

7042-7043 

10.00 

Luzerne 

240-246 

7044-7050 

35.00 

Snyder 

8-9 

7051-7052 

10.00 

Beaver 

79 

7053 

5.00 

Northampton 

129 

7054  , 

5.00 

22 

Luzerne 

247-248 

7055-7056 

10.00 

Blair 

86-87 

7057-7058 

10.00 

23 

Chester 

73 

7059 

5.00 

Lawrence 

50 

7060 

5.00 

24 

Venango 

43 

7061 

5.00 

Potter 

13 

7062 

5.00 

25 

Venango 

44 

7063 

5.00 

Northampton 

130 

7064 

5.00 

27 

Montour 

25 

7065 

5.00 

28 

Bradford 

40 

7066 

5.00 

Lancaster 

124-125 

7067-7068 

10.00 

29 

Mifflin 

23 

7069 

5.00 

May  2 

Beaver 

80 

7070 

5.00 

Bed  ford 

11-13 

7071-7073 

15.00 

Tioga 

30 

7074 

5.00 

Blair 

88-89 

7075-7076 

10.00 

4 

Luzerne 

249 

7077 

5.00 

Jefferson 

44-51 

7078-7085 

40.00 

7 

Erie 

132 

7086 

5.00 

Northampton 

131-132 

7087-7088 

10.00 

Philadelphia 

1852-1922 

7089-7159 

355.00 

8 

Somerset 

42-43 

7160-7161 

10.00 

Lancaster 

126-128 

7162-7164 

15.00 

Lackawanna 

188-199 

7165-7176 

60.00 

12 

Somerset 

44 

7177 

5.00 

Northampton 

133 

7178 

5.00 

Clearfield 

70 

7179 

5.00 

14 

Fayette 

131 

7180 

5.00 

Erie 

133-134 

7181-7182 

10.00 

Tioga 

31 

7183 

5.00 

16 

Tioga 

32 

7184 

5.00 

TREASURY  DECISION  No.  3426 

NARCOTICS— PRESCRIPTIONS  AND 
EXEMPT  PREPARATIONS 

Amendment  of  Articles  117,  119  and  148, 
Regulations  35,  Revised* 

Treasury  Department 

Office  of  Commissioner  of  Internal  Revenue 
Washington,  D.  C. 

To  Collectors  of  Internal  Revenue,  Narcotic 
Agents  in  Charge,  and  others  concerned : 

1.  The  second  paragraph  of  Article  117,  Regu- 
lations 35,  Revised,  is  hereby  amended  to  read 
as  follows : 

*See  Article  No.  130,  Federal  Regulations  No.  35. 


"Exceptions. — Exceptions  to  this  rule  may  be  prop- 
erly recognized  (1)  in  the  treatment  of  incurable  dis- 
ease, such  as  cancer,  advanced  tuberculosis,  and  other 
diseases  well  recognized  as  coming  within  this  class, 
where  the  physician  directly  in  charge  of  a bona  fide 
patient  suffering  from  such  disease  prescribes  for  such 
patient,  in  the  course  of  his  professional  practice  and 
strictly  for  legitimate  medical  purposes,  and  in  so  pre- 
scribing, indorses  upon  the  prescription  that  the  drug 
is  dispensed  in  the  treatment  of  an  incurable  disease 
(or  if  he  prefers  he  may  indorse  upon  the  prescription 
Exception  (1),  Art.  117’);  and  (2)  where  the  at- 
tending physician  prescribes  for  an  aged  and  infirm 
addict  whose  collapse  from  the  withdrawal  of  the  drug 
would  result  in  death  and  in  which  case  he  indorses 
upon  the  prescription  that  the  patient  is  aged  and  infirm, 
giving  age,  and  that  the  drug  is  necessary  to  sustain 
life  (or  if  he  prefers  he  may  indorse  upon  the  pre- 
scription ‘Exception  (2),  Art.  117’).” 

2.  The  second  paragraph  of  Article  119  ,Regu- 
lations  35,  Revised,  is  hereby  amended  to  read 
as  follows : 

"Drugffists. — The  druggist  who  fills  a prescription 
must  preserve  the  prescription  for  a period  of  two 
years  from  date  indicated  thereon.  (See  Art.  124.)” 

3.  Article  148,  Regulations  35,  Revised,  is 
hereby  amended  by  striking  out  the  word  “sig- 
nature” and  substituting  therefor  the  word 
“name”  both  in  the  fourth  sentence  thereof  and 
in  the  heading  of  the  second  column  of  the  form 
therein  prescribed  of  record  to  be  kept  by  retail 
dealers. 

D.  H.  Blair, 

Commissioner  of  Internal  Revenue. 
Approved : January  12,  1923. 

A.  W.  Mellon, 

Secretary  of  the  Treasury. 

Federal  Regulations  No.  35,  Article  No.  130 
Art.  130.  Stock  Solutions. — Those  per- 
sons, such  as  dentists,  oculists,  aurists,  and  other 
specialists  engaged  in  a lawful  profession,  who 
administer  in  their  office  practice  minute  quan- 
tities of  narcotics,  in  the  form  of  solutions,  may 
keep  a record  of  the  date  when  a stock  solution 
is  made  or  purchased  and  the  date  when  such 
stock  solution  is  exhausted.  Where  pastes  or 
ointments  are  made  or  purchased,  a record  of 
the  date  when  the  container  is  first  opened  and 
the  date  when  its  contents  are  exhausted  may  be 
kept.  When  such  records  are  made  it  will  not 
be  necessary  to  keep  a record  of  the  name  and 
address  of  each  patient. 


COMBINED  GASTRIC  AND  DUODENAL  ULCER 
In  approximately  7,500  rocntgenographic  examin- 
ations of  the  gastro-intestinal  tract  in  the  last  three 
years,  Jacob  Buckstein,  New  York  (Journal  A.  M.  A., 
May  2,  1925),  has  seen  only  three  cases  in  which  both 
the  roentgen  ray  and  surgical  exploration  demonstrated 
the  presence  of  a combined  gastric  and  duodenal  ulcer 
in  the  same  patient. 
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REPORTERS  OF  COUNTY  SOCIETIES 


Adams — James  P.  Dalbey,  M.D.,  Gettysburg. 
A1.1.E1.HENV — Lester  Hollander,  M.D.,  Pittsburgh. 
Armstrong — Jay  B.  F.  Wyant,  M.D.,  Kittanning. 
Beaver — Francis  H.  McCaskey,  M.D.,  Rochester. 
Bedford — N.  A.  Timmons,  M.D.,  Bedford. 

Berks — Clara  Shetter-Keiser,  M.D.,  Reading. 

Blair — .James  S.  Taylor,  M.D.,  Altoona. 

Bradford — Stanley  D.  Conklin,  M.D.,  Sayre. 

Bucks — -Anthony  F.  Myers,  M.D.,  Blooming  Glen. 
Butler — L.  Leo  Doane,  M.D.,  Butler. 

Cambria — ^Joseph  J.  Meyer,  M.D.,  Johnstown. 

Carbon — Jacob  A.  Trexler,  M.D.,  Lehighton. 

Center — James  L.  Seibert,  M.D^  Bellefonte. 

Chester — J.  A.  Perkins,  M.D..  Coatesville. 

Clarion — James  M.  Hess,  M.D.,  Tylersburg. 
Clearfield — John  M.  Guigley.  M.D.,  Clearfield. 
Clinton — ^R.  B.  Watson,  M.D.,  Lock  Haven. 
Columbia — ,C.  B.  Yost.  M.D.,  Bloomsburg. 

Crawford — Cornelius  C.  Laffer,  M.D.,  Meadville. 
Cumberland — Calvin  R.  Rickenbaughj  M.D.,  Carlisle. 
Dauphin— W.  Minster  Kunkel,  M.D.,  Harrisburg. 
Delaware — George  L.  Armitage,  M.D.,  Chester. 

Elk — Samuel  T.  McCabe,  M.D.,  Johnsonburg. 

Erie — Anna  M.  Schrade.  M.D..  Erie. 

Fayette — Robert  J.  Billings,  M.D.,  L’niontown. 
Franklin — Samuel  D.  Shull,  M.D.,  Chambersburg. 
Greene — Robert  W.  Norris,  M.D..  Waynesburg. 
Huntingdon — ^John  M.  Beck,  M.D.,  AIe.\andria. 
Indiana — F.  J.  Kellam.  M.D.,  Ernest. 

Jefferson — W.  A.  Hill,  M.D.,  Reynoldsville. 

Juniata — Brady  F.  Long,  M.D..  Mifflin. 
i.ACKAWANNA — G.  A.  Clark,  M.D.,  Scranton. 


Lancaster — J.  Sullivan,  M.D.,  Lancaster. 

Lawrence — William  A.  Womer,  M.D.,  New  Castle. 
Lebanon — W.  Horace  Means,  M.D.,  Lebanon. 

Lehigh — Harold  E.  Hersh,  M.D.,  Allentown. 

Luzerne — William  J.  Davis,  M.D.,  Wilkes-Barre. 
Lycoming — Wesley  F.  Kunkl^  M.E).,  Williamsport. 
McKean — Francis  DeCaria,  M.D.,  Bradford. 

Mercer — M.  Edith  MacBride,  M.D.,  Sharon. 

Mifflin — F.  A.  Rupp,  M.D.,  Lewistown. 

Monroe — Walter  I,.  Angle,  M.D.,  Stroudsburg. 
Montgomery — John  C.  Simpson,  M.D.,  Norristown. 
Montour — John  H.  Sandel,  M.D.,  Danville. 

Northampton — Authur  B.  Hamilton,  M.D.,  Bethlehem. 
Northumberland — Charles  H.  Swenk,  M.D.,  Sunbury. 
Perry — ^A.  R.  Johnson,  M.D.,  New  Bloomfield. 
Philadelphia — Franklin  M.  Crispin,  Philadelphia. 

Potter — Ross  H.  Jones,  M.D.,  Coudersport. 

Schuylkill — Arthur  B.  Fleming,  M.D.,  Tamaqua. 

Snyder — -John  O Wagner,  M.D.,  Beaver  Springs. 
Somerset— H.  Qay  McKinley,  M.D.,  Meyersdale. 
Sullivan — ^P.  G.  Biddle,  M.D.,  Dusnore. 

Susquehanna — Robert  B.  Mackey,  M.D.,  Montrose. 

Tioga — John  H.  Doane,  M.D.,  Mansfield. 

Union — Oliver  W.  H.  Glover,  M.D.,  Laurelton. 

Venango — John  F.  Davis,  M.D.,  Oil  City. 

Warren — M.  V.  Ball,  M.D.,  Warren. 

W'ashington — Charles  C.  Cracraft,  M.D.,  Claysville. 
Wayne — Hugh  Stevenson.  Ill,  M.D.,  Waymart. 
Westmoreland — ^Ellsmer  L.  Piper,  M.D.,  Export,  Pa. 
Wyoming — ^Herbert  L.  McKown,  M.D.,  Tunkhannock. 
York — W.  Newton  Long,  M.D.,  York. 
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COUNTY  SOCIETY  REPORTS 


DAUPHIN— MAY 

The  Dauphin  County  Aledical  Society  has  inaugurated 
a campaign  to  improve  the  health  of  its  community. 

A generation  ago,  this  society,  through  its  daugh- 
ter, the  Academy  of  Medicine,  organized  the  Anti- 
tuberculosis Society,  and  established  a clinic  for  the 
study  and  care  of  tuberculosis  patients.  This  organiza- 
tion has  been,  and  is  now,  very  successful. 

The  Dauphin  County  Medical  Society  now  recom- 
mends similar  action  dealing  with  heart  diseases,  can- 
cer, contagious  diseases,  a county  hospital,  and  periodic 
examinations  of  its  own  members,  and  of  their  patients. 

The  plan  is  to  coordinate,  as  far  as  possible,  all  local 
organizations  that  seek  to  improve  the  health  of  the 
people  of  the  community.  The  society  also  seeks  to  co- 
ordinate all  of  the  hospitals  and  clinics  of  the  com- 
munity as  centers  for  medical  education — to  extend 
their  educational  facilities  to  all  physicians  who  may  be 
interested,  that  the  efficiency  of  its  members  may  be 
increased. 

At  the  March  meeting  of  the  Society,  the  following 
committees  were  appointed : Central  or  executive  com- 
mittee— J.  W.  Ellenberger,  chairman;  George  W. 
Bauder,  secretary;  William  Tyler  Douglass.  Subcom- 
mittee on  county  hospital — Jesse  L.  Lenker,  chairman; 
C.  E.  L.  Keene,  M.  L-  Nissley.  Subcommittee  on  can- 
cer— E.  A.  Nicodemus,  chairman;  Geo.  L.  Laverty, 
secretary ; T.  E.  Bowman,  George  R.  Moffitt,  R.  L,. 
Perkins,  P.  A.  Deckard,  B.  B.  Jeffers.  Subcommittee 
on  heart  diseases — R.  F.  L.  Ridgway,  chairman;  Rich- 
ard J.  Miller,  secretary;  C.  R.  Phillips,  Frances  E. 
Shields,  M.  I.  Stein,  H.  F.  Gross,  Jesse  L.  Lenker. 
Subcommittee  on  health  examinations — F.  F.  D.  Reck- 
ord,  chairman ; J.  B.  McAlister ; W.  J.  Middleton,  J. 
W.  MacMullen,  E.  K.  Lawson,  H.  R.  Douglas.  Sub- 


committee on  contagious  diseases — David  S.  Funk, 
chairman ; J.  M.  J.  Raunick,  G.  H.  Widder,  D.  Edgar 
Hottenstein.  All  of  these  committee  members  constitute 
the  general  committee,  which  considers  reports  of  the 
various  subcommittees  and  makes  recommendations  to 
the  society. 

At  the  April  meeting  of  the  Society,  the  following 
recommendations  were  adopted : 

Your  committee  recommends  that  clinics  for  the  study  of 
cancer  and  heart  sufferers  shall  be  established  in  our  com- 
munity, preferably  in  existing  institutions,  as  the  Harrisburg 
and  the  Polyclinic  Hospitals;  that  in  these  and  all  other  clinics 
in  the  city,  great  care  shall  be  exercised  to  confine  free 
service  to  such  patients  as  may  be  unable  to  pay;  and  that  as 
many  of  our  members  as  possible  shall  be  given  an  opportunity 
to  serve  as  staff  members. 

Your  committee  recommends  that  the  opportunities  for  study 
and  for  mutual  improvement  in  connection  with  our  hospitals 
and  clinics  should  be  utilized  more  and  yet  more.  We  recog- 
nize and  approve  the  efforts  of  staff  members  of  existing  insti- 
tutions to  share  their  opportunities  with  others  not  so  connected. 
We  recommend  that  the  staff  members  shall  occasionally  inter- 
change with  their  confreres  from  other  institutions,  and  with 
those  not  connected  with  any  institutions,  as  participants  in  staff 
meetings  and  in  studies  of  patients. 

We  recommend  further  that  this  society  shall  consider  the 
action  taken  in  some  of  the  larger  cities,  where  hospitals  offer 
to  the  physicians  of  the  neighborhood  opportunities  for  in- 
tensive study  of  special  subjects.  This  was  done  on  a large 
scale  by  the  Government,  during  the  war.  Last  year,  tJie  Uni- 
versity of  Pennsylvania  gave  such  an  opportunity  to  physicians 
interested  in  the  treatment  of  diabetes.  The  course  proved  to 
be  so  popular  that  it  was  repeated  several  times  to  full  classes. 
One  of  our  members  reports  that  the  Heart  Society  of  Philadel- 
phia has  arranged  for  its  members  an  intensive  course  in  heart 
conditions.  The  program  calls  for  studies  in  various  hospitals, 
covering  the  hours  from  nine  in  the  morning  until  si.x  in  the 
evening,  and  continuing  for  a week. 

Your  committee  endorses  the  recommendations  of  the  subcom- 
mittee on  periodic  health  examinations;  namely,  that  our  mem- 
bers should  show  their  faith  in  the  efficiency  of  such  examinations 
by  undergoing  the  tests  themselves;  that  volunteer  examiners 
shall  be  secured  from  among  our  members;  that  the  names  of 
these  shall  be  placed  in  alphabetical  order,  and  that  our  mem- 
bers who  shall  apply  for  examination  shall  be  assigned  in 
rotation,  on  an  appointment  basis;  that  we  shall  ask  each  mem- 
ber to  urge  upon  his  own  patients  the  importance  of  such 
examinations  at  least  once  a year. 

Your  committee  recommends  that  the  members  of  the  Dauphin 
County  Medical  Society  request  their  patients  to  subscribe  for 
Hyqeia;  that  we  request  the  American  Medical  Association  to 
send  sample  copies  for  distribution  at  our  public  meetings;  that 
our  members  shall  place  it  upon  the  tables  in  their  waiting 
rooms.  Those  who  have  done  so  can  testify  that  people  are 
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interested  in  reading  it,  and  that  it  disseminates  very  important 
facts  bearing  upon  health. 

Respectfully  submitted, 

J.  W.  Ellenberger,  W.  T.  Dougeass,  G.  W.  Bauder. 

The  report  of  this  committee  was  acted  upon  and 
adopted,  each  article  separately,  and  then  as  a whole. 

On  May  30th,  Dr.  Joseph  Sailer,  Professor  of  Clin- 
ical Medicine  at  the  University  of  Pennsylvania,  and 
President  of  the  Philadelphia  Heart  Association,  and 
Dr.  Samuel  L.  Levine,  Associate  Professor  of  Medicine 
at  Harvard  University,  and  Cardiologist  at  Peter  Bent 
P.righam  Hospital,  Boston,  conducted  a heart  clinic  at 
the  Harrisburg  Hospital.  They  demonstrated  a number 
of  interesting  heart  conditions,  to  the  edification  of  the 
many  physicians  who  were  present. 

In  the  evening  of  the  same  day,  they  addressed  a 
public  meeting  in  Fahnestock  Hall.  The  audience  in- 
cluded many  of  Harrisburg’s  most  representative  citi- 
zens. Judge  John  E.  Fox  presided.  Their  addresses 
were  well  received. 

In  June,  Dr.  John  Hinchman  Stokes,  Professor  of 
Dermatology  at  the  University  of  Pennsylvania,  is 
scheduled  to  address  the  Society.  It  is  hoped  that  he 
will  impart  some  of  his  great  experience  concerning 
hospitals  for  patients  who  suffer  from  contagious 
diseases. 

In  September,  the  subcommittee  on  cancer  will  ar- 
range for  a public  meeting  for  a discussion  of  malignant 
conditions. 

In  October,  during  the  session  here  of  the  Medical 
Society  of  the  State  of  Pennsylvania,  Dr.  Alexander 
Lambert,  formerly  President  of  the  American  Medical 
.'Association,  and  Professor  of  Clinical  Medicine  at 
Cornell  University,  will  address  a mass  meeting  upon 
“Health.”  It  is  hoped  that  at  this  meeting  the  Harris- 
burg Health  Federation  may  be  organized,  and  that  it 
may  include  many  or  all  of  the  local  health-improve- 
ment societies. 

The  subcommittee  on  health  examinations  is  now 
ready  to  examine  the  members  of  the  Dauphin  County 
Medical  Society. 

Plans  will  shortly  be  made  for  a demonstration  tuber- 
culosis clinic  for  negroes  of  Harrisburg  and  vicinity,  to 
be  conducted  by  a well-known  specialist  in  this  subject. 
This  project  is  a result  of  the  enthusiasm  accorded  the 
recent  clinic  held  under  the  auspices  of  the  Anti- 
tuberculosis Society  at  the  Harrisburg  Academy  of 
Medicine,  with  Dr.  Isadore  Kauffman  of  Philadelphia 
as  the  visiting  clinician. 

W.  Minster  Kunkel,  M.D.,  Reporter. 


LUZERNE— MAY 

A regular  meeting  of  the  Luzerne  County  Medical 
Society  was  held  in  the  Medical  Building,  and  was 
called  to  order  by  President  S.  M.  Wolf.  There  were 
78  members  and  two  visitors  present.  The  program 
committee  made  a report,  and  announced  that  the 
outing  to  be  held  in  June  would  be  a joint  scientific 
and  outing  meeting. 

Dr.  S.  Calvin  Smith,  of  Philadelphia,  was  the 
essayist  for  the  evening,  and  gave  a very  interesting 
talk  on  examination  of  the  heart.  Dr.  Smith  stressed 
the  history  as  very  important  in  relation  to  the  cause 
of  heart  disease.  He  stated  that  heredity  does  not 
exist  as  a cause.  Especially  important  did  he  consider 
diseases  of  childhood,  such  as  measles,  whooping  cough, 
and  diphtheria.  The  latter  affects  the  heart  in  about 
22%  of  cases  if  they  have  not  received  antitoxin,  while 
those  who  receive  antitoxin  early  may  escape  heart 
disease.  Scarlet  fever,  tonsillitis,  chorea,  and  acute 
rheumatic  fever  are  frequent  causes  of  heart  disease. 


The  cardiac  clinical  symptoms,  as  relating  to  the 
present  history,  should  be  next  considered  in  cases  of 
heart  lesions.  It  is  important  to  consider  the  heart 
lesion  present,  as  well  as  the  symptoms,  such  as  breath- 
lessness, irregularities,  and  limitation  of  effort  in  the 
accustomed  field  of  work.  The  patient’s  habits,  such  as 
liquor  and  tobacco,  also  lack  of  nourishment  and  proper 
rest,  must  be  considered.  While  tobacco  cannot  affect 
a sound  heart,  it  can  make  a bad  heart  worse.  In  the 
examination  of  the  patient,  the  glands  of  the  neck  and 
the  thyroid  gland  should  be  considered. 

Dr.  Smith  has  found  many  patients  with  heart  ir- 
regularities who  have  bad  teeth,  and  these  should  be 
looked  after  and  the  trouble  removed  before  we  can 
expect  to  improve  the  heart  condition.  The  tonsils 
should  be  inspected,  not  so  much  as  to  size,  but  as  to 
a diseased  condition.  He  laid  stress  upon  redness  of 
the  pillars,  as  a sign  to  be  suspected,  and  said  that  the 
heart  is  more  sinned  against  than  sinning;  that  is,  the 
cause  of  disease  may  be  elsewhere  than  in  the  heart. 
The  improvement  that  takes  place  in  some  of  these 
cases  when  the  focus  of  infection  can  be  eliminated, 
is  surprising  and  also  gratifying. 

The  meeting  was  much  appreciated,  and  many  ques- 
tions were  asked  pertinent  to  the  subject.  A rising  vote 
of  thanks  was  tendered  Dr.  Smith  for  coming  to 
Wilkes-Barre. 

At  the  meeting  held  on  May  20th,  there  was  a fairly 
good  attendance.  Dr.  S.  M.  Wolf,  the  president,  pre- 
sided. Dr.  John  L-  Dorris  of  Nanticoke  was  elected 
to  membership. 

The  speaker  of  the  evening  was  Dr.  L.  L-  Rogers,  Jr., 
who  read  a very  interesting  paper  on  “Deep  X-Ray 
Therapy — Preliminary  Report  on  Thirty  Cases  so 
Treated.”  Dr.  Rogers  was  rather  conservative  in  his 
report,  and  is  not  over  enthusiastic  regarding  the  re- 
sults that  are  to  be  obtained  in  the  treatment  of  carci- 
noma and  sarcoma  by  this  means.  He  emphasized  the 
point  that  it  is  impossible  to  measure  the  exact  dose  of 
irradiation,  but  that  there  has  been  a great  advance 
made  in  the  past  few  years.  He  is  frank  to  admit  the 
limits  of  the  possibilities  in  this  field  of  work,  and  that 
when  many  cases  are  brought  for  treatment,  they  are 
hopelessly  beyond  help  by  any  form  of  treatment.  The 
members  who  heard  this  talk  were  well  impressed  as 
to  its  limits  and  possibilities. 

W.  J.  Davis,  M.D.,  Reporter. 


MERCER— MAY 

On  May  14th,  the  members  of  the  Mercer  County 
Medical  Society  met  in  the  I.  O.  O.  F.  rooms  at  Fre- 
donia.  Thomas  F.  Hogue,  M.D.,  of  Fredonia,  was  a 
very  kind  host. 

John  E.  Ferringer,  M.D.,  of  Stoneboro,  gave  an  ex- 
cellent report  of  the  program  he  had  carried  out  in  the 
Stoneboro  schools  in  the  preventive  treatment  of  goiter. 
At  the  January  meeting,  reports  had  been  given  by 
members  in  the  different  sections  of  the  county  on  their 
work  in  the  preventive  treatment  of  goiter  and  diph- 
theria. More  intensive  work  will  be  carried  on,  as 
committees  have  been  appointed  in  every  town  and 
vicinity. 

The  following  elections  were  made:  Delegate  to  the 
House  of  Delegates  of  the  Medical  Society  of  the  State 
of  Pennsylvania,  Edith  MacBride,  M.D.,  Sharon;  first 
alternate,  Frank  M.  Bleakney,  M.D.,  Grove  City;  sec- 
ond alternate,  Clarence  W.  McElhaney,  M.D.,  Green- 
ville; district  censor,  George  W.  Kennedy,  M.D., 
Sharon. 
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Frank  M.  Bleakney,  M.D.,  read  an  interesting  paper 
on  scarlet  fever.  The  attendance  was  good,  and  every- 
one entered  heartily  into  the  discussion.  Adjourned,  to 
meet  July  9th,  at  the  Mercer  Sanitarium,  as  guests  of 
W.  W.  Richardson,  M.D. 

Edith  MacBride,  M.D.,  Secretary-Reporter. 


NORTHAMPTON— APRIL 

The  April  meeting  was  held  at  St.  Luke’s  Hospital, 
Bethlehem,  Pa.,  on  April  17th.  It  was  a clinical  meet- 
ing, with  the  following  cases : 

1.  A case  of  angina  pectoris  relieved  by  bilateral 
cervical,  sympathetectomy.  This  case  was  presented  by 
Dr.  F.  J.  Dever  and  Dr.  W.  L.  Estes,  Jr.  Dr.  Dever 
dealt  with  the  medical,  and  Dr.  Estes  with  the  surgical 
aspects  of  the  case. , 

2.  Two  cases  of  trichinosis,  shown  by  Dr.  G.  D.  Mor- 
ris. These  were  two  neighbors  who  had  eaten  of  raw 
pork  sausage.  The  liying  worms  were  demonstrated 
under  the  microscope. 

3.  A case  of  thoracic  aneurysm,  presented  by  Dr.  J. 

Heckert.  -This  patient  had  decided  symptoms,  but 

very  few  physical  signs . of  aneurysm.  X-ray  studies 
confirmed  the  diagnosis. 

Dr.  W.  P.  Walker  was  to  have  spoken  on  a “Brief 
Review  of  Salient  Points  in  Goiter”  and  on  the  “Im- 
portance of  Early  Recognition  and  Early  Surgery  in 
Acute  Osteomyelitis,”  but  so  much  time  had  been  con- 
sumed in  Ihe  discussion  of  the  preceding  cases  that  he 
gracefully  suggested  that  the  clinical  meeting  end  and 
the  society  adjourn  to  the  dining  room  of  the  hospital 
for  lunch.  This  was  much  enjoyed  by  all. 

Arthur  B.  Hamilton,  M.D.,  Reporter. 


PHILADELPHIA 
April  8,  1925 

Dr.  Harvey  Wiley,  Washington,  D.  C.  (by  invita- 
tion): The  Importance  of  Diet  to  Health  and  Vitality. — 
This  is  a theme  on  which  everyone  is  interested  because 
of  the  natural  desire  to  live ; and  not  because  of  taste 
or  the  sociability  of  banqueting,  but  to  preserve  health 
and  strength  as  long  as  possible,  everyone  should  help 
the  doctors  by  acquiring  a knowledge  of  the  proper 
daily  intake  of  food.  Food  is  the  factor  which,  more 
than  any  other,  except  air  and  water,  has  to  do  with 
preserving  life,  and  bromatoprophylaxis  and  bromato- 
^herapy — prophylaxis  and  therapy  by  food — are  impor- 
tant considerations. 

A disease  with  which  food  is  particularly  concerned, 
as  to  the  prevention  and  cure,  is  goiter,  produced  by  an 
insufficient  iodin  intake,  with  underactivity  of  the  thy- 
roid and  a general  waterlogging,  ending  in  myxedema. 
Polyneuritis,  commonly  called  beriberi,  is  another  ex- 
ample, caused  by  an  absence  of  a vitamin  in  the  food, 
a fact  accidentally  discovered  when  soup  made  from 
the  husks  of  rice  instead  of  the  polished  grain  was 
given  to  a soldier  suffering  from  polyneuritic  symptoms, 
with  immediate  relief.  It  was  with  this  discovery  that 
the  importance  of  vitamins  was  first  recognized.  Other 
deficiency  diseases  are  scurvy,  rickets,  pellagra  and  dry 
eye,  and  in  all,  reproduction  is  especially  affected.  Some 
zealous  dietitians  claim  to  cure  all  diseases  by  the  regu- 
lation of  food — for  example,  paralysis,  gall  stones, 
bladder  and  renal  calculi,  fits,  asthma — ^but  while  good 
food  will  help  nature,  it  is  not  specific,  except  in  defi- 
ciency diseases.  Many  diseases,  and  most  prominently 
tuberculosis,  are  promoted  by  improper  food. 
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Food  is  too  often  chosen  by  habit  or  style  and  we  find 
most  children  overnourished  on  the  wrong  kind  of  food. 
Massachusetts’s  census  shows  that  every  ten  years  the 
expectation  of  life  has  increased — in  1890  the  age  being 
for  men  42,  for  women  44 ; in  1920,  men  55,  and  women 
57.  The  increasing  use  of  tobacco  is,  by  diminishing 
resistance,  increasing  the  cancer  rate.  Cancer  of  the 
stomach,  equally  common  in  men  and  women,  follows 
the  line  which  food  takes  in  the  stomach;  hence,  irri- 
tating foods,  such  as  spices,  ice  cream,  very  hot  coffee, 
etc.,  by  decimation  of  the  tissues,  form  important  causa- 
tive factors  in  carcinoma. 

“Many  a man,  both  young  and  old, 

Has  gone  to  his  sarcophagus 
By  pouring  water  icy  cold 
Into  his  esophagus.” 

In  diabetes,’  insulin  is  a great  discovery,  but  the  pri- 
mary thing  is  prevention,  which  is  not  so  hard  after  all, 
when  we  realize  that  its  incidence  is  directly  propor- 
tional to  the  use  of  sugar.  In  1776,  there  was  an  aver- 
age yearly  consumption  of  10  pounds  per  head,  which 
by  1924  had  increased  to  100  pounds  per  head.  During 
the  War,  in  England  the  death  rate  in  underfed  chil- 
dren fell.  Diet  regulation  in  hot  weather  has  nearly 
eliminated  deaths  from  summer  diarrhea  of  babies. 
Food  is  most  valuable  as  a prophylactic  agent.  In 
twenty-five  years,  in  the  United  States  the  expectation 
of  life  will  be  seventy,  while  in  1890  it  was  44. 

Charles  H.  LaWall,  Ph.G.,  Ph.M.,  Dean  of  the  Phila- 
delphia College  of  Pharmacy  and  Science  (by  invita- 
tion), said  in  discussion  that  the  enforcement  of  Wiley’s 
food  laws  has  been  a very  positive  factor  in  the  greater 
expectation  of  life.  The  Food  and  Drugs  Act  of  1906, 
during  the  time  when  Dr.  Wylie  was  Chief  Chemist  in 
the  Department  of  Agriculture,  marked  the  beginning 
of  pure  food,  and  in  many  steps  toward  food  legislation 
and  law  enforcement,  Pennsylvania  has  anticipated  the 
Federal  action. 

Dr.  D.  J.  McCarthy:  The  Morphin  Habit,  Some  Ob- 
servations on  Prevention  and  Treatment. — This  paper 
endeavors  to  cover  only  in  a general  way  the  morphin 
question  and  a factor  in  its  prevention.  Although  the 
U.  S.  statistics  on  the  supply  of  narcotics  indicated 
110,000  addicts,  instead  of  the  very  large  number  ex- 
pected to  be  rejected  in  the  draft  of  1919,  there  were 
found  only  3,284.  The  total  number  of  addicts  in  the 
state,  in  1922,  was  1,411;  in  1923,  1,184. 

At  the  Philadelphia  General  Hospital,  654  cases  were 
treated  in  1923,  and,  392  in  1924.  Causes  of  pure  drug 
addiction  in  these  cases  were : no  reason,  347 ; com- 
plicated by  disease,  35 ; carcinoma,  1 ; aged,  2 ; mental 
diseases,  3.  Of  those  members  of  the  wealthier  classes 
referred  to  the  private  physician,  70%  are  due  to  the 
hypodermic  administration  of  the  drug  by  the  physician 
for  pain  or  disease.  The  untrained  and  careless  mem- 
ber of  the  medical  profession  who  treats  pain  rather 
than  the  cause  of  it,  is  to  blame.  The  treatment  of 
morphinism  in  a private  institution,  where  the  patients 
are  anxious  to  give  up  the  habit,  is  necessarily  different 
from  that  to  be  employed  in  a city  hospital.  The  cure 
depends  largely  on  the  individual — the  restoration  of 
normal  will,  which  really  depends  upon  the  physical 
health. 

Cases  may  be  classified:  (1)  the  accidental  cases  in 
individuals  of  normal  character  and  normal  tone,  in 
which  group  the  prognosis  is  good  (80%)  ; (2)  those 
suffering  with  incurable  disease;  (3)  those  with  nor- 
mal character  tone,  but  habit  formers — a psychological 
condition;  (4)  defectives — the  inborn,  inherent  morons, 
and  high  grade  moral  imbeciles  (hopeless),  and  the  ac- 
quired defectives  who  are  not  insane  but  who,  through 


608 


THE  ATLANTIC  MEDICAL  JOURNAL 


June,  1925 


vicious  environments,  luidergo  moral  collapse  and  are 
guided  by  fear  of  punishment.  These  last  frequently 
acquire  the  cocain  habit  which,  unlike  alcohol  addiction, 
leads  to  mental  deterioration. 

No  lasting  results  can  be  had  when  cases  are  sent  to 
court  without  a careful  history  and  study  of  the  en- 
vironment and  heredity,  and  the  sentence  for  the  chronic 
drug  offender  must  depend  on  the  case.  In  the  normal 
individual  of  good  character,  the  minimum  time  for 
treatment  is  four  months,  and  in  these  best  types  mor- 
phin  may,  unknown  to  the  patient,  be  withdrawn  in  two 
weeks  with  no  damage  to  health.  A sudden  withdrawal 
is  contrary  to  scientific  methods,  for  the  general  health 
must  be  built  up  during  the  period  when  the  drug  is 
decreased. 

To  remove  the  drug,  the  patient  must  be  in  bed  on 
full  rest  treatment,  with  isolation,  milk  diet,  massage, 
etc.  The  drug  is  cut  to  gr.  iii  in  24  hours  and  given 
in  specific  dosage  every  two  or  three  hours,  with  the 
dosage  cut  and  bromides  increased  during  the  week  or 
ten  days  for  withdrawal.  Three  months  in  a farm 
sanatorium  should  follow.  Liver  and  kidneys  may  be 
affected,  or  acute  acidosis  occur,  and  there  must  be 
reinforcement  of  physical,  mental,  and  moral  tone,  and 
of  the  will.  In  commitment,  both  individual  and  insti- 
tution must  be  known.  There  should  be  a one-year  pro- 
bation period  after  which  a test  of  freedom  should  be 
made.  The  office  treatment  of  these  cases  is  impossible. 

It  should  be  emphasized  that  morphin  should  never 
be  given  by  hypodermic,  except  in  severe  colic,  acci- 
dents, or  impending  death;  that  morphin  should  never 
be  given  in  cases  of  recurrent  pain,  such  as  migraine, 
menstrual  cramps,  tic  douloureux,  etc. ; that  morphin 
should  never  be  given  to  the  nervous  or  psychotic ; that 
m.orphin  should  never  be  used  more  than  48-72  hours 
postoperatively ; that  morphin  should  never  be  used  for 
continuous  pains,  as  in  neuritis,  rheumatism,  bone  or 
nerve  disease;  that  it  should  never  be  administered  for 
insomnia  or  asthma.  It  should  always  be  given  by 
mouth,  without  the  patient’s  knowing  of  the  drug  em- 
ployed. The  County  Medical  Society  should  outline  the 
diseases  and  times  when  morphin  should  be  used,  and 
the  physician  should  be  held  responsible  if  he  admin- 
isters it  otherwise.  Such  an  outline  would  be:  (1)  sur- 
gical cases  pre-  and  postoperatively;  (2)  gall-bladder 
and  renal  colic;  (3)  transportation  of  an  acute  ab- 
dominal case;  (4)  inoperable,  painful  malignant  disease. 

April  22,  1925’ 

The  President,  Dr.  Arthur  C.  Morgan,  in  the  chair. 

Dr.  J.  Norman  Henry  gave  a brief  review  of  the 
activities  of  the  medical  profession  of  the  state  pertain- 
ing to  legislative  matters. 

SYMPOSIUM  ON  HERNIA 

Dr.  A.  D.  Whiting:  The  Mechanical  Treatment  of 
Hernia. — In  1859,  in  a county  medical  symposium  on 
hernia,  the  medical  profession  was  of  one  mind ; e.  g., 
that  the  proper  treatment  was  the  application  of  pres- 
sure to  cause  adhesions.  The  injection  treatment,  later 
proposed,  using  Lugol’s  solution,  cantharides,  alcohol, 
paraffin,  etc.,  has  been  condemned.  The  progress  of 
surgery  since  1859  has  modified  the  view.  The  only 
indications  at  present  for  mechanical  treatment  are  the 
contraindications  to  surgery;  e.  g.,  infancy;  old  age; 
obesity ; increased  intra-abdominal  pressure,  as  in  cases 
of  chronic  cough  ; chronic  alcoholism  ; nephritis  ; tuber- 
culosis, or  other  disease  with  grave  prognosis ; lues ; or 
conditions  which  would  interfere  with  the  postoperative 
care,  as  an  enlarged  prostate,  urethral  stricture,  etc. 


Mechanical  treatment  is  contraindicated  in  irreducible 
or  strangulated  hernia.  It  is  palliative  and  not  curative, 
except  in  the  young,  but  a truss,  properly  fitted,  does 
not  interfere  with  a normal  existence.  A truss  was 
found  in  a Phoenician  cemetery,  dating  back  900  B.  C. 

Hernia  has  furnished  a fertile  field  for  quacks,  with 
sure-cure  appliances,  lotions,  etc.,  and  rupture  doctors 
have  been  ready  with  instruction  for  the  public.  To- 
day there  is  on  the  market  an  appliance  with  an  elastic 
belt  and  air  cushion  pad  for  the  hernial  opening,  and  a 
double  elastic  belt  with  a “magic  dot.”  Surgery 
greatly  reduces  the  number  of  cases  to  be  gdven  a truss, 
but  when  an  appliance  is  to  be  used  it  should  be  pre- 
scribed at  a truss  fitter’s,  with  careful  instructions  to 
the  patient.  There  should  be  an  oblong,  smooth,  hard, 
impervious  pad  over  the  opening,  with  some  means  of 
retaining  it  to  give  just  sufficient  pressure  to  prevent 
protrusion  of  the  hernia.  Hard  rubber  is  the  best  ma- 
terial, since  it  can  be  easily  cleaned  and  the  patient  can 
bathe  without  its  removal — an  item  most  important. 
The  springless  truss  is  pervious  and  rapidly  becomes 
foul  by  moisture.  It  is  good  only  for  night  wear  in 
cases  of  cough  or  asthma. 

The  first  spring  appliance  was  made  of  iron  in  1306 
in  France.  In  1628,  the  first  steel  truss  was  made.  In 
1847,  the  Hood  double  truss  came  on  the  market,  and 
it  or  the  Di  Garmo  modification  are  the  ones  to  be 
used.  The  truss  should  be  applied  with  the  patient 
recumbent,  thigh  flexed  on  abdomen,  and  should  always 
be  adjusted  in  bed.  Cure  is  proportionate  to  fhe  length 
of  time  the  internal  ring  is  not  kept  open  by  the  hernia. 
Dryness  of  the  parts  is  essential  to  prevent  chafing,  and 
boric  acid,  Stinson’s  powder  or  stearate  of  zinc  are  good. 

A demonstration  of  trusses  followed. 

Dr.  George  M.  Dorrance:  Causes  of  Hernia;  Causes 
of  Recurrence ; Method  of  Prevention  of  Recurrence. — 
The  causes  of  hernia  are:  congenital  structural  defect, 
a gradual  stretching  of  the  abdominal  wall,  a sudden 
loss  of  weight  with  increased  tension,  or  a sudden 
strain,  as  in  industrial  herniae.  The  properitoneal  fascia, 
composed  of  the  iliac  and  transversalis  fascia,  is  at- 
tached to  bones  and  ligaments,  and  if  it  were  an  unin- 
terrupted sheath,  there  would  be  no  hernia,  save  in 
cases  of  diastasis  recti. 

Herniae  occur  around  blood  vessels — epigastric,  um- 
bilical, inguinal,  obturator,  femoral.  Inguinal  hernia  is 
frequently  brought  about  by  a pulling  of  either  the 
spermatic  artery  or  the  vas — not  by  the  proverbial 
funnel-shaped  opening  in  the  peritoneum.  Direct  herniae 
usually  occur  after  35  years,  during  a long  disease  or  a 
continued  strain. 

Before  correction,  we  must  eliminate  stricture  of  the 
rectum  or  urethra,  hemorrhoids,  bladder  stone,  or  en- 
larged prostate.  Recurrences  occur  because  of  a sec- 
ondary strain,  or  because  of  poorly  planned  operations. 
The  surgeon  should  aim  for  reconstruction  of  the  nor- 
mal, so  far  as  possible,  and  the  Bassini  operation  is  the 
best.  Infections  in  the  wound  also  cause  recurrence, 
as  does  also  the  previous  use  of  a truss  or  a too  rapid 
convalescence  and  early  return  to  work  (before  eight 
or  nine  weeks).  The  crux  of  the  problem  is  the 
closure  of  the  transversalis  fascia. 

Dr.  Damon  B.  Pfeiffer:  The  Living  Suture  and 

Fascial  Grafts  in  the  Cure  of  Large  Hernia. — Prior  to 
Bassini,  recurrences  after  herniotomy  were  very  com- 
mon, and  even  now  there  is  a disquieting  percentage, 
as  high  as  16-24%.  There  have  been  two  results  from 
our  better  knowledge — careful  differentiation  between 
herniae,  and  improved  methods.  In  children  and  young 
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adults,  and  in  cases  of  simple  femoral  herniae,  we  now 
close  the  ring. 

There  are  certain  complicating  factors  which  call  for 
specialization  of  methods  and  individualization  of  cases; 
e.  g.,  congenital  anomalies,  weakness  of  the  abdominal 
wall,  excessive  strain,  advanced  age,  debility.  Points  in 
special  technic  for  these  cases  are  imbrication  of  the 
tissues,  closure  of  the  transversalis  fascia,  the  use  of 
muscle  or  fascia  flaps  for  weakened  areas,  and  living 
sutures — which  last  are  of  great  value  in  complicated 
and  otherwise  incurable  herniae.  Fascia  and  tendon  will 
live  when  transplanted ; therefore  fascial  strips  can  be 
used  for  sutures,  patching  structures  where  local  tissue 
is  unavailable,  creating  protection  by  the  fibrous  scar 
tissue  which  forms  between.  Proper  anchorage  for 
these  sutures  is  essential  and  often  difficult.  Fascial 
strips,  %-}/3  inch  wide  by  a foot  in  length,  are  cut  from 
the  iliotibial  band,  threaded  on  a long-eyed  needle,  and 
darned  back  and  forth,  penetrating  the  last  fascial  strip 
at  an  intersection.  This  is  indicated  in  complicated 
cases,  in  direct  herniae,  and  in  cases  with  weak  abdomi- 
nal wall.  One  hundred  cases  so  sutured  over  a period 
of  six  years  have  produced  no  recurrence. 

Dr.  H.  E.  Knox:  Hernia  in  Children. — Many  cases 
of  hernia  in  children  show  the  same  characteristics  as 
in  adults ; there  are  the  same  varieties  and  symptoms. 
Femoral  hernia  is  rare,  umbilical  common,  and  the  in- 
guinal types  are  usually  indirect,  because  of  the  fact 
that  the  rings  are  so  nearly  on  a line.  They  are  always 
congenital. 

Predisposing  causes  are  constipation,  diarrhea,  te- 
nesmus, persistent  crying,  phimosis,  malnutrition. 

Differentiation  must  be  made  from  hydrocele,  which 
is  more  solid,  is  dull  on  percussion,  transmits  light,  and 
disappears  and  recurs  gradually.  Undescended  testicle 
can  be  diagnosed  by  its  absence  in  the  scrotum,  its  pres- 
ence in  the  canal,  tender,  firm  and  irreducible.  The 
diagnosis  of  umbilical  hernia  is  easy,  and  the  prognosis 
good.  Lumbar  and  diaphragmatic  varieties  are  very 
rare. 

In  the  treatment  of  these  herniae  of  children,  it  is  not 
enough  to  advise  treatment,  but  consideration  must  be 
made  of  the  cause,  the  existing  factors,  the  probable 
outcome,  the  time  for  operation,  the  kind  of  truss  and 
its  application,  the  kind  of  family,  etc.  Cough,  phimosis, 
constipation,  narrow  meatus,  must  first  be  treated.  The 
improper  application  of  a good  appliance  may  do  harm. 
Under  three  years,  a truss  is  indicated,  and  one  to  two 
years  are  required  iof  cure.  The  hernia  should  never 
be  allowed  to  escape  from  the  abdomen  day  or  night, 
once  the  truss  has  been  put  on.  The  skin  must  be  kept 
dry  and  clean.  Children  wearing  trusses  should  be  ex- 
amined by  the  physician  every  three  months,  and  cure 
may  be  claimed  when  three  weeks  after  removal  there 
is  no  tendency  to  recurrence,  no  impulse,  no  strain  in 
the  inguinal  region.  Large,  flat,  square  pads  are  the 
best,  since  they  do  not  tend  to  increase  the  opening  as 
do  others.  All  umbilical  herniae  in  children  under 
twelve  should  be  treated  by  a truss,  unless  they  in- 
crease in  size. 

In  cases  where  the  truss  fails  to  hold,  in  incarcerated 
or  irreducible  herniae,  in  hydrocele  of  the  cord  or  canal 
of  Nuck,  and  in  undescended  testicle,  operation  is  in- 
dicated. Children  are  better  than  adults  for  operation, 
since  there  is  better  healing  and  recurrence  is  rare. 
Umbilical  hernia  in  children  over  twelve  is  treated  by 
a purse-string  suture  around  the  neck  of  the  sac,  or 
suture  of  the  aponeurotic  layers.  Symptoms  of  hernia 
are  the  same  in  children  as  in  adults — sudden  pain  in  a 
well  child,  constipation,  and  late,  vomiting.  No  at- 


tempt to  reduce  the  hernia  by  taxis  should  be  made,  as 
the  intestinal  wall  is  very  thin. 

Dr.  S.  B.  Tracy,  in  discussion,  said  that  every  case 
of  hernia  should  be  treated  by  operation,  unless  there 
exist  definite  contraindications.  A certain  percentage 
of  children  are  cured  by  proper  application  of  a truss. 
A thorough  study  of  the  patients  is  necessary  before 
operation.  Fascia  is  the  main  support  of  the  abdominal 
cavity ; hence  it  is  vital  that  primary  union  of  the 
fascia  be  obtained. 

Dr.  Basil  Beltran  said  that  injury  of  the  ilio-inguinal 
nerve  at  operation  may  lead  to  recurrence. 

Dr.  Dorrance  closed  by  stating  that  he  believed  any 
child  with  an  uncontrollable  hernia  should  be  operated 
upon,  as  it  is  impossible  to  tell  at  what  time  the  hernia 
will  become  strangulated. 

Mary  A.  Hippie,  M.D.,  Reporter. 


SEVENTH  CENSORIAL  DISTRICT— MAY 

The  Huntingdon  Country  Club,  Huntingdon,  Pa.,  was 
the  scene,  Thursday,  May  7th,  of  one  of  the  most  en- 
thusiastic meetings  of  medical  men  ever  held  in  Central 
Pennsylvania,  the  occasion  being  the  first  biennial  meet- 
ing of  the  Seventh  Censorial  District,  comprising  the 
Medical  Societies  of  Perry,  Juniata,  Mifflin,  and  Hunt- 
ingdon Counties.  With  visitors  from  other  adjoining 
counties,  the  number  attending  the  meeting  was  close 
to  eighty. 

The  program  was  opened  with  an  address  of  wel- 
come by  Dr.  C.  R.  Reiners,  Huntingdon,  the  response 
to  which  was  made  by  Dr.  J.  A.  C.  Clarkson,  Lewis- 
town.  Both  addresses  were  well  worded  and  full  of 
cordiality. 

Dr.  A.  C.  Morgan,  President  of  the  Philadelphia 
County  Medical  Society,  then  delivered  a most  able  ad- 
dress on  the  subject,  “Physical  Signs  of  Heart  Disease,” 
declaring  that  there  were  four  cardinal  symptoms  of 
heart  disease,  one  or  all  of  these  symptoms  appearing 
after  compensation  is  disturbed:  dyspnea,  cough,  ex- 
pectoration, and  cyanosis.  The  dyspnea  may  at  first  be 
only  temporary,  and  is  due  to  pulmonary  congestion,  the 
cough  being  the  result  of  a hypostatic  congestion,  and 
usually  associated  with  pulmonary  edema.  The  expec- 
toration, first  a mucus,  finally  becomes  tinged  with 
blood.  Cyanosis  is  caused  by  a back  pressure  on  the 
lung.  Examination  of  the  under  surface  of  the  tongue 
will  reveal  this  back  pressure  very  distinctly,  the  veins 
there  becoming  engorged  and  tortuous,  and  showing 
spots  of  ecchymosis,  the  tongue  revealing  these  signs 
mostly  in  advanced  heart  disease.  Heart  affections,  con- 
tinued Dr.  Morgan,  have  to  do  clinically  both  with  the 
heart  muscle  and  heart  innervation,  both  interdependent. 
He  strongly  emphasized  that  an  aortitis  not  due  to  in- 
flammatory rheumatism,  follicular  tonsillitis  or  chorea, 
in  a patient  under  45,  was  invariably  due  to  syphilis ; 
after  45,  to  arteriosclerosis,  the  chief  symptom  of 
which  was  a sudden,  clutching  pain  over  the  precor- 
dium,  the  pain  caused  by  a claudication  of  the  coronary 
arteries,  thus  temporarily  shutting  off  the  blood  supply 
of  the  heart.  The  sudden  pain  of  the  calf  muscle,  so 
often  occurring  in  arteriosclerosis,  is  caused  in  the 
same  way ; the  so-called  acute  indigestions  likewise  be- 
ing due  to  a claudication  of  the  epigastric  blood  supply, 
leading  to  an  acute  ischemia,  and  very  often  to  sudden 
death.  In  these  cases,  nitroglycerin  or  amyl  nitrite 
pearls  afford  quick  relief.  Discussing  the  treatment  of 
cardiac  affections.  Dr.  Morgan  strongly  advocated  the 
use  of  morphin,  also  stating  that  digitalis  was  not  the 
first  treatment,  but  was  to  be  used  only  after  rest  and 
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other  hygienic  measures  were  faithfully  adhered  to. 
In  failing  compensation,  these  other  measures  were  to 
be  tried  before  resort  to  digitalis.  Asked  what  was  the 
best  treatment  for  paroxysmal  tachycardia,  Dr.  Morgan 
replied  that,  the  condition  generally  being  toxic,  elimi- 
nation should  be  first  considered  ; the  stomach  should  be 
emptied  by  an  emetic  or  stomach  pump,  and  a good  big 
dose  of  some  chologogue  cathartic,  like  the  old  army 
friend,  the  C.  C.  pill,  together  with  sedatives,  like 
bromides,  etc.,  should  be  administered.  Dr.  Morgan’s 
address  was  well  received,  and  in  itself  was  worth  the 
trip  to  Huntingdon. 

Dr.  T.  G.  Simonton,  Pittsburgh,  Assistant  Professor 
of  Medicine,  University  of  Pittsburgh,  next  delivered 
a most  able  address  on  the  subject,  “Gall-bladder  Dis- 
eases and  Complications,’’  stating  that  any  consideration 
of  the  gall  bladder  must  also  include  the  pancreas,  as 
both  had  the  same  pathological  origin  from  the  gut. 
Infection  reaches  the  gall  bladder  through  the  blood 
stream,  and  hence  such  conditions  as  sinus  and  antrum 
infections  often  culminate  in  gall-bladder  infection,  in 
which  instances  the  infection  generally  lands  in  the 
wall,  at  operation  necessitating  removal  of  the  organ. 
Gall-bladder  conditions  usually  found,  are  one  of  three: 
stenosis  of  the  cystic  duct,  generally  due  to  long- 
continued  chronic  infections  ; stones ; and  cholecystitis, 
due  to  infections  of  the  wall.  Other  sources  of  infec- 
tion are  typhoid  fever,  chronic  appendicitis,  duodenal 
ulcer,  thyroid  crises.  Infection  of  the  cystic  duct  can 
cause  jaundice  by  spasm  of  the  common  duct.  The 
most  usual  symptoms  of  acute  gall-bladder  conditions 
are  nausea,  intermittent  pain  not  relieved  by  vomiting 
or  catharsis,  thus  dififerentiating  that  condition  from  the 
pain  of  stomach  or  duodenal  ulcers.  Touching  upon 
acute  pancreatitis.  Dr.  Simonton  described  the  agonizing 
pain  accompanying  that  aflfection,  a pain  not  relieved 
by  morphin,  thus  distinguishing  acute  pancreatitis  from 
almost  any  other  abdominal  pain.  In  closing  his  ad- 
mirable address.  Dr.  Simonton  announced  the  big  things 
that  were  being  planned  for  the  coming  diamond  jubilee, 
the  seventy-fifth  anniversary  of  the  State  Medical  So- 
ciety, to  be  held  at  Harrisburg,  advising  his  hearers  to 
make  reservations  early,  as  hotel  accommodations  were 
scarcely  adequate  to  accommodate  the  big  crowd  ex- 
pected to  attend  the  fall  session.  This  meeting  will,  in 
reality,  be  a liberal  postgraduate  course  in  medicine 
and  surgery  for  those  attending. 

These  two  papers  were  discussed  by  Drs.  J.  Norman 
Henry,  Philadelphia,  F.  A.  Rupp,  Lewistown,  Lenas 
Carl,  Newport,  and  Fred  Hutchinson,  Huntingdon,  after 
which  a banquet  was  served  the  visiting  doctors  by  the 
Ladies’  Auxiliary  of  the  Country  Club. 

The  after-dinner  program  was  one  of  the  most  en- 
joyable features  of  the  day’s  outing,  and  the  seventh 
district  felt  honored  by  having  present  Dr.  Henry, 
president  of  the  State  Society,  who  opened  that  part  of 
the  program.  Dr.  Henry  said  he  felt  fortunate  in  hav- 
ing the  privilege  of  presiding  over  the  State  Society 
during  the  meeting  of  the  State  Legislature,  and  very 
vividly  reviewed  the  relations  of  the  State  Legislative 
Committee  and  the  various  committees  of  the  State  As- 
sembly. He  stated  that  the  One-Board  Bill  was  dropped 
by  the  trustees  of  the  State  Society,  as  they  felt  that 
the  proportion  of  medical  members  on  the  proposed 
board  was  too  small.  This  bill  will  evidently  be  intro- 
duced at  a future  session  of  the  Legislature.  The  Chiro- 
practic bill  was  defeated,  said  Dr.  Henry,  because  it 
was  plainly  shown  that  the  adherents  of  that  cult  are 
opposed  to  vaccination,  the  use  of  the  various  sera  and 
antitoxins,  and  that  they  are  not  trained  in  the  ordinary 


fundamentals,  nor  in  diagnosis.  The  Osteopathic  sur- 
geon’s bill,  which  proposed  to  include  two  medical  men 
and  two  osteopaths,  and  to  license  all  osteopaths  who 
practiced  in  the  State  for  five  years,  was  also  defeated, 
as  was  also  the  Naturopathic  bill. 

Dr.  Henry  then  discussed  in  detail  two  other  bills, 
both  of  interest  to  medical  men — the  expert-testimony 
bill  and  the  bill  providing  for  the  annual  registration  of 
all  persons  practicing  the  healing  art  in  any  of  its 
forms.  The  latter  bill  was  not  fully  favored  by  the 
speaker,  but  after  some  discussions  before  committees 
it  was  concluded  that  it  would  not  be  opposed  by  the 
medical  men,  as  through  the  bill  it  might  be  the  more 
easy  to  keep  watch  on  the  various  cults.  The  medical 
expert-testimony  bill  was  withdrawn  primarily  because 
it  was  thought  it  would  be  proved  unconstitutional. 
This  bill  had  three  provisions : the  appointment  by  the 
state  of  three  medical  experts  where  insanity  was  an 
issue  in  a court  trial,  the  experts  to  be  paid  by  the 
State ; the  experts  to  provide  the  court  with  a written 
brief  of  their  conclusions  in  a given  case;  a defendant 
tvhose  plea  was  insanity  was  to  be  placed  in  an  asylum 
for  study  and  observation.  Dr.  Henry  felt  that  there 
was  great  need  for  such  a bill  with  the  above  provi- 
sions, for  he  admitted  that  the  medical  profession  had 
to  blush  at  times  because  of  the  medical  testimony  given 
in  certain  recent  murder  trials,  where  it  seemed  that 
the  financial  reward  was  able  to  taint  the  testimony. 
The  bill  will  probably  be  presented  to  a future  Legis- 
lature. Dr.  Henry’s  talk  was  most  enlightening,  and 
won  much  applause. 

Dr.  H.  C.  Frontz,  a trustee  of  the  State  Society,  was 
the  next  speaker,  and  plead  for  the  organization  of 
ladies’  auxiliaries  to  the  county  societies,  saying  that 
there  were  now  being  prepared  model  by-laws  and  a 
constitution  for  such  organizations,  which  are  author- 
ized by  the  State  Society.  The  suggestion  seemed  to 
meet  with  favor  by  the  representatives  from  the  dif- 
ferent counties  of  the  Seventh  District. 

Dr.  B.  H.  Ritter,  of  McCoysville,  then  gave  a short 
talk  of  a reminiscent  nature,  and  Dr.  R.  T.  Barnett,  of 
Lewistown,  read  an  original  poem,  “The  Spratt  Family,” 
the  reading  of  which  brought  down  the  house.  Dr. 
G.  G.  Harmon,  Huntingdon,  closed  the  postprandial 
speeches  with  a strong  admonition  to  the  medical  men 
to  “Carry  On.”  The  toastmaster  was  Dr.  W.  H.  Sears, 
Huntingdon,  chairman  of  the  district  censors,  to  whom 
must  be  given  credit  for  one  of  the  most  successful 
gatherings  of  doctors  ever  held  in  central  Pennsylvania. 

F.  A.  Rupp,  M.D.,  Secretary-Reporter. 


WESTMORELAND— APRIL-MAY 

The  April  meeting  of  the  Westmoreland  County  Med- 
ical Society  was  held  in  the  American  Legion  Home, 
Greensburg,  Pa.,  Tuesday  evening,  April  7,  1925,  with 
President  M.  W.  Horner  in  the  chair.  The  scientific 
program  was  preceded  by  dinner,  served  at  6:30,  with 
forty-five  members  and  guests  present.  A short  busi- 
ness meeting  followed  the  dinner.  Drs.  St.  Clair,  Mur- 
dock, and  Ambrose  were  appointed  as  a committee  to 
revise  the  constitution  and  by-laws  of  the  society  and 
to  submit  their  report  to  the  society. 

The  scientific  program  was  made  most  instructive  and 
beneficial  to  the  general  practitioner.  Dr.  G.  W.  Wende, 
Professor  of  Dermatology  and  Syphilology  of  the 
School  of  Medicine  of  the  University  of  Buffalo,  gave 
an  illustrated  lecture  on  the  differential  diagnosis  of 
syphilis  and  the  common  skin  diseases.  About  one  hun- 
dred stereopticon  slides  that  were  reproductions  of 
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photos,  were  shown  and  minutely  described.  Many  of 
the  common  diseases,  as  well  as  a number  of  the  rare 
skin  diseases,  were  contrasted  and  differentiated  from 
the  skin  manifestations  of  syphilis.  Some  of  the  dis- 
eases described  were  pityriasis  rosea,  psoriasis,  tenia 
versicolor,  erj-thema  multi  forme,  seborrhea,  keratosis, 
lichen  planus  and  vulgaris,  papular,  eczema,  acne, 
ecthyma,  mycosis  fungoides,  smallpox,  leprosy,  epi- 
thelioma, measles,  drug  eruptions  and  many  others. 

The  importance  of  the  therapeutic  test,  especially  in 
early  and  late  syphilis,  was  emphasized.  The  Wasser- 
mann  test  in  early  and  late  syphilis  is  often  misleading. 
Dr.  Wende’s  descriptions  were  complete,  concise,  and 
accurate,  and  easily  understood  by  those  not  especially 
trained  in  dermatology. 

The  subject  was  ably  discussed  by  Dr.  W.  H.  Guy, 
Assistant  Professor  of  Dermatology,  Medical  Depart- 
ment, University  of  Pittsburgh,  who  emphasized  many 
of  the  points  in  Dr.  Wende’s  lecture.  Dr.  J.  H.  Fiscus, 
Dr.  C.  E.  Snyder,  and  others,  briefly  discussed  the  sub- 
ject. Dr.  Wende,  in  closing,  urged  that  more  time 
should  be  given  to  the  history  and  study  of  the  clinical 
course  of  syphilis. 

The  May  meeting  of  the  society  was  held  in  the 
American  Legion  Home,  Greensburg,  Pa.,  Tuesday  eve- 
ning, May  12,  1925,  with  Vice-president  D.  A.  Walker 
in  the  chair.  After  the  usual  dinner  at  6:30  and  a 
short  business  session,  the  scientific  program  was  given. 

Dr.  Joseph  H.  Barach,  of  Pittsburgh,  gave  an  inter- 
esting and  instructive  lecture  on  hypotension,  with  the 
aid  of  stereopticon  slides.  Dr.  Barach  briefly  narrated 
the  history  of  blood-pressure  observations,  by  stating 
that  the  first  recorded  observation  was  in  1733,  the  pio- 
neers of  this  field  being  Janeway,  Goodman  and  Faught, 
and  others.  Until  recently,  very  little  attention  has 
been  given  to  hypotension  as  a clinical  entity.  Systolic 
blood  pressure  persistently  under  110  mm.  may  be 
classed  as  hypotension.  Dr.  Barach  demonstrated  by 
his  records,  in  the  study  of  several  thousand  individuals, 
supposedly  normal,  that  the  incidence  of  hypotension 
was  from  2%  to  3.5%.  Fisk,  Alvarez  and  others  report 
a similar  incidence  in  the  individual,  with  no  known 
pathology.  These  individuals  present  the  usual  picture 
of  undersize,  underweight,  asthenia,  nonathletic,  nar- 
row nostrils,  narrow  chest,  muscular  relaxation,  poor 
vasomotor  tone,  subject  to  syncope  and  are  usually  free 
from  organic  heart  disease. 

Mackenzie  has  described  this  condition  as  the 
x-disease.  In  essential  hypotension,  there  is  a deficiency 
of  oxygen  or  a suboxidation  process.  Hypotension 
after  middle  life,  according  to  Fisk,  shows  a better 
mortality  rate  than  the  normal.  There  are  a number 
of  diseases  in  which  hypotension  is  characteristic,  as 
pulmonary  tuberculosis,  all  the  acute  respiratory  dis- 
eases, typhoid  fever,  influenza,  erysipelas,  diphtheria, 
anemia,  polycythemia,  Addison’s  disease,  and  in  the 
early  course  of  diabetes  mellitus. 

The  discussion  was  opened  by  Dr.  St.  Clair,  of  La- 
trobe,  who  gave  a summary  of  his  records  of  blood 
pressure  from  life  insurance  examinations,  and  sug- 
gested that  physicians  should  keep  records  of  blood- 
pressure  observations  for  comparison  and  study. 

Dr.  Bortz,  of  Greensburg,  reported  observations  on 
1,040  patients,  in  which  there  were  twenty-nine  indi- 
viduals with  hypotension,  five  having  a systolic  pres- 
sure under  100  mm.,  an  incidence  of  2.4%.  If  glandular 
dysfunction  is  responsible,  we  should  get  results  from 
mixed-gland  treatment,  but  the  results  are  disappointing. 
Exercise  and  general  improvement  of  the  patient’s  con- 
dition give  the  best  results. 


Drs.  C.  E.  Taylor,  R.  L.  Wilson  and  Reich  took  part 
in  the  discussion,  and  Dr.  Barach,  in  closing,  stated  that 
essential  hypotension  cases  were  to  be  studied  rather 
than  treated.  Ellsmer  L-  Piper,  M.D.,  Reporter. 


YORK— MAY 

The  regular  monthly  meeting  of  the  York  County 
Medical  Society  was  held  in  the  new  rooms  at  141  E. 
Market  Street,  at  8:30  p.  m.,  Thursday,  May  7,  1925. 
There  were  about  45  members  present.  The  minutes 
of  the  preceding  meeting  were  read  and  approved,  and 
various  communications  were  read. 

The  speaker  of  the  evening  was  Dr.  H.  R.  M.  Landis 
of  Philadelphia,  whose  subject  was,  “The  Relation  of 
the  Diaphragm  to  Respiratory  Diseases.’’  In  this  most 
interesting  and  instructive  talk.  Dr.  Landis  enumerated 
the  various  methods  of  physical  examination  to  detect 
abnormalities  in  diaphragmatic  movement  during  dis- 
eases of  the  lower  chest.  He  told  of  the  symptoms, 
cause,  and  treatment  of  diaphragmatic  pleurodynia,  and 
its  prevalence  during  the  influenza  epidemic.  In  doing 
routine  autopsies  now,  more  attention  is  paid  to  the 
pathological  study  of  the  diaphragm.  Paralysis  of 
either  one  or  both  leaflets  of  the  diaphragm  in  polio- 
myelitis and  diphtheria,  was  described.  Other  condi- 
tions described  by  Dr.  Landis  were,  massive  collapse  of 
the  lung,  congenital  and  traumatic  hernia  through  the 
diaphragm,  the  various  primary  and  secondary  inflam- 
mations, and  also  subdiaphragmatic  abscess. 

The  paper  was  well  discussed,  and  very  much  appre- 
ciated by  all  present. 

After  completion  of  the  remaining  routine  business, 
the  meeting  was  adjourned. 

W.  Newton  Long,  M.D.,  Reporter. 


PENNSYLVANIA  NEWS  ITEMS 

DEATHS 

Mr.  Lewis  O.  Phileips,  father  of  Dr.  C.  R.  Phillips 
of  Harrisburg,  died  at  his  home  in  Harrisburg  on  May 
20.  He  was  in  his  seventy-eighth  year. 

Dr.  Earl  L.  McDaniel,  of  Philadelphia,  who  was 
born  in  1868  and  was  graduated  from  the  University  of 
Pennsylvania  School  of  Medicine  in  1894,  died  on 
May  1. 

Dr.  James  M.  MoorE,  of  Midway,  died  on  April  24. 
He  was  a graduate  of  the  Western  Reserve  University 
School  of  Medicine,  Cleveland,  Ohio,  class  of  1885. 

Dr.  James  B.  NealE,  of  Reynoldsville,  who  was  born 
in  1859  and  was  graduated  from  the  Cincinnati  College 
of  Medicine  and  Surgery,  Ohio,  in  1885,  died  on  May  13. 

Dr.  John  Calvin  Cort,  of  Clairton,  aged  65  years, 
died  on  April  28,  of  valvular  heart  disease.  Dr.  Cort 
was  graduated  from  the  University  of  Maryland  School 
of  Medicine  in  1885. 

Dr.  William  H.  Alexander,  of  Canonsburg,  aged 
64  years,  died  on  March  10,  of  arteriosclerosis  and  heart 
disease.  He  was  graduated  from  Jefferson  Medical 
College  of  Philadelphia  in  1885. 

Mrs.  E.  Margaret  Sandel,  wife  of  Dr.  J.  H.  Sandel 
of  Danville,  died  on  May  7,  of  pleuropneumonia,  after 
an  illness  of  one  week.  Dr.  Sandel  is  Secretary  of 
the  Montour  County  Medical  Society. 

Dr.  Edward  A.  McLaine,  of  Scranton,  aged  44  years, 
died  on  April  14,  at  Asheville,  N.  C.  Dr.  McLaine 
was  a graduate  of  the  Medico-Chirurgical  College  of 
Philadelphia,  class  of  1909. 

Dr.  John  M.  Gentry,  of  Stonyfork,  aged  82  years, 
and  a Confederate  veteran,  died  on  April  13.  He  was 
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a graduate  of  the  College  of  Physicians  and  Surgeons, 
Baltimore,  Md.,  class  of  1884. 

Dr.  Clayton  W.  Richards,  of  Smithfield,  aged  76 
years,  died  on  March  16,  at  Washington,  of  injuries 
received  in  an  automobile  accident.  He  was  graduated 
from  Jefferson  Medical  College  of  Philadelphia  in  1878. 

Dr.  Edward  B.  Woods,  who  was  born  in  1880,  and 
was  graduated  from  Columbia  University  College  of 
Physicians  and  Surgeons,  New  York  City,  in  1907,  died 
on  May  1 at  his  home  in  Pittsburgh,  probably  of  carbon 
monoxid  poisoning. 

Mrs.  Elizabeth  F.  Murphy,  38  years  old,  the  wife 
of  Dr.  Henry  P.  Murphy  of  Philadelphia,  died  on  May 
19,  after  suffering  from  pneumonia  for  more  than  a 
week.  She  is  survived  by  her  mother,  three  children, 
her  husband  and  four  brothers. 

Dr.  Kay  Isadore  Sanes,  who  was  born  in  1872,  and 
was  graduated  from  the  West  Penn  Medical  College  in 
1896,  died  on  May  9 at  the  West  Penn  Hospital,  Pitts- 
burgh, of  coronary  obstruction  and  rupture  of  the  left 
ventricle  of  the  heart. 

Dr.  William  J.  McGuire,  of  Wilkes-Barre,  aged  41 
years,  died  on  April  10  at  the  Wyoming  Valley  Homeo- 
pathic Hospital,  of  myocarditis  and  nephritis.  Dr. 
McGuire  was  graduated  from  Jefferson  Medical  Col- 
lege of  Philadelphia  in  1908.  He  was  on  the  staff  of 
the  Mercy  Hospital. 

Notice  has  been  received  by  this  office  of  the  death 
of  Dr.  Manley  F.  Gates,  Damariscotta,  Maine,  a mem- 
ber of  the  Philadelphia  County  Medical  Society.  Dr. 
Gates  was  connected  with  the  United  States  Navy, 
having  been  stationed  in  Philadelphia  and  Key  West, 
Florida,  prior  to  going  to  Maine. 

Mr.  CoNsT.ANTiNE  P.  FallEr,  father  of  Dr.  Henry 
F.  Faller  of  Carlisle  and  Dr.  Constantine  P.  Faller,  Jr., 
Harrisburg,  died  at  his  home  in  Carlisle  on  April  26, 
at  the  age  of  70  years.  Mr.  Faller  was  prominent  in 
civic  activities,  and  for  fifteen  years  was  superintendent 
of  the  Carlisle  Gas  and  Water  Company. 

Dr.  Richard  Austin  Stewart,  of  Washington,  aged 
59  years,  died  on  April  17,  of  heart  disease.  Dr.  Stew- 
art was  a graduate  of  the  Western  Pennsylvania  Med- 
ical College,  class  of  1887.  He  served  in  the  Medical 
Corps,  U.  S.  Army,  in  France,  during  the  World  War, 
and  was  on  the  staff  of  the  Washington  Hospital. 

Dr.  Roy  W.  Crandall,  of  Warrensville,  one  of  the 
most  prominent  younger  physicians  in  Lycoming  County, 
was  fatally  injured  while  responding  to  a call  from  a 
patient  at  Balls  Mills  on  the  evening  of  April  28,  when 
his  automobile  overturned  at  a sharp  curve,  pinning  him 
underneath  the  machine.  He  was  taken  to  Williams- 
port in  another  car,  but  died  before  the  hospital  was 
reached. 

Dr.  Jos.  R.  Swartzlander,  popular  physician  of 
Doylestown,  died  on  Alay  9,  from  heart  disease.  Only 
49  years  old  and  apparently  in  good  health.  Dr.  Swartz- 
lander was  stricken  while  playing  golf  three  weeks  be- 
fore he  died.  He  was  graduated  from  Jefferson  Medical 
College  of  Philadelphia  in  1897,  and  during  the  World 
War  he  served  in  the  Medical  Corps,  with  the  rank 
of  lieutenant.  He  is  survived  by  his  widow,  who  was 
Miss  Rebie  Hart,  of  Doylestown;  by  his  brother.  Dr. 
Frank  D.  Swartzlander,  and  a sister.  Miss  Sue  Swartz- 
lander. 

Dr.  Thomas  Wright  Jackson,  of  Oak  Lane,  Phila- 
delphia, died  suddenly  at  his  Lake  City,  Florida,  home 
on  April  26.  Dr.  Jackson  was  noted  as  a specialist  on 
tropical  diseases,  and  during  the  Spanish-American  War 
and  World  War  he  served  as  a surgeon,  with  the  rank 
of  lieutenant-colonel.  He  formerly  was  assistant  to  the 
Commissioner  of  Health  in  this  State.  He  saw  active 
service  in  the  Philippines,  Cuba,  South  Africa,  and 
Brazil.  He  also  served  in  Serbia,  receiving  a decora- 
tion from  the  Serbian  Government  for  his  work  in  curb- 


ing a typhus  epidemic.  He  was  a gold  medalist  at  the 
Jefferson  Medical  College,  from  which  he  was  gradu- 
ated in  1892.  His  widow,  who  was  M.  Louise  Odiorne, 
several  sons,  and  a daughter,  survive. 

births 

Dr.  and  Mrs.  S.  S.  DeVaux,  of  Kecksburg,  are 
being  congratulated  upon  the  birth  of  a son  recently. 

A son.  George  Webster,  was  born  to  Dr.  and  Mrs. 
George  William  Taggart,  of  Hazleton,  on  April  27. 

Dr.  and  Mrs.  W.  Wayne  Babcock,  of  Philadelphia, 
are  receiving  congratulations  upon  the  birth  of  a son, 
their  fourth  child,  on  May  12. 

Dr.  and  Mrs.  John  Hancock  Arnett,  of  Philadel- 
phia, are  being  congratulated  upon  the  birth  of  a son, 
John  Hancock  Arnett,  Jr.,  May  10. 

Dr.  and  Mrs.  H.yrold  J.  Byron,  of  Connellsville,  are 
being  congratulated  on  the  birth  of  twin  sons,  Harold 
Joseph  Byron  and  William  James  Byron,  on  April  23. 

marriages 

Dr.  VhLLiAM  H.  Thayer,  of  Bethlehem,  and  Miss 
Dorothy  L.  Root,  of  Columbus,  Ohio,  were  married  at 
Lynch,  Kentucky,  April  25. 

Mr.  Edward  Parvin  BE.^CH  of  New  York  City,  son 
of  Dr.  and  Mrs.  James  D.  Beach  of  Williamsport, 
was  married  April  22,  at  Deland,  Florida,  to  Miss 
Margaret  Woodall. 

Announcement  has  been  made  of  the  marriage,  on 
May  16,  of  Samuel  E.  Phillips,  son  of  Dr.  and  Mrs. 
C.  R.  Phillips  of  Harrisburg,  and  Miss  Margaret  Nicely 
of  Montoursville. 

Dr.  Howard  T.  Antrim  and  Miss  Phyllis  K.  Lane, 
both  of  Philadelphia,  were  married  on  May  6.  Dr. 
Antrim  is  one  of  the  ten  Philadelphia  police  surgeons 
and  is  a staff  physician  at  the  University,  Polyclinic, 
Howard  and  Philadelphia  General  hospitals. 

ITEMS 

Dr.  James  Collins,  of  Bristol,  spent  the  month  of 
April  in  the  southern  part  of  Europe. 

Dr.  and  Mrs.  Theodore  B.  Appel,  of  Lancaster,  are 
spending  some  time  in  California. 

Dr.  David  S.  Funk  is  convalescing  from  a serious 
illness  at  his  home  in  Harrisburg. 

Dr.  and  Mrs.  James  D.  Beach,  of  Williamsport,  are 
visiting  in  Deland,  Florida,  where  they  attended  the 
wedding  of  their  son. 

Dr.  Wm.  B.  Templin,  of  Johnstown,  spent  several 
weeks  at  the  University  of  Buffalo  recently,  taking 
postgraduate  work  in  obstetrics. 

Dr.  H.  O.  Jones,  of  Altoona,  has  returned  to  that 
city  after  spending  nearly  two  years  in  Paris,  Vienna 
and  Budapest,  doing  urologic  work. 

Dr.  and  Mrs.  Homer  P.  Prowitt,  of  Washington, 
joined  the  Shrine  Pilgrimage  to  Los  Angeles,  California, 
May  24  to  June  17,  with  Syria  Temple. 

Dr.  John  B.  Sherbon  has  removed  from  Pottstown 
to  Harrisburg,  where  he  will  be  associated  with  the 
Keystone  Hospital  as  gynecologist  and  obstetrician. 

Dr.  and  Mrs.  E.  E.  Montgomery  and  their  grand- 
daughter, of  Philadelphia,  have  returned  from  an  eight 
months’  tour  of  Europe  including  the  Near  East. 

Dr.  O.  G.  a.  Barker,  of  Johnstown,  recently  spent 
two  weeks  at  the  Postgraduate  School  of  the  University 
of  Pennsylvania,  doing  postgraduate  work  in  diseases 
of  the  eye. 

By  the  will  of  Airs.  Sarah  B.  McLean,  of  Phila- 
delphia, who  died  May  4,  1921,  $100,000  will  be  added 
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to  the  indorsement  fund  of  the  Germantown  Hospital, 
Philadelphia,  in  memory  of  her  parents. 

Dr.  and  Mrs.  Frederick  L.  Van  Sickle,  of  Harris- 
burg, and  Dr.  and  Airs.  Harold  L.  Foss,  of  Danville, 
left  for  Europe  on  Alay  20,  as  members  of  the  Inter- 
state Postgraduate  Assembly  Clinic  Tour  to  Canada, 
British  Isles  and  France. 

Dr.  and  Mrs.  John  S.  Eynon,  and  Dr.  J.  William 
Wood  and  son  Frank,  of  Chester,  are  members  of  the 
Interstate  Postgraduate  Assembly  Clinic  Tour  to 
Canada,  British  Isles  and  France,  having  sailed  from 
Alontreal  on  Alay  23. 

Dr.  L.  Waller  DeichlEr,  of  Philadelphia,  has  been 
appointed  visiting  ophthalmologist  to  the  Philadelphia 
General  Hospital  to  succeed  Dr.  John  W.  Croskey,  who 
resigned  after  a very  creditable  twenty-five  years’ 
service. 

Dr.  George  H.  Cross,  of  Chester,  will  sail  from  New 
York  on  July  1,  first  going  to  London,  where  he  will 
attend  the  Congress  of  English  Speaking  Ophthalmolo- 
gists. He  will  later  spend  some  time  in  Paris,  Zurich 
and  other  places  noted  for  postgraduate  study. 

Dr.  Edith  AIacBride,  of  Sharon,  accompanied  by 
her  sister.  Miss  Rowena  AIacBride,  will  sail  for  Europe 
June  25  on  the  Belgenland.  Dr.  MacBride  will  attend 
the  Congress  of  English  Speaking  Ophthalmologists  in 
London,  July  13-17,  and  return  on  the  Berengaria. 

The  $300,000  campaign  for  the  Robert  Packer  Hos- 
pital and  nurses’  home  at  Towanda  brought  in  more 
than  the  amount  sought,  by  $1,000.  The  campaign 
managers  expect  more  than  $20,000  additional  to  be 
subscribed.  The  drive  was  carried  on  throughout  six 
Pennsylvania  counties. 

The  se\’Enty-ninth  annual  banquet  of  the  North- 
ern Aledical  Association  of  Philadelphia  was  held  at 
the  Hotel  Svlvania  on  the  evening  of  May  4.  The 
President,  Dr.  Lewis  Jurist,  presided.  Dr.  Wilmer 
Krusen,  Dr.  E.  E.  Alontgomery,  and  Alichael  J.  Ryan, 
Esquire,  gave  addresses. 

Dr.  S.  j.  Crumbine,  of  Pennsylvania,  was  recently 
appointed  general  director  of  the  American  Child  Health 
Association,  the  announcement  being  made  by  Secre- 
tary Hoover,  president  of  the  Association.  Dr.  Crum- 
bine was  for  eight  years  dean  of  the  School  of  Medi- 
cine, University  of  Kansas. 

Eighteen  members  of  the  graduating  class  of  the 
Philadelphia  School  of  Nursing  of  Hahnemann  Medical 
College  and  Hospital,  received  diplomas  on  Tuesday 
evening,  Alay  12,  when  the  thirty-third  commencement 
exercises  of  the  institution  were  held  in  the  auditorium 
of  the  Central  Y.  M.  C.  A. 

Dr.  William  AI.  Hillegas,  of  Philadelphia,'  a mem- 
ber of  the  State  Board  of  Medical  Education  and 
Licensure,  is  convalescing  from  an  operation  for  appen- 
dicitis performed  in  the  Hahnemann  Hospital,  Scranton, 
on  April  27.  Dr.  Hillegas,  accompanied  by  his  wife, 
was  making  a tour  of  inspection  of  hospitals,  and  was 
stricken  on  a train  en  route  to  Scranton. 

The  Harrisburg  Hospital  is  to  receive  a bequest  of 
$20,000  from  the  estate  of  Robert  AlcCormick,  secre- 
tary and  treasurer  of  the  Dauphin  Deposit  Trust  Com- 
pany, Harrisburg,  who  died  Alay  4,  according  to  his 
will  probated  recently.  The  bequest  is  given  in  the 
name  of  Air.  AIcCormick’s  father,  James  AlcCormick, 
who  was  the  first  president  of  the  hospital. 

A charter  for  the  Delaware  County  Hospital,  to  be 
located  on  Lansdowne  Avenue  near  the  Upper  Darby 
High  School,  and  to  serve  the  communities  of  Eastern 
Delaware  County,  has  been  assured  by  Judge  Isaac 
Johnson,  of  the  Delaware  County  Court  at  Media.  This 
action  followed  receipt  of  approval  by  Dr.  Ellen  Potter, 
Director  of  the  State  Welfare  Department. 


Natio.nal  Hospital  Day  was  observed  in  Philadel- 
phia on  Alay  12,  when  the  anniversary  of  the  birth  of 
Florence  Nightingale  was  celebrated  in  hospitals 
throughout  the  city.  At  the  United  States  Veterans’ 
Hospital,  No.  49,  24th  Street  and  Gray’s  Ferry  Ave., 
the  day  was  marked  by  a public  reception  in  the  conva- 
lescent house  between  2 and  4 p.  m.  A special  enter- 
tainment for  the  patients  was  also  arranged  for  the  day. 

Although  the  campaign  of  the  Presbyterian  Hos- 
pital, Philadelphia,  to  raise  a fund  of  $1,500,000  for 
building  expansion  and  furtherance  of  its  charity 
program  closed  some  weeks  ago,  contributions  are  still 
being  received  at  the  campaign  headquarters  in  the 
Witherspoon  Building.  A specially  audited  report, 
showing  the  standing  of  every  Presbyterian  church 
participating  in  the  drive,  gives  a grand  total  of 
$648,018. 

Francis  B.  Haas,  Ph.D.,  formerly  a teacher  in  the 
public  schools  of  Harrisburg,  has  been  named  by  Gov- 
ernor Pinchot  as  State  Superintendent  of  Public  In- 
struction to  succeed  Dr.  J.  George  Becht,  who  died  in 
April  after  a long  illness.  Having  been  appointed 
deputy  superintendent  in  1924,  Dr.  Haas,  with  Mr. 
James  N.  Rule,  another  deputy  of  the  department,  has 
been  conducting  its  affairs  since  the  illness  of  Dr.  Becht 
interfered  with  his  work  last  fall. 

Dr.  William  S.  Wadsworth,  Coroner’s  physician 
of  Philadelphia,  on  the  evening  of  April  20  addressed 
the  members  of  the  Philadelphia  Homeopathic  Medical 
Society  and  the  Germantown  Homeopathic  Medical 
Society,  at  the  annual  dinner  in  celebration  of  the  anni- 
versary of  the  birth  of  Samuel  Hahnemann  in  the  ball- 
room of  the  Sylvania  Hotel.  Dr.  Charles  B.  Hollis 
presided  as  toastmaster  at  the  dinner,  which  was  at- 
tended by  more  than  200  physicians. 

Announcement  has  been  made  of  the  purchase  of 
the  house  and  lot  at  the  southeast  corner  of  Twenty-first 
and  Spruce  Streets,  Philadelphia,  for  $125,000,  by 
directors  of  the  Philadelphia  County  Medical  Society, 
to  be  used  as  headquarters  of  that  organization.  The 
present  building,  which  has  been  used  as  an  art  gallery 
and  music  hall,  is  to  be  improved  as  an  auditorium  to 
seat  500  persons.  The  committee  on  permanent  home 
for  the  Society  comprised  Dr.  I.  P.  Strittmatter,  Dr. 
Frank  C.  Hammond,  and  Dr.  P.  Brooke  Bland. 

Ground  will  be  broken  on  the  southeast  corner  of 
Broad  and  Christian  Streets,  Philadelphia,  by  the  How- 
ard Hospital,  for  the  erection  of  a new  building  to  re- 
place the  old  building  at  Broad  and  Catharine  Streets, 
it  has  been  announced  by  Caleb  J.  Milne,  president  of 
the  board  of  managers.  The  new  building  will  cost 
$350,000.  Plans  for  the  new  building  were  made  public 
in  connection  with  the  annual  Baby  Show,  conducted 
under  the  auspices  of  the  Social  Service  Committee  of 
the  hospital,  held  recently,  in  which  ninety-one  young- 
sters, all  under  three  years  of  age,  participated.  The 
old  building  will  be  used  to  house  the  various  clinics 
and  outpatients. 

On  the  EV'Ening  of  AIay  19  a testimonial  dinner 
was  tendered  to  Dr.  Walter  Lathrop,  superintendent  of 
the  Hazleton  State  Hospital  for  almost  three  decades, 
by  members  of  the  Hazleton  Branch  of  the  Luzerne 
County  Aledical  Society.  Dr.  H.  AI.  Neale,  of  Upper 
Lehigh,  was  toastmaster,  and  Dr.  A.  C.  Morgan,  a 
former  practitioner  in  Hazleton  and  president  of  the 
Philadelphia  County  Aledical  Society,  was  the  speaker 
of  the  evening.  During  the  evening  program,  in  which 
speakers  paid  their  respects  to  Dr.  Lathrop,  the  branch 
of  the  county  society  presented  him  with  a library  table, 
and  the  former  interns  at  the  hospital,  with  a handsome 
chair. 

Gifts  totaling  more  than  $300,000  to  the  Univer- 
sity of  Pennsylvania  have  been  provided  in  the  will  of 
James  R.  Alagee,  in  memory  of  two  brothers  who  were 
graduates  of  the  University.  One  gift  is  a direct  be- 
quest of  $50,000  for  the  creation  of  an  endowment  fund 
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as  a memorial  to  the  brothers,  a gift  to  the  University 
trustees.  Another  $50,000  is  for  the  use  of  the  Univer- 
sity Hospital.  A sum  of  $100,000  is  to  be  contributed 
from  the  residuary  estate,  for  the  establishment  of  an 
honorary  fund  for  die  brothers,  and  a like  amount  is  to 
go  to  the  University  Hospital.  An  undistributed  sum 
has  also  been  bequeathed  to  the  University,  which  will 
materialize  when  real  estate  holdings  have  been  liqui- 
dated. 

Donated  by  Rodman  Wanamaker,  the  research  in- 
stitute of  Lankenau  Hospital,  Philadelphia,  has  started 
in  its  work.  According  to  Dr.  Stanley  P.  Reimann,  the 
director,  there  may  be  larger  institutes  devoted  to 
scientific  endeavor,  such  as  the  Rockefeller  Institute 
and  the  medical  laboratories  connected  with  some  of 
the  larger  hospitals  in  the  country  where  students  are 
trained,  but  Philadelphia  will  have  the  most  complete 
and  best-fitted  institute  in  the  United  States.  The  Re- 
search Institute,  is  a three-story,  fireproof,  brick  build- 
ing, erected  on  the  ample  grounds  of  the  Lankenau  Hos- 
pital. At  present  Dr.  Reimann  has  a staff  of  eighteen, 
including  three  full-time  doctors,  a secretary,  a bio- 
chemist, five  technicians,  a mechanical  helper,  an  artist, 
and  six  general  workers.  It  was  some  five  or  six  years 
ago  that  Rodman  Wanamaker  first  became  a patient  in 
the  Lankenau  Hospital  and  began  to  take  a personal 
interest  in  the  work.  On  the  floor  of  the  rotunda,  in- 
closed in  a circle,  are  the  words,  “For  Humanity.” 
And  under  them,  “Rodman  Wanamaker.” 

The  State  Department  of  Health  will  hold  its 
Camp  of  Instruction  at  Mont  Alto  Sanatorium,  begin- 
ning on  June  22d,  at  8 a.  m.,  and  ending  on  June  24th 
at  12  noon.  A gathering  is  expected  of  between  three 
and  four  hundred  persons  interested  in  preventive  medi- 
cine and  public  health,  including  physicians  engaged  in 
industry,  laboratory,  life  insurance  and  local  health 
work,  dentists,  engineers,  nurses,  and  lay  people.  An 
interesting  program  has  been  arranged.  Among  the 
speakers  will  be  Governor  Pinchot ; Dr.  Hugh  Gum- 
ming, Surgeon-General  of  the  United  States  Public 
Health  Service;  Dr.  Victor  Heiser,  Director  for  the 
East,  of  the  International  Health  Board ; Dr.  Donald 
Armstrong,  of  the  Metropolitan  Life  Insurance  Com- 
pany ; Dr.  Wilmer  Krusen,  Director  of  Public  Health 
of  the  city  of  Philadelphia ; Dr.  C.  J.  Vaux,  Director 
of  Health  of  the  city  of  Pittsburgh ; Dr.  A.  C.  Fones, 
a leading  dentist  of  Bridgeport,  Connecticut;  Mr. 
Homer  Calver,  of  the  American  Public  Health  Associa- 
tion ; Dr.  S.  J.  Crumbine,  of  the  American  Child  Health 
Association,  and  many  others  equally  well  known  in 
their  particular  fields. 

Faculties,  students  and  alumni  of  medical  col- 
leges are  eagerly  studying  the  report  showing  how 
graduates  of  their  respective  institutions  fared  in  last 
> ear’s  examinations  for  license  to  practice  medicine  in 
the  various  states. 

This  annual  report  has  been  published  by  the  Council 
on  Medical  Education  and  Hospitals  of  the  American 
Medical  Association  in  the  issue  of  the  Journal  of  the 
American  Medical  Association  for  May  2d. 

Of  the  239  graduates  of  the  six  medical  schools  in 
Pennsylvania  who  took  such  State  Board  examinations 
in  this  state  in  1924,  only  two  failed  to  pass.  Sixteen 
others,  however,  failed  to  pass  licensing  examinations 
held  in  other  states. 

The  percentages  of  graduates  of  the  individual  insti- 
tutions who  failed  to  pass  their  examinations,  consider- 
ing the  United  States  as  a whole,  were  as  follows : 
Temple  University  School  of  Medicine  and  University 
of  Pittsburgh  School  of  Medicine,  no  failures,  though 
their  graduates  took  examinations  in  five  different 
states ; University  of  Pennsylvania  School  of  Medicine, 
1.9  per  cent  of  failures,  with  examinations  in  twenty- 
five  states ; Hahnemann  Medical  College  and  Hospital 
and  Jefferson  Medical  College,  4.8  per  cent  of  failures, 
each  with  examinations  taken  in  eight  and  twenty-three 
states,  respectively ; Woman’s  Medical  College  of  Penn- 


sylvania, two  failures  in  Pennsylvania  and  three  in 
other  states,  making  a percentage  of  19.2  per  cent  who 
failed  to  obtain  their  licenses.  But  there  will  be  an- 
other chance  to  take  the  examinations. 

The  total  number  of  graduates  who  succeeded  in  ob- 
taining their  licenses  was,  for  the  six  institutions : 
Hahnemann,  40;  Jefferson,  158;  Temple,  29;  Univer- 
sity of  Pennsylvania,  153 ; University  of  Pittsburgh, 
41 ; Woman’s  Medical  College  of  Pennsylvania,  21. 


JEFFERSON  ALUMNI  CENTENNIAL 
ANNIVERSARY  DINNER 

The  One-Hundredth  Anniversary  dinner  of  the 
Alumni  Association  of  the  Jefferson  Medical  College, 
on  May  29,  was  in  several  respects  a unique  occasion. 

The  presiding  officer  and  president  of  the  Alumni 
Association,  Dr.  Ross  V.  Patterson,  class  of  ’04,  in 
his  introductory  remarks  stated  that  1,750  graduates  of 
the  institution,  representing  sixty  of  the  one  hundred 
classes  graduated  from  the  College,  were  present  on  the 
occasion,  and  that  they  had  come  from  almost  every 
state  in  the  Union,  some  of  its  territorial  possessions, 
and  even  foreign  countries,  in  order  to  be  present.  So 
far  as  is  known,  this  is  the  largest  number  of  graduates 
of  a single  medical  school  ever  assembled  at  one  time. 

More  than  forty  different  classes  held  reunions.  In 
many  instances  these  reunions  renewed  college  associa- 
tions of  members  who  had  not  seen  each  other  for 
several  decades.  Class  reunions  were  chiefly  effected 
by  means  of  class  luncheons  on  Alumni  Day,  nearly 
every  hotel  and  club  in  Philadelphia  being  utilized  for 
this  purpose. 

During  the  morning  many  alumni  visited  the  College, 
and  were  greeted  by  former  teachers  and  members  of 
the  instructional  corps.  During  the  afternoon  the 
Jefferson  Nurses’  Alumnae  Association  gave  an  in- 
formal reception  and  tea  upon  the  roof  garden,  and 
escorted  several  hundred  visitors  through  the  Samuel 
Gustine  Thompson  Annex  to  the  Jefferson  Hospital. 

The  dinner  itself  in  the  evening  was  an  affair  notable 
for  both  enthusiasm  and  widespread  participation,  and 
for  the  addresses  which  were  delivered  by  Dr.  Ross  V. 
Patterson,  ’04,  presiding;  Dr.  William  W.  Keen,  ’62, 
Emeritus  Professor  of  Surgery,  “The  Mission  of  a 
Medical  College” ; Dr.  James  M.  Barton,  ’68,  formerly 
Professor  of  Clinical  Surgery,  “Gross  as  an  Assistant 
Knew  Him”;  Norman  J.  Blackwood,  ’88,  Captain, 
(M.C.)  U.  S.  Navy,  “A  Sailor’s  Recollection  of  College 
Life  at  Jefferson  in  the  Late  Eighties”;  Major  General 
Merritte  W.  Ireland,  ’91,  Surgeon-General  U.  S.  Army, 
“Service  of  Jefferson  Men  in  the  Medical  Corps  of  the 
United  States  Army” ; Mr.  William  Potter,  president 
of  the  Board  of  Trustees,  “The  Future  of  Jefferson”; 
Dr.  Wilmer  Krusen,  ’93,  Director  of  Public  Health 
of  Philadelphia,  “The  Inspiration  of  Jefferson” ; and 
Mr.  Harlan  F.  Haines,  president  of  the  class  of  1925, 
“The  Centennial  Class.” 

While  the  addresses  were  largely  of  a historical 
character,  anecdotal,  reminiscent,  and  retrospective, 
some  of  the  speakers  emphasized  the  importance  of 
continued  progress,  the  need  for  enthusiastic  alumni 
support,  and  expressed  the  hope  that  the  second  century 
of  Jefferson’s  achievements  might  exceed  in  accomplish- 
ments the  work  of  the  one  hundred  years  gone  by. 

An  interesting  feature  of  the  dinner  was  the  exhibi- 
tion of  an  original  Van  Dyck  portrait  of  Harvey, 
presented  by  Dr.  Jonathan  Ackerman  Coles,  in  memor_y 
of  his  father.  Dr.  Abraham  Coles,  of  the  class  of  1835. 
The  picture  has  unusual  value  and  interest,  by  reason 
of  both  the  painter  and  the  subject.  It  will  be  hung 
in  one  of  the  College  halls  where  it  may  be  seen  by 
graduates  and  others  who  may  be  interested  in  the  work 
of  this  great  master,  celebrated  in  the  reig;n  of  James  I 
and  Charles  I,  shortly  after  the  first  settlers  were 
attempting  to  establish  homes  on  the  North  American 
continent. 
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GENERAL  NEWS  ITEMS 

Dr.  J.  T.  M.  Finney,  chief  surgeon  of  Johns  Hop- 
kins University,  has  been  elected  Vice-moderator  of  the 
Presbyterian  General  Assembly,  to  succeed  William  Jen- 
nings Bryan.  His  election  was  enthusiastically  re- 
ceived. 

During  the  A.  M.  A.  meeting  in  Atlantic  City,  N. 
J.,  there  was  a reunion  at  the  Ritz-Carlton  Hotel  on 
May  27,  of  the  medical  men  who  served  their  country 
in  the  Army  and  Navy  during  the  World  War.  The 
Chief  Surgeon  of  the  A.  E.  F.  was  in  attendance,  as 
well  as  the  President  of  the  Association  of  Military 
Surgeons,  Surgeon-General  Hugh  E.  Gumming. 

The  annuae  meeting  of  the  American  Heart  Asso- 
ciation was  held  at  Haddon  Hall,  Atlantic  City,  N.  J., 
on  Tuesday  afternoon,  May  26,  at  which  time  an 
informal  discussion  of  the  “carrying  on”  of  the  Penn- 
sylvania Heart  Association  took  place.  A permanent 
organization  will  be  effected  during  the  annual  meeting 
of  the  Medical  Society  of  the  State  of  Pennsylvania 
at  Harrisburg,  October  5-8,  1925. 

The  annual  scientific  meeting  of  the  American 
.A.ssociation  of  Industrial  Physicians  and  Surgeons  was 
held  at  the  Hotel  Traymore,  Atlantic  City,  N.  J.,  May 
25  and  26,  1925.  The  following  Pennsylvanians  ap- 
peared on  the  program : Dr.  A.  W.  Colcord,  Clairton ; 
Dr.  J.  M.  Wainwright,  Scranton;  Dr.  James  Jefferson, 
Johnstown;  Dr.  Geo.  P.  Muller,  Philadelphia;  Dr. 
Wm.  T.  Johnson,  Philadelphia;  Dr.  Lever  Stewart, 
Clearfield,  and  Dr.  McCormick  of  Homestead. 

The  Ocean  City  Seashore  Home  for  Babies,  Ocean 
City,  New  Jersey,  announces  the  appointment  of  the  fol- 
lowing staff : H.  H.  Perlman,  M.D.,  Philadelphia, 

Director  of  the  Medical  Staff ; Consulting  Pediatricians 
— J.  P.  Crozer  Griffith,  M.D.,  Jas.  McKee,  M.D.,  and 
Jules  Blechschmidt,  M.D.,  Philadelphia;  Visiting  Pedi- 
atricians— H.  H.  Perlman,  M.D.,  Howard  Reed,  M.D., 
and  Alvin  E.  Siegel,  M.D.,  of  Philadelphia ; John  H. 
Whiticar,  M.D.,  Ocean  City,  N.  J. ; David  R.  Brewer, 
M.D.,  Woodbury,  N.  J.,  and  James  H.  Mason,  M.D., 
Atlantic  City,  N.  J. ; Laryngologist  and  Otologist — 
Wm.  H.  Spencer,  M.D.,  Philadelphia;  Dental  Depart- 
ment— Walter  B.  Adams,  D.D.S.,  Philadelphia;  Chief 
Resident  Physician — J.  T.  Doster,  Ocean  City,  N.  J. 

The  first  international  meeting  of  dentists  since 
the  World  War  will  be  held  in  Philadelphia,  August 
2,3  to  28,  1926.  From  12,000  to  15,000  visitors  and  mem- 
bers are  expected,  including  probably  1,000  dentists 
from  foreign  countries.  The  meetings  will  be  held  in 
the  Commercial  Museum  and  at  the  University  of  Penn- 
sylvania. The  Evans  Dental  Institute  will  be  the  scene 
of  at  least  part  of  the  meetings.  One  of  the  features 
of  the  meeting  will  be  an  exhibit  depicting  the  scientific 
progress  of  dentistry,  as  exemplified  in  the  methods  of 
teaching  employed  in  the  prominent  dental  schools  of 
the  world,  and  in  the  most  recent  advances  in  means  of 
combating  mouth  disease  and  of  maintaining  healthy 
conditions  in  the  oral  cavity.  There  will  also  be  the 
most  e.xtensive  collection  of  material  relating  to  the 
historical  development  of  dentistry.  • 

DOCTORS  AND  NATUR.ALISTS  UNITE  FOR 
MEMORIAL  DRIVE 

ONE  HUNDRED  THOUSAND  DOLLARS  TO  BE  RAISED  IN  COM- 
MEMORATION OF  ERNEST  HAROLD  BAYNES 

A distinguished  group  of  doctors  and  naturalists  have 
banded  together  for  the  purpose  of  raising  a memorial 
fund  to  the  memory  of  Ernest  Harold  Baynes,  author, 
lecturer,  poet,  lover  of  birds  and  animals  and  of  all  man- 
kind. Mr.  Baynes  died  at  his  home  in  Men'den,  N.  H., 
on  January  21st  of  this  year. 

The  debt  of  both  doctors  and  naturalists  to  Mr. 
Baynes  is  a heavy  one.  It  was  Mr.  Baynes  who  started 
the  society  that  saved  the  American  bison  from  extinc- 
tion ; who  organized  nearly  300  bird  clubs  in  this 
country;  who  spent  many  months  abroad  during  the 


World  War  studying  the  part  played  by  the  animals  in 
helping  to  bring  victory  to  the  Allied  armies ; and  who 
did  more,  perhaps,  than  any  one  else  in  stirring  up 
popular  interest  in  the  great  outdoors.  Loving  animals, 
he  investigated  the  sensational  charges  of  the  anti- 
vivisectionists,  and  finding  them  groundless  gave  un- 
stintingly  of  his  time  and  energy  and  made  great  finan- 
cial sacrifices  in  an  effort  to  combat  antivivisection 
propaganda. 

As  much  of  the  income  from  the  fund  as  may  be 
necessary  will  be  paid,  at  the  discretion  of  the  commit- 
tee, to  Mr.  Baynes’s  widow.  The  remainder,  and  at  her 
death,  the  principal,  will  go  to  the  American  Associa- 
tion for  Medical  Progress,  the  society  which  Mr. 
Baynes  helped  to  organize  for  the  dissemination  of  truth 
concerning  the  value  of  scientific  medicine,  and  in  which 
he  was  so  interested  at  the  time  of  his  death.  The  fund 
will  be  administered  by  the  First  National  Bank  of 
Boston  as  Trustees. 

Dr.  W.  W.  Keen,  of  Philadelphia,  is  chairman  of  the 
Committee  raising  this  fund,  and  other  well-known  men 
on  the  committee  are  Charles  W.  Eliot,  Ll.D.,  Cam- 
bridge, Mass. ; Ray  Lyman  Wilbur,  M.D.,  Leland  Stan- 
ford University,  California;  Frank  Billings,  M.D.,  Chi- 
cago, 111.,  and  William  J.  Mayo,  M.D.,  Rochester,  Minn. 

RECENT  RULING  OF  THE  BOARD  OF  MEDI- 
CAL EXAMINERS  OF  THE  ST.ATE  OF 
NEW  JERSEY,  A REPRISAL  TO 
PENNSYLVANIA 

The  deans  of  the  medical  schools  of  Pennsylvania 
received  the  following  letter  May  7,  1925,  from  the 
Board  of  Medical  Examiners  of  the  State  of  New 
Jersey : 

“The  Board  at  a meeting  held  today  decided 
that  until  the  Pennsylvania  Board  recognizes  the 
rating  accorded  New  Jersey  hospitals  by  this 
Board,  based  on  the  ratings  of  the  American 
College  of  Surgeons,  they  could  not  recognize 
an  internship  served  in  a Pennsylvania  hos- 
pital.” 

(Signed)  Alexander  MacAlister,  M.D., 

Secretary. 

This  ruling  will  apply  not  only  to  the  applicant  seek- 
ing licensure  by  examination,  but  also  to  the  applicant 
seeking  licensure  by  reciprocity. 

One  of  the  requirements  for  a graduate  in  medicine 
to  be  eligible  for  examination  for  licensure,  in  botli 
Pennsylvania  and  New  Jersey,  is  that  he  must  have 
served  as  an  intern  for  one  year  in  an  approved  hos- 
pital. The  main  question  at  issue  is,  what  constitutes 
an  “approved  hospital”  ? 

Each  state  has  its  list  of  approved  hospitals.  Penn- 
sylvania does  not  approve  all  of  the  hospitals  on  the  list 
of  the  New  Jersey  Board.  The  two  not  approved  by 
the  Pennsylvania  Board  are  Cooper  Hospital  and  the 
West  Jersey  Homeopathic  Hospital. 

The  Pennsylvania  Board  has  sent  the  following  letter 
to  the  New  Jersey  Board : 

“For  the  sake  of  those  applicants  who  hope 
to  practice  in  New  Jersey  and  are  now  complet- 
ing an  internship  in  Pennsylvania,  which  they 
had  reason  to  think  would  be  acceptable,  the 
Pennsylvania  Board  regrets  the  action  of  the 
New  Jersey  Board.  Because  of  statute  require- 
ments, it  cannot  do  otherwise  than  to  deter- 
mine whether  each  individual  applicant  for 
licensure  in  Pennsylvania  may  be  accepted.  If 
such  applicant  has  complied  with  the  require- 
ments, he  will  be  admitted,  whether  the  intern- 
ship was  obtained  in  Pennsylvania,  New  Jersey 
or  any  other  state. 

“If  the  requirements  have  not  been  met,  as 
determined  by  special  investigation,  then  ad- 
mission and  licensure  can  be  granted  only  after 
the  work  has  been  supplemented  to  meet  the 
legal  requirements.  Upon  this  policy  alone  can 
we  administer  our  statute.  We  will  be  pleased 
to  continue  accepting  internships  received  in 
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New  Jersey,  as  from  other  states,  in  so  far  as 
they  comply  with  our  law.” 

(Signed)  I.  D.  AIetzger,  M.D., 

President,  State  Board  of  Medical 
Education  and  IJcensure. 

The  New  Jersey  Board,  following  the  custom  of 
other  boards,  advises  the  medical  schools  that  on  and 
after  a certain  date  (usually  giving,  and  justly  so,  a 
year’s  notice),  such  and  such  a ruling  will  become 
operative.  According  to  the  letter  quoted  above,  it 
would  appear  that  the  ruling  will  affect  the  applicants 
for  the  next  examination  conducted  by  the  New  Jersey 
Board  in  July.  Surely  it  will  affect  those  students  who 
have  now  secured  appointments,  and  who  will  go  on 
intern  duty  on  and  after  June  1,  1925.  This  will  be 
manifestly  unfair,  and  in  this  instance,  will  practically 
be  a retroactive  measure. 

The  letter  from  the  Pennsylvania  Board  is  most 
timely.  (See  editorial  on  page  593,  this  Journal.) 


SURGICAL  INJURIES  OF  THE  URETER 

Bland  (Med.  Jour,  and  Rec.,  April  i,  1925)  calls 
attention  to  six  personal  cases  previously  reported  by 
him,  and  concludes  as  follows:  (i)  From  the  large 

number  of  cases  of  ureteral  damage  herewith  presented, 
it  is  apparent  that  the  accident  is  a surgical  complica- 
tion of  some  magnitude,  and  more  frequent  than  gen- 
erally is  assumed.  (2)  No  doubt  a certain  number  of 
ligations  occur  which  are  never  recognized  and  which 
do  not  provoke  symptoms,  though  kidney  destruction 
results  inevitably.  (3)  Damage  to  the  ureter  may  be 
inflicted  in  any  section  of  the  tube,  from  its  renal 
origin  to  the  vesico-ureteral  union,  though  the  cervi- 
covesical  section  is  the  most  frequent  site  of  injury. 
(4)  Ureteral  damage  may  be  inflicted  during  the  per- 
formance of  a wide  range  of  surgical  operations.  It  is 
most  likely  to  occur  during  the  course  of  hysterectomy, 
especially  the  radical  abdominal  operation  for  uterine 
cancer.  (5)  Extensive  pelvic  operations  other  than 
hysterectomy  may  be  responsible  for  the  damage,  espe- 
cially those  for  intraligamentary  neoplasms.  (6)  In 
most  cases  the  injury  is  unilateral.  In  a certain  number 
of  cases  both  sides  are  affected,  the  proportion  being 
approximately  six  to  one.  (7)  Damage  occurs  with 
almost  equal  frequency  upon  the  two  sides.  In  361 
cases  the  right  side  was  affected  132  times  and  the 
left  side  132  times.  In  97  cases  the  side  affected  was 
not  indicated.  (8)  As  a surgical  complication,  ureteral 
damage  is  responsible  for  a certain  number  of  deaths, 
showing  a mortality  of  bilateral  cases  of  33.3  per  cent, 
and  in  unilateral  cases  a mortality  of  18.8  per  cent. 
(9)  Irrespective  of  the  mortality  entailed,  ureteral 
injury  is  associated  with  serious  local  results  both 
immediate  and  remote — immediate  in  the  formation  of 
urinary  fistulse  (twenty-four  per  cent),  remote  in  caus- 
ing inevitable  renal  destruction. 


DYSPEPSIA— WHEN  INDICATIVE  OF  A SUR- 
GICAL CONDITION 

Eliason  (Therap.  Gazette,  Feb.,  1925)  states  that  the 
word  dyspepsia,  literally  interpreted,  means  difficult 
digestion,  and  originally  was  applied  only  to  gastric 
symptoms  characterized  by  acid  eructations  or  heart- 
burn. To-day  it  is  employed  in  a much  wider  sense  and 
is  applied  to  a wide  variety  of  symptoms  that  may  or 
may  not  be  primarily  directly  attributable  to  disturbed 
gastric  function.  It  manifests  itself  as  a chronic  symp- 
tom or  symptoms,  augmented  by  acute  exacerbations  of 
alimentary  distress.  It  has  been  aptly  stated  by  one  of 
our  well-known  surgeons  that  the  stomach  is  the  “big- 
gest liar  in  the  body,”  in  that  it  refers  to  itself  a 
greater  variety  of  symptoms  due  to  disease  elsewhere 
than  does  any  other  organ  in  the  body. 

Dyspepsia  should  be  treated  medically  only  when  due 
to:  (i)  Cardiorenal  disease,  anemia,  liver  disease. 


endocrine  disturbance,  visceroptosis,  chronic  gastritis, 
syphilis,  and  tuberculosis,  emotional  or  chemical  causes 
(tobacco,  alcohol,  lead,  etc.).  (2)  Recent  or  early  gas- 
tric or  duodenal  ulcer  cases,  if  improvement  is  shown 
in  four  to  six  weeks.  (3)  Cases  of  gastroduodenitis. 
(4)  Cases  of  profound  gastric  or  duodenal  hemorrhage, 
the  medical  mortality  being  lower  than  that  under  sur- 
gical treatment. 

Dyspepsia  becomes  a surgical  condition  when  due  to : 
( I ) Acute  peptic  ulcers  that  have  not  improved  with 
four  to  six  weeks  of  careful  medical  treatment.  (2) 
Chronic  peptic  ulcers,  as  soon  as  diagnosed.  (3)  Dis- 
eases of  the  gall-bladder  and  ducts.  (4)  Chronic  appen- 
dicitis with  pylorospasm.  (5)  Obstructive  lesions  re- 
sulting in  motility  interference,  such  as  structural 
defects,  hour-glass  stomach,  foreign  bodies  in  the  stom- 
ach, gastric  neoplasms,  benign  or  malignant  adhesions. 

(6)  Extragastric  lesions,  perigastritis,  abscesses  of  the 
liver,  pancrptitis,  subdiaphragmatic  abscesses,  etc. 

(7)  Dyspepsia  should  be  viewed  as  a surgical  condition 
until  proven  medical. 


THE  TREATMENT  OF  PARESIS  BY 
MALARIAL  INFECTION 

Lake  (Med.  Jour,  and  Rec.,  April,  1925)  concludes  as 
follows:  (i)  Prior  to  the  recognition  of  paresis  as  a 

syphilitic  disease,  the  prognosis  for  recovery,  or  even 
for  any  reasonably  complete  or  permanent  improvement, 
was  absolutely  hopeless.  (2)  The  recognition  of  the 
syphilitic  nature  of  paresis  and  the  advent  of  the  mod- 
ern methods  of  antiluetic  treatment  did  not  materially 
improve  the  gloomy  character  of  the  prognosis.  (3) 
The  method  of  treating  paresis  by  infecting  the  patient 
with  malaria  rests,  at  present,  on  a wholly  empirical 
basis,  but  presents  no  great  difficulty  in  its  performance. 
The  only  basis  for  the  results  obtained  seems  to  be 
connected  with  the  hyperpyrexia  produced  by  the  ma- 
larial infection.  (4)  In  the  few  articles  here  abstracted, 
there  are  reported  941  cases  treated  by  this  method,  of 
which  291,  or  30.9  per  cent,  showed  what  were  classified 
as  complete  remissions,  most  of  these  patients  being  able 
to  return  to  their  former  occupations.  The  writer 
knows  of  no  method  for  treatment  of  this  disease  show- 
ing comparable  results.  (5)  The  malarial  infection 
may  subrnit  the  patient  to  a possible  danger  of  shorten- 
ing his  life,  but  in  a condition  whose  prognosis  is  so 
generally  reco^ized  as  hopeless  under  older  methods 
of  treatment,  it  would  seem  that  the  possibilities  for 
relief  more  than  outweigh  the  not  improbable  chance 
that  an  already  blighted  life  may  be  shortened. 


HARRISBURG— OUR  CONVENTION  CITY  FOR 
1925 

( Concluded  from  page  601 ) 
who  cannot  be  taken  care  of  in  hotels  or  who 
desire  to  be  housed  in  private  homes  and  this 
same  service  is  open,  without  charge,  to  any 
who  come  for  the  medical  convention.  Should 
they  desire  to  avail  themselves  of  the  sertdce, 
they  should  write  the  Chamber,  indicating  how 
many  people  are  coming  and  what  type  of  ac- 
commodation they  wish. 

There  will  be  much  to  see  and  do  in  Harris- 
burg, and  with  the  convention  itself,  all  who  at- 
tend are  assured  of  a busy  and  interesting  time. 


Dr.  O.  Pine  queries : Why  all  this  frenzied  haste  to 
embalm  the  “family  physician”  before  he  is  dead? 
Only  hjs  purse  has  been  lacerated,  not  his  usefulness  ! 
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THE  PRESENT  STATUS  OF  DUODENAL 
ULCER* 

JAMES  G.  SPACEMAN,  M.D. 

WILMINGTON,  DEL. 

The  first  report  in  medical  literature  of  duo- 
denal ulcer  was  made  by  Travers^  of  London. 
He  reported  a case  of  perforated  ulcer  in  the 
London  Medical  and  Surgical  Transactions  of 
1817.  Previous  to  1905,  it  was  generally  be- 
lieved that  duodenal  ulcer  was  a rare  condition 
and  was  much  less  prevalent  than  gastric  ulcer. 
We  now  know  that  the  duodenal  lesion  pre- 
dominates four  to  one. 

Focal  infection  is  today  accepted  as  the 
causative  factor  in  the  production  of  ulcer. 
Rosenow,’  in  1916,  was  able  to  produce  active 
ulceration  in  the  stomach  and  duodenum  by  the 
intravenous  injection  of  certain  strains  of  strep- 
tococci, a primary  culture  of  which  was  recov- 
ered from  a previously  excised  ulcer  and  from 
an  abscess  around  the  root  of  a tooth. 

Histologically,  these  experimentally  produced 
ulcers  were  found  to  be  primarily  caused  by 
bacterial  emboli,  with  infarcts  in  the  terminal 
vessels  and  subsequent  death  of  adjacent  tissue. 
This  devitalized  tissue  was  easily  susceptible  to 
the  active  digestive  action  of  the  gastric  juice, 
and  ulceration  resulted.  Almost  all  duodenal 
ulcers  occur  in  the  first  portion  of  the  duodenum, 
between  the  opening  of  the  common  duct  and  the 
pylorus.  Here  the  acid  gastric  chyme  is  held 
until  it  is  neutralized  in  the  area  of  Brunner’s 
gland. 

While  it  is  true  that  there  are  occasional  cases 
of  ulcer  in  which  the  patient  complains  of  no 
subjective  symptoms,  a carefully  taken  history 
is  the  signpost  which  most  often  leads  to  the 
correct  diagnosis.  Duodenal  ulcer  is  character- 
ized by  chronicity,  periodicity  and  remission  of 
symptoms.  The  disease  is  four  times  as  prev- 
alent in  men  as  in  women.  The  incidence  is 
greatest  between  the  ages  of  twenty-five  and 
forty-five.  The  periods  of  exacerbation  are 
greatest  in  the  spring  and  fall,  when  the  patient 

* Read  before  the  Medical  Society  of  Delaware,  Milford,  Oc- 
tober 15,  1924.' 


is  overworked.  The  symptoms  are  shortened 
and  lessened  by  rest,  and  are  continuous  in  only 
4%  of  the  cases.® 

The  symptoms  begin  insidiously.  The  dis- 
comfort is  at  first  comparatively  slight,  and 
consists  of  epigastric  weight,  oppression,  and 
distention.  As  the  condition  becomes  more 
marked,  pain  is  the  predominant  symptom.  The 
pain  is  often  in  the  midline  of  the  epigastrium, 
and  comes  on  from  two  to  four  hours  after 
meals.  It  always  appears  earlier  when  the  pa- 
tient is  on  an  entirely  liquid  diet.  The  pain  is 
relieved  by  food,  pressure,  alkalies,  and  lavage. 
Typical  hunger  pain  and  pain  at  2 or  3 a.  m.  is 
present  in  60%  of  cases.  All  symptoms  are 
subject  to  pieriods  of  remission,  which  may  last 
two  or  three  months,  after  which  they  return 
as  before.  The  periods  of  remission  may  or  may 
not  be  coincident  with  active  medical  treatment. 
Vomiting  is  present  in  60%  of  cases. 

The  physical  signs,  even  during  the  period  of 
activation,  may  be  entirely  absent,  with  the  ex- 
ception of  slight  midline  epigastric  tenderness. 
Ivate  in  the  disease,  the  presence  of  pyloric  ob- 
struction is  shown  by  increased  gastric  dilatation 
and  vomiting.  The  results  of  gastric  analysis  are 
variable:  40%  show  an  excess  of  free  HCl, 
40%  are  normal,  and  20%  are  below  normal ; 
70%  show  a hyperacidity  during  the  active  stage, 
at  which  times  occult  blood  is  usually  found  in 
the  stool. 

Radiographic  findings  in  cases  of  pyloric 
stenosis  are : deformity  of  duodenal  cap,  hyper- 
motility, and  gastric  stasis.  Carman  and  his 
associates  made  a positive  preoperative  diagnosis, 
confirmed  by  operation,  in  499  out  of  522  gastric 
and  duodenal  ulcer  cases  in  the  year  ending  De- 
cember, 1921. 

The  complications  of  duodenal  uleer  are  hem- 
orrhage and  perforation,  each  of  which  occurs 
in  12  to  18%  of  cases.  The  presence  of  hem- 
orrhage is  shown  by  melena,  seldom  by  hema- 
temesis.  Hemorrhage  may  be  slight  or  fatal. 
Perforation  of  a duodenal  ulcer  is  more  frequent 
than  any  other  abdominal  perforation.  It  may 
be  divided  into  three  stages.^  First,  there  is  the 
stage  of  contamination,  usually  accompanied  by 
shock  of  varying  intensity.  The  severity  of  the 
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shock  depends  upon  the  bacterial  content  of  the 
duodenal  fluid,  which  is  often  sterile,  the  position 
of  the  perforation,  and  the  individual  resistance 
of  the  patient.  The  stage  of  shock  may  last 
from  one  to  several  hours.  The  second  stage, 
or  stage  of  reaction,  is  one  in  which  the  patient’s 
general  condition  improves.  The  last  stage  is 
that  of  peritonitis  which  is  progressive  and  gen- 
eral. It  leads  to  increasing  abdominal  distention, 
tenderness,  and  rigidity.  Confusing  tenderness 
and  acute  muscle  spasm  in  the  lower  right  iliac 
fossa  are  present  when  the  case  is  seen  late.  In 
our  series  of  twenty-one  cases  of  duodenal  per- 
foration, all  the  patients  were  men.  The  perfo- 
ration w^as  on  the  anterior  w'all,  about  two  to  four 
centimeters  from  the  pylorus,  in  all  cases.  The 
time  elapsing  between  perforation  and  admit- 
tance to  the  hospital  was  from  three  to  twenty- 
one  hours. 

The  medical  treatment  of  ulcer  is  to-day  usu- 
ally carried  out  along  the  lines  described  by 
Sippy.  It  consists,  in  brief,  of  frequent  feedings, 
alkali  at  intervals,  daily  stool  examination,  long 
confinement  to  bed,  and  should  be  followed  by 
many  weeks  of  rigid  adherence  to  diet.  He 
finds  that  patients  are  easily  relieved  of  symp- 
toms, but  must  have  long  and  repeated  courses 
of  treatment.  Active  ulcers  are  often  found  at 
operation,  during  active  medical  treatment. 

Bennett®  of  the  Middlesex  Hospital,  in  Lon- 
don, has  summed  up  the  indications  for  surgical 
intervention  as  follows : (a)  all  cases  of  chronic 
pyloric  obstruction;  (b)  all  cases  that  have  re- 
lapsed after  one  course  of  medical  treatment; 
(c)  all  cases  with  a history  extending  over  sev- 
eral years;  (d)  all  cases  of  six-hour  gastric 
retention ; and  (e)  all  cases  whose  economic 
position  makes  prolonged  medical  treatment  im- 
possible. 

Surgical  procedures  for  the  cure  of  duodenal 
ulcer  include  the  pyloroplasty  of  Finney,  C.  H. 
Mayo  and  Horsley,  and  gastroenterostomy  with 
or  without  excision.  Recently  Finsterer,  who 
came  to  this  country  to  demonstrate  splachnic 
block  anesthesia,  advocated  extensive  gastric  re- 
section. Moynihan,  Shoemaker,  Van  Haberer, 
and  other  continental  surgeons,  have  recently 
advised  resection  after  the  method  of  Polya  or 
Polya-Balfour.  This  sacrifices  a large  portion 
of  the  healthy  stomach  to  relieve  the  duodenal 
lesion.  It  does  not  seem  warranted  from  the 
viewpoint  of  any  follow-up  statistics  yet  pub- 
lished. Gastroenterostomy  has  been  in  the  past, 
and  still  is,  the  operation  of  choice.  It  may  be 
combined  with  excision,  when  practical.  In  this 
regard,  the  recent  statistics  of  Balfour®  are  of 
interest.  Large  European  clinics  report  satisfac- 
tory results  in  from  80  to  90%  of  cases  following 


gastroenterostomy.  In  a series  of  1,000  cases 
operated  upon  at  the  Mayo  Clinic  for  duodenal 
ulcer  and  followed  up  for  a period  of  ten  years 
afterwards,  88%  were  relieved  of  the  symptoms 
of  which  they  complained  at  the  time  of  opera- 
tion. The  operation  of  gastroenterostomy  alone 
was  used  in  the  series,  and  no  cases  of  perfora- 
tion were  found. 

The  recent  exhaustive  study  by  the  New  York 
Life  Insurance  Company,  of  end  results  of  cases 
of  duodenal  ulcer  upon  which  a gastroenteros- 
tomy had  been  performed,  showed  that  these 
cases  had  a life  expectancy  slightly  better  than 
the  general  population  group  of  similar  age  and 
sex. 

The  operative  mortality  of  gastroenterostomy 
in  well-conducted  clinics  is  under  2%.  Hem- 
orrhage, persistent  vomiting  and  gastrojejunal 
ulcer  are  the  most  serious  postoperative  compli- 
cations. Hemorrhage  is  best  treated  by  imme- 
diate lavage  with  water  at  120°  F.,  and  later, 
transfusion  if  necessary.  Transfusion  not  only 
replaces  the  direct  blood  loss,  but  materially 
assists  in  lowering  the  coagulation  time  of  the 
blood.  If  hemorrhage  is  uncontrolled,  and  re- 
operation is  necessary,  it  is  easier  to  evert  the 
suture  line  through  a separate  gastrostomy 
wound  than  to  undo  the  previous  anastomosis. 
Persistent  vomiting  is  best  controlled  by  an 
entero-enterostomy  between  the  proximal  and 
distal  jejunal  loops. 

The  present-day  use  of  absorbable  sutures 
throughout  the  anastomosis  has  reduced  the 
incidence  of  gastrojejunal  ulcer  from  5.6%  to 
2%.'^  The  symptoms  of  gastrojejunal  ulcer  may 
appear  in  from  a few  months  to  several  years 
after  operation.  There  is  a return  of  the  former 
symptoms,  with  the  pain  lower  down  and  more 
to  the  left.  There  is  no  periodicity,  no  food  or 
alkali  relief.  The  pain  does  not  yield  to  careful 
medical  treatment.  A palpable  mass  and  gastro- 
colic fistula  may  be  present. 

Failure  of  gastroenterostomy  may  be  classed 
under  three  general  headings : 1 . Gastroenteros- 
tomy performed  for  gastric  symptoms,  when  no 
ulcer  can  be  demonstrated.  2.  Technical  errors, 
such  as  (a)  too  large  an  opening  in  stomach  and 
jejunum;  (b)  opening  too  far  to  left,  so  that 
the  pyloric  end  is  not  properly  drained;  (c) 
jejunal  loop  too  long  or  too  short,  and  placed 
without  regard  to  the  size  or  position  of  stomach. 
3.  Faulty  postoperative  diet,  and  failure  to  re- 
move other  foci  of  infection,  such  as  tonsils, 
teeth,  appendix,  and  gall  bladder. 

The  beneficial  results  of  gastroenterostomy 
are  due  to  better  drainage  and  constant  lowered 
acidity,  the  average  total  acidity  after  gastro- 
enterostomy being  reduced  39%,  and  the  free 
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HCl,  46%.  Success  depends  upon  proper  selec- 
tion of  cases,  proper  technique,  removal  of  other 
focal  infections  and,  most  important,  medical 
cooperation  as  to  diet  and  hygiene  before,  during 
and  after  operation. 

CONCLUSIONS 

1.  Duodenal  ulcer  is  a prevalent  disease,  the 
primary  cause  of  which  seems  to  be  infection. 

2.  Hemorrhage  and  perforation  occur  in  18 
to  20%  of  cases. 

3.  Gastroenterostomy  relieves  90%  of  cases, 
with  an  operative  mortality  of  2%. 

4.  Gastroenterostomy  appears  to  be  an  abso- 
lute protection  against  perforation. 

5.  The  best  results  are  obtained  by  careful 
medical  supervision  of  diet  after  operation  and 
removal  of  all  foci  of  infection. 
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DISCUSSION 

Dr.  Ira  Burns  (Wilmington,  Del.)  : The  x-ray  is 
ordinarily  the  easiest  way  of  making  a diagnosis  of 
gastrointestinal  disorders.  My  experience  with  gas- 
troptosis  is  that  it  is  nearly  always  accompanied  by 
the  so-called  duodenal  ulcer,  and  also,  almost  constantly 
presents  hypermotility  and  hyperperistalsis. 

Dr.  W.  E.  Bird  (Wilmington,  Del.)  : I have  had  a 
series  of  33  cases,  and  I agree  with  Dr.  Spackman  that 
the  enterostomy  is  the  simpler  operation  and  does  not 
sacrifice  the  normal  part  of  the  stomach.  I do  not 
believe,  however,  that  we  should  explore  these  cases 
with  a closed  mind,  or  with  a predetermined  operation 
in  view.  Certainly,  some  of  these  ulcers  will  require 
some  other  procedure,  such  as  the  Polya  or  the  Balfour 
operation,  the  exact  technic  to  depend,  of  course,  on 
the  findings.  My  only  plea  here  is  that  we  do  not 
approach  these  cases  in  a stereotyped  manner,  or  with- 
out an  open  mind. 

Dr.  G.  W.  Vaughn  (Wilmington,  Del.)  : Recently 
I have  been  in  Philadelphia  doing  some  work  along 
this  line,  and  find  that  in  practically  every  duodenal 
ulcer  there  is  focal  infection  in  the  teeth,  gall  bladder, 
tonsils,  appendix,  or  elsewhere.  In  cases  that  give 
marked  clinical  symptoms,  we  must  look  for  focal 
infection.  In  passing  a Rehfuss  tube  for  drainage  of 
the  gall  bladder,  we  seldom  get  a sterile  culture.  There 
are  usually  some  bacteria.  Records  of  such  cases  that 
have  been  followed  up,  show  that  they  often  develop 
duodenal  ulcer.  Prompt  diagnosis  and  treatment  for 
duodenitis  may  prevent  the  development  of  ulcers.  This 
summer  I have  seen  11  cases  of  duodenal  ulcer  treated 
medically  by  the  Rehfuss  tube.  The  tube  irritates  the 
ulcer;  but  if  an  operation  is  indicated  later,  the  patients 
certainly  have  recovered. 

The  medical  treatment  of  duodenal  ulcer  should  be 
carried  out  very  carefully  before  any  operation.  It 
hardly  seems  right  to  subject  to  further  traumatism  by 


operation  the  little  area  of  about  six  inches  which  con- 
tains the  pancreas,  gall  bladder,  and  stomach.  After 
all,  operation  for  duodenal  ulcer  does  not  remove  the 
infection.  The  diseased  area  is  still  there,  as  well  as 
the  inflammation  of  the  duodenum. 

The  treatment  should  consist  of  rest  in  bed,  with  the 
food  passing  into  another  area.  We  cannot  lay  enough 
stress  on  the  proper  intubation  into  the  jejunum.  The 
tube  is  fastened  by  little  rubber  bands,  and  is  kept 
permanently  in  the  jejunum.  If  necessary,  a little 
belladonna  is  helpful.  The  mouth  is  taken  care  of 
with  mouth  washes.  I have  seen  eleven  patients  recover 
from  duodenal  ulcer  treated  by  this  method. 


EDITORIAL 


OUR  RECENT  LEGISLATURE 

The  two  important  actions  during  the  legisla- 
tive session  just  i>assed  were  the  taking  over  by 
the  State  of  the  Brandywine  Sanitorium,  and 
the  defeat  of  the  Wier  Bill. 

The  Brandywine  Sanitorium  was  owned  and 
controlled  by  the  Delaware  Antituberculosis  So- 
ciety. Like  all  private  institutions,  it  depended 
on  private  contributions  and  such  meager  appro- 
priations for  the  maintenance  of  the  indigent 
consumptives  as  the  State  would  allow.  Its  ex- 
istence was  precarious  and  uncertain.  With  the 
establishment  of  the  Veterans’  Bureau,  a consid- 
erable number  of  ex-service  men  were  sent  by 
the  Government  to  the  Sanitorium,  and  for  a 
time  the  institution  prospered.  As  this  source 
of  revenue  was  gradually  eliminated  through  the 
withdrawal  of  the  Government  patients,  the  old 
financial  problems  came  to  the  front.  The  Anti- 
tuberculosis Society  made  the  offer  to  turn  over 
to  the  State  the  institution,  free  of  all  indebted- 
ness. The  Legislature  wisely  accepted  the  offer, 
and  Brandywine  Sanitorium  is  now  a state  insti- 
tution. 

The  question  is  often  asked ; “Why  should  our 
State  maintain  a sanatorium,  while  general  hos- 
pitals are  making  vain  appeals  for  state  aid?” 

In  the  early  epoch  of  sanatorium  treatment  of 
tuberculosis,  the  idea  of  segregation  was  upper- 
most in  the  antituberculosis  campaign.  Since 
tuberculosis  was  considered  a public  menace,  it 
was  up  to  the  State,  county,  and  city  to  protect 
the  citizens  from  the  danger  of  contagion.  How- 
ever, experience  demonstrated  that  it  is  not  an 
easy  matter  to  segregate  consumptives  for  any 
length  of  time.  These  patients  are  restless,  dis- 
contented, or  optimistic.  They  rebel  against 
restraint ; and  no  matter  how  poor  their  homes, 
they  prefer  them  to  the  prisonlike  atmosphere  of 
a well-regulated  sanatorium.  The  result  of  this 
attitude  has  been  a gradual  shortening  of  the 
stay  of  advanced  consumptives,  and  consequent 
miscarriage  of  the  original  plan  of  segregation. 
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As  conditions  are  at  present,  patients  come  to 
a sanatorium,  either  in  the  early  or  late  stages  of 
the  disease,  very  much  as  they  do  to  a general 
hospital,  for  a short  stay  only.  The  only  justifi- 
cation for  the  state  maintenance  of  a sanatorium 
is  in  the  fact  that  tuberculosis,  unlike  most  of 
the  chronic  diseases,  is  a pauperizing  disease. 
With  the  average  patient,  the  economic  resources 
soon  become  exhausted,  the  earning  capacity  is 
soon  gone,  and  the  sufferer  becomes  a burden  on 
the  family.  Under  these  circumstances,  we  must 
have  an  institution  to  take  care  of  the  indigent 
consumptive  during  the  frequent  exacerbations 
of  the  disease,  and  such  an  institution  should  be 
maintained  by  the  State. 

From  our  knowledge  of  the  personnel  consti- 
tuting the  State  Health  Department,  under  whose 
jurisdiction  the  sanatorium  will  be  operated,  we 
are  quite  certain  that  the  institution  will  be  run 
on  model  lines,  and  the  expenditure  of  the  State 
funds  will  be  fully  justified. 

The  defeat  of  the  Wier  Bill  by  the  Senate, 
after  it  had  passed  the  House,  was  a salutary 
check  on  the  wave  of  hysteria  which  has  swept 
through  the  country  in  connection  with  prohi- 
bition. Lawmaking  has  become  an  indoor  sport 
with  our  democratic  legislators.  Like  every 
other  sport,  it  is  indulged  in  for  its  own  sake, 
without  any  reference  to  its  utility.  Each  legis- 
lator pleases  his  particular  group  of  friends  by 
placing  on  the  statute  books  the  particular  law 
they  want  enacted.  As  a result,  our  crazy-quilt 
legislation  represents  the  whims  and  fancies  of 
limited  groups,  and  at  times  of  only  a few  indi- 
viduals. The  psychology  underlying  such  legis- 
lation would  be  amusing  were  it  not  fraught  with 
rather  serious  consequences.  The  average  citi- 
zen faces  a problem  with  which  he  is  unable  to 
cope.  Instead  of  recognizing  his  difficulty,  he 
eliminates  the  problem  by  legislating  it  out  of 
existence.  The  problem  remains  just  the  same; 
but  the  legislator  salves  his  conscience  and  ab- 
solves himself  of  responsibility  by  passing  a law 
about  it. 

Ever  since  man  became  conscious  of  his  in- 
feriorities and  cognizant  of  his  utter  lack  of 
power  to  cope  with  such  natural  forces  as  dis- 
ease and  death — in  short,  ever  since  this  Homo 
sapiens  has  come  to  the  realization  of  his  insig- 
nificance in  the  cosmos,  he  has  endeavored  to 
escape  from  reality  by  creating  a dream  tvorld 
of  unrealities.  In  this  world  of  his  imagination, 
all  the  unpleasant  things  of  his  real  life  do  not 
exist.  In  this  world  he  is  no  longer  a weak, 
insignificant  being,  but  the  center  of  creation,  to 
whom  all  must  pay  homage.  He  is  Man,  the 
direct  descendant  of  God,  the  creator  and  ruler 
of  all.  This  ecstatic  self-glorification  may  spring 


out  of  the  inner  consciousness  as  an  emotional 
reaction,  but,  as  a rule,  it  requires  extraneous 
aid,  and  as  such,  alcohol  proved  the  most  power- 
ful. The  habit  of  drinking  was  acquired  because 
it  enabled  the  drinker  to  escape  from  unpleasant 
realities : it  counteracted  depression  by  a feeling 
of  exhilaration,  it  anesthetized  painful  sensa- 
tions. In  small  amounts,  alcohol  induces  a mild 
state  of  exhilaration  and  a feeling  of  well-being 
which  were  found  conducive  to  good  fellowship. 
Hence,  it  became  an  important  social  factor. 

A habit  as  deeply  rooted  as  this  cannot  be 
eradicated  by  injunction  or  prohibition.  If  the 
overindulgence  in  alcoholic  drinks  became  a 
grave  social  evil,  requiring  eradication,  the  latter 
can  be  accomplished  only  by  a slow  process  of 
substitution.  In  other  words,  we  must  find  other 
more  suitable  stimuli  to  the  emotions,  the  imagi- 
nation and  the  sociability  of  man.  This  takes 
time,  but  our  reformers  are  too  impatient,  and 
instead  of  carefully  untangling  the  Gordian  knot, 
they  cut  it  with  one  sweep.  The  knot  still  re- 
mains. The  amusing  part  of  the  whole  business 
is  that,  having  failed  miserably  in  enforcing  the 
laws  already  on  the  statute  books,  they  attempt 
to  remedy  the  situation  by  passing  more  laws, 
which,  because  of  their  drastic  infringement  on 
individual  liberty,  have  far  less  chance  of  becom- 
ing integrated  into  public  conscience.  Existing 
legislation  on  prohibition  has  already  created 
lawbreakers  and  spies.  More  legislation  of  this 
kind,  and  there  will  be  more  lawbreakers  and 
spies.  What  idiocy ! 
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ORIGINAL  ARTICLES 


SYMPOSIUM  ON  SYPHILITIC  MANIFESTA- 
TIONS OF  THE  EYE,  EAR,  NOSE, 
THROAT,  AND  LARYNX 


THE  DIAGNOSIS  AND  DIFFERENTIAL 
DIAGNOSIS  OF  SYPHILITIC  CON- 
DITIONS OF  THE  EYE 
AND  ADNEXA* 

GEORGE  H.  CROSS,  M.D. 

CHESTER,  PA. 

Mr.  R.  Foster  Moore, ^ of  London,  England, 
says : “Syphilitic  lesions  affecting  the  eyes  or 
their  external  musculature  are  common  in  both 
the  congenital  and  acquired  disease.  They  may 
occur  as  a manifestation  of  intracranial  syphilitic 
disease,  or  as  a local  inanifestation  of  general 
systemic  infection.”  So  you  see  we  have  a wide 
field  to  cover  if  we  attempt  to  dilate  on  the  many 
ocular  conditions  attributed  to  syphilis.  At  the 
same  time,  we  must  be  extremely  careful  to  pick 
up  the  various  indications  which  p>oint  to  other 
causative  factors  in  our  attempt  to  arrive  at  a 
proper  diagnosis.  The  most  important  ophthal- 
mic diseases,  in  the  frequency  of  their  spiro- 
chetal origin,  are  : parenchymatous  or  interstitial 
keratitis,  optic  atrophy,  iritis,  choroiditis  and 
retinitis,  paralysis  of  the  ocular  muscles,  tumors 
and  new  growths  of  the  eyelids  and  orbit.  Many 
conditions  are  so  manifestly  of  syphilitic  origin, 
with  such  definite  clinical  symptoms,  that  it  is 
rather  difficult  to  attempt  a differential  diagnosis. 
The  failure  to  include  other  lesions  of  syphilitic 
origin  was  intentional,  so  that  you  might  have 
more  time  for  consideration  of  the  interesting 
papers  to  follow. 

We  will  first  consider  parenchymatous  or  in- 
terstitial keratitis,  in  which  it  is  the  general  con- 
sensus of  opinion  that  80-90%  are  of  congenital 
syphilitic  origin,  while  acquired  syphilis  and 
tuberculosis  are  etiologically  responsible  for 
most  of  the  remaining  cases. 

The  following  salient  diagnostic  points  are 
well-known  textbook  extracts,  and  are  quoted  to 

*Read  before  the  Section  on  Eye,  Ear,  Nose  and  Throat  Dis- 
eases of  the  Medical  Society  of  the  State  of  Pennsylvania,  Read- 
ing Session,  October  8,  1924. 


refresh  our  memories:  (1)  interstitial  keratitis 
occurs  generally  between  the  ages  of  6 to  20 
years.  (2)  It  is  found  in  the  female  sex  in  the 
proportion  of  2 to  1.  (3)  The  family  history  is 

indicative  of  syphilis.  (4)  Vascularization  of 
the  cornea  is  present.  (5)  Hutchinson  teeth  are 
found  in  20  to  30%  of  cases.  (6)  Course  of 
disease  is  typical.  (7)  Wassermann  reaction  is 
positive. 

The  following  case  history  is  interesting: 

C.  Me.,  aged  10  years,  a thin  undernourished  girl, 
difficult  to  manage,  with  greatly  impaired  vision,  Hutch- 
inson teeth,  hazy  cornea,  was  found  to  have  a strongly 
positive  Wassermann.  Following  two  courses  of  neo- 
salvarsan  6 months  apart,  consisting  of  five  intravenous 
injections  each,  she  was  an  entirely  changed  girl,  with 
most  marked  mental,  moral  and  physical  improvement. 
She  was  one  of  those  cases  of  congenital  syphilis  show- 
ing a positive  Wassermann  reaction. 

The  diagnosis  and  etiology  are  both  so  firmly 
established  that  it  is  rather  unusual  to  confuse 
the  diagnosis.  Ulcer  of  the  cornea  can  be  xuled 
out,  as  no  superficial  loss  of  epithelium  is  noted. 
Primary  glaucoma  is  negatived  on  account  of 
the  lack  of  increased  tension,  other  forms  of 
keratitis  are  not  likely  to  show  the  tree-branched 
form  of  new  vessel  formation  and  the  deeply 
situated  infiltrates. 

Of  the  causes  of  simple  optic  atrophy.  Profes- 
sor E.  Fuchs^  says  there  are : “first,  cerebro- 
spinal disease,  including  first  of  all  tabes,  which 
is  by  far  the  most  frequent  cause  of  the  simple 
form  of  optic  nerve  atrophy ; second,  a condi- 
tion allied  to  tabes  and  like  it,  a late  manifes- 
tation of  syphilis,  namely,  general  paresis  ; third, 
disseminated  sclerosis.”  Admitting  the  tremen- 
dously large  percentage  of  cases  syphilitic  in 
origin,  it  is  very  necessary  first  to  eliminate  as 
a possible  cause  drug  amblyopia  (quinin),  toxic 
amblyopia,  methyl-alcohol  atrophy,  hemorrhage 
in  the  sheath  of  the  nerve,  brain  tumor,  traumatic 
amblyopia,  Leber’s  disease,  pituitary  disease,  tu- 
mors and  cases  with  oxycephalic  skull  (tower 
skull).  The  diagnosis  of  optic  atrophy  is  based 
on  the  following  very  well-defined  symptoms : 
first,  the  change  in  the  color  of  the  nerve  head, 
viz.,  gray,  white,  blue ; second,  changes  in  the 
disc  margins ; third,  vascular  changes,  contrac- 
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tions,  or  shrinking  in  size  of  vessels,  at  times 
obliteration ; fourth,  field  changes,  early  disap- 
pearance of  red  and  green  field,  increasing  con- 
traction of  form  fields. 

The  diagnosis  of  optic  atrophy  is  greatly  sim- 
plified if  we  have  a positive  Wassermann.  One’s 
interest  becomes  aroused  when,  with  a negative 
Wassermann  and  no  clinical  evidence  of  syphilis, 
it  is  necessary  by  deduction  and  elimination  of 
possible  causes  to  arrive  at  a proper  diagnosis. 

Following  is  the  report  of  an  unusual  case : 

Mr.  H.  M.,  aged  51,  white,  on  December  19,  1914, 
reported  the  sudden  loss  of  vision  in  the  right  eye. 
Examination  of  fundus  was  negative  except  for  ques- 
tionable atrophy  of  nerve.  The  history  of  the  case 
revealed  that  on  the  same  day  previous  to  the  sudden 
loss  of  vision  he  had  been  under  tremendous  physical 
exertion  in  making  a heavy  lift.  The  diagnosis  was 
complete  optic  atrophy  following  hemorrhage  in  the 
sheath  of  the  nerve.  This  diagnosis  was  concurred  in 
by  three  consultants.  There  was  never  at  any  time  fol- 
lowing the  initial  trouble  the  slightest  improvement  or 
return  of  light  perception,  nor  was  there  any  evidence 
of  another  arterial  break  until,  ten  years  later,  follow- 
ing extreme  exertion  in  running  up  hill,  he  suddenly 
went  almost  completely  blind  in  the  other  eye.  His 
blood  pressure  at  this  time  was  240  systolic.  It  seems 
most  unusual  that  similar  vessels  in  each  optic  tract 
should  be  the  subject  of  a break  identical  in  character, 
separated  by  a ten-year  interval,  while  the  cerebral 
artery  escaped  hemorrhage. 

Optic  neuritis  and  choked  disc  are,  as  is  well 
known,  most  commonly  the  result  of  diseases  of 
the  brain.  Nevertheless,  syphilis  is  a frequent 
cause,  either  directly  or  indirectly,  following  the 
formation  of  brain  tumors.  Uhthoflf,  in  the 
Bowman  Lecture,  United  Kingdom,  1914,  pre- 
sents a table  of  the  causes  of  papilledema,  show- 
ing brain  tumor  in  71%  and  cerebral  syphilis 
in  12%. 

Follownng  is  the  history  of  a case  of  choked 
disc  in  the  ophthalmic  service  of  the  Chester 
Hospital : 

Mrs.  A.  B.,  black,  female,  aged  24,  was  admitted  to 
the  medical  ward  with  a history  of  chronic  constipation, 
indigestion,  and  headache.  One  day  she  complained  of 
double  vision,  was  referred  to  the  ophthalmic  service, 
and  a double  choked  disc  of  three  diopters  was  found. 
A Wassermann  was  ordered,  which  was  reported  -|-4. 

In  addition  to  brain  diseases  and  syphilis,  the 
differential  diagnosis  necessarily  requires  the 
elimination  of  other  causes,  as : lead  poisoning, 
nephritis,  heredity,  tumors  on  the  optic  nerve, 
Leber’s  disease,  acute  anemia,  etc. 

Of  iritis.  Dr.  G.  E.  de  Schweinitz®  says, 
“Syphilis  is  usually  regarded  as  the  most  com- 
mon cause  of  iritis.”  As  might  be  expected, 
statistics  vary  as  to  percentage,  though  it  is  safe 
to  say  that  50  to  60%  of  the  cases  of  iritis  are 
syphilitic  in  origin.  This  being  the  case,  one’s 
first  thought  in  making  a diagnosis  would  be  a 
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Wassermann  report  to  corroborate  the  clinical 
picture,  as  in  the  following  case  which  was  pre- 
sented before  the  Section  on  Ophthalmology  of 
the  College  of  Physicians,  Philadelphia,  on 
March  5,  1920: 

Mr.  A.  S.,  male,  25,  O.  D.  showed  large,  round,  coral- 
pink  elevation  on  iris,  between  pupillary  margin  and 
9 o’clock.  Diagnosis  was  condyloma  of  iris.  Wasser- 
mann -f4.  This  lesion  entirely  disappeared  following  a 
course  of  mercury  and  potassium  iodid. 

In  this  case,  before  the  Wassermann  report 
was  received,  one  had  to  decide  between  syphilis, 
tuberculosis  and  sarcoma.  The  history  is  most 
important,  as  iritis  is  classified  etiologically  as, 
syphilitic,  rheumatic,  gonorrheal,  tubercular, 
septic,  traumatic,  sympathetic,  etc. 

Professor  E.  Fuchs  says,  in  discussing  syphi- 
litic iritis,  that  “finally,  in  many  cases  iritis 
syphilitica  presents  absolutely  no  characteristic 
marks.  The  diagnosis,  then,  can  be  certainly 
established  only  by  demonstrating  the  presence 
of  syphilis,  or  by  the  favorable  action  of  anti- 
syphilitic remedies.” 

As  might  naturally  be  expected,  choroiditis, 
chorioretinitis,  and  retinitis  could  have  been 
discussed  along  with  iritis,  inasmuch  as  they 
generally  have  similar  etiologic  causes  as  the 
underlying  factors.  Syphilis  undoubtedly  is  the 
cause  of  the  great  majority  of  cases.  Never- 
theless, ■ without  a positive  Wassermann  or  the 
clinical  signs  of  lues,  there  are  many  possibilities 
that  have  to  be  considered  and  eliminated. 
Tuberculosis,  anemia,  dental  and  tonsillar  infec- 
tions, traumatism,  gastro-intestinal  toxemia,  are 
all  to  be  ruled  out.  Prof.  E.  Fuchs  says,  “In 
many  cases  of  choroiditis  the  cause  remains  ob- 
scure.” The  diagnosis  is  made  by  an  ophthal- 
moscopic examination,  following  complaint  by 
the  patient  of  visual  disturbances.  Most  ob- 
servers agree  as  to  the  difficulty  in  exactly  locat- 
ing the  pigment  in  these  cases  of  choroiditis  and 
retinitis,  as  well  as  to  the  necessity  of  a complete 
clinical  history  before  attempting  diagnosis. 

“While  ocular  palsies  arise  in  many  different 
ways,  some  form  of  syphilitic  disease  is  by  a 
long  way  the  most  common  single  cause.”  This 
last  statement  is  quoted  from  R.  Foster  Moore, 
who  further  states  that  “of  141  cases  of  ophthal- 
moplegia collected  by  Collins  and  Wilde,  at  least 
one  third  were  due  to  syphilis.”  Alexander, 
quoted  by  G.  E.  de  Schweinitz,  gives  syphilis  as 
the  cause  of  59.4%  of  the  cases  of  exterior 
ocular-muscle  palsy.  One  is  therefore  apt,  in  a 
case  of  ocular  paralysis,  to  make  a snap  diag- 
nosis of  syphilis  as  the  causative  factor.  It  is, 
however,  necessary  to  eliminate  other  possible 
causes  of  palsies,  as  in  the  Gradenigo  symptom 
complex,  in  paralysis  of  the  external  rectus,  in 
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various  systematic  diseases,  in  rheumatism,  dia- 
betes, whooping  cough,  influenza,  as  well  as  in 
toxemias  from  alcohol,  tobacco,  and  lead,  also 
in  drug  and  food  p>oisoning  (botulsim,  etc.),  in 
hemorrhage,  meningitis,  abscess,  sinus  disease, 
tumors  and  pituitary  disease. 

A recent  case  illustrates  the  advent  of  an  ex- 
ternal rectus  paralysis,  developing  eighteen 
years  after  a supposed  cure  of  a syphilitic  infec- 
tion, but  attributed  to  other  causes. 

Mr.  C.  K.,  white,  aged  38,  contractor,  December  13, 
1923,  complained  of  a diplopia  existing  for  three  weeks. 
One  week  previously  he  had  been  fitted  by  an  optician 
with  glasses  which  were  unsatisfactory.  The  patient 
was  extremely  neurasthenic  following  a motor  accident 
three  months  before,  when  he  had  run  over  a child. 
He  could  not  sleep  and  had  lost  considerable  weight. 
He  further  stated  that  he  had  accidentally  struck  the 
left,  the  affected  eye,  eight  days  previous  to  the  advent 
of  the  diplopia.  He  denied  venereal  infection.  A Was- 
sermann  test  was  made  and  reported  -\-4.  The  patient 
then  admitted  a previous  lesion  and  treatment  while  in 
the  army  18  years  before.  Following  active,  acute 
syphilitic  treatment,  he  gained  21  pounds  in  weight  in 
four  months,  and  improved  mentally  so  that  he  was 
enabled  to  return  to  work;  but  the  paralysis  of  the 
external  rectus  did  not  improve. 

A most  interesting  field  of  “investigation  is 
afforded  in  the  study  of  the  etiology  of  tumors 
of  the  eyelids  and  orbit.  Syphilis  undoubtedly 
plays  an  important  role  as  an  underlying  cause, 
as  well  as  sarcoma,  hemangioma,  mucocele,  tuber- 
culosis, cellulitis,  solid  edema  of  the  lids,  epi- 
thelioma, brain  tumor  and  hernia  cerebri. 

There  is  no  group  of  cases  of  greater  interest 
than  these,  esf>ecially  so  because  of  their  ex- 
tremely unfavorable  prognosis,  both  as  to  the 
loss  of  the  eye  and  the  loss  of  life.  Also,  the 
close  proximity  of  vital  and  highly  specialized 
tissue  seriously  complicates  the  advisability  of 
operative  interference. 

The  two  following  case  histories  are  related 
as  they  bear  directly  on  the  subject  under  dis- 
cussion : 

G.  W.,  aged  57,  white,  married,  father  of  several 
grown  children,  on  August  3,  1916,  reported  that?,  six 
days  before,  he  had  burned  the  inner  surface  of  the 
eyelids  (O.  D.)  with  acid.  The  eyelids  were  quite 
swollen,  particularly  the  upper  lid.  A ropy,  muco- 
purulent discharge  extended  from  the  palpebral  fissure. 
There  was  a small  ulcerated  area  on  the  conjunctival 
surface  of  the  lid,  but  the  cornea  was  clear.  Under 
local  treatment  the  swelling  increased  to  such  an  extent 
that  the  upper  lid  greatly  overlapped  the  lower  and  be- 
came quite  hard.  This  persisted  for  five  or  six  weeks, 
when  the  patient  developed  a facial  rash  and  later  a sore 
throat.  Under  a thorough  course  of  mercury  and 
potassium  iodid,  the  tremendous  swelling  subsided,  with 
full  return  of  function. 

An  interesting  case  occurring  in  the  service  of  Dr. 
McCluney  Radcliffe  of  Wills  Hospital,  about  1912,  was 
that  of  a man  about  35  years  of  age,  who  came  down 
from  the  coal  regions,  with  a tremendous  swelling  of  the 


lower  lid  of  the  right  eye,  which  formed  a shelf,  seem- 
ingly about  inch  in  thickness,  at  the  palpebral  margin. 
The  tumor  was  quite  hard  and  indurated,  and  a section 
was  taken  for  microscopic  study.  If  I remember  cor- 
rectly, dessication  was  tried.  Afterwards  the  trouble 
cleared  up  entirely  on  mercury  and  iodids. 

Syphilis  does  occur  primarily  as  an  ocular 
lesion,  having  been  noted  mostly  as  a lesion  of 
the  conjunctiva.  A very  recent  case  in  the  litera- 
ture, however,  is  that  of  a “primary  syphilitic 
lesion  of  the  upper  eyelid,”  reported  by  Drs. 
Noah  Fox  and  Samuel  Machlis.*  Their  patient, 
a colored  man  26  years  old,  during  a fight  was 
bitten  on  the  upper  lid  of  the  right  eye,  follow- 
ing which  a craterlike  ulcer  developed  on  the 
skin  surface.  The  Wassermann  test  was  first 
reported  negative ; later  it  was  positive.  The 
ulcer  healed  completely,  following  treatment 
with  neosalvarsan  and  mercury.  The  enormous 
indurated  swelling  and  rapid  disappearance  un- 
der antisyphilitic  treatment  serves  to  establish 
the  diagnosis.  The  tertiary  manifestations  of 
syphilis  in  the  eyelids  are  found  in  cases  of 
tarsitis,  where  the  enormous  swelling  of  the  eye- 
lids is  due  to  a gummatous  infiltration  of  the 
cartilage.  This  must  be  differentiated  from  the 
thickening  following  trachoma  and  amyloid  de- 
generation of  the  conjunctiva.  It  has  also  been 
mistaken  for  a chronic  marginal  blepharitis  with 
crusts  and  ulcers,  but  differs  from  it  in  that  the 
swelling  is  due  to  infiltration  of  the  tarsus,  rather 
than  of  the  soft  tissues. 

The  following  case  illustrates  the  danger  of 
calling  a lesion  syphilitic  because  there  was  pres- 
ent a -}-4  Wassermann : 

Mrs.  S.  R.,  aged  36,  white,  was  referred  by  her  fam- 
ily physician,  with  a report  of  a -f4  Wassermann.  She 
stated  that  8 days  before,  she  had  bumped  against  the 
edge  of  a door,  striking  the  external  angular  process  of 
the  right  eye,  on  which  there  was  a pimple  for  which 
she  had  been  using  an  ointment.  This  was  now  spread- 
ing rapidly.  Mercury  and  dessication  were  tried,  though 
neither  was  successful  in  destroying  the  epithelioma 
whifh  eventually  caused  the  removal  of  the  right  eye 
and  the  sloughing  away  of  the  right  side  of  the  face 
before  death  ensued. 

On  October  3,  1922,  at  the  meeting  of  this 
Society  at  Scranton,  Dr.  Wm.  T.  Shoemaker,®  of 
Philadelphia,  read  a most  interesting,  instructive 
and  valuable  paper  on  “Some  Observations  on 
Orbital  Growths ; Report  of  three  cases,”  His 
first  case  was  most  unusual,  with  a typical  pic- 
ture of  a malignant  growth  of  the  globe,  and 
though  there  followed  careful  and  thorough  ex- 
amination by  skilled  consultants,  no  positive  con- 
clusion was  reached.  Dr,  Shoemaker’s  treatment 
consisted  of  mercury  by  inunction  to  the  point  of 
toleration,  followed  by  potassium  iodid  in  as- 
cending doses ; and,  at  the  suggestion  of  Dr.  G. 


624 


THE  ATLANTIC  MEDICAL  JOURNAL 


July,  1925 


E.  de  Schweinitz,  arsenic  was  administered  with 
the  mercury.  The  recovery,  to  use  the  words  of 
Dr.  Shoemaker,  “was  rapid,  complete,  and  per- 
manent ; there  was  no  evidence  that  the  case  here 
reported  was  specific,  and  as  a matter  of  fact, 
syphilis  as  a possible  cause  was  placed  at  the 
bottom  of  the  list.”  He  further  states  that  “in 
suspected  but  unproved  malignancy,  hidden  to 
view,  the  patient  is  entitled  to  a thorough  use  of 
mercury  before  being  subjected  to  surgical  inter- 
ference.” 

No  attempt  has  been  made  to  bring  out  all  the 
points  of  diagnosis  in  the  many  cases  noted,  the 
object  of  the  paper  being  to  impress  the  fact 
that  in  arriving  at  a true  diagnosis  it  is  always 
necessary  to  rule  out  syphilis  among  the  other 
causative  factors  before  reaching  a positive  and 
definite  conclusion. 
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THE  DIAGNOSIS  OF  AURAL  SYPHILIS* 

FRANCIS  R.  PACKARD,  M.D. 

PHILADELPHIA,  PA. 

Syphilis  may  involve  any  portion  of  the  audi- 
tory tract,  and  its  manifestations  vary  greatly, 
according  to  the  particular  part  affected.  For  the 
purposes  of  my  paper  I shall  consider  the  diag- 
nosis of  syphilitic  lesions  as  they  occur  in  ( 1 ) the 
external,  (2)  the  middle,  and  (3)  the  internal 
ear. 

Of  course,  as  with  all  syphilitic  disease,  the 
final  diagnostic  proof  is  afforded  by  the  Wasser- 
mann  test,  but  before  subjecting  a patient  to  that 
ordeal  the  aurist  should  have  definite  reasons  for 
believing  in  the  possibility  of  the  existence  of 
the  syphilitic  infection.  Therefore,  it  is  very 
essential  that  the  characteristics  of  aural  syphilis 
should  be  familiar  to  him. 

There  are  few  classes  of  syphilitics  in  whom 
an  early  diagnosis  is  more  important  than  those 
who  suffer  from  syphilis  of  the  auditory  appa- 
ratus, for  in  a comparatively  short  space  of  time, 
if  proper  treatment  is  not  instituted,  the  hear- 
ing, may  be  irretrievably  lost ; whereas,  indubi- 
tably, it  is  just  as  frequently  saved  by  prompt 
therapeutic  efforts.  ^Therefore,  in  case  of  doubt, 
if  is  of  the  utmost  importance  to  clear  up  the 
diagnosis  by  an  immediate  Wassermann  test. 
For  this  reason,  I will,  throughout  my  discus- 
sion of  the  subject,  consider  the  Wassermann 

•Read  before  the* Section  on  Eye,  Ear,  Nose  and  Throat  Dis- 
eases of  the  Medical  Society  of  the  State  of  Pennsylvania,  Read- 
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test  as  an  essential  complement  to  all  diagnosis, 
and  confine  my  attention  solely  to  the  subjective 
and  objective  clinical  manifestations. 

SYPHILIS  OF  THE  external  EAR 

Primary  syphilitic  lesions  of  the  external  ear 
are  of  very  rare  occurrence.  In  a study  di 
9,058  extragenital  chancres,  L.  Duncan  Buckley^ 
found  but  27  located  on  the  external  ear,  and 
Politzer^  refers  to  but  four  cases,  none  of  which 
he  had  personally  seen.  In  the  course  of  over 
twenty-five  years  of  very  active  hospital  and 
private  practice  in  diseases  of  the  ear,  the  writer 
has  never  seen  a primary  lesion  of  syphilis  about 
the  ear. 

The  secondary  lesions  of  syphilis,  on  the  other 
hand,  are  not  rarely  met  with  in  the  external 
ear.  Those  most  frequently  seen  are  skin  erup- 
tions forming  part  of  the  manifestations  of 
cutaneous  syphilis.  I have  seen  quite  a few 
cases  of  syphilitic  skin  eruptions  on  the  auricle, 
in  connection  with  the  other  dermal  manifesta- 
tions of  syphilis,  and  several  cases  in  which 
there  were  condylomata  or  ulcerations  on  the 
wall  of  the  external  auditory  canal.  Condy- 
lomata have  been  frequently  observed,  especially 
about  the  external  auditory  meatus,  or  along  the 
course  of  the  canal.  Depre,®  in  1,200  syphilitics, 
observed  condylomata  of  the  external  auditory 
meatus  in  five.  Buck*  reported  five  cases  of 
condylomata  or  ulcers  occurring  at  the  external 
auditory  meatus  or  in  the  canal,  which  he  found 
in  the  course  of  an  examination  of  3,976  cases 
of  diseases  of  the  ear  of  all  sorts.  C.  Dunbar 
Roy'^  reported  a case  of  condylomata  of  the  ex- 
ternal auditory  meatus  occurring  in  a negro. 

The  diagnosis  of  syphilitic  condylomata  of  the 
ear  is  somewhat  difficult,  unless  suspicion  is 
aroused  by  the  presence  of  the  disease  elsewhere 
in  the  patient.  A marked  characteristic  is  the 
intense  pain  accompanying  them. 

One  of  my  cases  was  a man,  aged  about  fifty 
years.  The  external  auditory  meatus  was  com- 
pletely blocked  by  a mass  of  irregular,  somewhat 
flat,  grayish  masses,  which  bled  quite  freely  when 
touched.  They  somewhat  resembled  polypi 
which  had  undergone  fibrous  changes.  No  evi- 
dence of  suppuration  in  the  middle  ear  could  be 
found.  In  the  course  of  examination  the  man 
admitted  having  had  a chancre  many  years  pre- 
viously, followed  by  various  secondary  and  terti- 
ary manifestations.  The  ear  condition  entirely 
cleared  up  under  appropriate  antisyphilitic  treat- 
ment. 

Syphilitic  ulcers  of  the  external  ear  are  usu- 
ally the  result  of  the  breaking  down  of  condy- 
lomata or  occasionally  of  gummata.  The  latter 
must  be  of  extreme  rarity  in  this  region.  In  the 
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Philadelphia  Medical  Journal  of  March  4,  1899, 
there  is  a paragraph  referring  to  a case  of 
gumma  of  the  helix  which  had  been  recently 
demonstrated  at  the  Ricord  Hospital  in  Paris. 
I have  reported®  the  case  of  a white  boy,  aged 
nine  months,  whose  parents  were  both  syphilitic. 
The  child  was  brought  to  the  Pennsylvania  Hos- 
pital Dispensary  presenting  a large  gummatous 
mass  which  had  broken  down  and  suppurated, 
involving  the  right  auricle  and  the  tissues  above 
and  in  front  of  it.  There  was  much  glandular 
involvement  in  other  parts  of  the  body.  After 
evacuation  of  the  pus,  and  under  specific  treat- 
ment, the  child  recovered  rapidly.  This  is  the 
only  instance  of  congenital  syphilis  which  I have 
ever  seen  in  the  external  ear.  Hereditary  syphi- 
lis rarely  affects  the  external  ear,  its  manifes- 
tations being  much  more  frequent  in  the  middle 
or  inner  ear. 

M.  A.  Goldstein^  and  G.  W.  Linthicum®  have 
each  reported  cases  of  bilateral  syphilitic  ulcera- 
tions of  the  auricle  occurring  in  negroes. 

SYPHILIS  OF  THE  middle  EAR  AND  EUSTACHIAN 
TUBE 

I have  classed  syphilitic  disease  of  the  eu- 
stachian  tube  in  the  group  with  that  of  the 
middle  ear  because  I believe  that  most  frequently 
syphilis  of  the  middle  ear  is  the  result  of  syphi- 
litic infection  from  the  nose  and  throat  through 
the  eustachian  tube,  except  in  the  cases  in  which 
middle  ear  involvement  occurs  as  part  of  a con- 
stitutional syphilis.  Many  cases  have  been  ob- 
served in  which  syphilitic  sores  about  the  naso- 
pharyngeal orifice  of  the  eustachian  tube  have 
been  associated  wdth  suppuration  in  the  middle 
ear. 

SYPHILIS  OF  THE  middle  EAR 

Politzer^  states  that  “Baratoux  is  supposed  to 
have  observed  in  a case  of  syphilis,  besides  sev- 
eral gummata  on  the  face  and  auricle,  also  a 
small  opalescent  gumma  on  the  membrana  tym- 
pani  behind  the  malleus,”  and  that  “Kirsdiner 
saw  a syphilitic  ulcer  on  the  membrana  tympani.” 
Politzer  does  not  give  any  reference  to  the 
source  of  these  statements,  so  that  I have  been 
unable  to  look  them  up.  Such  manifestations 
must  be  most  unusual,  as  I can  find  absolutely 
no  similar  observations  in  the  literature  on  the 
subject. 

John  Dunn®  has  reported  a case  in  which  a 
man  with  secondary  syphilis  had  a serous  exuda- 
tion into  the  membrana  tympani  about  the  head 
of  the  malleus.  The  membrana  was  punctured, 
and  under  specific  treatment  the  exudate  disap- 
peared. 

Acute  or  chronic  suppuration  of  the  middle  ear 
is  no  more  frequent  in  association  with  syphilis 


than  it  is  in  nonsyphilitics.  The  statement  has 
been  made  that  syphilitic  suppurative  otitis  media 
is  sometimes  characterized  by  the  presence  of 
more  than  one  perforation  in  the  membrana 
tympani.  I believe,  however,  that  every  expe- 
rienced aurist  has  observed  such  multiple  per- 
forations in  cases  where  syphilis  could  be  abso- 
lutely excluded.  I know  I have. 

Woakes  asserted  that  chronic  suppurative 
otitis  media  in  strumous  children  was  due  in 
many  cases  to  syphilitic  bone  caries  in  the  mid- 
dle ear — an  assertion  that  would  be  difficult  of 
proof.  If  syphilis  were  a frequent  factor  in 
chronic  suppurative  disease  of  the  middle  ear, 
many  cases  would  be  cured ; but  though  I have 
seen  many  cases  of  chronic  suppurative  otitis 
media  in  patients  who  had  syphilis,  either  ac- 
quired or  hereditary,  I have  never  yet  seen  a 
case  improved  by  antisyphilitic  treatment.  Polit- 
zer states  that  the  only  characteristic  symptoms 
pointing  to  a syphilitic  origin  of  a middle-ear 
suppuration  are  rapid  destruction  of  the  mem- 
brana tympani  and  loss  of  sound  perception 
through  the  bones  of  the  skull. 

SYPHILIS  OF  THE  internal  EAR 

The  most  frequent  and  most  serious  manifes- 
tations of  syphilis  in  the  ear  are  those  which 
involve  the  internal  ear.  I have  elsewhere  re- 
ported‘"  four  cases  of  syphilis  of  the  internal 
ear  which  I observed  in  the  Outpatient  Depart- 
ment of  the  Pennsylvania  Hospital.  Syphilitic 
involvement  of  the  internal  ear  usually  occurs 
late  in  the  disease  and  after  the  patient  has  shown 
unmistakable  symptoms  of  it,  although  Politzer 
once  saw  a case  develop  but  seven  days  after 
the  appearance  of  the  primary  lesion.  It  occurs 
in  both  hereditary  and  acquired  syphilis.  In 
hereditary  syphilis  of  the  internal  ear,  the  symp- 
toms generally  do  not  appear  until  the  child  is 
seven  or  eight  years  old ; hence  I do  not  think 
that  hereditary  syphilis  plays  as  large  a part  in 
the  pathogenesis  of  deaf-mutism  as  some  are 
inclined  to  attribute  to  it.  The  pathologic 
changes  which  have  been  observed  in  the  lab- 
yrinth, are  chiefly  serous  exudation  into  the  lab- 
yrinth, with  depKisits  of  connective  tissue  and 
new  bone,  especially  about  the  oval  and  round 
windows.  The  walls  of  the  labyrinthine  blood 
vessels  are  said  to  show  signs  of  endarteritis, 
and  the  ganglion  cells,  degeneration.  Hemor- 
rhage into  the  labyrinth  is  not  uncommon,  and 
possibly  accounts  for  the  frequent  sudden  onset 
of  the  symptoms.  Labyrinthine  suppuration  is 
said  to  have  been  observed  as  the  result  of 
syphilitic  disease. 

Jonathan  Hutchinson^^  seems  to  have  been 
the  first  observer  to  note  the  occurrence  of  facial 
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palsy  in  conjunction  with  syphilis  of  the  internal 
ear.  He  recorded  a case  in  1879.  He  attrib- 
uted the  facial  j>alsy  to  involvement  of  the  sheath 
of  the  facial  nerve  from  its  proximity  to  the 
labyrinth. 

Syphilis  of  the  inner  ear  is  generally  charac- 
terized by  certain  peculiarities  in  its  onset  and 
progress.  In  the  great  majority  of  cases  there 
is  a history  of  sudden  onset  of  deafness,  with 
intense  tinnitus  and  vertigo.  The  deafness  is 
generally  bilateral  and  the  labyrinthine  tests 
show  that  both  labyrinths  are  involved,  though 
frequently  one  more  than  the  other.  Perception 
of  sound  through  the  cranial  bones  is  greatly 
diminished  or  lost  in  the  affected  ear,  or  if  the 
condition  is  bilateral,  in  both  ears.  The  sudden 
onset  is  followed  usually  by  a rapidly  progres- 
sive increase  in  the  deafness,  the  patient  fre- 
quently becoming  totally  deaf  in  a few  days. 
No  objective  symptoms  are  presented  on  exami- 
nation of  the  ears,  except  the  functional  disturb- 
ances above  mentioned. 

Thus,  when  a patient  presents  himself  with 
a history  of  deafness  of  sudden  onset,  in  one  or 
both  ears,  accompanied  by  intense  tinnitus  and 
with  no  definite  symptoms  present  on  ocular 
examination  of  the  ear,  our  suspicions  of  a 
syphilitic  origin  should  be  aroused.  Occurring 
as  a tertiary  lesion,  the  patient  will,  in  all  prob- 
ability, have  or  have  had  some  positive  manifes- 
tations of  the  disease  to  confirm  our  diagnosis, 
but,  just  as  in  all  suspicious  cases,  the  Wasser- 
mann  test  is  our  great  stand-by. 

It  should  be  borne  in  mind  that  syphilis  of  the 
internal  ear  progresses  with  terrific  rapidity  to 
complete  loss  of  function,  and  therefore  early 
diagnosis  and  institution  of  proper  treatment  is 
of  the  utmost  importance.  It  consequently  be- 
hooves us  to  use  every  means  in  our  power  to 
clear  up  the  diagnosis  at  once.  In  the  old  days 
this  was  often  a matter  of  great  difficulty,  as 
we  had  to  rely  on  the  therapeutic  test,  and  by  the 
time  we  had  had  our  suspicions  confirmed,  irrep- 
arable damage  had  been  done. 

In  conclusion,  I might  state  that  although  there 
was  at  one  time  a tendency  to  think  that  the 
administration  of  salvarsan  in  syphilis  of  the 
internal  ear  was  dangerous,  I think  that,  with 
the  recent  improvements  in  technique,  all  such 
danger  has  disappeared  and  we  can  safely  use 
the  only  therapeutic  agent  of  any  real  value. 
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SYPHILIS  OF  THE  NOSE  AND  THROAT* 
GEORGE  MORRISON  COATES,  A.B,  M.D. 

PHILADELPHIA,  PA. 

A Study  of  the  lesions  of  syphilis  of  the  nose 
and  throat  must  follow  the  usual  classification 
of  such  lesions  in  all  other  parts  of  the  body. 
We  have,  here,  the  same  types  found  elsewhere, 
modified  only  by  different  conditions  of  heat, 
moisture  and  variations  of  structural  tissue. 
Only  local  manifestations  will  be  considered, 
such  by-results  as  those  of  neurosyphilis  and 
parasyphilitic  lesions  of  these  parts,  dependent 
upon  syphilitic  infection  in  other  portions  of  the 
body,  being  ignored  as  beyond  the  scope  of  this 
symposium. 

Pusey  (Journal  American  Medical  Associa- 
tion, October  14th,  1922)  states  that  the  skin 
and  the  mouth  are  the  structures  for  which 
syphilis  shows  its  greatest  predilection,  and  that 
this  predilection  is  quite  as  great  for  the  mouth 
as  for  the  skin.  This  statement  applies  largely 
to  primary  and  secondary  syphilis,  but  when  we 
include  tertiary  manifestations,  which  attack 
the  easily  involved  soft  parts  and  delicate  bony 
and  cartilaginous  structures  of  the  upper  respira- 
tory passages,  it  is  readily  seen  what  an  impior- 
tant  part  syphilology  plays  in  the  practice  of 
rhinolaryngology. 

While  the  symptoms  are  often  obscure  and 
insidious  m origin  and  development,  the  lesion 
may  progress  with  alarming  rapidity  and  with 
great  tissue  destruction,  leading  to  grave  perma- 
nent disfigurement,  and  endangering  life  itself. 
On  the  other  hand,  although  malignant  and  un- 
yielding types  are  sometimes  met  with,  disease 
in  these  regions  usually  yields  readily  to  applied 
treatment,  even  when  undertaken  in  the  later 
stages,  and  cases  of  remarkable  tissue  repair  are 
not  infrequently  seen.  The  Wassermann  reac- 
tion is  not  always  conclusive,  although  a positive 
Wassermann  furnishes  strong  presumptive  evi- 
dence. A negative  complement-fixation  test  may 
mean  nothing,  even  when  made  with  spinal  fluid, 
and  it  is  stated  by  some  authorities  that  other 
diseases  which  sometimes  simulate  syphilis  in 
appearance,  such  as  Vincent’s  angina,  leprosy, 
frambesia,  etc.,  may  give  positive  laboratory 
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Syphilis  of  the  nose  and  throat  is  either  heredi- 
tary or  acquired. 

1.  hereditary  syphilis 

This  form  of  syphilis  usually  makes  its  local 
presence  known  early  in  life  by  the  well-known 
syphilitic  coryza  or  “snuffles,”  which  is  simply 
the  presence  of  secondary  syphilitic  lesions, 
erythema  and  mucous  patches,  on  the  nasal 
mucous  membrane.  These  differ  in  no  essential 
way  from  such  lesions  in  the  acquired  variety, 
though  fissures  are  perhaps  more  apt  to  occur 
at  the  mucocutaneous  borders  of  the  nose  and 
mouth,  which,  on  heating,  leave  stellate  scars 
similar  to  those  seen  about  the  anus.  Tertiary 
lesions  cause  destruction,  disfigurement  and 
ozena,  and  may  appear  at  any  period,  according 
to  Phillips,  between  the  fourth  and  twentieth 
years  of  age. 

2.  ACQUIRED  SYPHILIS 

(A)  Primary:  According  to  Pusey,  quoted 
above,  extragenital  chancres  constitute  about  5 
per  cent  of  all  primary  lesions,  and  of  these 
extragenital  chancres,  60  per  cent  occur  in  the 
mouth.  The  common  occurrence  of  chancres  on 
the  lips  and  tongue  obviously  depends  on  the 
great  frequency  of  exposure  of  these  parts  and 
the  presence  here  of  breaks  in  the  epithelium 
which  allow  infection  to  enter.  They  are  by  no 
means  always  due  to  perverted  sexual  acts,  but 
arise  from  infected  eating  utensils,  possibly  un- 
clean surgical  instruments,  kissing,  smoking 
pipes,  or,  in  the  case  of  the  nose,  picking  or 
scratching  with  infected  fingers.  Many  of  us 
will  remember  the  case  reported  by  Schamberg 
some  years  ago,  where  a man  with  syphilis 
danced  with,  and  kissed,  eight  or  nine  girls  in 
one  evening,  and  infected  each  one  of  them. 

The  chancre  is  frequently  overlooked.  Any 
sore  spot  in  this  region  that  presents  an  unusual 
appearance  or  is  sluggish  in  healing  should  be 
subjected  to  an  examination  for  spirochetes. 
The  chancre,  when  it  occurs  in  the  nose,  is  usu- 
ally seen  in  the  vestibule  at  the  mucocutaneous 
junction  and,  in  the  early  stages,  before  glandular 
swelling  has  occurred,  may  be  mistaken  for  a 
furuncle.  It  also  occurs  on  the  septum,  where  it 
does  not  cause  perforation.  As  a chancre  of  the 
nose  causes  a unilateral  obstruction,  it  is  not 
uncommon  to  have  intense  unilateral  headache 
after  it  has  attained  its  maximum  size.  In  the 
mouth  it  occurs  on  the  lips,  the  tonsil,  the  tongue, 
the  gums  and  buccal  mucous  membrane,  but 
probably  never  on  the  posterior  pharyngeal  wall. 

The  chancre,  whether  it  occurs  in  the  nose  or 
the  mouth,  often  resembles  the  genital  chancre 
closely.  Very  rarely  it  is  a dry,  indurated  nodule. 


Usually  it  is  an  eroded  open  lesion,  with  an 
indolent  surface  covered  with  a thin,  yellowish 
exudate.  When  this  is  wiped  off  it  leaves  a red, 
ecchymotic  weeping  surface  which  does  not  bleed 
easily,  except  on  the  nasal  septum,  but  which  has 
a free,  serous  discharge  full  of  spirochetes.  It 
is  sometimes  surrounded  by  a black  border  com- 
posed of  clotted  blood  and  secretion  arising  from 
the  ulcer  itself.  It  is  practically  painless,  and 
is  always  a dense,  indolent,  inflammatory  infiltra- 
tion of  the  tissues,  the  density  and  indolence 
being  its  chief  clinical  features.  Its  base  has  a 
peculiar  solidity,  and  can  be  grasped  between 
thumb  and  finger  like  a button,  having  a cartila- 
ginous feel.  It  may  persist  almost  without 
change  for  from  two  to  five  weeks,  and  it  is 
usually  accompanied  by  much  enlargement  of 
the  contiguous  glands,  which  are  hard  and  pain- 
less but  much  larger  than  would  result  from  a 
nonsyphilitic  lesion  of  similar  size. 

On  the  lip,  the  chancre  has  the  classic  appear- 
ance. It  is  usually  round  or  oval,  but  varies  in 
size  from  five  to  thirty  millimeters.  If  it  occurs 
at  the  junction  of  the  skin  and  mucous-membrane 
surfaces,  it  presents  the  characteristics  common 
to  each  kind  of  tissue.  On  the  mucous  mem- 
brane portion,  it  presents  an  ulcerated  surface 
without  crust,  while  the  ulcerated  area  on  the 
skin  is  covered  with  a black  crust.  In  a few 
days  the  lip  becomes  markedly  edematous,  and 
there  is  a decided  submaxillary  adenopathy,  fre- 
quently associated  with  glandular  enlargement 
posterior  to  the  sternocleidomastoid  muscle.  Al- 
though the  glandular  enlargement  frequently 
persists  for  months,  the  healing  chancre  leaves 
no  scar.  Chancre  of  the  lip  must  be  differenti- 
ated from  herpes  simplex,  crusted  eczema,  sim- 
ple erosions,  carcinoma  and  tuberculosis. 

Primary  syphilis  of  the  mucous  membrane  of 
the  cheeks  and  soft  palate  is  usually  a simple 
erosion  only  slightly  elevated  and  without  much 
induration.  On  the  gums  and  hard  palate,  how- 
ever, there  is  much  early  and  extensive  indura- 
tion. There  is  marked  submental  adenopathy 
which  is  considered  by  some  to  be  diagnostic. 

Chancre  of  the  tongue  is  usually  found  on  the 
dorsum,  where,  under  its  slow  development, 
the  papillae  become  denuded  of  their  epithelium 
and  later  become  covered  with  a membranous 
exudate  having  the  appearance  of  a mold.  There 
is  very  little  pain.  It  must  be  distinguished  from 
simple  ulcers  resulting  from  carious  teeth;  from 
tuberculous  ulcers,  which  are  most  frequently 
found  at  the  edges  and  ventral  surface  of  the 
tongue;  and  from  carcinoma,  which  develops 
more  slowly,  bleeds  freely,  is  painful,  and  often 
arises  from  an  old  patch  of  leukoplakia. 
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Chancre  of  the  tonsil  is  more  common,  and 
resembles,  at  first,  an  ordinary  angina,  though  it 
is  usually  unilateral,  but  after  a few  days  it 
changes  in  appearance,  even  to  having  a crater- 
like ulceration.  It  is  covered  with  a thick  gray- 
ish membrane,  and  there  is  often  extensive  and 
even  alarming  surrounding  edema.  In  this  loca- 
tion the  lymphatic  gland  below  the  angle  of  the 
jaw  is  the  one  affected,  just  as  in  ordinary  cases 
of  tonsillitis.  This  bubo  is  at  times  painful,  and 
may  persist  for  months.  The  tonsillar  chancre 
must  be  differentiated  from  Vincent’s  angina, 
which  is  often  more  quickly  ulcerating;  and 
from  diphtheria,  by  the  fever  and  prostration, 
and  by  the  microscope ; or  from  a gumma, 
which  is  unusual  here,  and  when  present,  is  pain- 
less and  has  little  local  adenopathy. 

The  chancre  should  be  recognized  clinically, 
and  the  diagnosis  be  made  certain  by  examination 
of  the  exudate  for  spirochetes.  The  discovery 
of  these  is  of  great  importance,  as  the  disease 
can  then  be  definitely  diagnosed  before  it  be- 
comes systemic  and  when,  according  to  B.  A. 
Thomas,  90%  can  be  cured  outright.  A sarcoma 
of  the  soft  palate  may  be  mistaken  for  a chancre, 
as  in  one  of  my  own  cases  several  years  ago. 
The  Wassermann  reaction  is,  of  course,  negative 
at  this  stage  of  the  disease,  but  dark-field  exami- 
nation of  the  exudate  should  give  positive  results. 

(B)  Secondary:  The  secondary  lesions  of 
syphilis  of  the  nose,  throat  and  mouth  are  those 
that  occur  on  the  surface  of  the  skin,  modified 
only  by  the  peculiar  influences  to  which  their 
occurrence  in  these  locations  exposes  them.  Ex- 
posure to  moisture  and  warmth  causes  the  lesions 
to  become  macerated,  and  they  are  often  further 
changed  by  irritation  or  injury  from  eating, 
drinking,  and  biting,  from  irregular  or  sharp 
teeth,  or  from  tartar,  or  from  secondary  infec- 
tion such  as  Vincent’s  angina.  The  one  constant 
factor  to  which  all  syphilitic  mucous-membrane 
lesions  are  exposed,  but  which  chiefly  influences 
secondary  manifestations,  is  maceration,  which 
produces  distinct  alteration  from  similar  skin 
lesions.  Lesions  which,  on  the  skin,  are  dry 
and  covered  with  a horny  layer,  in  the  mouth 
lose  their  horny  covering  and  become  the  classic 
mucous  patches. 

Secondary  syphilis  is  rarely  noted  in  the  nose, 
although  it  undoubtedly  often  occurs  there.  It 
appears  usually  as  an  erythema,  although-  the 
macular  syphilis  of  the  skin  may  also  p>ossibly 
be  discovered  at  times.  It  gives  rise  to  a sensa- 
tion of  pain  and  headache.  Mucous  patches 
occur,  similar  to  those  seen  in  the  throat,  but  are 
frequently  overlooked,  the  only  sign  of  their 
presence  being  a sensation  of  discomfort  such  as 


that  produced  by  a coryza.  All  of  the  secondary 
syphilids  of  the  skin  are  seen  at  times  in  the 
mouth,  fauces  and  pharynx.  Macular  skin  syphi- 
lids api^ear  on  the  mucous  membrane  as  dry 
red  spots  on  the  inner  surface  of  the  lips,  cheeks 
or  soft  palate.  The  faint  and  dry  macular  erup- 
tions on  the  soft  palate  and  the  pharyngeal  walls 
resemble  a catarrhal  pharyngitis,  and  when  indi- 
vidual numbers  of  these  macules  coalesce,  a mot- 
tled appearance  results. 

Mucous  j>atches  are  the  most  frequent  form 
of  secondary  syphilis  seen  in  the  throat.  They 
are  prototypes  of  secondary  skin  eruptions  (the 
papule)  and  occur  with  them.  They  have  a red, 
but  not  angry,  base,  which  is  usually  covered  by 
a thin,  bluish-white  or  grayish,  exudate,  around 
whose  edge  a narrow  border  of  red  shows.  Al- 
though the  exudate  is  somewhat  adherent,  it  can 
be  wiped  away,  leaving  a raw,  weeping  surface, 
but  not  a bleeding  one.  The  exudate  is  full  of 
spirochetes.  Mucous  patches  are  superficial  ero- 
sions or  shallow  ulcers,  infrequently  attaining 
great  depth,  except  on  the  tonsil.  They  are  usu- 
ally multiple,  may  recur  even  as  late  as  the  end 
of  the  second  year  (recidivation),  and  are  found 
in  any  part  of  the  mouth,  pharynx,  and  fauces. 
When  they  are  found  on  the  dorsum  of  the 
tongue,  there  is  often  a variation  in  their  appear- 
ance. The  mucous  patch  in  this  position  is  a 
dry,  red  patch.  The  papillae  disappear  in  the 
infiltration,  so  that  the  patch  has  a smooth  surface 
and  is  covered  with  a thin  layer  of  glistening 
epithelium.  The  coalescence  of  several  such 
patches  constitutes  the  smooth  glossitis  of  early 
syphilis,  which  is  a characteri.stic  condition. 
Mucous  patches  usually  cause  the  patient  little 
discomfort,  and  may  even  escape  his  notice.  As 
they  are  highly  contagious,  this  makes  them  all 
the  more  dangerous. 

All  secondary  lesions  of  the  nose,  throat,  and 
mouth  usually  occur  at  the  same  time  as  the 
skin  eruptions,  although  their  appearance  may 
be  slightly  delayed.  They  are  accompanied  by 
glandular  enlargement  in  various  parts  of  the 
body,  particularly  the  suboccipitals,  cervicals, 
femorals,  and  inguinals. 

The  mucous  patch,  the  most  common  and  well- 
known  secondary  manifestation  in  the  mouth, 
must  be  distinguished  from  ordinary  traumatic 
ulceration,  which  rarely  is  confusing;  from  Vin- 
cent’s angina ; and  from  an  aphthous  or  ulcera- 
tive stomatitis,  or  pharyngitis,  caused  by  the 
pneumococcus.  I saw  one  considerable  epidemic 
of  this  latter  disease  in  the  base  hospital  at  Camp 
Sevier,  and  superficially  the  two  conditions  were 
quite  similar,  except  that  the  pneumococcus  in- 
fection was  accompanied  by  considerable  burning 
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pain,  there  was  less  inflammatory  areola  about 
the  patches,  and  the  laboratory  found  pneumo- 
cocci instead  of  spirochetes.  In  addition,  the 
disease  was  of  short  duration  and  readily  re- 
sponded to  local  treatment ; while  a mucous 
patch  responds  only  to  general  specific  medica- 
tion, or  disappears  spontaneously  during  the 
progress  of  the  general  disease.  Mucous  patches, 
as  a rule,  leave  no  scars. 

(C)  Tertiary:  The  two  common  forms  of 
tertiary  syphilis  are  diffuse  infiltration,  and 
gummata,  and  may  be  found  in  any  position  in 
the  nose,  throat,  or  mouth.  These  lesions  usually 
do  not  occur  within  two  years  from  the  initial 
infection,  and  may  not  be  first  seen  before  from 
five  to  fifteen  years  after.  They  are  sometimes 
coincident  with  the  appearance  of  late-developing 
mucous  patches. 

The  gumma  begins  as  a hard,  red,  indurated 
swelling,  either  circumscribed  or  diffuse.  It  is 
often  round  or  oval,  of  any  size,  and  may  be 
single  or  multiple.  In  the  nose  it  is  chiefly 
characterized  by  watery  secretion,  nasal  obstruc- 
tion, headache,  and  the  gradual  development  of 
pain,  as  necrosis  and  ulceration  develop.  The 
gummatous  mass  finally  becomes  an  abscess, 
or  necrotic  on  the  surface,  giving  rise  to  a 
bloody,  foul,  “carrion”  discharge,  and  thick,  evil- 
smelling crusts.  As  the  necrosis  goes  deeper  and 
the  bony  structures  are  involved,  sharp  spicules 
of  bone  come  away  in  the  discharge,  and  bare 
bone,  often  loose  sequestra,  may  be  felt  with  the 
probe,  the  area  of  necrotic  bone  being  commonly 
much  larger  than  surface  appearances  indicate. 
This  discharge  and  odor  continue  until  the  last 
small  particle  of  necrotic  bone  has  been  dis- 
charged or  removed  surgically. 

In  the  nose,  the  septum  is  the  part  most  fre- 
cjuently  attacked,  and  there  is  a predilection  for 
the  bony  septum;  i.  e.,  the  vomer  and  perpen- 
dicular plate  of  the  ethmoid.  Perforation  here  is 
characteristic  of  syphilis,  while  perforation  of  the 
cartilaginous  portion  alone  is  more  usually  due 
to  tuberculosis  or  trauma.  It  is  not  uncommon, 
however,  to  have  both  portions  of  the  septum 
more  or  less  completely  destroyed  by  syphilis, 
with  the  resulting  flattening  of  the  nasal  tip. 
The  turbinates  frequently  suffer,  and  syphilitic 
necrosis  of  the  ethmoid  labyrinth  takes  place  and 
results  in  large  sequestra,  foul  discharge,  crust- 
ing, and  eventually  enlarged,  ozenatous  nasal 
cavities.  In  many  cases,  synechia  and  polyp 
formation  ensue.  There  is  probably  always  a 
marked  secondary  infection  that  accounts  for 
many  of  the  symptoms  and  the  polyp  formation. 

The  other  sinuses  are  involved  secondary  to 
necrosis  of  their  nasal  walls  and  communications. 


and  the  extension  of  the  syphilitic  osteomyelitis 
to  their  other  bony  walls,  secondary  infection  of 
the  mucous  membrane,  and  chronic  suppurative 
sinusitis.  The  osteomyelitis  may  extend  beyond 
the  sinus  boundaries,  giving  rise  to  the  thickened, 
pitted  osteomyelitis  of  the  skull  not  infrequently 
seen,  and  which  is  so  often  fatal.  A gumrfia  on 
the  floor  of  the  nose  may  perforate  through  the 
hard  palate  to  the  mouth,  and  a gumma  of  the 
hard  palate  may  perforate  into  the  nose.  The 
gumma  in  this  locality  begins  as  a subperiosteal 
process  and  is  very  acute.  B.  Franklin  Buzby 
{Pennsylvania  Medical  Journal,  January,  1923) 
describes  the  process  as  follows : “At  first  there 
is  a circumscribed,  hard,  flattened  swelling  at- 
tached to  the  bone,  with  the  overlying  tissues 
attached  to  the  tumor.  As  it  grows,  it  softens, 
and  the  superficial  structures  become  edematous 
and  finally  become  a part  of  the  necrotic  mass.” 

In  the  early  stages  of  gumma  formation  in  the 
nose,  treatment  is  usually  effective,  but  if  de- 
layed until  ulceration  and  deep  bony  necrosis 
have  occurred,  recovery  may  be  very  slow,  with 
great  resulting  deformity.  Loss  of  the  perpen- 
dicular plate  of  the  ethmoid,  the  vomer,  and  the 
nasal  bones  causes  the  well-known  and  character- 
istic defonuity  of  the  saddle-back  nose.  Gum- 
mata about  the  vestibule  and  nasal  tip  result  in 
collapsed  alae,  or  stenosis,  even  to  the  point  of 
total  closure.  The  anterior  portion  of  the  nos- 
trils is  also  the  common  seat  of  broad  cicatricial 
bands,  causing  great  obstruction  to  breathing. 
In  extreme  cases  the  whole  external  nose  may 
flatten  and  fall  in,  so  that  only  the  two  slitlike 
orifices  are  left  on  the  face  to  show  where  the 
nose  once  was. 

Gummata  frequently  appear  on  the  posterior 
walls  of  the  pharynx  and  nasopharynx.  At  first 
they  cause  little  pain,  but  increasing  discomfort 
appears  from  obstruction  to  nasal  breathing  and 
ventilation  of  the  eustachian  tubes,  and  from 
regurgitation  of  fluids  through  the  nose  in  swal- 
lowing. Often  there  are  ulcerations  on  the 
posterior  wall  of  the  soft  palate.  Granulations 
from  these  two  areas  tend  to  adhere,  so  that  in 
the  healing  process,  dense  masses  of  scar  tissue 
bind  the  soft  palate  to  the  posterior  pharyngeal 
wall,  very  effectually  shutting  off  the  nasal  cavi- 
ties and  causing  various  secondary  nasal  and 
middle-ear  troubles.  Gummata  in  the  soft  palate 
perforate  with  great  damage  to  this  structure, 
and  give  rise  to  sjieech  resembling  that  caused 
by  a congenital  cleft  palate.  Large  perforations, 
however,  both  here  and  in  the  hard  palate,  some- 
times undergo  repair  under  appropriate  treat- 
ment, with  surprisingly  little  deformity.  A 
well-marked  scar  on,  or  perforation  of,  the  soft 
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palate  usually  means  a preceding  syphilitic  infec- 
tion, but  it  may,  of  course,  have  been  traumatic, 
and  I have  seen  one  such  scar  caused  by  smallpox 
in  early  childhood. 

The  gumma,  as  it  appears  in  the  soft  tissues  of 
the  throat  and  mouth,  is  usually  quite  character- 
istic. Its  course  is  frequently  rapid,  breaking 
down  first  on  the  surface  as  a shallow  ulcer 
covered  with  a grayish,  translucent  membrane. 
Shortly,  the  center  of  the  mass  sloughs  and  be- 
comes necrotic,  leaving  a punched-out,  craterlike 
ulcer  with  somewhat  irregular  margins,  filled 
with  sloughing  tissue  and  foul  secretion.  It  must 
be  distinguished  from  cancer,  which  is  usually 
slower  in  development,  more  irregular  in  outline, 
more  painful,  and  single,  whereas  the  gumma 
often  is  multiple;  also  from  the  deep  ulcerative 
forms  of  Vincent’s  angina,  and  from  tuberculo- 
sis. It  must  always  be  remembered  that  two  or 
more  of  these  four  diseases  may  be  found  irr 
the  throat  at  the  same  time,  as  Theisen  has 
pointed  out  on  numerous  occasions ; that  Vin- 
cent’s organisms  may  be,  and  often  are,  found  in 
syphilitic  lesions ; that  cancer  may  be  grafted 
onto  syphilis,  or  vice  versa.  A therapeutic  test 
is  often  justified,  where  biopsy,  bacteriological 
studies  and  complement-fixation  tests  fail  to  es- 
tablish a clear-cut  diagnosis.  At  times,  after  the 
institution  of  anti-syphilitic  treatment  a persist- 
ently negative  blood,  or  spinal-fluid  Wassermann 
changes  to  positive,  and  the  rapid  improvement 
of  the  case  confirms  the  tentative  diagnosis. 

Surgery  in  certain  common  throat  conditions 
should  always  be  a little  guarded.  A gumma  in 
the  soft  palate,  during  its  early  stages,  may  al- 
most exactly  simulate  a peritonsillar  abscess.  A 
swelling  in  this  region,  without  the  characteristic 
pain  and  tightening  of  the  jaws  usually  seen  in 
abscesses,  should  be  regarded  with  suspicion, 
though  an  incision  probably  does  little  harm. 

Pusey  says  t’nat  interstitial  infiltrations  of  ter- 
tiary syphilis  often  occur  in  the  tongue,  and 
result  in  a smooth  atrophy,  usually  in  several 
patches.  If  a deep  interstitial  glossitis  exists, 
the  picture  is  similar,  except  that  there  is  more 
distortion  of  the  tongue  in  healing.  The  tongue 
becomes  hard  and  swollen  from  contraction  of 
scar  tissue,  the  fissures  are  deeper,  and  it  is 
nodular,  lobulated,  or  otherwise  distorted. 

Patches  of  leukoplakia  occur  on  the  scars  of 
gummata,  but  develop  more  frequently  after 
superficial  or  deep  interstitial  glossitis.  Usually 
for  a number  of  years  it  is  mild  in  character,  but 
later  develops  much  greater  horn  formation. 
Pusey  believes  that  non-syphilitic  leukoplakia  is 
much  more  common  than  the  leukoplakia  of 
syphilis,  but  W.  Erb,  quoted  by  Phillips,  found  a 


clear  history  of  syphilis  in  80  per  cent  of  his 
cases.  There  are  no  characteristics  which  dis- 
tinguish one  from  the  other,  but  either  is  often 
considered  a precursor  of  cancer. 

It  must  ever  be  borne  in  mind  that  syphilis  is 
a general  body  infection,  the  symptoms  of  which 
are  often  obscure  and  insidious,  and  of  which  a 
history  is  often  unobtainable  for  obvious  and 
well-known  reasons.  When  obtained,  such  his- 
tories, though  notoriously  unreliable,  may  be  of 
the  greatest  help  in  arriving  at  a correct  diag- 
nosis. 

Prompt  recognition  of  the  specific  character 
of  syphilis  of  the  nose  or  throat  is  important  for 
two  reasons : A correct  diagnosis  of  the  earlier 
lesions  is  imperative  in  order  that  contagion  may 
be  prevented  and  treatment  instituted  at  the 
period  when  a complete  cure  may  be  most  reas- 
onably hoped  for;  and  of  the  later  forms,  in 
order  that  there  may  be  prevention  of  grave 
consequences  to  the  function  of  the  parts  in- 
volved and  of  hideous  or  unsightly  deformities. 
The  rule  followed  should  be  to  regard  with 
suspicion  every  epithelial  defect  and  all  swellings 
that  do  not  respond  promptly  to  the  usual  forms 
of  treatment.  Moreover,  the  entire  tract  should 
be  carefully  examined,  and  not  merely  the  lesion 
for  which  the  patient  seeks  relief.  Especially  is 
it  important  to  examine  the  upper  and  lower 
poles  of  the  tonsils,  where  the  anterior  pillars 
may  entirely  conceal  a syphilitic  sore  unless  the 
pillar  retractor  is  used.  The  lymphatic  drainage 
system  of  this  area  should  be  carefully  studied. 

On  the  other  hand,  the  knowledge  of  syph- 
ilitic manifestations  elsewhere  may  aid  in  making 
the  local  diagnosis,  though  it  must  ever  be  re- 
membered that  an  individual  may  be  syphilitic, 
and  yet  the  local  lesion  under  study  may  be  non- 
syphilitic. The  literature  abounds  with  cases  of 
double  superimposed  infections.  An  acquaint- 
ance with  the  appearance  of  syphilis  in  other 
parts  of  the  body  makes  it  much  easier  to  diag- 
nose syphilis  of  the  mucous  membranes. 
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Laryngeal  syphilis  may  be  acquired  or  inher- 
ited. The  acquired  manifestation  may  be  pri- 
mary, secondary,  or  tertiary.  It  is  more 
frequently  seen  in  men  than  in  women.  Fifteen 
l>er  cent  of  syphilitic  patients  show  laryngeal 
involvement  on  the  postmortem  table.  The  pri- 
mary lesion  has  been  so  rarely  seen  in  the  larynx, 
the  epiglottis  being  the  usual  location,  that  its 
discussion  is  here  omitted. 

Secondary  manifestations  may  occur  in  the 
form  of  erythema  or,  rarely,  mucous  patches. 
They  are  more  frequently  seen  in  young  adults, 
and  may  make  their  appearance  any  time  from 
a few  weeks  to  two  years  after  infection.  There 
is  nothing  in  the  appearance  of  the  erythema 
type  to  differentiate  it  from  acute  laryngitis.  It 
is,  however,  usually  accompanied  by  manifesta- 
tions in  the  mouth,  pharynx,  or  skin.  Should 
these  be  wanting,  together  with  collateral  infor- 
mation, one  should  look  with  suspicion  upon  a 
chronic  hyperemia  of -the  larynx,  without  cough, 
pain,  or  discomfort  excepting  hoarseness,  which 
does  not  respond  to  the  ordinary  general  and 
local  treatment.  A unilateral  congestion  of  one 
chord  is  more  suggestive  of  tuberculosis,  and  to 
this  end  the  chest  should  be  carefully  examined 
by  a capable  internist,  with  a roentgenogram  if 
findings  should  be  inconclusive.  Examination  of 
the  sputum  (if  any)  should  be  made,  a record 
of  the  patient’s  evening  temperature  kept  for  a 
few  days,  and  the  possible  loss  of  body  weight 
noted.  The  local  and  general  reaction  to  tuber- 
culin, to  my  mind,  is  nonconfirmatory. 

In  malignant  disease  the  congestion  is  usually 
associated  with  a localized  induration  or  irregu- 
larity of  the  chord,  which  often  interferes  with 
its  mobility.  This  should  suggest  the  advisability 
of  a biopsy,  care  being  exercised  to  remove  a 
sufficient  amount  of  the  diseased  tissue  with  a 
portion  of  normal  tissue,  so  that  a careful  and 
complete  examination  can  be  made  by  an  expert 
pathologist. 

Mucous  patches  have  been  seen  on  the  vocal 
chords,  aryepiglottic  folds,  and  arytenoids,  but 
more  frequently  they  are  found  on  the  lingual 
surface  of  the  epiglottis.  They  may  become 
ulcerated. 

Tertiary  lesions  are  the  ones  more  frequently 
seen  in  the  larynx,  and  their  early  recognition  is 
of  the  greatest  importance,  second  perhaps  only 
to  the  early  diagnosis  of  malignancy,  on  account 
of  the  serious  consequences  which  may  result, 
such  as  ulceration,  perichondritis,  and  necrosis, 
which  are  the  cause  of  intractable  scars,  adhe- . 
sions,  alarming  and  oftentimes  fatal  laryngeal 
stenosis. 


Tertiary  lesions  in  the  larynx  occur  in  the 
form  of  gummata,  ulceration,  and  perichondritis. 
Diagnosis  of  this  form  of  laryngeal  syphilis, 
when  accompanied  by  a general  manifestation, 
may  be  readily  made,  but  in  the  majority  of 
cases  it  is  extremely  difficult.  It  must  not  be 
forgotten  that  patients  suffering  from  tubercu- 
losis may  have  a luetic  larynx,  and  that  a luetic 
larynx  may  be  a prolific  soil  for  the  development 
of  a malignant  growth,  which  we  have  seen 
demonstrated  on  several  occasions  at  the  Radio- 
logical Clinic  of  the  Philadelphia  General  Hos- 
pital. Combined  lesions  are  not  infrequent.  It 
is,  therefore,  evident  that  no  hard  and  fast  rules 
can  be  tabulated  which  will  apply  to  all  cases. 

The  conditions  with  which  syphilis  of  the 
larynx  may  be  confused  are  tuberculosis,  malig- 
nancy, lupus,  pachydermia  laryngis,  and  benign 
growths  of  the  larynx.  For  the  best  interest  of 
the  patient,  at  a time  when  something  can  really 
be  done,  a diagnosis  must  be  made  in  the  early 
stages  of  the  disease.  We  should  not  wait  for 
cachexia,  involvement  of  the  lymph  glands,  or 
a turban-shaped  epiglottis : diagnosis  is  then,  as 
a rule,  too  late.  It  is  time  to  call  in  the  under- 
taker. In  every  case,  whether  woman,  man  or 
child,  be  he  minister,  lawyer,  doctor  or  what  not, 
if  there  has  been  a persistent  hoarseness  for  more 
than  a few  weeks,  we  should  look  with  grave 
suspicion  on  such  a larynx.  Every  larynx  can  be 
seen  from  the  time  of  birth  to  the  most  advanced 
age;  if  not  by  the  indirect  method,  it  can  be 
seen  by  the  direct  method  with  very  few  excep- 
tions. We  should  not  waste  valuable  time  in 
giving  antiluetic  remedies,  treatment  by  x-ray 
or  radium,  or  the  application  of  irritating  caus- 
tics until  every  means  at  our  command  have  been 
exhausted  for  making  a diagnosis.  We  must  also 
remember  that  iodids,  when  given  internally, 
will  often  improve  a malignant  case  for  a short 
time,  and  that  they  are  often  fatal  to  a tuber- 
culous chest. 

When  a patient  with  a laryngeal  neoplasm  or 
ulceration  is  first  seen,  we  at  once  ask  ourselves ; 
Is  this  luetic,  tubercular,  or  malignant?  The 
symptoms  vary  greatly  in  each  condition,  de- 
pending upon  the  size  and  location  of  the  lesion. 
Subjective  symptoms  may  be  wanting  in  the 
early  stages  of  each  disease,  especially  so  at  the 
time  when  a diagnosis  is  most  difficult  and  yet 
most  important.  When  the  laryngeal  manifes- 
tations are  well  advanced,  their  appearance  is 
so  characteristic  that  their  nature  can  scarcely 
be  mistaken.  Tertiary  and  tuberculous  lesions 
are  more  frequently  seen  in  young  adults. 
While  we  are  told  that  malignancy  occurs  usu- 
ally after  the  age  of  forty,  I have  removed  the 
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larynx,  for  malignancy,  in  two  p>atients  who  were 
in  their  early  thirties. 

A positive  history  of  a syphilitic  infection  is 
a great  help  in  the  diagnosis.  However  it  is 
seldom  obtained.  In  the  differential  diagnosis 
of  tertiary  lesions  of  the  larynx,  a complete 
physical  examination  is  always  essential,  includ- 
ing bacteriological  and  serological  tests,  with  the 
added  information  which  may  be  obtained  by  the 
use  of  the  x-ray.  The  laryngeal  picture,  as  a 
rule,  presents  characteristic  differences.  The 
syphilitic  ulcer  is  frequently  unilateral,  deep,  with 
sharp  irregular  edges  and  hyperemic  areola, 
progresses  rapidly,  and  its  base  is  covered  with 
a dirty  grey  or  yellowish  slough.  The  tuber- 
culous ulcer  is  superficial,  small,  numerous,  has 
ill  defined  edges  and  is  surrounded  by  an  area 
of  anemia,  having  the  so-called  “worm-eaten” 
appearance.  The  malignant  ulceration  is  situated 
on  an  indurated  base.  It  is  usually  deep,  with 
everted  edges,  and  covered  with  a foul-smelling, 
blood-stained  slough.  In  the  absence  of  definite 
findings,  a sufficient  amount  of  the  tissue  should 
be  removed  by  an  intralaryngeal  surgeon,  and 
submitted  for  examination  to  an  expert  pathol- 
ogist. 

Lupus  of  the  larynx  is  characterized  by  small 
nodules,  which  develop  slowly.  Later,  softening 
occurs,  producing  a serpiginous  form  of  ulcera- 
tion, with  well-defined  edges.  Pachydermia 
laryngis  has  occasionally  been  seen  in  the  larynx. 
It  is  a chronic  form  of  inflammation,  with  a 
circumscribed  thickening  of  the  mucous  mem- 
brane, involving  usually  the  vocal  chords  and 
the  interarytenoid  space.  It  does  not  produce 
general  manifestations.  The  gummatous  form 
of  laryngeal  syphilis  might  readily  be  mistaken 
for  some  benign  growth,  and  is  best  differenti- 
ated by  the  use  of  the  microscope. 

Inherited  syphilis  of  the  larynx  is  said  to 
occur  about  as  frequently  as  the  acquired  form. 
It  is  usually  seen  during  the  first  six  months 
after  birth,  but  the  symptoms  may  develop  much 
later  in  life.  One  observer  collected  twenty- 
seven  cases  of  late  hereditary  syphilis,  which 
occurred  in  patients  varying  from  three  to 
twenty-eight  years  of  age. 

The  pathological  manifestations  are  very  much 
the  same  as  in  the  acquired  form.  It  must,  how- 
ever be  remembered  that  the  laryngeal  lumen  in 
children  is  much  smaller  than  in  the  adult,  and 
that  the  thickening  of  the  mucosa,  or  a sudden 
edema,  would  produce  dangerous  complications. 
The  diagnosis  is  seldom  difficult,  as  other  mani- 
festations are  almost  invariably  present. 

To  cite  the  difficulties  which  sometimes  are 
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met  in  making  a diagnosis  of  laryngeal  syphilis, 
I shall  briefly  mention  one  case. 

An  anemic,  well-nourished  female,  forty  years  of 
age,  married,  with  six  healthy,  living  children  and 
none  dead,  was  referred  to  me  in  1922.  There  was 
present  a laryngeal  growth  which  had  produced  alarm- 
ing laryngeal  stenotic  symptoms,  and  she  was  wearing 
a tracheotomy  tube.  The  growth  was  ulcerated  and  al- 
most entirely  occluded  the  lumen  of  the  larynx.  It 
involved  chiefly  the  left  side  of  the  larynx,  and  the 
left  arytenoid  joint  was  fixed.  There  was  no  history 
of  syphilis  and  no  glands  were  palpable.  The  blood 
and  spinal-fluid  Wassermanns  were  negative.  Physical 
examination  and  x-ray  of  chest  were  negative.  On 
three  occasions,  tissue  was  removed  for  pathological 
examination.  As  there  was  some  doubt  in  the  mind  of 
the  pathologist  as  to  the  type  of  the  growth,  two 
other  opinions  were  obtained,  with  the  result  that  two 
were  of  the  opinion  that  it  was  malignant  and  one 
that  it  was  not  malignant.  The  patient’s  condition 
grew  rapidly  worse,  and  feeling  that  something  should 
be  done,  I accepted  the  opinion  of  the  two  pathologists, 
and  prepared  to  remove  the  larynx.  At  the  time  of 
operation,  the  condition  was  found  to  be  so  extensive 
that  the  operation  was  not  completed.  The  family  was 
given  a very  grave  prognosis,  and  as  the  patient  pre- 
ferred to  depart  from  this  life  at  home  instead  of  at 
the  hospital,  she  was  permitted  to  return  home  a few 
days  after  the  operation.  She  was,  however,  given  a 
bottle  of  mixed  treatment,  and  her  family  physician 
was  instructed  to  continue  same  under  his  supervision. 
To  my  amazement,  six  months  later  I received  a 
letter  from  the  patient  telling  me  how  much  she  had 
been  relieved  by  the  operation,  had  gained  thirty  pounds 
in  weight,  and  was  again  pregnant. 

DISCUSSION 

Dr.  Isaac  B.  High  (Reading,  Pa.)  : Primary  chancre 
of  the  external  ear  is  so  rare  that  few  cases  are  reported 
in  the  literature.  Diagnosis  can  be  readily  made  by 
smears  from  the  lesion,  using  dark-field  illumination. 

Secondary  manifestations  may  present  themselves  as 
macular,  papillar,  ulcerous  or  condylomatous  areas. 
Condylomata  are  the  most  common  type  found,  and  they 
occur  in  the  proportion  of  about  1 to  240  cases  (Buck). 

Diagnosis  of  syphilitic  condylomata  can  be  made  by 
the  association  of  lesions  on  other  parts  of  the  body, 
in  combination  with  the  Wassermann  test,  or  by  prompt 
subsidence  under  syphilitic  treatment.  Congenital  syph- 
ilis is  usually  tertiary  in  type. 

The  chancre  and  papular  erythematous  syphilids  are 
very  rare  during  the  primary  or  secondary  stage.  How- 
ever, there  are  numerous  reports  of  cases.  Such  a 
well-known  authority  as  Alexander  (Disease  of  the 
Ear  in  Children)  states  that  he  has  never  observed 
condylomata,  pustular  syphilids,  or  gummata  on  the 
auricular  region  of  children. 

Children  with  congenital  syphilis  suffer  from  an  exu- 
dative middle-ear  catarrh.  The  picture  is  that  of  an 
exudative  catarrh  uncomplicated  by  lues.  Many  times, 
such  cases  show  no  improvement  after  the  exudate 
has  been  removed,  and  the  middle-ear  symptoms  are 
replaced  by  an  affection  of  the  internal  ear.  The  most 
severe  types  of  syphilis  (congenital)  are  said  to  occur 
during  intra-uterine  life.  Marked  impairment  in  hear- 
ing, together  with  Hutchinson’s  notched  teeth  and 
interstitial  keratitis  should  readily  lead  one  to  make  a 
diagnosis.  Children  also  present  such  symptoms  as 
vertigo  and  marked  tinnitus,  but  their  interpretation  is 
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very  difficult.  Severe  or  total  bilateral  deafness  in 
children  should  be  looked  upon  as  of  specific  origin. 

Acquired  syphilis  shows  itself  as  an  affection  of  the 
inner  ear.  Eighth-nerve  involvement  is  so  prevalent 
during  the  secondary  stage  as  to  lead  some  Investigators 
to  claim  that  involvement  is  always  present  in  a greater 
or  lesser  degree.  Secondary  involvement  of  the  eighth 
nerve  is  usually  bilateral,  while  tertiary  manifesta- 
tions are  usually  unilateral.  The  symptoms  usually 
present  are  rapid  development  of  a disturbance  in  hear- 
ing, with  marked  tinnitus  and  vertigo.  These,  together 
with  positive  history  and  lesions  on  other  parts  of 
the  body,  should  lead  one  very  readily  to  a diagnosis. 

Some  cases  in  which  a catarrhal  otitis  media  is 
superimposed  upon  a syphilitic  infection,  are  very  diffi- 
cult of  diagnosis,  and  reliance  must  be  placed  on  the 
Wassermann  reaction.  Some  otologists  state  that  sup- 
purative otitis  media  due  to  syphilis  shows  multiple 
perforations  of  the  tympanic  membrane,  without  a 
positive  history  or  confirmation  of  the  Wassermann  test. 
It  would  be  an  assumption  to  treat  such  a discharge  as 
syphilitic,  for  a suppurative  tubercular  ear  shows  like 
perforations,  and  must,  therefore,  be  differentiated.  An 
acute  catarrhal  otitis  may  be  superimposed  upon  a 
syphilitic  condition  of  long  standing.  To  treat  the 
syphilitic  condition  without  paying  attention  to  the  acute 
otitis  would  prove  of  little  benefit.  In  such  cases, 
how  can  one  tell  which  of  the  conditions  is  really  doing 
the  damage?  The  reverse  ofttimes  occurs,  and  renders 
diagnosis  much  more  difficult. 

Tuning-fork  tests  usually  show  marked  conduction 
deafness.  Perception  is  greatly  reduced,  but  Rinne’s 
test  is  plus,  while  Weber’s  is  lateralized  to  the  sound 
side.  This  is  particularly  true  in  the  secondary  stage, 
where  the  infection  is  unilateral  in  type.  Should  the 
condition  be  bilateral,  the  fork  test  would,  of  course, 
show  differently.  I should  like  to  ask  the  essayist  of 
what  importance  the  vestibular  tests,  the  galvanic  cur- 
rent, and  the  Gelle  test  are,  as  an  aid  to  diagnosis. 
Ballenger  (Textbook  on  Ear,  Nose  and  Throat)  states 
that  spontaneous  nystagmus  is  a prominent  symptom  in 
the  early  acute  stage,  and  present  in  the  latent  stage 
only  when  the  various  Barany  tests  are  applied,  the 
result  depending  upon  whether  destruction  is  partial  or 
complete. 

Generalized  syphilis  may  involve  the  vestibular  or 
cochlear  portion  of  the  eighth  nerve.  Other  than  the 
use  of  the  galvanic  current,  how  can  they  be  differenti- 
ated? The  topic  is  so  vast  that  in  the  allotted  time  one 
can  but  touch  upon  the  various  phases  of  the  subject. 

There  is  no  essential  difference  in  the  mucous  mem- 
brane of  the  nose  and  throat,  with  the  exception  of 
the  larynx,  the  upper  portion  of  which  is  a stratified 
columnar  epithelium,  containing  goblet  cells,  while  the 
portion  below  the  level  of  the  soft  palate  is  a squamous 
epithelium.  Syphilis,  either  congenital  or  acquired, 
shows  a predilection  for  the  mucosa  of  the  nose  and 
throat,  which  can  no  doubt  be  attributed  to  the  great 
changes  in  atmospheric  conditions  and  to  trauma.  Due 
to  such  irritation,  any  abrasions  of  those  parts  are  a 
more  favorable  site  for  infection. 

Jonathan  Hutchinson,  whose  research  in  this  work  is 
so  well  known  and  read,  says,  “Know  syphilis,  and  you 
know  medicine.”  Know  syphilis  and  you  can  differen- 
tiate it  from  the  various  diseases  that  may  be  found 
in  the  nose  and  throat. 

Children  may  be  born  apparently  healthy,  but  in  one- 
or  two  months  develop  syphilitic  rhinitis  (snuffles), 
fissures,  and  scales  at  the  angles  of  the  mouth  and 
finger  nails,  with  enlargement  of  the  lymph  glands  and 


spleen.  Symptoms  many  times  reappear  at  second  den- 
tition or  puberty.  Various  signs  are  characteristic  of 
the  disease — saddle  nose,  rhagades,  Hutchinson’s  teeth, 
interstitial  keratitis,  gummatous  periostitis. 

Acquired  syphilis  of  the  nose  and  throat  presents  the 
same  lesions  of  the  primary,  secondary,  and  tertiary 
stages  as  on  the  skin  and  other  parts  of  the  body,  but 
all  lesions  are  usually  moist  as  compared  with  the  dry, 
scale-covered  manifestations  elsewhere. 

To  be  able  to  differentiate  syphilis  from  eczematous 
patches,  tuberculosis,  lupus,  Vincent’s  angina,  periton- 
sillar abscess,  pneumococcal  infections,  diphtheria,  etc., 
is  at  times  indeed  difficult. 

I should  like  to  ask  Dr.  Coates  whether  he  has  found 
atrophic  rhinitis  with  its  ozena  to  be  in  any  way  related 
to  syphilis,  and  what  percentage  of  such  cases  are  in 
reality  due  to  syphilis?  Are  leukoplakic  patches  of  the 
lips  and  buccal  mucous  membranes  of  syphilitic  origin? 
Lennox  Browne  says  80%  are  syphilitic  in  origin. 

Ofttimes,  after  performing  tonsillectomy  in  cases  of 
chronically  diseased  tonsils,  healing  is  very  sluggish,  and 
a number  of  cases  are  reported  in  which,  after  specific 
treatment,  they  clear  up  very  promptly.  The  same  con- 
ditions occur  in  intranasal  surgery.  Following  what  we 
consider  a neatly  performed  submucous  resection,  we 
find,  weeks  and  months  after,  a perforation  of  the 
septum  which  responds  promptly  to  iodid ; or  an 
ethmoidectomy  may  be  followed  by  a marked  increase  in 
the  discharge  and  necrosis  of  bone.  Those  results 
having  been  noted,  one  feels  that  the  Wassermann  re- 
action, performed  in  all  cases,  would  save  needless  hours 
of  worriment  and  anxiety.  I feel  that  syphilis  accounts 
for  many  of  our  unfavorable  results.  What  has  been 
the  experience  of  the  essayist? 

As  the  State  of  Pennsylvania  is  now  maintaining 
genito-urinary  dispensaries,  one  sees  very  many  less 
cases  than  in  former  years.  Because  of  various  factors, 
such  as  the  World  War  and  the  genito-urinary  dispen- 
saries which  tend  to  educate  patients  to  present  them- 
selves early  for  treatment,  one  sees  fewer  cases  in 
private  practice. 

It  has  been  my  privilege  to  do  ear,  nose  and  throat 
work  in  an  institution  devoted  to  the  care  and  training 
of  incorrigible  females,  75%  of  whom  have  venereal 
infection.  I have  searched  diligently  for  syphilitic 
lesions  of  the  ear,  nose  and  throat,  and  in  over  200 
cases  examined,  I have  found  but  four  showing  any 
lesions  in  various  stages.  This,  no  doubt,  is  due  to  the 
promptness  with  which  they  are  subjected  to  physical 
examination,  and  the  prompt  institution  of  specific  treat- 
ment. To-day  one  can  take  a more  optimistic  view  of 
syphilis,  as  compared  with  a decade  or  two  back.  The 
newer  methods  of  diagnosis ; e.  g.,  dark-field  illumi- 
nation, the  Wassermann  test,  the  Jarisch-Herxheimer 
reaction,  aid  one  in  making  a prompt  diagnosis. 

The  newer  methods  of  therapy  render  treatment  more 
satisfactory  and  prognosis  more  favorable.  Most  of 
the  cases  that  the  rhinolaryngologist  sees,  are  referred, 
and  I should  strongly  urge  the  cooperation  of  the  phy- 
sician and  specialist  in  making  a diagnosis  in  obscure, 
difficult  cases. 

Dr.  John  B.  McMurray  (Washington,  Pa.)  : The 
subject  under  discussion  has  been  so  thoroughly  covered 
by  the  essayists,  either  in  detail  or  by  reference,  that  I 
can  call  attention  only  to  some  of  the  pathological 
conditions  underlying  the  symptoms  of  syphilis  mani- 
fested in  the  eye,  ear,  nose  and  throat. 

In  the  eye,  except  in  those  rare  instances  of  the 
primary  lesion  occurring  on  the  lids,  the  only  manifes- 
tations of  syphilis  in  the  early  periods  of  the  disease 
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appear  in  the  iris.  According  to  de  Schweinitz,  0.42  to 
5.37%  of  syphilitics  acquire  iritis,  but  among  cases 
of  iritis,  syphilis  is  the  cause  in  from  30  to  60%. 
There  seems  to  be  nothing  distinctive  about  the  form 
of  iritis  occurring  in  syphilis,  but  occasionally  there 
appears  on  the  border  of  the  iris,  nodules  resembling 
gummata  that  are  distinctly  characteristic  of  syphilis. 
These  nodules  appear  in  the  early  period  of  the  disease, 
that  is,  in  the  first  six  weeks.  This  affection  of  the 
iris  is  probably  toxic,  and  occurs  about  the  same  time 
as  the  cutaneous  manifestations  and  the  patches  on  the 
mucous  membranes.  Dr.  Cross  has  referred  to  these 
as  condylomata. 

The  greatest  number  of  lesions  affecting  the  eye,  ear, 
nose  and  throat  occur  in  the  later  stages  of  the  disease. 
These  symptoms  are  chiefly  the  result  of  the  invasion 
of  the  central  nervous  system,  either  as  a meningeo- 
vascular  neurosyphilis  or  as  a gumma  formation.  The 
appearance  of  cerebral  syphilis,  while  a late  manifesta- 
tion so  far  as  the  pathological  process  is  concerned, 
may  occur  quite  early  after  the  initial  lesion.  Tilney 
reports  a study  of  155  cases  in  which  an  initial  lesion 
was  admitted.  The  first  symptom  of  cerebral  syphilis 


appeared  as  follows : 

Immediately  after  the  initial  lesion 3% 

Six  months  after  the  initial  lesion 4j4% 

Five  years  or  less  after  the  initial  lesion 12% 

Six  to  ten  years  after  the  initial  lesion 21% 

Eleven  to  twenty  years  after  the  initial  lesion  44^% 
Over  twenty  years  after  the  initial  lesion 15% 


While  the  largest  percentage  of  cases  develop  symp- 
toms of  cerebral  syphilis  eleven  to  twenty  years  after 
the  initial  lesion,  quite  a number  have  cerebral  manifes- 
tations within  the  first  year.  Intensive  treatment  does 
not  always  prevent  the  development  of  cerebral  syphilis. 
For  this  reason,  some  authorities  have  thought  that 
certain  strains  of  the  spirochetes  have  a special  predi- 
lection for  the  nervous  system.  The  prevalence  of 
cerebral  syphilis  seems  to  be  increasing.  The  efficacy 
of  salvarsan  in  staying  the  ravages  of  the  nervous 
system  in  syphilis  is  beginning  to  be  doubted.  Whether 
the  spirochetes  are  killed  off  too  rapidly  in  the  blood 
stream  before  antibody  formation  takes  place,  or  the 
salvarsan  does  not  reach  the  organisms  in  the  cerebral 
spinal  system,  is  unknown.  The  following  case  will 
illustrate  the  point : 

A naval  officer  soon  after  his  discharge  contracted  a 
primary  lesion  and  immediately  reported  for  examina- 
tion to  an  Eastern  clinic,  where  the  diagnosis  was  con- 
firmed and  intensive  treatment  carried  out  with  salvarsan 
until  a negative  blood  Wassermann  was  obtained  on 
four  different  examinations.  He  came  home  on  a 
visit  and  suddenly  developed  a facial  paralysis  on  the 
left  side,  with  total  deafness  on  the  same  side.  At 
this  time  his  spinal  Wassermann  was  4-plus.  Treat- 
ment was  again  instituted,  and  while  his  facial  nerve 
regained  its  function,  the  eighth  did  not  improve. 

Uhthoff  states  that  in  only  15%  of  all  cases  of  cer- 
ebral syphilis  were  eye  symptoms  completely  absent. 

The  clinical  manifestations  of  cerebral  syphilis  vary 
as  to  the  type  of  the  pathological  process  that  is  most 
pronounced  in  a given  case.  In  the  meningeal  type 
the  cranial  nerves  are  frequently  involved  by  the  inflam- 
matory process  as  they  pass  between  the  brain  and  the 
base  of  the  skull.  They  are  here  surrounded  by  folds 
of  the  membranes  covering  the  brain.  The  lesions  are 
usually  bilateral,  although  in  some  cases  the  meningitis 
is  localized,  thus  producing  a unilateral  lesion.  In  this 
form  of  cerebral  syphilis,  papillitis  and  papillitis  with 


edema  of  the  adjacent  retina  may  occur.  The  papillitis 
is  due  to  the  extension  forward  of  the  meningeal  inflam- 
mation. Usually  it  is  confined  to  one  eye,  but  occa- 
sionally both  nerves  are  involved,  though  seldom  to 
the  same  degree. 

In  certain  cases  of  neurosyphilis  the  vascular  changes 
are  most  pronounced.  As  a result  of  obliteration  of 
arterioles  or  hemorrhages  a great  variety  of  nerve 
lesions  appear.  None  of  the  cranial  nerves  are  entirely 
exempt.  The  third,  however,  either  wholly  or  in  part, 
is  mostly  frequently  affected.  Rarely  do  we  find  both 
nerves  involved.  The  branch  to  the  levator  of  the  lid 
is  most  frequently  affected,  either  as  the  only  symptom 
or  as  the  first  to  appear  in  a progressive  lesion.  The 
intrinsic  branches  of  the  third  show  abnormalities, 
often  alone.  Either  the  pupil  will  not  react  to  light 
or  accommodation,  or  the  reflex  to  light  alone  is  lost. 
The  sphincter  iridis  may  be  only,. -partially  affected  in 
the  beginning  of  the  process.  The  pupillary  reactions 
should  be  studied  with  a loupe,  under  proper  illumina- 
tion, using  a beam  of  light  to  stimulate  the  reflex. 
In  this  manner  the  retina  can  be  studied  for  blind 
areas  which  occur  either  as  a result  of  cortical  or 
internal  capsule  lesions  or  as  gummata  in  the  region  of 
the  chiasm. 

In  the  olfactory  nerve,  partial  or  complete  destruc- 
tion of  the  sense  of  smell  is  occasionally  found.  Per- 
version of  the  sense  of  smell  with  hallucinations,  ending 
in  convulsion,  constitutes  the  so-called  uncinate  fit. 

Dr.  Packard  described  the  sudden  and  complete  de- 
struction of  hearing  that  occurs  as  a result  of  syphilis 
involving  the  eighth  nerve.  One  can  hardly  believe 
how  rapidly  these  patients  can  lose  their  hearing.  One 
case,  and  the  only  bilateral  case  I have  seen,  was  in 
the  theater  when  he  first  noticed  the  ringing  in  his 
ears.  The  tinnitus  increased  rapidly,  his  hearing  de- 
creased so  that  at  the  end  of  the  third  day  he  could 
not  hear  a loud  voice  and  was  completely  deaf  in  two 
weeks.  In  spite  of  treatment,  not  a particle  of  hearing 
was  ever  regained. 

In  the  larynx,  abductor  paralysis  is  observed.  In 
bilateral  cases,  suffocation  is  imminent  unless  the 
trachea  is  opened.  The  toxic  symptoms  and  the  com- 
plications following  meningeal  vascular  neurosyphilis 
present  a totally  different  clinical  picture  from  those 
found  in  gumma  formation.  Gummata  may  occur  on 
the  lids  around  the  puncta  lacrimalia,  in  the  nose,  or 
in  the  larynx,  all  of  which  have  been  thoroughly  dis- 
cussed in  the  papers  presented.  In  the  brain,  however, 
in  addition  to  the  nerve  lesions  that  have  been  men- 
tioned, pressure  symptoms  develop.  Choked  disk,  as  in 
tumors,  is  an  evidence  of  pressure,  and  while  both  eyes 
are  usually  affected,  one  may  develop  choked  disk 
earlier  than  its  fellow.  Parker  states  that  in  these  cases, 
the  eye  with  the  lowest  tension  develops  choked  disk 
first.  As  the  uveal  tract  suffers  structural  alterations 
in  syphilis,  variations  in  the  intra-ocular  pressure  fre- 
quently occur. 

Dr.  Edward  A.  Shumway  (Philadelphia,  Pa.):  I 
desire  to  discuss  Dr.  Cross’s  paper,  three  points  of 
which  I think  are  worth  mentioning,  particularly  from 
the  standpoint  of  differential  diagnosis. 

1.  The  chorioretinal  lesion:  It  is  true  that  a large 
proportion  of  the  cases  showing  this  lesion  are  due  to 
syphilis;  but  the  more  I study  this  type  of  condition, 
the  more  firmly  I believe  that  we  shall  find  there  are 
many  other  causes  of  the  inflammation.  Michel,  in  a 
German  paper  a good  many  years  ago,  said  that  a 
considerable  proportion  were  due  to  tuberculosis.  In 
recent  years,  particularly  since  we  have  been  watching 
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for  focal  infection,  we  are  finding  more  and  more  of 
this  type  due  to  focal  infection  in  the  tonsils,  teeth, 
sinuses,  intestines,  and  prostate.  Therefore,  in  a given 
case,  after  careful  study  of  the  retinitis  and  choroidi- 
tis, we  of  course  make  a Wassermann.  With  a positive 
Wassermann  we  will  give  antiluetic  treatment,  but  we 
should  not  be  satisfied  with  that.  We  should  undertake 
more  thorough  study  by  every  means  at  our  command 
to  ascertain  the  possible  cause  of  the  condition.  If 
the  Wassermann  is  negative  it  may  not  mean  that  the 
patient  does  not  have  syphilis.  If  it  is  positive,  we 
should  not  be  satisfied  with  purely  experimental  tests 
with  a drug,  we  should  hunt  carefully  and  be  sure  that 
there  is  no  tooth  infection,  nor  sinus  infection,  intestinal 
infection  nor  prostatic  infection,  and  not  merely  give 
mercury  and  iodids. 

2.  Cases  of  ocular  palsy:  It  is  true  that  this  affection, 
in  a large  proportion  of  cases,  is  due  to  syphilis,  par- 
ticularly the  late  forms  of  cerebrospinal  syphilis.  Since 
we  have  had  large  epidemics  of  encephalitis,  we  have 
seen  more  and  more  of  these  cases  due  to  this  type  of 
disease.  Nevertheless,  a large  proportion  of  these  cases 
are  due  to  the  focal  infection  from  one  of  the  various 
points  I have  already  mentioned, 

3.  Orbital  tunwrs  and  their  diagnosis:  Orbital  in- 
volvement, in  a large  proportion  of  cases,  may  be  due 
to  orbital  abscess,  to  sinus  infection,  or  to  infection 
entering  from  the  outside.  It  may  be  due  to  malignant 
disease,  particularly  sarcoma  of  the  orbital  tissue  and 
of  the  bony  wall,  but  we  shall  not  fail  to  make  a test 
in  every  proptosed  eye  for  syphilis.  That  was  well 
illustrated  in  a patient  whom  I saw  about  five  years  ago, 
who  came  down  from  the  center  of  the  State  to  one  of 
the  large  hospitals  in  Philadelphia.  The  eye  was  prop- 
tosed far  forward.  The  patient  said  that  in  the  city 
from  which  she  came,  where  they  had  a good  labora- 
tory, a Wassermann  test  had  been  made  and  was 
negative.  The  advice  was  given  at  once  that  the  eyeball 
should  be  removed,  because  of  a probable  diagnosis  of 
sarcoma,  the  woman  being  about  sixty  years  old.  A 
mass  could  be  felt  just  under  the  upper  orbital  ridge, 
pushing  the  eyeball  down  and  out.  Operation  was 
refused,  and  she  came  to  the  University  Hospital,  of 
which  I had  charge,  and  told  me  that  she  would  not 
permit  this,  and  asked  us  to  make  some  examinations. 
We  sent  her  into  the  hospital,  and  on  a second  Wasser- 
man  test  being  made,  we  found  it  actively  positive. 
Realizing  that  even  in  the  presence  of  syphilis  this  might 
be  malignant,  I cut  out  a small  portion  and  sent  it  to 
Dr.  Allen  J.  Smith  for  examination,  and  he  said  gumma. 
Rather  intensive  treatment  was  instituted,  the  tumor 
melted  away,  and  in  a few  weeks  she  went  back  home 
with  a perfectly  restored  ocular  condition. 

In  conclusion,  I make  a plea  for  broader  examina- 
tions, and  just  because  syphilis  is  present  let  us  not 
think  the  lesion  is  necessarily  due  to  that  disease.  Let 
us  exclude  focal  infection  elsewhere  in  the  body  before 
we  assume  that  the  particular  lesion  is  luetic  in  origin. 

Dr.  John  F.  Culp  (Harrisburg,  Pa.)  : In  a rather 
long  and  constant  experience  in  the  treatment  of  ear 
conditions  I have  seen  but  one  case  of  syphilis  of  the 
internal  ear.  This  man  came  into  my  office  several 
years  ago,  referred  by  his  family  physician,  and  said 
he  was  just  recovering  from  a bad  attack  of  grip.  I 
looked  him  over.  He  was  quite  deaf,  he  had  no  bone 
conduction,  he  could  not  hear  a watch  tick,  and  he 
heard  a loud  voice  rather  indifferently.  He  had  some 
vertigo,  some  little  tinnitis,  and  a little  nausea.  In 
this  case  the  diagnosis  was  not  hard  to  make,  because 
he  had  a suspicious-looking  face.  I looked  into  his 


mouth,  and  sure  enough  it  was  filled  with  mucous 
patches.  Within  fifteen  minutes  I saw  his  physician 
and  told  him  that  I was  satisfied  it  was  syphilis.  He 
was  very  much  chagrined.  I advised  a Wassermann 
and  a big  dose  of  salvarsan  the  same  night.  I did  not 
see  him  after  that,  but  I learned  that  after  salvarsan 
followed  by  mercuric  treatment  he  recovered  his  hear- 
ing. 

In  regard  to  Dr.  Lewis’s  description  of  his  last 
patient  that  he  sent  home  to  die,  I should  like  to  tell  of 
a similar  case.  A good  many  years  ago,  long  before 
we  knew  of  the  Wassermann  reaction,  and  long  before 
we  knew  about  salvarsan,  a country  attorney  came  to 
see  me  one  day  with  an  ulcer  on  the  anterior  pillar  of 
the  left  side  of  the  throat.  I asked  him  very  particu- 
larly about  a history  of  syphilis,  of  course,  but  he 
denied  it.  I gave  him  some  idodids  and  got  him  up  to 
20  grains  three  times  a day,  but  he  rapidly  got  worse. 
After  about  two  months’  treatment,  the  glands  of  the 
neck  began  to  swell,  and  I took  him  to  a surgeon  of 
national  fame,  one  of  the  best  in  this  country.  I told 
him  my  suspicions,  and  that  I thought  it  was  cancer. 
He  said  I was  right,  but  he  did  not  have  the  courage 
to  tell  the  patient  what  was  wrong  and  so  he  asked 
me  to  break  it  to  him  gently.  I did  not  like  to  do 
that  either,  so  I gave  him  a prescription  for  a saturated 
solution  of  iodid  of  potash,  and  told  him  to  take  40 
drops  three  times  a day  if  it  agreed  with  him.  About 
two  years  after  that,  that  same  man  came  into  my 
office,  spry  as  could  be,  bringing  his  new  wife  with 
him,  and  he  said  the  last  medicine  was  dreadfully 
strong,  but  it  certainly  did  the  work.  So  the  lesion 
was  due  to  syphilis  after  all. 

Dr.  Glorge  W.  Mackenzie  (Philadelphia,  Pa.)  : I 
should  like  to  discuss  Dr.  Packard’s  paper.  The  essay- 
ist spoke  on  syphilis  of  the  inner  ear,  and  those  who 
followed  spoke  of  syphilis  of  the  nerve,  and  Dr.  Culp 
again  spoke  of  syphilis  of  the  inner  ear.  There  seems 
to  be  some  confusion  in  the  minds  of  some  of  the 
otological  profession  regarding  the  pathology  of  syph- 
ilis of  the  inner  ear,  and  also  of  another  condition 
which  is  entirely  different,  and  that  is  syphilis  of  the 
eighth  nerve. 

The  work  of  Boratean  and  later  of  Panse,  and  men 
of  a quarter  of  a century  back,  regarding  syphilis  of 
the  inner  ear,  has  been  discredited  by  the  more  recent 
investigations  of  Asai,  Mayer,  Hofer  and  Oscar  Beck, 
and  others.  The  hemorrhages  found  in  the  inner  ear  by 
the  earlier  authorities  were  due  to  nothing  more  than 
hemorrhages  from  suffocation  or  postmortem  fouling. 
A child  that  is  born  dead  usually  dies  from  suffocation, 
and  suffocation  produces  hemorrhage  into  the  inner  ear. 
This,  then,  is  not  characteristic  of  syphilis.  Those  path- 
ologists who  have  done  the  most  careful  work  have 
found  that  practically  all  newborn  children  of  actively 
syphilitic  parents  have  a very  intensified  form  of  second- 
ary syphilis.  They  all  reveal  more  or  less  of  that  form 
of  meningitis  characteristic  of  generalized  syphilis. 
Most  of  them  also  show  an  exudate  in  the  middle  ear. 

However,  this  has  nothing  to  do  with  the  nerve  in- 
volvement. As  a result  of  the  extension  of  a syphilitic 
meningitis,  there  is  round-cell  infiltration,  perivascular, 
about  the  nerve,  clear  to,  and  involving,  the  spiral 
ganglion,  and  extending  in  some  cases  to  the  intralab- 
yrinthine  spaces.  The  condition  should  be  known  as  a 
meningoneuro-labyrinthitis.  In  congenital  syphilis,  on 
the  other  hand,  there  is  an  involvement  of  the  inner  ear 
alone.  In  the  acquired  form  of  syphilis,  labyrinthitis 
syphilitica  tarda  comes  rarely  and  then  very  late.  Be- 
tween these  two  processes  there  is  one  essential  differ- 
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ence.  In  cases  where  the  nerve  is  involved,  the  electrical 
reactions  are  negative.  In  cases  of  congenital  syphilis 
with  labyrinthitis  syphilitica  tarda,  it  is  associated  with 
the  Hutchinson  triad,  and  the  electrical  reactions  are 
normal. 

The  work  of  Wilcutt  and  Oscar  Beck  has  shown  that 
every  case  of  acquired  syphilis  in  the  secondary  stage 
has  a positive  spinal  fluid  Wassermann,  and  further- 
more, practically  all  have  a shortened  bone  conduction, 
with  little  or  no  shortening  of  air  conduction,  so  much 
so  that  they  have  felt  these  findings  are  pathognomonic 
of  active  syphilis. 

Dr.  Samuel  Cohen  (Philadelphia,  Pa.):  In  the 
clinic  of  Dr.  G.  B.  Wood  of  the  Howard  Hospital,  I 
see  a great  many  cases  of  syphilis  of  the  nose  and 
throat,  and  I am  going  to  attempt  to  add  a few  points 
to  those  already  so  well  presented  here  before  us.  It  is 
comparatively  easy  to  make  a diagnosis  of  syphilis  of 
the  nose,  throat,  and  ear  when  you  have  destruction  or 
new-growth  formation  present.  But  when  you  have  an 
apparently  negative  throat,  and  then  can  find  certain 
signs  which  will  point  you  to  the  suspicion  of  the  pos- 
sibility of  syphilis,  the  matter  becomes  both  more  diffi- 
cult and  more  interesting. 

You  look  at  the  posterior  pharyngeal  wall,  and  some- 
times see  small  pits.  These  are  not  really  scars,  but  the 
remains  of  previous  small  superficial  ulcerations.  The 
Wassermann  is  rarely  negative.  You  glance  at  another 
area — the  base  of  the  tongue,  which  normally  is  rough. 
If  you  examine  this  area  and  find  a localized  smooth 
area,  even  without  a positive  Wassermann  you  may 
almost  be  sure  of  its  being  syphilis.  It  was  pointed  out 
several  generations  ago  by  Dr.  Seiler,  and  in  our  times 
by  Dr.  Randall,  that  areas  of  congestion,  quadrilateral 
in  shape,  on  each  anterior  pillar,  are  often  significant 
of  lues. 

Another  point  I wish  to  bring  to  your  attention,  is  an 
idiopathic  atrophy  of  the  uvula.  The  uvula,  as  you  all 
know,  is  made  up  of  muscular  tissue  (azygos  uvula) 
surrounded  by  mucous  membrane.  Here  the  uvula  ap- 
pears as  if  it  had  been  partly  removed,  but  on  question- 
ing the  patient,  you  will  find  that  no  operative  procedure 
has  been  performed.  The  uvula  is  small  and  almost 
comes  to  a point.  These  small,  shrunken,  pointed,  uvulae 
often  suggest  a luetic  possibility,  and  I have  found  that 
point  of  great  value  to  me  in  diagnosing  syphilis. 

Dr.  Robert  F.  Ridpath  (Philadelphia,  Pa.)  : The 
first  point  in  Dr.  Coates’s  paper  is  the  diagnosis  of 
syphilis  in  the  nose.  As  we  all  know,  syphilitic  infec- 
tion, as  it  develops,  has  a tendency  to  attack  the  bony 
framework,  and  the  first  part  of  the  bony  framework 
which  is  attacked  by  this  infection  is  the  septum  of  the 
nose.  Many  of  us  look  in  the  nose  and  see  perforations, 
and  we  are  very  apt  to  come  to  the  conclusion  that  the 
case  is  syphilis.  These  cases  are  not  all  syphilitic,  but 
are  due  to  operative  measures.  Others,  as  we  know,  are 
of  idiopathic  origin.  The  idiopathic  cases  are  always 
in  the  cartilaginous  portion  of  the  septum;  whereas 
syphilitic  infection  attacks  the  perpendicular  plate  of 
the  ethmoid  first. 

In  syphilitic  infection  there  is  a swelling  of  the  mu- 
cous membrane,  with  quite  an  area  of  inflammation  and 
a line  of  demarcation.  Then  follows  the  softening  and 
destruction  of  the  bone  or  the  perpendicular  plate, 
and  extension  downward  to  the  vomer,  and  lastly  to  the 
cartilaginous  portion.  This  is  a distinct  point  in  diag- 
nosing the  so-called  idiopathic  and  syphilitic  infections 
of  the  nasal  septum. 


The  second  point  I should  like  to  enlarge  upon,  and 
which  Dr.  Shumway  pointed  out,  is  that  we  should  not 
be  too  quick  or  too  narrow  in  our  diagnosis.  We  look 
into  throats  and  tell  people  they  should  have  their  ton- 
sils out.  There  is  an  inflammatory  condition  there ; but 
in  spite  of  some  of  the  disciples  of  the  quick  operation, 
no  matter  whether  the  tonsils  are  inflamed  or  not,  be 
Careful.  Remember  that  in  a syphilitic  tonsil  you  have 
a thinning  of  the  coats  of  the  artery  and  veins,  and  you 
may  have  a tremendous  hemorrhage.  Therefore,  ex- 
amine your  patients  more  thoroughly. 

Dr.  S.  MacCuEn  Smith  (Philadelphia,  Pa.)  : Cer- 
tain perforations  of  the  membrana  tympani  have  long 
since  established  their  significance,  and  are  still  valu- 
able as  diagnostic  signs,  but  I doubt  very  much  whether 
there  are  perforations  of  the  membrana  tympani  that 
are  characteristic  of  syphilitic  infection.  There  seems 
to  be  no  doubt  that  in  the  early  days  of  salvarsan  usage, 
it  did  cause  deafness.  I have  seen  several  cases  of  this 
type,  perhaps  due  to  the  fact  that  too  large  a dose  was 
administered. 

We  sometimes  seem  to  overlook  the  fact  that  the 
organ  of  hearing  is  a part  of  the  general  economy.  It 
is  a mistake,  and  may  be  a serious  one,  to  treat  the  ear 
as  a separate  entity,  because,  after  all,  many  conditions, 
general  in  type,  have  their  ill  effect  on  the  organ  of 
hearing,  just  as  they  have  on  the  eye  or  any  other  part 
of  the  general  system.  This  is  mentioned  in  the  hope 
that  a thorough  history  and  examination  of  the  patient 
will  be  given  due  consideration  before  a diagnosis  is 
made  and  treatment  instituted,  with  the  result  that  even 
some  cases  of  suspected  syphilis  will  prove  to  be  other- 
wise. 

Dr.  Coates  (in  closing)  : Dr.  High  asked  me  to 
state  the  relationship  between  ozena  and  syphilis.  My 
idea  of  ozena  is  that  it  is  a foul-smelling  condition  of 
the  nose.  Atrophic  rhinitis  presents  ozena  or  not,  de- 
pending upon  the  stage  of  the  disease.  In  active  syphilis 
of  the  nose,  in  the  tertiary  stage  we  have  ozena  and  a 
“carrion”  odor.  The  relationship  of  syphilis  to  atrophic 
rhinitis  I do  not  know.  There  is  no  doubt  that  syphilis 
of  the  nose  very  often  will,  on  healing,  leave  a large, 
atrophic  nose ; but  in  active  syphilis,  you  have  this 
“carrion”  odor.  A great  many  cases  are  very  similar 
in  appearance,  but  whether  there  is  any  actual  connec- 
tion between  the  two  I do  not  know,  but  I do  not  be- 
lieve there  is.  Of  a large  series  of  cases  studied  by  me 
at  the  Pennsylvania  Hospital  between  1914  and  1917,  in 
only  two  was  there  a positive  blood- Wassermann  test, 
and  none  of  them  showed  other  evidences  of  syphilis. 

As  to  leukoplakia  of  the  tongue  and  buccal  membrane, 
various  observers  give  different  percentages,  some  think- 
ing that  as  high  as  80  per  cent  are  due  to  syphilis,  while 
others  believe  a comparatively  small  percentage  are 
syphilitic  in  origin.  In  all  of  these  lesions  of  the  throat 
we  must  not  forget  that  we  may  have  a mixed  infec- 
tion, that  we  may  have  a Vincent’s  angina  organism 
with  a syphilitic  lesion,  and  we  may  have  syphilis  and 
Vincent’s  angina  grafted  on  carcinoma.  That  has  been 
pointed  out  over  and  over  again  for  the  last  fifteen 
years.  It  is  a great  help  to  laryngologists  in  the  study 
of  syphilis  of  the  throat  and  nose  to  know  the  appear- 
ance of  syphilis  in  other  parts  of  the  body,  notably 
syphilis  of  the  skin.  If  you  know  the  appearance  of 
skin  syphilis,  then  it  is  much  easier  to  diagnose  syphilis 
of  the  mucous  membranes,  because  they  are  the  same 
manifestations  modified  by  heat  and  moisture  and  irri- 
tation. 
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THE  MORE  FUNDAMENTAL  CAUSES 
OF  HAY  FEVER  AND  ASTHMA* 
SETH  A.  BRUMM,  M.D. 

PHILADELPHIA,  PA. 

In  accepting  this  title  to  my  paper  I have 
given  it  much  consideration,  as  I wish  to  present 
the  subject  more  as  food  for  thought  than  as  a 
positive  conclusion  on  this  very  difficult  subject. 
In  other  words,  I am  going  to  make  certain  pos- 
tulations which  I hope  will  be  verified  by  other 
observers  as  time  passes. 

I want  also  to  take  this  opportunity  to  ask 
forgiveness  of  Dr.  Hazeltine  of  Chicago  for  my 
seeming  encroachment  on  his  excellent  paper 
which  treats  of  this  very  subject,  but  I can  safely 
fortify  my  position,  as  I wish  to  say  that  I be- 
gan my  observations  about  nine  years  ago,  and 
I was  asked  by  your  program  committee  last  fall 
to  present  this  paper,  while  Dr.  Hazeltine’s  paper 
was  presented  in  February,  1924. 

According  to  Dr.  Schrepagralle,  about  one 
per  cent  of  the  American  population  suffer  from 
hay  fever  and  asthma ; this  distribution  is  about 
equal  in  all  parts  of  the  United  States ; and 
there  is  a possible  relation  to  large  bodies  of 
water,  and  also  to  atmospheric  conditions  and 
altitude.  He  states  that  certain  groups  of  cases 
exposed  to  excessive  doses  of  pollens  fall  an 
easy  prey.  He  further  informs  us  that  these 
affections  are  comparatively  rare  in  children  and 
the  incidence  increases  with  the  relative  age  of 
the  individual.  In  other  words,  they  are  more 
prevalent  from  the  ages  of  20  to  30  years,  and 
by  far  and  away  the  greatest  from  30  to  50 
years.  He  describes  an  atypical  group  as,  for 
instance,  those  cases  seen  in  the  winter,  when 
the  pollens  are  not  prevalent,  those  cases  due  to 
certain  foods,  and  that  type  carried  by  pigeon 
feathers  or  produced  by  association  with  animals, 
also  those  cases  associated  with  angioneurotic 
edema,  purpura  and  eczema.  He  also  describes 
acute  cases  which  occur  when  the  air  is  highly 
saturated  with  pollens,  due  to  persistent  high 
winds. 

In  other  words,  there  is  a most  marked  va- 
riance as  to  cause  and  relation  to  his  findings, 
except  for  one  very  conclusive  fact — the  time 
of  life  during  which  hay  fever  and  asthma  are 
most  often  experienced. 

Therefore,  what  may  be  gleaned  from  Dr. 
Schrepagralle’s  research  is  that  the  cause  of  hay 
fever  and  asthma  may  be  anything  from  a tooth- 
pick to  a bad  disposition,  and  what  I have  myself 
concluded  from  a survey  of  the  literature  on  the 

* Read  before  the  Section  on  Eye.  Ear,  Nose  and  Throat  Dis- 
eases of  the  Medical  Society  of  the  State  of  Pennsylvania, 
Reading  Session,  October  9,  1924. 


subject  agrees  very  consistently  with  his  obser- 
vations. From  my  own  study  of  these  cases,  I 
have  assembled  other  facts  which  seem  to  appear 
consistent,  in  connection  with  all  types  of  cases, 
and  which  I feel  without  a doubt  indicate  the 
cause  of  this  malady. 

I agree  with  Dr.  Hazeltine  that  this  disease  has 
been  studied  too  much  from  effect  rather  than 
from  cause,  that  the  desperation  of  the  practi- 
tioner and  the  enthusiasm  of  the  charlatan  are 
without  a doubt  the  explanation  of  this  position. 

Further,  the  endocrinologist  has  failed  defi- 
nitely to  throw  any  light  on  this  subject,  and  it 
is  to  be  hoped  that  Novak  and  Hollander  of 
Chicago  will  not  be  led  from  the  promised  land 
into  darkness  by  concluding  that  a diminished 
blood  calcium  is  a cause,  rather  than  a collateral 
part  of  the  asthma  syndrome. 

Probably  most  rhinologists  will  agree  that 
never  did  they  see  a case  of  nasal  neurosis  in 
which  there  was  not  an  associated  maldevelop- 
ment  and  an  atypical  condition  of  the  anatomical 
structures  of  the  nasal  apparatus ; as,  for  in- 
stance, deflection  and  thickening  of  the  septum, 
large  turbinates,  especially  the  middle  ones,  a 
large  bulla,  narrowing  of  the  nasal  structure, 
resulting  in  poor  sinus  drainage,  hyperplastic  or 
purulent  sinuses,  etc.  Because  of  these  abnor- 
malities, the  patient  is  subjected  to  a continual 
and  persistent  infection  which  can  begin  in  in- 
fancy, as  shown  by  the  work  of  Dean  and  Hed- 
rick, these  men  having  found  purulent  infections 
in  the  sinuses  of  children  at  the  age  of  18  months. 

In  addition,  every  one  is  cognizant  of  the 
headaches  and  otalgias  associated  with  nasal 
pressure  which  produces  irritation  of  the  fifth 
nerve.  This  brings  to  mind  the  intimate  asso- 
ciation there  is  between  nasal  structures  and  the 
trigeminal  nerves.  Due  to  the  inosculation  of 
the  fifth  nerve,  in  the  floor  of  the  fourth  ven- 
trical, with  the  tenth,  or  pneumogastric,  nerve, 
a stimulus  sent  through  this  arc  can  produce  a 
pulmonary  disturbance,  especially  when  the  arc 
is  hypersensitive  because  of  pressure  and  chronic 
infection.  The  latter,  I think,  is  the  more  im- 
portant factor. 

It  is  probable  that  this  nasopulmonary  arc  is 
more  exposed  and  irritated  than  any  other  arc 
in  the  whole  economy ; so  much  so  that  we  can 
eliminate  the  question  of  selectivity  of  bacterial 
attack,  and  deduce  the  fact  that  asthma  is  nothing 
more  than  a reflex  due  to  irritation  of  this  fifth- 
tenth  nerve  arc. 

With  your  permission,  I wish  to  deviate  a 
little  and  take  up  the  causes  of  pathology  and 
dysfunction.  Four  causes  are  to  be  dealt  with: 
first,  inheritance ; second,  trauma ; third,  bac- 
terial invasion  (namely,  toxemia)  ; and  fourth. 
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poisons,  as  minerals,  drugs,  and  unwholesome 
foods.  In  relation  to  the  diseases  we  are  dis- 
cussing, we  can  safely  eliminate  as  causes,  in- 
heritance and  trauma;  which  leaves  us  foods 
and  bacterial  invasion. 

Foods  may  be  unfit  to  eat,  and  even  if  they 
are  fit  to  eat  they  may  not  be  properly  handled 
by  certain  individuals  because  of  a peculiar 
idiosyncrasy  to  certain  types  of  foods  or,  as  it 
is  described  in  immunological  medicine,  they  may 
cause  an  anaphylactic  upset. 

The  query  naturally  follows  as  to  just  what  is 
meant  by  anaphylaxis.  The  dictionary  defines 
anaphylaxis  as  “the  state  of  excessive  suscepn 
tibility  to  the  action  of  a toxin  or  drug  which 
sometimes  follows  infection  or  continued  admin- 
istration of  toxins.”  It  is  a mechanism  that  can 
neither  be  felt,  seen,  nor  tasted ; yet  no  one 
doubts  its  existence. 

If  it  be  a mechanism,  why  can  it  not  be  classi- 
fied with  any  other  mechanism  of  the  human 
economy,  as  is  the  renal  mechanism,  the  heart 
mechanism,  the  digestive  mechanism,  etc.?  The 
question,  then,  is : what  causes  an  anaphylactic 
upset?  The  answer  is:  the  same  thing  that 
causes  a nasal-arc  disturbance ; the  same  thing 
that  causes  a perversion  of  the  thermic  mech- 
anism, the  same  thing  that  causes  a heart  dis- 
order, etc. ; namely,  bacterial  invasion,  or — a 
preferable  term — toxemia.  The  cause  of  the 
pathology  and  symptoms  of  these  diseases  under 
consideration  is  without  doubt,  in  my  mind,  tox- 
emia. 

It  is  agreed  that  a focal  point  of  infection  can 
very  readily  affect  a remote  structure  (as,  for 
instance,  the  knee  joint,  the  kidney,  the  heart, 
the  thyroid  gland,  etc.),  and  that  many  of  the 
so-called  affections  of  the  portal  system  and 
gastro-intestinal  system  are  cause  by  toxins  elab- 
orated from  a focal  inflammation. 

Various  neuroses  should  also  be  placed  in  the 
list  of  remote  affections,  including  angioneurotic 
edema,  urticaria,  hay  fever,  asthma,  tachycardia, 
and  also  transient  blood-pressure  disorders,  etc. 
There  is  no  structure  so  remote,  no  mechanism 
so  secluded,  that  in  time  it  may  not  be  disturbed 
by  long  and  continued  infections. 

True  it  is  that  the  elimination  of  eggs,  and  of 
association  with  pigeon  feathers,  and  that  the 
restriction  of  a protein  diet  materially  improve 
the  clinical  aspect  of  the  above-named  diseases. 
Yet,  while  it  is  also  true  that  many  patients  are 
quite  well  until  they  come  in  contact  with  cer- 
tain protein  irritants  such  as  pollen,  pigeon  feath- 
ers, etc.,  and  that  hay  fever  and  its  kin  are  seen 
in  early  childhood,  if  there  were  not  an  under- 
lying cause  to  disturb  the  anaphylactic  mech- 


anism, these  irritants  would  not  have  the  ill 
effect  they  seem  to  have.  Tonsillitis,  sinusitis, 
etc.,  according  to  Dr.  Dean,  can  be  present  in 
children  at  a very  early  age,  so  that  it  is  my  be- 
lief that  the  exposure  to  pollens,  foods,  and  cer- 
tain proteins  has  no  more  to  do  with  the  real  cause 
of  this  disease  than  has  the  disobedient  boy  who 
causes  an  exacerbation  of  his  father’s  gout  by 
kicking  him  on  the  foot. 

In  other  words,  to  reiterate,  I can  not  see  why 
pollens  should  be  classed  as  the  underlying  cause 
of  the  various  neuroses  above  enumerated.  If 
these  various  proteins  were  so  severe  in  their 
action,  why  should  not  every  one  of  us  have 
clinical  hay  fever,  urticaria,  angioneurotic  edema, 
etc.?  The  answer  is  simply  that  the  patient 
experiencing  these  ills  has  a low  threshold  of 
tolerance  in  the  nose  and  upper  respiratory  tracts, 
or  a lowered  immunity,  or  an  overproduction  of 
toxins,  which  causes  an  imbalance  of  the  anaphy- 
lactic mechanism. 

Another  very  important  fact  which  seems  con- 
sistent in  the  premise  herein  presented,  is  that 
septic  infections  have  no  season  of  choice,  but 
are  active  the  whole  year  round,  whether  it  be 
winter  or  summer,  or  whether  the  victim  be  in 
the  mountains  or  at  the  seashore. 

The  treatment  of  these  cases  is  the  next  con- 
sideration, and  neither  treatment  nor  cure  is  an 
easy  undertaking.  It  requires  a certain  degree 
of  special  training  of  the  rhinologist  and  inter- 
nist, as  each  case  is  more  or  less  a law  unto  itself. 

When  the  premise  is  adopted  that  the  under- 
lying cause  is  a bacterial  invasion,  it  must  not  be 
forgotten  that  a symptom  complex  has  been  pro- 
duced, and  no  case  is  brought  to  a successful 
termination  by  the  rhinologist  who  attempts  to 
treat  this  malady  alone.  His  part  is,  first,  the 
determination  of  the  degree  of  pathology  in  the 
upper  respiratory  tract,  special  attention  being 
paid  to  the  ethmoid  labyrinth  and  the  paranasal 
sinuses.  Of  course,  thorough  examination  of 
the  tonsils  and  teeth  is  indicated,  with  the  proper 
termination  of  any  pathology  found,  but  even 
after  operative  intervention  has  been  instituted, 
the  care  of  the  nose  for  months  following  must 
receive  due  consideration.  To  date  the  rhinolo- 
gist’s  role  has  been  a small  one,  while  the  scien- 
tific therapy  has  been  handed  over  to  the 
internist. 

It  would  seem  foolhardy  to  continue  a patient 
on  a diet  known  to  excite  disturbance  of  his 
anaphylactic  mechanism,  or  to  allow  him  to  con- 
tinue to  sleep  on  pigeon  feathers,  knowing  them 
to  be  a direct  irritant.  The  conditions  of  his 
life  must  be  well  studied  and  regulated,  for,  as 
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previously  stated,  the  help  of  the  internist  and 
of  a well-equipped  laboratory  is  necessary. 

Autovaccines  are  of  value  in  the  struggle  to 
raise  the  patient’s  threshold  of  tolerance.  Be- 
cause of  their  specificity  of  action,  autogenous 
are  preferable  to  stock  vaccines. 

SUMMARY 

Hay  fever  and  asthma  are  a syndrome  due  to 
an  irritation  of  a definite  arc. 

Urticaria,  angioneurotic  edema,  etc.,  are  akin 
to  hay  fever  and  asthma. 

These  conditions  depend  on  a lowered  thresh- 
old of  tolerance  to  toxemia,  causing  an  anaphy- 
lactic reaction. 

Their  cure  is  brought  about  by  ridding  the 
individual  of  infection  and  increasing-  his  im- 
munity. 

818  Stock  Exchange  Building. 

DISCUSSION 

Dr.  Gordon  J.  Saxon  (Philadelphia,  Pa.)  : My  in- 
terest in  this  paper  is  not  that  of  a rhinologist,  but  of 
an  internist  and  pathologist. 

Some  eighteen  years  ago  Rosenow  and  Anderson,  of 
the  United  States  Hospital  Service,  gave  us  our  first 
definite  information  concerning  the  experimental  pro- 
duction of  the  allergic  state.  Their  work  is  a milestone 
in  this  subject.  The  cause  of  allergy,  as  we  see  it 
clinically,  has  been  the  subject  of  conjecture  ever  since. 
We  have  known  that  if  a minimal  dose  of  a foreign 
protein  is  injected  into  an  animal,  a subsequent  dose 
will  cause  an  allergic  crisis,  if  an  appropriate  interval 
is  allowed  to  intervene  between  the  two  injections. 
This  phenomenon  we  have  been  able  to  produce  experi- 
mentally. But  what  about  the  individuals  who  have 
had  no  such  experimental  work  done  on  them?  What 
has  been  the  cause  of  their  sensitization?  Dr.  Taylor 
this  morning  has  said  that  without  nasal  pathology 
there  is  no  ear  pathology.  I believe  that,  with  very 
few  exceptions,  asthma,  and  more  particularly  hay 
fever,  cannot  exist  without  nasal  pathology.  In  the 
treatment  of  the  condition  under  discussion,  the  first 
thing  to  do  is  to  correct  existing  nasal  pathology  and 
establish  normal  aeration  in  the  nasal  fossae  and  acces- 
sory air  sinuses. 

The  histological  picture  of  a nasal  polyp  will  impress 
you  as  a structure  having  a very  low  threshold  of 
exclusion  for  foreign  proteins.  It  is  covered  by  a 
thinned-out  epithelium,  at  times  scarcely  distinguishable 
as  such.  So  the  establishment  of  normality  of  mucous 
membranes  would  seem  to  be  the  first  step  in  the  cure 
of  hay  fever.  Of  course,  it  is  advisable,  when  doing 
this,  to  make  a complete  canvass  of  the  economy,  and 
rid  the  individual  of  infection,  no  matter  where  it  is,  but 
particularly  should  the  upper  respiratory  tract  receive 
attention. 

The  step  which  follows  the  establishment  of  a normal 
state  in  the  nose  is  the  institution  of  efficient  generalized 
therapy  or  management.  The  pathogenic  flora  of  the 
nose  and  throat  should  be  isolated,  antigens  should  be 
made,  and  the  patient  should  receive  semiannual  immuni- 
zations every  six  months  over  a period  of  three  to  six 
years. 

Dr.  Harry  B.  Wilmer  (Philadelphia,  Pa.)  : There 
are  one  or  two  points  that  I should  like  to  bring  out. 


First,  I most  heartily  agree  with  Dr.  Brumm  in  the 
statement  which  he  made  that  there  are  a good  many 
cases  in  which  pollen  or  chemical  irritation  is  merely 
a symptom.  The  more  I have  seen  of  this  work  and 
the  more  I have  done,  the  more  I am  convinced  that 
we  are  dealing  with  a definite  endocrine  dysfunction. 
I say  that  for  two  reasons.  The  first.  Dr.  Brumm 
mentioned — the  age  at  which  asthma  and  hay  fever  are 
most  prevalent.  I find  from  my  statistics  that  the  age 
of  the  patient  varies  from  25  to  35  years.  The  type 
of  patient  is  not  the  very  poor  nor  the  very  rich,  but  the 
ordinary  working  man  or  woman  with  a large  family, 
with  a certain  appearance  that  must  be  kept  up,  and  on 
a small  income.  The  point  there,  is  that  he  is  laboring 
under  great  nervous  strain,  and  is  thereby  producing  a 
dysfunction  of  the  endocrines.  This  is  only  a minor 
point,  perhaps,  but  an  important  one. 

Dr.  Brumm  also  said  that  he  thought  the  bacterial 
side  played  a tremendous  part  in  the  stimulation  of  the 
nasal  arc.  He  is  right,  but  this  is  more  especially  true 
in  asthma  than  in  hay  fever.  Again,  why  should  one 
man’s  nasal  mucosa  be  sensitive  to  pollens  and  bacteria 
and  another  man  have  complete  immunity?  I believe 
there  is  some  internal  secretion  which  is  lacking.  We 
all  know  that  adrenalin  will  break  up  almost  any  attack 
of  asthma,  and  why  should  not  the  lack  of  suprarenal 
gland  function  be  to  a certain  extent  responsible  for  this 
sensitivity?  I do  not  believe  we  have  expressed  from 
the  suprarenal  gland  all  the  properties  that  are  there. 
I think  something  further  must  be  brought  out,  as  has 
been  done  with  the  pancreas. 

My  feeling  has  been,  and  always  will  be,  that  in  the 
treatment  of  hay  fever  cases,  pollen  injection  plays  a 
tremendous  part.  I say  this  because  I find  that  in 
giving  pollen  extract  in  large  enough  doses — as  much  as 
a patient  can  take  and  over  a long  period  of  time — it 
will  in  time  produce  in  that  patient  an  entire  Immunity 
to  hay  fever.  I have  at  present  about  25  cases  who, 
after  three  years’  inoculation,  have  been  able  to  go  free 
this  year  of  any  pollen  injection.  I have  followed  the 
theory  that  the  mucous  membrane  is  irritated  by  the 
pollen,  and  that  in  addition  there  is  a definite  bacterial 
flora  which  is  an  added  stimulant.  This  year,  with  most 
of  my  hay  fever  cases,  I have  carried  through  bacterial 
injections  along  with  the  pollen.  The  few  with  whom 
I have  had  personal  contact  since  the  close  of  the  hay 
fever  season  give  a history  of  having  gone  through  this 
year  without  any  trouble. 

I feel  that  this  is  a subject  for  the  untiring  efforts 
of  the  physician  interested  in  this  work,  and  not  for 
the  hit-and-miss  diagnostician — the  man  who  takes  this 
up  as  a side  line.  It  means,  absolutely,  a most  thorough 
diagnosis  from  every  angle. 

Dr.  Isaac  B.  High  (Reading,  Pa.)  : This  is  a va- 
riable problem.  Coke,*  in  his  book  on  asthma,  describes 
the  history  of  this  affection  as  far  back  as  1868. 

I have  carried  through  20  to  30  cases  of  asthma  this 
year,  testing  them  out,  and  they  had  5-f  reactions  with 
the  giant  type  of  ragweed.  But  in  treating  these  cases 
I should  not  say  that  my  results  showed  30  to  50  per 
cent  of  improvement.  I was  fairly  enthusiastic  about 
the  treatment  when  I worked  with  Dr.  Wilmer,  and 
thought  it  was  really  scientific  and  that  there  was  a 
basis  for  it;  but  after  getting  beautiful  reactions,  I 
got  no  results.  On  the  other  hand,  in  relation  to  food 
allergy,  I believe  there  is  always  a hypersensitiveness 
of  the  mucous  membrane.  I had  one  case  of  a child 
five  years  of  age  who  was  tested  with  all  kinds  of 
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proteins,  and  finally  she  gave  a 4+  reaction  to  milk. 
On  the  omission  of  milk,  the  asthma  practically  cleared 
up. 

I believe  the  aeration  of  the  nasal  mucous  membrane 
is  important.  A case  at  the  Pennsylvania  Hospital  was 
tested  out  with  food  proteins  and  bacterial  vaccines, 
but  up  to  that  time  no  nasal  examination  had  been  made. 
WTien  this  was  done,  polypi  on  both  sides  were  dis- 
covered. After  taking  them  out  and  clearing  up  the 
ethmoid,  in  one  week  the  patient  had  only  one  attack. 
The  following  week  he  had  the  polypi  removed  from 
the  other  side,  and  he  has  had  no  more  asthmatic 
attacks. 

Dr.  James  A.  Babbitt  (Philadelphia,  Pa.)  ; There  is 
scarcely  a more  pertinent  topic  for  the  rhinologist  than 
this.  Furthermore,  there  seems  to  be  a close  blood 
relationship  between  three  things — so-called  hay  fever, 
asthma,  and  status  lymphaticus,  in  which  there  is  a 
hyperplasia  of  , the  lymphatics,  a lowered  resistance,  and 
a susceptibility  to  shock  for  no  apparent  reason.  The 
endocrine,  the  focal  infection,  and  the  bacteriological 
sides  have  been  discussed.  I should  like  to  have  the 
speaker,  in  his  closing  remarks,  state  his  views  upon 
this  question  of  the  lymphatic  state  as  a symptom  com- 
plex of  anaphylaxis,  in  which  an  explosion  occurs, 
followed  by  a reaction  in  the  system  which  may  or 
may  not  be  sufficient  to  carry  off  the  patient. 

In  working  this  out,  I think  it  is  very  evident  that 
this  question  is  not  only  pertinent  to  the  rhinologist,  but 
also  to  the  laboratory  man  and  the  internist.  The 
study  must  be  very  painstaking  and  minute  in  charac- 
ter. Autogenous  vaccine  means  nothing  when  given  by 
the  rhinologist  alone.  Its  success  comes  from  the 
minute  laboratory  work  and  the  careful  following  up 
of  the  patient.  Otherwise  it  is  a failure. 

Dr.  Ralph  H.  Spangler  (Philadelphia,  Pa.) ; I 
was  very  much  interested  in  what  Dr.  Brumm  said  in 
regard  to  anaphylaxis  as  a factor  in  hay  fever.  I 
should  like  to  ask  if  he  has  made  any  blood  counts  in 
these  sensitization  cases  which  show  an  “anaphylactic 
dysfunction,”  as  he  has  termed  it?  In  a considerable 
experience  with  the  use  of  nonspecific  protein  therapy 
(venom  protein  solution)  in  such  sensitization  diseases 
as  asthma,  hay  fever,  migraine,  and  especially  in  epi- 
lepsy (which  in  many  cases  shows  evidence  of  belonging 
to  the  group  of  sensitization  diseases),  I have  found 
that  if  repeated  differential  blood  counts  are  made, 
they  will  show,  at  one  stage  or  another  of  the  hyper- 
sensitive condition,  an  increase  in  the  percentage  of 
eosinophile  cells.  Eosinophilia  is  now  recognized  as 
evidence  of  anaphylactic  phenomena.  Moreover,  clinical 
experience  seems  to  indicate  that  it  is  possible  to  deter- 
mine the  degree  of  hypersensitivity  in  a patient;  i.  e., 
the  stage  of  anaphylactic  or  anaphylactoid  phenomena 
by  the  percentage  of  eosinophils  in  the  differential  blood 
count.  The  more  we  learn  of  the  relation  of  anaphy- 
laxis to  immunity,  the  more  evidence  there  seems  to  be 
that  anaphylaxis  may  be  the  first  step  in  the  process 
of  immunity. 

When  it  comes  to  recovery,  may  not  the  presence  of 
“anaphylactic  dysfunction/’  which  Dr.  Brumm  has 
pointed  out,  possibly  be  the  first  step  in  Nature’s  effort 
to  produce  an  increased  resistance  to  overcome  the 
patient’s  hypersensitivity?  It  has  been  shown  clinically 
that  desensitization,  or  what  has  been  termed  a state 
of  anti-anaphylaxis  can  be  produced  by  nonspecific  pro- 
tein agents,  and  that  with  nonspecific  immunity  we  may 
derive  as  much,  and  in  some  cases  possibly  more, 
benefit  as  with  the  specific  vaccines.  There  is  a wide 
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field  for  therapeutic  development  along  the  line  which 
Dr.  Brumm  has  so  well  pointed  out. 

Dr.  Brumm  (in  closing)  ; In  answer  to  Dr.  Wilmer, 
I must  say  I am  very  much  discouraged  that  he  appar- 
ently did  not  grasp  the  real  story  of  my  paper. 

First,  not  for  one  instant  did  I say  that  pollens  were 
of  no  use,  nor  anything  that  would  relieve  the  active 
clinical  symptoms.  The  disturbing  question  is;  why 
is  it  that  pollens  meet  the  indications  in  one  type  of 
case,  active  principles  of  the  ductless  glands  in  another, 
the  raising  of  blood  calcium  in  others,  etc.,  down  the 
gamut,  even  to  powwowing? 

The  message  I have  tried  to  convey  this  morning  is 
that  there  is  an  underlying  disturbance  which  allows 
an  anaphylactic  upset. 

So  far  as  endocrinology  is  concerned,  I do  not  be- 
lieve it  has  anything  to  do  with  the  causative  factor. 
In  reply  to  Dr.  Babbitt,  I did  not  go  into  status  lym- 
phaticus. 

I will  answer  Dr.  Spangler  along  this  line:  Dimin- 
ished blood  calcium,  eosinophilia,  and  all  other  blood 
pictures  are,  to  my  mind,  collateral  with  the  main  dis- 
turbance, and  this  anaphylactic  breakdown  has  its 
beginning  very  often  in  childhood.  You  also  find  an 
eosinophilia  in  fistula  of  the  rectum,  or  in  osteomyelitis, 
and  also  in  hay  fever,  or  wherever  you  have  a very 
acute  infection,  but  I do  not  believe  it  is  the  cause  of 
hay  fever  and  asthma. 


THE  EARLY  STAGES  OF  CARDIO- 
VASCULAR DEGENERATION*! 

COMMENTS  ON  DIAGNOSIS  AND  TREATMENT 
CHARLES  C.  WOLFERTH,  M.D. 

PHILADELPHIA,  PA. 

The  most  serious  problems  facing  the  medical 
profession  to-day  are  those  concerned  with  the 
degenerative  diseases  of  the  cardiovascular  appa- 
ratus. The  truth  of  this  statement  is  indicated 
hy  mortality  statistics,  and  perhaps  most  impres- 
sively by  the  tables  of  life-insurance  companies. 
Applicants  for  standard  insurance  policies  are 
examined  with  especial  care  to  exclude  those 
with  circulatory  “impairments,”  which  indeed 
constitute  the  chief  cause  of  rejections ; yet 
among  the  causes  of  death  of  the  insured,  de- 
generative diseases  of  the  heart  and  blood  vessels 
easily  take  first  place. 

We  may  be  justly  proud  of  the  part  our  pro- 
fession has  played  during  the  last  fifty  years  in 
lengthening  the  average  duration  of  life.  This 
has  been  accomplished  chiefly  by  improvement 
in  the  care  of  infants  and  young  children,  and 
better  control  of  the  infections  which  exact  so 
heavy  a toll  in  early  life.  The  mortality  record 
of  the  later  decades  of  life  is  not  so  cheering. 
It  is  stated  that  life  expectancy  beyond  the  age 
of  40  is  decreasing.  While  this  may  be  due  in 
part  to  increased  survival  beyond  the  age  of  40 

* Read  before  the  Section  on  Medicine  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading:  Session,  October  9,  1924- 
t From  the  Medical  Division,  Uriiversity  Hospital,  School  of 
Medicine,  University  of  Pennsylvania. 
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of  the  physically  unfit,  we  can  scarcely  escape 
the  conclusion  that  control  of  the  degenerative 
diseases  of  later  life  is  not  progressing  satisfac- 
torily. This  statement  applies  with  especial 
force  to  the  cardiovascular  degenerations. 

The  subject  of  valvular  heart  disease  has 
been  given  such  a prominent  position  in  medical 
textbooks,  in  teaching,  and  in  current  literature, 
and  has  been  so  much  the  focus  of  attention 
among  the  societies  that  have  recently  sprung  up 
in  this  country  for  the  study  of  prophylaxis  and 
treatment  of  heart  disease,  that  the  larger  and 
more  important  problems  of  circulatory  disease 
have  been  somewliat  obscured.  This  has  gone 
so  far  that  to  many,  “organic”  heart  disease  has 
come  to  be  merely  synonymous  with  valvular 
defect.  We  should  be  brought  to  a realization 
not  only  of  the  fact  that  the  cardiovascular  de- 
generative diseases  are  far  more  important  as  a 
cause  of  disability  and  death  than  valvular  dis- 
ease, but  that  our  ability  to  recognize  these  con- 
ditions and  assess  the  degree  of  damage  present 
is  in  a highly  unsatisfactory  state. 

It  is  true  that  in  the  later  stages  of  the  cardio- 
vascular degenerative  diseases  diagnosis  is  easy 
enough,  but  prognosis  is  frequently  faulty.  If 
any  progress  is  to  be  made  in  coping  with  these 
diseases,  early  recognition  is  imperative.  How 
can  these  patients  be  brought  to  the  physician 
in  a stage  of  the  disease  early  enough  that  a 
modification  of  its  course  may  be  accomplished  ? 
If  they  do  come  in  such  an  early  stage,  how  is 
their  disease  to  be  recognized?  What  are  really 
the  effective  means  of  p>ostp)oning  disaster? 
These  are  among  the  problems  in  which  our 
knowledge  at  present  is  defective. 

What  is  meant  by  and  included  under  the 
term  cardiovascular  degeneration  ? For  the  pur- 
poses of  this  discussion,  it  is  taken  to  include 
cases  with  clinical  evidence  of  both  myocardial 
and  vascular  disease.  In  some,  the  cardiac  dis- 
ease is  more  prominent,  and  these  are  usually 
labeled  chronic  myocardial  disease,  myocardial 
degeneration,  chronic  myocarditis  or  cardio- 
sclerosis ; in  others  the  vascular  element  is  more 
conspicuous,  and  these  are  usually  grouped  under 
arteriosclerosis. 

In  order  to  obtain  some  idea  as  to  what  light 
might  be  thrown  on  our  problems,  I have  re- 
viewed and  made  a partial  analysis  of  200  recent 
cases  of  cardiovascular  disease  in  the  University 
Hospital.  One  hundred  were  selected  from  the 
cases  classified  under  myocardial  disease,  and 
one  hundred  fromi  those  classified,  under  arterio- 
sclerosis. The  incidence  was  about  equal  in  the 
two  groups.  Nearly  all  these  cases  were  in  far- 
advanced  stages  of  disease;  33  of  them  died  in 
the  hospital.  None  were  included  in  which  there 


was  any  reasonable  doubt  as  to  the  correctness 
of  the  diagnosis.  All  cases  with  recognized 
valvular  disease,  aneurysm,  clinical  nephritis, 
diabetes  and  hyperthyroidism  were  excluded,  not 
from  any  desire  to  minimize  the  important  rela- 
tionships of  these  conditions  to  cardiovascular 
disease,  but  because  they  are  clear-cut  entities, 
better  considered  by  themselves. 

AGE  AND  SEX 

The  age  incidence  in  the  two  groups  is  shown 
in  Table  i.  From  the  figures,  it  would  appear 
that  myocardial  degeneration  tends  to  cause 
breakdown  somewliat  earlier  in  life  than  the 
average  vascular  conditions,  and  is  to  that  extent 
a more  devastating  disease. 


table  I 


AGE  incidence 

OE  200  CASES  OF 
DEGENERATION 

CARDIOVASCULAR 

Nutnber  in 

Number  in 

Age  by  Decades 

Cardiac  Group 

Vascular  Group 

21-30 

4 

0 

31-40 

6 

2 

41-50 

29 

6 

51-60 

33 

41 

61-70 

21 

35 

71-80 

7 

14 

81-90 

0 

2 

In  the  cardiac  group  there  were  64  males  and 
36  females,  and  in  the  vascular  group,  61  males 
and  39  females.  These  figures  correspond  ap- 
proximately to  the  ratio  of  men  to  women  ad- 
missions to  the  hospital,  and  show  no  marked 
incidence  toward  the  male  sex,  as  is  generally 
believed  to  be  the  case. 

length  of  time  symptoms  have  been 
OBSERVED  before  admission 

One  of  the  most  important  points  to  be  con- 
sidered is  the  time  of  onset  of  first  symptom; 
that  is  to  say,  the  first  indication  to  the  patient 
that  something  may  be  wrong.  Among  the  cases 
reviewed,  nearly  all  of  them  in  an  advanced 
stage  of  disease,  27  per  cent  of  the  cardiac  group 
and  29  per  cent  of  the  vascular  group  had  had 
no  symptoms  of  more  than  four  months’  dura- 
tion that  might  properly  be  regarded  as  of  car- 
diovascular origin.  Only  46  per  cent  of  the 
cardiac  group  and  50  per  cent  of  the  vascular 
group  had  had  symptoms  for  more  than  one 
year.  A review  of  our  material  reveals  the  fact 
that  well  over  half  the  patients  did  not  consult 
a physician  until  their  disease  was  in  a prac- 
tically irremediable  stage.  In  some  instances 
this  was  due  to  negligence,  but  in  the  majority 
there  had  been  no  urgent  symptoms  such  as  most 
people  require  before  consulting  a physician. 
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CHARACTER  OE  THE  EAREY  SYMPTOMS 

The  symptoms  of  onset  are  tabulated  in 
Table  2.  In  some  patients,  one  symptom  stood 
out  clearly  in  memory  as  being  present  before 
any  others.  A fairly  large  percentage  stated 
that  two  or  three  symptoms  came  on  about  the 
same  time.  Not  a few  dated  their  trouble  to  an 
infective  disease  or  unwonted  exertion. 

table  2 

INITIAL  SYMPTOMS  ELICITED  IN  200  CASES  OE  CARDIO- 
VASCULAR degeneration 

Number  in  Number  in 
Cardiac  Vascular 
Group  of  Group  of 


Initial  Sytnptoms 

100  Cases 

100  Cases  Total 

Dyspnea  

54 

22 

76 

Vertigo  

14 

16 

30 

Anginoid  symptoms 

17 

II 

28 

Abdominal  symptoms  

II 

13 

24 

Palpitation  

21 

3 

24 

Weakness  and  exhaustion  . 

II 

8 

19 

Edema  

14 

4 

18 

Headache  

I 

14 

15 

Transient  unconsciousness. 

2 

12 

14 

Paralytic  phenomena  

0 

9 

9 

Nervous  or  vaguely  unwell 

I 

7 

8 

Cough  

3 

4 

7 

Mental  symptoms  

0 

5 

5 

Insomnia  

1 

2 

3 

Diplopia  

0 

3 

3 

Blood  spitting  

I 

I 

2 

Epistaxis  

0 

2 

2 

Numbness  in  extremities  . 

0 

2 

2 

Pains  in  legs  on  walking 

0 

2 

2 

Dysphagia  

I 

0 

I 

Tinnitus  aurium  

0 

I 

I 

Hyperhidrosis  

0 

I 

I 

Gangrene  of  foot  

0 

I 

I 

Loss  of  weight 

0 

I 

I 

In  the  cardiac  group,  shortness  of  breath  was 
the  outstanding  symptom  of  onset.  Usually  it 
came  on  gradually,  but  sometimes  quite  abruptly. 
The  history  of  sudden  onset  was  found  particu- 
larly in  patients  with  auricular  fibrillation  or 
flutter,  and  in  some  cases  was  doubtless  coinci- 
dent with  the  onset  of  arhythmia.  The  second 
most  frequent  symptom  was  palpitation.  In  four 
cases  it  was  probably  due  to  paroxysmal  forms 
of  auricular  arhythmia,  and  in  six  others  was 
related  to  the  onset  of  chronic  auricular  fibrilla- 
tion. Anginoid  symptoms  ranked  third,  al- 
though they  are  more  frequent  in  private  prac- 
tice, and  among  men  in  the  higher  walks  of  life 
are  probably  as  common  as  shortness  of  breath. 
Of  the  14  cases  with  vertigo  as  an  initial  symj>- 
tom,  most  showed  marked  arterial  changes  as 
well  as  cardiac.  The  fact  that  eleven  cases  began 
with  abdominal  symptoms  is  confirmation  of  the 
dictum  to  examine  the  heart  carefully  when  the 
patient  has  abdominal  complaints.  Of  the  two 
attacks  of  unconsciousness,  one  was  part  of  an 


Adams-Stokes’s  syndrome,  the  other  related  pre- 
sumably to  the  onset  of  auriculoventricular 
rhythm. 

In  the  vascular  group,  although  dyspnea  and 
vertigo  are  the  commonest  initial  symptoms, 
headache  is  surprisingly  frequent.  It  was  also 
of  interest  that  in  12  cases  the  trouble  was  sig- 
naled by  a transient  attack  of  unconsciousness, 
and  in  nine  a paralytic  stroke  came  like  a bolt 
from  the  blue. 

etiological  Factors 

The  cardiovascular  degenerations  are  proc- 
esses of  slow  development,  often  over  the  course 
of  many  years,  and  it  is  therefore  difficult  to  ol> 
tain  a clear-cut  relationship  of  cause  and  effect. 
We  have  attempted  to  tabulate  factors  that 
might  be  regarded  as  of  importance  (Table  3). 
A glance  at  this  table  may  perhaps  give  some 
indication  of  what  can  be  much  better  shown 
from  case  protocols,  namely,  that  a number  of 
conditions  we  believe  to  be  predisposing  to  car- 
diovascular degeneration  are  frequently  to  be 
discovered  in  the  same  person.  When  one  finds, 
for  example,  an  obese  woman  of  fifty,  who  gives 
a history  of  severe  typhoid  fever  in  youth,  eight 
pregnancies,  long-standing  gall-bladder  disease, 
with  two  operations,  and  in  whom  there  is  found 
on  examination  obvious  dental  and  tonsillar  in- 
fection, it  is  scarcely  possible  to  evaluate  the 
etiological  importance  of  each  of  these. 

table  3 

FACTORS  OF  POSSIBLE  ETIOLOGIC  IMPORTANCE  IN  200  CASES 
OF  CARDIOVASCULAR  DEGENERATION 

No.  of  No.  of 
Cases  in  Cases  in 
Cardiac  Vascular 
Group  Group 


Extensive  dental  infection 55  77 

Repeated  attacks  of  tonsillitis  or 

tonsillar  sepsis  32  14 

Acute  articular  rheumatism 13  9 

Chronic  arthritis 8 6 

Syphilis  14  li 

Tuberculosis  4 3 

Gall-bladder  disease 7 ii 

Heavy  incidence  of  infections 
other  than  those  specifically 

mentioned  22  21 

Obesity  46  32 

Strenuous  physical  labor  15  16 

Heavy  drinking  14  17 

Emphysema  and  pneumonoconiosis  ii  8 

Five  or  more  pregnancies  16  13 

History  of  nephritis  4 3 

Mental  strain  2 2 

Lead  exposure  o 4 


Among  the  infective  processes  there  is  found 
a high  incidence  of  extensive  dental  infection, 
but  any  group  of  our  ward  patients  of  middle 
age  and  beyond  would  show  practically  the  same, 
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so  that  we  are  unable  to  draw  from  this  mate- 
rial any  evidence  of  value.  The  importance  of 
tonsillitis  and  tonsillar  infection  is  shown,  par- 
ticularly in  the  cardiac  group.  Acute  articular 
rheumatism  and  gall-bladder  disease  occur  often 
enough  to  deserve  mention.  The  incidence  of 
syphilis  is  high,  despite  the  fact  that  all  cases 
with  aortic  regurgitation  or  aneurysm  were  ex- 
cluded from  this  series.  From  the  case  histories, 
one  is  impressed  by  the  number  of  cases  with  a 
long  history  of  divers  infections. 

While  infective  processes,  taken  as  a whole, 
assume  the  most  important  position  in  etiology, 
obesity  is  undoubtedly  next  in  importance.  Fre- 
quently in  advanced  stages  of  disease,  particu- 
larly widespread  vascular  disease,  loss  of  weight 
is  extreme,  and  the  fact  that  obesity  might  have 
been  present  formerly  is  overlooked  unless  in- 
quiry is  made.  Hard  physical  labor  and  abuse 
of  alcohol  were  doubtless  factors  in  some  of  our 
cases.  Among  women,  multiple  pregnancies  are 
a conspicuously  important  cause.  Mental  strain 
or  worry  appears  to  play  a small  part,  an  indi- 
cation that  the  walk  of  life  from  which  ward 
patients  is  recruited  has  its  compensations. 

COMMENTS  ON  cardiovascular  EXAMINATION 

I do  not  wish  to  enter  into  a detailed  discus- 
sion as  to  the  method  of  making  the  physical 
examination  nor  the  interpretation  of  findings, 
and  will  refer  to  a few  points  only. 

In  addition  to  the  examination  of  accessible 
peripheral  arteries,  the  examination  of  the  eye- 
grounds  should  be  done  routinely.  Not  only  has 
it  been  shown  that  the  retinal  vessels  furnish  a 
close  guide  to  the  condition  of  the  cerebral 
vessels,  but  they  offer  us  practically  the  only 
opportunity  to  study  the  small  vessels,  which  are 
of  equal  if  not  greater  importance  than  the  large 
ones  in  circulatory  disease.  Recent  studies  have 
suggested  a particularly  close  relationship  be- 
tween hypertension  and  small-vessel  sclerosis. 

We  may  sometimes  be  tempted  to  jump  to 
conclusions  too  hastily  regarding  the  condition 
of  the  vascular  apparatus  as  a whole  from  ob- 
serving changes  in  the  temporal,  brachial  and 
radial  arteries.  It  is  necessary  to  remember  that 
the  temporal  artery  is  frequently  prominent  and 
tortuous  in  healthy  young  adults,  and  this  finding 
must  therefore  not  be  given  undue  weight.  As 
to  the  brachials  and  radials,  individuals  who  do 
a great  deal  of  work  with  their  arms  require  a 
much  greater  blood  supply,  at  times  severalfold 
the  amount  required  at  rest.  The  added  strain 
seems  to  favor  the  progress  of  sclerotic  changes 
in  the  arteries  supplying  the  arms,  which  may 
be  quite  disproportionate  to  that  of  the  body  in 
general.  This  must  be  taken  into  account  in 
2 


estimating  the  significance  of  radial  or  brachial 
sclerosis. 

In  the  examination  of  the  heart,  the  most  im- 
portant thing  to  discover  is  the  size  of  that  organ. 
Enlargement  constitutes  an  acknowledgment  on 
the  part  of  the  heart  that  it  has  been  compelled 
to  call  on  its  reserve  power  to  cope  with  the 
demands  made  on  it.  In  the  majority  of  cases 
the  size  of  the  heart  can  be  determined  with 
a fair  degree  of  accuracy  by  clinical  methods. 
In  doubtful  cases,  however,  particularly  when 
dealing  with  a thick  chest,  pulmonary  emphy- 
sema, large  rolls  of  fat,  or  where  it  is  desired 
particularly  to  study  the  root  of  the  aorta,  x-ray 
studies  may  be  of  the  greatest  value. 

If  examinations  of  the  cardiovascular  appa- 
ratus are  to  have  their  greatest  value,  they  must 
be  made  periodically  and  by  the  same  examiner. 
The  man  for  this  is  the  family  physician.  In  the 
first  place,  he  knows  the  patient,  as  well  as  the 
disease,  an  advantage  not  to  be  despised,  even  in 
this  age  of  so-called  scientific  medicine.  Second- 
ly, he  has  the  opportunity  to  watch  the  develop- 
ment of  aberrations  from  the  normal,  which  is 
of  greatest  importance  in  estimating  their  sig- 
nificance. To  make  this  point  clearer,  let  us 
suppose  that  one  has  just  examined  for  the  first 
time  a middle-aged,  somewhat  obese  man  in 
whom  nothing  abnormal  is  to  be  found  except  a 
systolic  blood  pressure  of  i6o,  a somewhat 
“weak”  first  sound  at  the  apex  followed  by  a 
soft  blowing  systolic  murmur,  and  a little  sharp- 
ness of  the  aortic  second  sound.  We  should 
naturally  suspect  beginning  cardiovascular  dis- 
ease. But  if  we  knew  that  for  many  years  his 
blood  pressure  had  been  around  I20,  had  been 
gradually  increasing  during  the  last  three  years 
as  he  put  on  weight,  and  that  the  auscultatory 
signs  had  developed  along  with  the  rise  in  pres- 
sure, we  should  have  much  better  grounds  for 
our  suspicion  and  unimpeachable  authority  for 
recommending  treatment. 

BLOOD  PRESSURE. 

Despite  many  statements  in  the  literature  to 
the  contrary,  blood  pressure  is  not  characteristi- 
cally altered  by  chronic  myocardial  disease  until 
the  cardiac  function  is  seriously  impaired. 
Chronic  hypertension  is  almost  never  caused  by 
myocardial  disease ; when  present,  it  is  due  to 
associated  vascular  or  renal  disease,  or  less  com- 
monly to  some  functional  nervous  or  metabolic 
derangement  acting  on  the  peripheral  circula- 
tion. 

Blood-pressure  studies  made  in  large  series 
of  supposedly  normal  young  persons  usually 
show  that  a small  percentage  have  systolic  pres- 
sures decidedly  higher  than  what  is  regarded  as 
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the  normal  range.  From  this,  it  is  argued  that 
the  latitude  of  normal  should  be  wider.  Life- 
insurance  statistics,  however,  have  shown  signifi- 
cant increases  in  the  mortality  rate  in  groups 
with  pressures  only  lo  to  20  points  above  the 
average.  A systolic  blood  pressure  persistently 
20  points  above  the  average  for  the  age  should 
at  once  lead  to  the  suspicion  of  vascular  or  renal 
disease.  When  the  process  is  purely  vascular, 
the  diastolic  pressure  is  frequently  little  affected 
in  proportion  to  the  systolic,  so  that  the  pulse 
pressure  is  decidedly  increased.  This  type  of 
blood  pressure  is  particularly  suggestive  of  vas- 
cular disease. 

electrocardiography 

Unequivocal  electrocardiographic  evidences  of 
myocardial  disease,  such  as  prolongation  of  the 
P-R  interval,  abnormalities  of  the  QRS  complex 
or  the  T wave,  rarely  make  their  appearance 
until  myocardial  disease  can  be  recognized  by 
ordinary  methods.  A tall  R wave  in  Lead  i 
associated  with  a deep  S wave  in  Lead  3 — usually 
regarded  as  evidence  of  left-ventricular  prepon- 
derance— are  frequently  present,  but  we  do  not 
yet  know  how  to  assess  the  significance  of  this 
finding  in  terms  of  myocardial  damage. 

The  present  status  of  electrocardiography  in 
early  myocardial  disease  may  be  summed  up  by 
saying  that  abnormal  curves,  when  present,  may 
be  of  great  help  in  clinching  the  diagnosis  and 
forming  a prognosis,  but  that  normal  curves  are 
not  to  be  relied  on  as  the  sole  criterion  for 
ruling  out  heart  disease. 

FUNCTIONAL  TESTS 

Exercise  tolerance  tests  are  decidedly  useful 
in  the  cardiovascular  examination  of  adolescents 
and  young  adults.  In  the  later  decades  of  life, 
their  value  is  not  so  clearly  established,  since 
there  are  so  many  disturbing  factors  which  may 
modify  the  results.  There  is  no  doubt,  how- 
ever, that  observation  of  the  behavior  of  the 
circulation  under  the  effect  of  some  accustomed 
load,  such  as  stair-climbing,  properly  interpreted, 
may  help  in  deciding  whether  or  not  impairment 
in  function  is  present. 

It  is  highly  desirable  that  study  of  the  effects 
of  various  methods  of  “loading”  or  putting 
strains  on  the  circulation  be  carried  out.  In 
this  connection  the  recent  work  of  Frost,  who 
has  charted  curves  of  blood-pressure  variation 
following  certain  prescribed  breathing  exercises, 
has  shown  that  some  individuals  in  early  stages 
of  cardiovascular  disease  present  decidedly  ab- 
normal reactions.  These  studies  show  clearly 
that  some  subjects  of  cardiovascular  disease  at- 
tempt to  compensate  for  strain  by  exaggerated 


circulatory  reaction  with  tremendous  changes  in 
blood  pressure,  whereas  others  simply  refuse  to 
accept  added  burdens.  These  two  general  types 
of  response  may  also  be  distinguished,  although 
not  so  clearly,  by  exercise  tests.  They  were 
likewise  evident  in  tests  of  reactions  to  the 
breathing  of  air  of  lowered  oxygen  tension  car- 
ried out  in  the  Pepper  Laboratory  a few  years 
ago,  although  these  tests  did  not  furnish  a satis- 
factory index  of  cardiac  function.  There  is,  so 
far  as  I am  aware,  no  satisfactory  explanation  as 
to  the  causes  of  these  diverse  types  of  reaction. 

comments  on  treatment 

I have  presented  evidence  tending  to  show  that 
a large  proportion  of  patients  with  cardiovascular 
degeneration  do  not  suspect  that  there  is  anything 
wrong  until  the  disease  is  far  advanced.  If  we 
are  to  come  in  contact  with  these  cases  early, 
when  there  is  a possibility  of  postponing  or 
averting  the  evil  consequences,  we  must  educate 
the  laity  to  the  desirability  of  periodic  examina- 
tions. These  examinations,  needless  to  say,  are 
of  the  greatest  value  in  the  prevention  or  early 
discovery  of  a host  of  other  conditions,  notably 
diabetes  and  chronic  nephritis,  but  the  most  im- 
portant field  is  that  of  cardiovascular  disease. 
One  must  commend  and  support  the  steps  our 
Society  is  taking  this  year  to  popularize  such 
examinations.  This  is  the  next  great  advance 
to  be  made  in  the  practice  of  preventive  medicine, 
and  for  its  achievement  will  require  the  united 
effort  of  the  whole  profession. 

In  order  to  accomplish  the  most  effective 
prophylaxis,  we  need  to  employ  what  knowledge 
we  have  of  etiology.  We  shall  have  to  help  our 
fat  patients  take  off  weight,  encourage  the  seden- 
tary to  exercise,  persuade  those  who  are  living 
at  high  tension  to  adjust  themselves  to  a lower 
gear,  correct  faulty  habits  of  diet,  constipation, 
and  combat  the  noxious  effects  of  frank  focal 
infection.  These  are  simple  enough  measures, 
but  to  demonstrate  the  difficulty  of  carrying  them 
out,  one  need  seek  no  further  than  some  of  his 
brother  practitioners,  perhaps  not  even  that  far. 

When  cardiovascular  disease  is  discovered, 
there  is  usually  some  irreparable  damage  already 
present.  Our  efforts  must  be  largely  confined 
to  attempts  to  halt  further  progress  of  the  dis- 
ease and  ameliorate  the  effects  of  that  already 
present. 

It  is  scarcely  necessary  to  say  that  one  must 
investigate  the  patient  as  well  as  the  disease. 
We  must  become  acquainted  with  his  past  medi- 
cal history,  his  habits  of  eating,  drinking,  work- 
ing and  relaxation,  as  well  as  his  mental  make-up 
and  social  environment.  We  must  search  for 
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evidence  of  past  or  present  disease,  including  the 
overworked  focal  infections. 

The  hygiene  of  life  should  be  regulated  to  fit 
both  the  patient  and  the  disease  so  far  as  these 
aims  are  compatible.  The  most  careful  outline 
of  treatment  will  achieve  little  if  the  patient  can- 
not be  persuaded  to  observe  it.  It  is  usually 
highly  desirable  to  permit  the  p>atient  to  continue 
his  occupation  unless  it  is  one  that  necessitates 
a too  severe  physical  or  mental  strain.  If  there 
are  difficulties  along  this  line  they  can  usually 
be  met  better  by  adjustment  of  work  rather  than 
idleness,  which  is  liable  to  be  disastrous  to 
morale.  Correction  of  obesity,  when  that  condi- 
tion is  present,  is  one  of  the  most  effective  ther- 
apeutic measures  in  our  armamentarium.  For 
the  sedentary,  a little  golf  is  sometimes  almost  a 
specific.  In  short,  our  efforts  must  be  in  the 
direction  of  guiding  these  patients  to  live  proper- 
ly, easing  the  burdens  of  those  who  are  carrying 
too  much,  and  gently  stimulating  those  whose 
physical  activities  are  insufficient. 

The  matter  of  past  or  present  infection  must 
be  studied  with  especial  care.  There  is  no  doubt 
that  many  sound  teeth  and  innocent  tonsils  have 
been  sacrificed  to  gods  that  did  not  demand  these 
victims,  and  certainly  were  not  propitiated  by 
them.  There  seems  to  be  little  justification,  how- 
ever, for  permitting  obvious  foci  of  infection  to 
continue  exerting  their  malign  effects.  We  have 
learned  to  eradicate  them,  so  far  as  is  practicable, 
in  arthritis  deformans,  and  while  the  results  are 
not  so  obvious,  there  is  good  reason  to  believe 
that  a similar  practice  should  obtain  in  cardio- 
vascular disease. 

SUMMARY 

1.  The  importance  of  the  cardiovascular  de- 
generative diseases  as  a cause  of  death  is  empha- 
sized. 

2.  Infections  and  obesity  are  apparently  the 
most  important  factors  in  etiology. 

3.  Symptoms  may  not  manifest  themselves 
until  the  disease  is  far  advanced. 

4.  Diagnosis  and  treatment  are  briefly  dis- 
cussed. 

5.  It  is  suggested  that  the  attempt  be  made 
to  educate  the  laity  to  the  desirability  of  periodic 
examinations. 

1704  Pine  Street. 
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DISCUSSION 

Dr.  a.  P.  D’zmura  (Pittsburgh,  Pa.)  : Dr.  Wol- 
ferth is  to  be  commended  for  the  comprehensive  scope 
of  his  paper.  As  a full  discussion  would  require  more 


time  than  is  allotted  to  me,  I shall  confine  myself  to 
one  aspect  of  the  question,  the  objective  phenomena. 

A frequently  observed  type  of  patient  is  one  who  is 
beyond  forty  years  of  age,  is  florid  and  flabby,  and 
gives  a history  of  having  had  one  or  more  of  the  acute 
infectious  diseases.  Slight  cyanosis  of  the  lips  and 
nipples  is  present,  particularly  after  slight  exertion. 
Vasomotor  retardation  is  manifested  by  stethoscope 
edema,  that  is,  return  of  the  skin  to  normal  is  delayed 
after  the  pressure  of  the  stethoscope  has  been  removed. 
This  vasomotor  sign  may  be  associated  with  vasomotor 
instability,  as  indicated  by  unusual  response  to  exercise. 
It  is  my  opinion  that  relatively  little  useful  information 
about  the  condition  of  the  heart  muscle  itself  can  be 
gained  from  blood-pressure  variations  during  and  after 
exercise. 

I believe  the  best  functional  test  we  have  is  also 
the  simplest  one,  namely,  the  ability  of  the  patient  to 
carry  on  his  usual  occupation  without  signs  or  symp- 
toms. Often  no  murmurs  are  heard  and  the  patient  is 
told  that  no  impairment  of  the  heart  exists.  I quite 
agree  with  Dr.  Wolferth  that  this  confuses  many 
examiners,  but  if  you  have  a patient  past  forty  who  is 
fat,  florid  and  flabby  with  slight  cyanosis  of  lips  and 
nipples,  stethoscope  edema  and  an  enlarged  heart,  who  is 
gradually  becoming  unable  to  carry  on  his  accustomed 
duties  with  comfort,  you  may  strongly  suspect  cardio- 
vascular degeneration.  I have  been  guided  many  times 
by  these  criteria  when  the  question  of  the  wisdom  of 
operation  had  to  be  decided  upon  for  a surgeon. 

Of  exceeding  importance  in  these  patients  is  the 
presence  or  absence  of  pulsus  alternans.  This  can  usu- 
ally be  determined  by  using  the  blood-pressure  appa- 
ratus. A polygraphic  tracing  is  occasionally  needed. 
In  the  early  stages  of  cardiovascular  degeneration, 
alternation  may  be  present  for  only  a few  cycles  follow- 
ing a premature  beat.  This  phenomenon  should  be 
sought  for  routinely  in  every  patient  beyond  fifty.  If 
it  is  found,  the  prognosis,  as  you  all  know,  is  bad;  if 
it  is  not  present,  the  prognosis  is  much  better  and  the 
patient  may  lead  a fairly  comfortable  and  useful 
existence  under  proper  management. 

To  illustrate,  I shall  cite  two  cases  referred  about 
the  same  time  by  an  industrial  corporation  for  dispo- 
sition. Neither  patient  had  valvular  heart  disease.  One 
was  in  his  early  fifties.  He  complained  of  slight 
dyspnea  and  anginoid  pains  on  moderate  exertion.  At 
rest  he  was  quite  comfortable,  although  disturbed  by 
occasional  ventricular  premature  beats.  Pulsus  alter- 
nans was  sought  for  and  found.  It  was  confirmed  by  a 
polygraphic  tracing.  The  company  was  advised  to 
pension  this  man.  He  died  on  schedule,  although  he 
had  walked  out  of  the  hospital  in  no  apparent  dis- 
comfort. 

The  second  patient  came  from  the  same  plant.  He 
was  a full  decade  older  than  the  first.  He  was  much 
more  uncomfortable,  but  search  for  alternation  failed 
to  reveal  it.  After  a short  stay  in  the  hospital  he  was 
sent  back  to  work,  his  field  of  effort  being  cut  down 
to  60  per  cent  of  his  former  output.  He  is  still  work- 
ing, several  years  after  the  death  of  a younger  man 
who  on  casual  examination  appeared  to  be  the  better 
risk. 

Dr.  Wolferth  pointed  out  that  many  of  these  patients 
trace  their  symptoms  back  for  a surprisingly  short 
time.  I shall  cite  one  striking  example.  A locomotive 
engineman,  running  a crack  flyer  out  of  Pittsburgh,  had 
an  attack  of  dyspnea  following  exertion,  and  then  found 
that  his  field  of  effort  became  slightly  diminished.  At 
the  time  I saw  him  he  had  no  complaints  and  was 
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somewhat  disgruntled  because  the  company  wanted 
him  examined  to  determine  if  he  could  continue  taking 
his  run.  I was  much  surprised  to  find  alternation  and 
was  impelled  by  duty  to  the  patient,  the  traveling 
public  and  the  railroad  to  report  the  man  unfit  for  his 
work. 

After  ten  years  of  experience  in  taking  and  inter- 
preting electrocardiograms,  I believe  it  is  wiser  to  be 
guided  by  clinical  sense  based  upon  data  which  can  be 
secured  by  any  physician  practicing  anywhere  in  the 
State  of  Pennsylvania,  if  he  knows  what  to  look  for  and 
does  not  fail  to  do  so.  The  instruments  of  precision 
have  a definite  place  among  diagnostic  procedures,  but 
where  the  tracings  are  often  difficult  to  interpret,  as  in 
the  group  of  cases  under  discussion,  the  interpretation 
should  be  done  by  a man  with  sufficient  clinical  back- 
ground. 

I have  tried  to  supplement  an  excellent  paper,  and 
I trust  further  discussion  will  ensue  on  some  of  the 
many  aspects  of  the  early  stages  of  cardiovascular 
degeneration. 

Dr.  Elliott  B.  Edie  (Uniontown,  Pa.)  : I cannot 
resist  taking  the  opportunity  to  discuss  this  paper  as  a 
member  of  the  Committee  on  Public  Relations  of  the 
Society.  One  of  the  lines  along  which  we  have  been 
working  is  the  promotion  of  periodic  health  examina- 
tions, and  one  of  the  great  objects  we  hope  to  reach  is 
the  early  recognition  of  cardiac  and  vascular  diseases, 
and  more  particularly  the  avoidance  of  cardiovascular 
disease  by  teaching  people  to  avoid  those  things  which 
may  lead  to  it.  Periodic  health  examinations  may  be 
said  to  be  in  their  infancy,  but  the  way  in  which  their 
value  may  be  increased  is  by  getting  men  like  Dr. 
Wolferth  to  tell  us  what  questions  we  should  ask,  and 
particularly  what  things  we  should  look  for  in  these 
physical  examinations.  I wish  he  would  tell  us  some 
of  these  in  closing  the  discussion. 

I think  I shall  ask  Dr.  Martin,  our  Chairman,  to 
appoint  Dr.  Wolferth  consulting  cardiologist  for  the 
Committee  on  Public  Relations,  so  that  we  may  have 
his  aid  in  that  line. 

Dr.  Albert  E.  Roussel  (Philadelphia,  Pa.)  : I think 
Dr.  Wolferth  is  to  be  congratulated  on  presenting 
statistics  on  this  very  important  subject.  Some  years 
ago,  in  an  article,  I endeavored  to  point  out  that  the 
diseases  of  the  myocardium  were  more  frequent  than 
those  of  the  valves.  This  does  not  include  the  fact  that 
valvular  disease  becomes  important  only  according  to 
the  degree  of  myocardial  involvement. 

The  particular  point  of  interest,  I think,  as  was 
pointed  out,  is  that  these  cases  are  so  frequently  over- 
looked. I know  of  a number  of  instances  where 
individuals,  who  have  been  recently  examined  for  insur- 
ance by  competent  men,  have  died  from  undoubted 
cardiac  disease  within  a short  time.  Almost  any  fourth- 
year  medical  student  can  recognize  valvular  disease. 
In  many  others  it  is  very  easy  to  recognize  that  group 
of  cardiac  diseases  which  occur  subsequent  to  arterial 
changes,  for  with  long-continued  hypertension  there  is 
hypertrophy  which  is  attended  by  myocardial  change 
and  degeneration.  A smaller  group,  which  to  my  mind 
is  much  more  difficult  to  make  out,  is  that  group  joi 
patients  with  a tendency  to  obesity,  and  the  other  group 
with  fatty  changes  and  other  parenchymatous  altera- 
tions following  infectious  diseases  in  which  the  patients 
are  not  subsequently  restored  to  a condition  of  good 
health.  Most  of  us  know  that  after  almost  every  case 
of  pneumonia  and  other  infectious  diseases  there  are 
degenerative  changes,  but  with  proper  rest  the  heart  is 
usually  restored  to  health.  There  is  another  group  in 


which  there  is  only  partial  restoration,  and  that  is  the 
group  which  is  attended  with  very  little  difference  in 
size,  very  little  change  in  the  position  of  apex  beat 
of  the  heart,  where  there  is  a change  only  in  the  first 
sound,  a diminished  volume  and  duration  and  an  in- 
crease of  pitch.  In  other  words,  the  muscle  has 
changed  without  exhibiting  any  signs  of  hypertrophy, 
and  that  group  is  very  difficult  to  recognize  and  diag- 
nose, particularly  because  we  have  to  separate  it  on 
one  hand  from  the  neuroses. 

No  doubt  the  pulsus  alternans  is  of  importance.  Any 
change  in  rhythm  is  of  importance.  In  the  cases  of 
chronic  bronchitis  in  patients  over  fifty,  with  winter 
cough,  and  where  not  infrequently  subcrepitant  rales 
are  heard  at  both  bases,  especially  towards  evening, 
this  should  be  remembered.  The  patient  coughs  and 
you  hear  the  fine,  moist  rales  at  both  bases,  and  if  he 
has  been  wakened  after  sleeping  on  one  side,  you  will 
hear  a greater  number  of  these  subcrepitant  rales  on 
the  side  on  which  he  has  been  sleeping,  and  these  may 
be  decreased  or  absent  on  the  next  examination.  This 
is  a very  important  factor  in  the  diagnosis,  and  requires 
cardiac  treatment. 

Dr.  Wolferth  (in  closing)  : Of  the  points  made  by 
Dr.  D’zmura  I wish  to  emphasize  particularly  the  func- 
tional test  which  arises  out  of  the  patient  carrying  on 
his  daily  activities.  During  the  recent  war  the  func- 
tional tests  of  ability  to  tolerate  exertion  were  given 
undue  importance,  at  least  so  far  as  civil  practice  is 
concerned,  because  we  had  to  rely  entirely  upon  objec- 
tive phenomena  at  that  time.  The  test  as  the  patient 
carries  on  his  daily  life  and  eventually  finds  that  he 
begins  to  develop  shortness  of  breath  when  he  goes 
up  stairs,  or  becomes  exhausted  in  the  afternoon,  or 
develops  other  symptoms,  is  of  great  importance,  and 
perhaps  constitutes  the  best  functional  test  we  have. 

I agree  entirely  as  to  the  serious  prognostic  signifi- 
cance of  pulsus  alternans.  One  should  always  look  for 
pulsus  alternans  when  myocardial  disease  is  suspected, 
but  it  is  a sign  of  advanced  rather  than  early  disease. 
If  it  is  present,  it  may  usually  be  discovered  by  the 
following  method : As  the  systolic  blood  pressure  is 
being  determined  by  the  auscultatory  method,  at  first 
just  the  alternate  stronger  beats  may  be  heard,  then 
alternately  louder  and  weaker  sounds,  and  finally  all 
have  the  same  intensity.  In  marked  cases,  there  may 
also  be  alternation  at  the  diastolic  level.  This  method 
is  a fairly  delicate  test  of  continuous  alternation.  The 
other  type  of  which  Dr.  D’zmura  spoke,  that  which  is 
evident  for  just  a few  beats  following  an  extrasystole, 
can  not  often  be  detected  by  the  simple  method,  and 
for  this  we  require  arterial  tracings. 

Dr.  Edie  has  given  me  a large  order  and  I can  not 
fill  it  at  present.  We  should  look  carefully  into  the  past 
history  for  etiological  factors,  particularly  infections, 
obesity  and  the  character  of  activities,  etc.  In  this 
way  it  is  frequently  possible  to  uncover  abundant  cause 
for  cardiovascular  degeneration.  As  Dr.  D’zmura 
brought  out,  and  as  I have  indicated,  the  symptoms,  if 
present,  are  of  great  importance,  but  unfortunately 
they  are  frequently  not  present  until  late. 

In  the  physical  examination,  I wish  to  stress  the 
inspection  of  the  available  arteries,  and  particularly 
those  of  the  eye-grounds.  I think  all  general  prac- 
titioners will  have  to  come  to  the  point  of  being  able 
to  make  at  least  a rough  examination  of  the  eye- 
grounds.  In  addition  to  changes  in  the  size  of  the 
heart,  other  things  to  be  noted  particularly  are  change 
in  the  quality  of  the  first  heart  sound,  the  development 
of  murmurs  which  in  later  life  are  liable  to  have  a 
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different  significance  from  those  found  in  youth,  and 
accentuation  of  the  second  sound  at  the  aortic  area. 
If  you  examine  the  patient  only  once,  slight  aberra- 
tions from  the  normal  may  not  mean  much,  but  if  you 
have  the  opportunity  to  observe  him  over  a long  period, 
as  the  family  physician  should  have,  the  evolution  of 
abnormal  signs  may  be  followed  and  interpreted  with 
greater  confidence.  It  is,  therefore,  the  family  physi- 
cian who  should  make  the  periodic  examinations  of  the 
apparently  healthy,  if  these  examinations  are  to  attain 
the  greatest  possible  value. 


THE  THERAPEUTIC  VALUE  OF  A 
COMPLETE  PHYSICAL 
EXAMINATION* 

E.  J.  G.  BEARDSLEY,  M.D. 

PHILADELPHIA,  PA. 

We  live  in  an  age  in  which,  from  the  intelligent 
public,  there  comes  an  insistent  demand  for  effi- 
ciency in  all  fields  of  endeavor.  This  quality  is 
expected,  not  only  in  the  administration  of  a 
public  service  corporation  or  the  performance  of 
a motor  car,  but  also  in  the  daily  work  of  the 
physician.  Men  and  women  of  to-day  are  giving 
much  thought  to  health  conditions  and  find 
themselves  questioning  whether  their  bodies  re- 
ceive from  physicians  the  same  efficient  skill  in 
methods  of  investigation  and  treatment  that  they 
demand  of  the  competent  mechanics  whom  they 
employ  to  overhaul  the  intricacies  of  their  watch- 
es and  motors. 

It  is  well  recognized  that  the  members  of 
the  medical  profession  and  their  methods  of 
procedure  in  practice  are  being  more  intelligently 
as  well  as  more  critically  observed  than  ever  be- 
fore. The  public  of  the  present  period  is  much 
less  interested  in  knowing  what  the  traditional 
ideals  of  the  medical  profession  are  supposed  to 
be,  than  they  are  in  learning  by  observation  what 
the  working  ideals  and  practical  standards  of 
efficiency  of  the  physicians  of  their  community 
are.  Few  thoughtful  observers  will  deny  that  in 
recent  years  there  has  been  an  unfortunate 
change  in  the  attitude  of  the  public  toward  the 
practitioner  of  medicine.  It  is  a period  in  which 
the  profession  of  medicine  is  freely  criticized 
and  frankly  judged.  The  statement  is  commonly 
made  that  physicians  not  infrequently  fail  to 
return  full  value  in  professional  service  for  the 
fee  or  fees  received. 

Men  and  women  who  make  such  statements 
are  the  first  to  admit  that  it  is  unfair  that  an  en- 
tire profession  should  be  condemned  because  of 
the  failure  of  a proportion  of  its  members  to  live 
up  to  their  obligations  and  opportunities.  They 
do  insist,  however,  that  it  is  most  unfortunate 

* Read  before  the  Section  on  Medicine  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  7,  1924. 


for  the  public,  as  well  as  for  the  medical  pro- 
fession, that  there  should  be  so  many  instances 
where  there  is  cause  for  just  complaint  against 
licensed  physicians. 

It  is  a well-recognized  fact,  appreciated  in  a 
measure  by  the  public,  that  there  has  never  been 
a time  when  the  scientific  preparation  and  effi- 
cient training  of  those  who  wish  to  enter  the 
medical  profession  has  been  so  generally  satis- 
factory. There  has  never  been  a time  when  the 
clinical  and  laboratory  training  of  both  under- 
graduate students  and  hospital  interns  has  been 
so  thoroughly  carried  out  as  it  is  to-day.  The 
average  citizen  seems  to  be  of  the  opinion,  how- 
ever, that  the  modem  physician  is  less  interested 
in  his  patients  and  in  their  medical  problems  and 
more  specially  interested  in  his  fee  than  was  the 
physician  a generation  ago.  Certainly  it  is  tme 
that  at  no  time  in  recent  years  has  the  hold  of 
the  average  physician  upon  the  imagination,  re- 
spect, and  regard  of  his  patients  been  less  than 
at  the  present. 

Many  unprejudiced  observers,  lay  and  medical, 
believe  that  the  public  is  justified  in  demanding 
better  medical  services.  Such  observers  are  of 
the  opinion  that  despite  the  acknowledged  prog- 
ress in  medical  science,  the  average  office  consul- 
tation proves  a great  disappointment  to  the 
individual  who  wishes  to  take  advantage  of  the 
advances  in  modern  and,  particularly,  in  preven- 
tive medicine. 

It  is  common  knowledge  that  in  any  reputable 
business  to-day  all  goods  are  guaranteed,  and 
if  they  prove  unsatisfactory,  such  goods  can  be 
exchanged  without  cost  or  prejudice.  Everyday 
experiences  prove  to  the  public  that  the  best 
type  of  modern  business  man  has  an  excellent 
code  of  ethics  which  would  be  a credit  to  a 
member  of  any  profession.  Such  progressive 
men  believe  that  no  business  can  be  permanently 
successful  in  which  the  cu.stomer  does  not  feel 
perfectly  satisfied  with  his  purchase  and  with  its 
price.  It  is  not  unusual  to  hear,  from  intelligent 
and  fair-minded  people,  unfavorable  comparison 
of  both  the  efficiency  and  ethics  of  the  medical 
profession,  when  the  conduct  of  its  members  is 
contrasted  with  the  methods  of  modern  business 
men. 

One  of  the  most  noteworthy  of  the  unfor- 
tunate sequels  of  the  widespread  and  growing 
dissatisfaction  of  the  public  with  the  services 
of  the  medical  profession  has  been  the  advent, 
development,  and  popularity  of  the  various 
pseudomedical  cults.  One  is  impressed  not  only 
with  the  menace  to  the  sick  public,  but  to  the 
prestige  of  the  medical  profession  that  the  in- 
creasing popularity  of  these  pseudomedical  ma- 
nipulators brings  about.  The  properly  educated 
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and  competently  trained  physician  does  not 
occupy  as  high  a place  in  the  affection  of  the 
public  as  formerly,  and  he  shares  the  public’s 
favor  with  the  scientifically  ignorant  agents  of 
the  cults. 

It  occurred  to  me  several  years  ago  that  it 
might  be  of  interest  to  make  a study  of  the 
reasons  why  patients  deserted  the  properly  edu- 
cated, legally  licensed  physician  who  was  pre- 
sumably the  proper  person  to  care  for  the  sick, 
and  sought  aid  of  those  outside  the  field  of 
scientific  medicine.  For  the  past  four  years  it 
has  been  my  custom  to  inquire  of  all  patients 
what  their  experiences  with  the  cults  had  been, 
and  more  particularly,  why  they  had  consulted 
these  individuals  rather  than  the  representatives 
of  the  medical  profession. 

The  result  of  my  inquiries  has  given  me,  not 
only  as  a practitioner  but  as  a teacher  of  medi- 
cine, much  food  for  serious  thought. 

Of  the  patients  seen  in  my  office  during  a 
period  of  four  years,  34  per  cent  had,  within 
three  months  of  the  time  of  consulting  me,  been 
under  the  manipulations  of  the  agents  of  the 
cults.  The  percentage  varied  with  the  years,  and 
the  highest  number  occurred  in  1923,  when  44 
per  cent  of  the  patients  stated  that  they  had 
recently  been  treated  by  cultists.  During  the 
same  j>eriod  of  four  years,  of  the  patients  ex- 
amined by  me  in  a free  dispensary  of  the  Jeffer- 
son Medical  College  Hospital,  26  per  cent  of  the 
patients  stated  that  they  had  been  receiving  treat- 
ment through  pseudomedical  agencies. 

If  this  proportion  of  the  sick  of  one  commu- 
nity are  receiving  treatment  outside  the  medical 
profession,  it  seems  worth  while  to  learn,  if 
possible,  the  reasons  for  such  a wholesale  deser- 
tion of  the  licensed  physician.  An  inquiry  into 
the  causes  for  dissatisfaction  with  their  former 
physicians  revealed  much  that  should  cause  us 
thought. 

The  most  common  cause  for  dissatisfaction 
mentioned,  and  in  fact  the  only  serious  and  le- 
gitimate complaint,  was  that  their  physician  did 
not  examine  them.  Eighty-six  per  cent  of  the 
private  patients,  and  ninety-seven  per  cent  of  the 
dispensary  patients  complained  tliat  they  either 
had  not  been  examined  or  had  been  examined 
so  superficially  that  they  decided  the  examina- 
tion was  valueless.  If  the  statements  of  these 
individuals  are  to  be  trusted,  only  nine  per  cent 
of  the  private  patients  and  none  of  the  patients 
seen  at  the  dispensary  had  been  completely  ex- 
amined by  the  physicians  whom  they  consulted 
and,  in  the  case  of  the  private  patients,  whom 
they  paid  for  medical  services.  As  was  to  be 
expected,  the  neglect  of  the  physical  examination 
frequently  proved  an  index  of  the  superficial  and 


unsatisfactory  method  of  dealing  with  a health 
problem  that  seemed,  to  the  affected  patient,  a 
vital  matter.  Laboratory  examinations  w^ere 
often  neglected,  even  when  such  examinations 
were  absolutely  necessary  to  make  a correct  diag- 
nosis and  to  insure  proper  treatment. 

The  most  frequent  explanatory  statement  made 
by  patients  was  that  the  physician  or  physicians 
consulted  were  too  busy  to  devote  the  time  and 
attention  that  the  obscurity  of  the  symptoms  in 
the  individual  case  demanded.  The  feature  that 
was  particularly  resented  was  that  the  physician, 
as  a rule,  exhibited  no  desire  to  investigate  or  to 
have  investigated  an  obscure  illness,  but  was 
apparently  content  with  the  unsatisfactory,  to  the 
patient,  process  of  “changing  the  medicine 
again.” 

The  second  cause  for  marked  dissatisfaction 
was  concerned  with  the  physician’s  attitude  of 
mind  toward  chronic  disorders,  minor  ailments 
and  toward  functional  disorders.  The  doctor 
“did  not  seem  interested,”  although  it  was  com- 
monly stated  that  he  accepted  money  of  the 
patient  as  readily  as  if  he  had  made  a serious 
attempt  to  help  the  afflicted  individual.  Those 
suffering  from  functional  nervous  disorders 
commonly  stated  that  after  being  treated  most 
casually  without  improvement  by  their  physician, 
they  were  “cured”  by  one  or  more  visits  to  an 
agent  of  the  cults. 

It  is  a fact  not  devoid  of  interest  that  I have 
never  heard  a patient  who  was  treated  by  a 
cultist  state  that  he  did  not  receive  a more  or 
less  complete  physical  examination,  while  I have 
records  of  several  hundred  patients  who  were 
under  the  care  of  our  professional  brothers  for 
days,  weeks,  and  months  during  which  no  ex- 
amination worthy  of  the  name  was  made. 

The  third  cause  for  dissatisfaction,  not  as 
commonly  openly  stated,  but  met  with  too  fre- 
quently to  be  ignored,  was  that  the  physician 
impressed  both  the  patient  and  the  latter’s  family 
as  being  more  interested  in  receiving  a fee  than 
in  renderinof  efficient  services.  In  connection 
with  this  phase  of  the  subject,  it  is  significant 
that  sixty  per  cent  of  the  private  patients  stated, 
on  their  own  initiative,  that  they  were  perfectly 
willing  to  pay  larger  sums  for  medical  service 
if  they  could  feel  that  they  were  being  compe- 
tently studied  and  treated. 

The  fourth  cause  for  dissatisfaction  was  that 
the  physician  gave  neither  the  patient  nor  the 
patient’s  family  any  information,  other  than 
vague  generalities,  concerning  the  diagnosis. 

The  fifth  cause  for  discontent  was  the  very 
frequent,  and  to  me  somewhat  surprising,  obser- 
vation concerning  the  expense,  and,  more  par- 
ticularly the  seemingly  unnecessary  expense  and 
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waste  of  medicine  and  money  resulting  from 
new  prescriptions  ordered  and  discarded  at  suc- 
cessive visits.  In  direct  connection  with  the  last 
complaint  was  the  too  frequent  statement  by  the 
sick  individual  or  by  the  interested  relatives  that 
the  medicines  ordered  frequently  made  the  pa- 
tient more  uncomfortable  than  before  they  were 
taken,  and  not  uncommonly  there  were  state- 
ments that  the  administration  of  the  prescribed 
medicine  caused  active  nausea  and  vomiting. 

There  were  otlaer  causes  for  discontent,  as  was 
to  be  expected.  Many  of  the  expressed  causes 
were  unreasonable,  unjust  and  unworthy  of 
serious  consideration.  It  was  unwise  to  believe 
all  one  heard  during  the  taking  of  these  histories, 
and  quite  often  one’s  own  experience  with  an 
unreasonable  jxitient  made  one  sympathize  with 
the  former  physician.  One  could  not,  however, 
take  such  histories  day  after  day  and  then  ex- 
amine the  patients  without  gaining  the  impression 
that  a much  too  large  proportion  of  medical  men 
are,  at  times,  mighty  careless  with  other  people’s 
health. 

Wisdom  dictates  that  serious  consideration 
should  be  given  to  every  one  of  the  chief  com- 
plaints of  these  discontented  and  dissatisfied  pa- 
tients. Who  will  say  that  the  patient  is  not  per- 
fectly justified  in  demanding  more  thorough  and 
more  scientific  study  of  his  or  her  physical  ills 
than  patients  frequently  receive?  Is  human  life 
and  human  health  of  so  little  importance  that  its 
vital  problems  can  be  dealt  with  more  casually, 
if  not  more  carelessly,  than  a motor  car  is 
treated  by  a competent  mechanic? 

There  is  time  in  this  presentation  to  touch  upon 
but  one  complaint  of  the  dissatisfied  patients. 
Ninety  per  cent  of  the  patients  did  not  feel  that 
they  had  been  satisfactorily  examined  by  their 
physicians,  while  more  of  these  individuals  than 
I like  to  remember  informed  me  that  it  was  not 
until  they  consulted  an  osteopath,  a chiropractor 
or  some  similar  agent  of  a cult  that  they  received 
a physical  examination. 

Is  there  any  legitimate  excuse  for  neglecting 
a careful  examination  in  attempting  to  arrive  at 
a correct  diagnosis  ? Can  we  visualize  ourselves 
in  the  position  of  a patient,  and  fail  to  sympa- 
' thize  with  his  dissatisfaction  with  our  services, 
when  we  are  not  earnestly  giving  our  best  ? Are 
we,  as  a profession,  so  devoid  of  imagination  as 
to  fail  to  realize  what  a tremendous  psychic 
influence  a properly  conducted  and  complete 
physical  examination  has  upon  any  patient? 

It  would  be  an  insult  to  the  intelligence  of  this 
distinguished  audience  to  state  arguments  in 
favor  of  the  wisdom  and  necessity  of  making 
more  careful  investigations  of  our  patients.  The 
examination  itself  is,  not  infrequently,  a thera- 


peutic measure  of  most  potent  value  in  dispelling 
expressed  and  unexpressed  fears  of  the  patient 
and  of  the  friends  and  relatives  of  the  invalid. 
No  one  is  in  a position  to  realize  more  fully  the 
great  influence  of  psychic  factors  connected  with 
a physician’s  visit,  but  how  often  we  physicians 
fail  to  take  advantage  of  our  intimate  knowledge 
of  psychology  and  psychotherapy ! 

It  is  the  busy  office  hours’  apparent  necessities 
that  lead  most  of  us  into  careless  medical  ways. 
It  is  not  lack  of  knowledge  in  90  per  cent  of 
physicians,  but  lack  of  routine  and  thoroughness 
tliat  causes  dissatisfaction  with  our  professional 
work. 

The  State  does  not  license  us,  however,  to 
perform  careless  medical  services  at  the  usual 
office  fee,  but  rather  we  are  licensed  by  the 
State  for  the  expressed  purpose  of  having  us 
safeguard  the  life  and  health  of  its  citizens.  If 
we  properly  educated,  scientifically  trained  doc- 
tors do  not  perform  our  duties  properly,  whom 
have  we  to  blame  if  the  patients,  tiring  of  our 
carelessness,  seek  aid  elsewhere  ? 

Frequently  the  matter  of  the  size  of  the  fee 
enters  into  the  question  of  the  proper  perform- 
ance of  medical  duties.  It  is  well  to  remember 
that  the  sick  public  does  not  arrange  the  fee 
schedule.  Any  medical  fee,  no  matter  how  small, 
is  too  big  to  pay  for  careless  and  inefficient  serv- 
ices. The  public  is  perfectly  willing  to  pay  for 
skilled  medical  services,  as  they  are  willing  to 
pay  for  any  other  luxury  of  life,  if  they  can  see 
that  they  are  receiving  efficient  care.  There 
should  be  but  one  method  of  performing  medical 
services,  and  that  should  be  the  best  method  at 
our  command.  The  public  can  be  educated  to 
pay  larger  medical  fees,  but  not,  in  my  opinion, 
until  the  quality  of  much  of  the  medical  service 
is  distinctly  improved. 

We  must  bear  in  mind  the  fact  that  when 
the  average  citizen  feels  out  of  sorts  he  first 
seeks  the  advice  of  a physician.  If  such  a 
patient  receives  from  the  physician  consulted,  a 
thorough  examination,  thoughtful,  sympathetic 
care  and  efficacious  treatment,  there  is  seldom  a 
tendency  to  seek  help  elsewhere.  No  unusual 
knowledge,  training,  or  skill  is  necessary  to 
recognize  and  treat  the  average  patient’s  illness, 
but  it  is  necessary  that  we  actually  make  use 
of  both  the  knowledge  and  skill  that  we  possess. 
If  every  licensed  physician  practiced  medicine 
as  well  as  he  knows  how  to  practice  his  profes- 
sion, the  cubists  could  not  make  a living  in  our 
state. 

No  one  will  dispute  the  statement  that  prac- 
tically every  physician  in  the  State  is  aware  of 
the  essential  facts  concerning  pulmonary  tuber- 
culosis ; yet  there  are  hundreds  of  patients  in 
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this  Commonwealth  who  are  victims  of  this  dis- 
order that  are  being  treated  as  office  patients 
under  such  mistaken  diagnoses  as  “chronic  bron- 
chitis,” “chronic  laryngitis,”  “gastritis,”  “nervous 
indigestion,”  “neurasthenia,”  etc.,  until  the  best 
chance  for  their  recovery  has  disappeared.  Does 
it  take  any  magic  skill  to  diagnose  this  common 
disorder  correctly  ? 

We  all  know  that  the  most  difficult  task  in 
making  a diagnosis  is  connected  with  taking  time 
to  elicit  a correct  history  of  the  illness  and  to 
get  the  patient  properly  undressed  for  a chest 
examination.  If  we  imagine  ourselves  too  busy 
to  take  time  properly  to  investigate  our  patients, 
have  we  any  moral  right  to  attempt  to  treat  the 
sick?  Unrecog-nized  focal  infections,  vascular, 
cardiac,  nephritic,  gastric,  and  duodenal  diseases, 
are  sometimes  improperly  treated  because  we  fail 
to  make  the  simple  examinations  that  would 
reveal  the  truth  to  us. 

It  is  said  that  materialism  is  increasing.  Has 
this  taint  altered  the  traditional  viewpoint  of 
the  medical  profession?  We  all  wish  to  be 
prosperous,  successful,  and  happy;  but  are  we 
invariably  careful  to  share  our  wished-for  pros- 
perity with  the  patients  that  make  our  material 
success  possible?  Do  we  always  return  to  them 
in  skilled  services  full  value  in  health  preserva- 
tion and  disease  prevention? 

Those  of  us  who  have  the  opportunity  to 
watch  young  medical  graduates  become  imbued 
with  the  very  natural  desire  to  achieve  financial 
success  quickly,  often  wish  that  all  were  equally 
anxious  to  return  the  equivalent  of  the  money 
received  in  skilled  diagnosis,  scientific  treatment, 
and  comprehending  sympathy  for  those  in  dis- 
tress. Too  frequently  these  fine  young  prac- 
titioners find  themselves  “too  busy”  to  carry  on 
their  professional  work  as  they  know  it  should  be 
performed.  They  see  all  about  them  successful 
practitioners,  their  seniors  in  years,  experience, 
and  knowledge,  who  do  not  seem  to  find  it 
necessary  to  carry  out  the  orderly  procedures  and 
investigations  that  were  taught  in  the  medical 
school  and  used  routinely  in  the  teaching  hos- 
pitals. 

If  the  senior  physicians  of  a community  do 
not  set  their  juniors  an  example  in  careful  medi- 
cal methods,  in  kindness  and  consideration  for 
all  patients,  and  in  the  noblest  kind  of  ethics, 
the  young  practitioners  will  almost  invariably 
drift  into  careless  and  inefficient  methods  of 
work.  How  are  such  young  men  to  escape  the 
serious  blunders  that  their  seniors  have  learned 
to  avoid  through  years  of  practical  experience 
both  with  medical  problems  and  with  the  various 
phases  of  human  nature? 

There  is  a vastly  greater  therapeutic  value 


connected  with  every  complete  physical  examina- 
tion than  one  is  likely,  at  first  thought,  to  realize. 
Such  a procedure  not  only  signally  benefits  the 
patient,  directly  and  indirectly,  but  it  stimulates 
in  the  physician  a vigorous  and  singularly  bene- 
ficial exercise  in  the  use  of  what  Sydney  Miller, 
of  Baltimore,  aptly  terms  “the  muscles  of  the 
brain.” 

DISCUSSION 

Dr.  Frank  A.  Evans  (Pittsburgh,  Pa.)  : This  very 
excellent  paper  by- Dr.  Beardsley  on  a timely  subject 
was  probably  very  difficult  to  write  and  is  almost  as 
hard  to  discuss  as  it  deserves. 

If  we  as  physicians  are  more  interested  in  fees  than 
cur  predecessors  were,  as  is  sometimes  stated,  I do  not 
believe  that  is  the  cause  of  the  hasty  work  which  we 
are  inclined  to  do.  The  reason  is  found  rather  in 
the  stress  of  discharging  the  obligations  the  com- 
munity imposes  upon  us.  However,  be  this  as  it  may, 
can  we  afford  to  see  only  one  patient  in  an  hour  where 
we  have  been  seeing  five?  Is  it  economically  possible, 
and  do  we,  to  do  careful  work,  have  to  give  five  times 
the  service  for  the  same  fee?  Dr.  Beardsley’s  statement 
that  patients  are  willing  to  pay  more  for  more  service 
is  certainly  true  and  bears  emphasizing.  This  is  one 
of  the  baser  phases  of  this  problem,  but  we  must  know 
whether  anything  we  contemplate  is  economically  sound 
before  undertaking  it,  for  if  not,  even  with  the  best 
will  in  the  world,  it  will  not  succeed. 

May  I presume,  however,  to  make  several  observa- 
tions. Whether  it  is  true  or  not  that  physicians  as 
a group  are  no  better  (or  no  worse)  than  business  men, 
attorneys,  etc.,  it  would  seem  to  me  that  it  would  be  a 
healthy  point  of  view  to  hold.  Similarly,  we  might  with 
profit,  as  Dr.  Beardsley  suggests,  adopt  something  of 
their  attitude  toward  clients.  If  we  thought  of  patients 
coming  to  us  as  they  would  go  to  their  attorney,  with  a 
problem  to  be  examined  in  the  light  of  the  special 
knowledge  which  is  theirs,  it  might  have  several  results. 
In  the  first  place,  we  would  not  expect  the  client  to 
come  back  if  we  did  not  do  all  in  our  power  to  find 
out  what  his  difficulty  was.  Who  would  go  back  to 
an  attorney  who,  without  investigation  of  a client’s 
difficulty,  got  out  an  injunction  against  a neighbor’s 
chickens  when  what  he  really  needed  was  a divorce? 

In  the  second  place,  we  would  feel  called  upon  to 
give  our  patients,  as  an  attorney  does  his  client,  an 
expert  opinion.  Having  that,  the  attorney’s  client  does 
not  condemn  him  for  not  winning  his  case  when  the 
law  is  all  against  him.  With  such  an  opinion  he  will 
be  more  satisfied  than  he  would  be  with  a complexity 
of  ill-judged  legal  procedures  which  could,  under  the 
circumstances,  accomplish  nothing.  By  the  same  token, 
a patient  who  feels  that  his  problem  has  been  thoroughly 
investigated,  and  who  has  been  told  the  diagnosis,  or  the 
possible  diagnosis,  the  reason  for  the  treatment  advised, 
and  what  may  be  expected  of  it,  will  not  only  be  more 
likely  to  carry  out  the  treatment,  but  will  also  not 
feel  hard  toward  his  physician  because  under  the  cir- 
cumstances a complete  cure  is  not  possible. 

On  the  other  hand,  a patient  superficially  studied  and 
given  therapy  with  no  discussion  of  it,  is  likely  to  be 
as  careless  in  carrying  it  out ; and,  in  the  absence  of 
prompt  results,  to  try  another  physician,  or  worse,  to  go 
to  a practitioner  of  the  cults.  Under  any  circumstances, 
patients  are  likely  to  do  that,  of  course,  but  if  they 
have  been  thoroughly  stjidied  and  made  as  familiar  as 
possible  with  their  cases,  they  are  more  likely  to  return 
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to  the  physician  with  the  statement  that  they  have  been 
wasting  their  money. 

Dr.  Beardsley  mentions  the  careful  work  of  auto- 
mobile mechanics.  I wish  I lived  in  Philadelphia ! Per- 
ish the  thought  that  any  medical  man,  however  rushed, 
is  as  careless  in  his  work  as  our  automobile  mechanics 
in  Pittsburgh!  An  experience  with  them  illustrates  a 
point.  I drive  a car  which  has  an  overhead  valve 
rattle  and  not  enough  power.  Several  mechanics  con- 
sulted laid  the  car  up,  collected  a bill,  and  accomplished 
nothing.  Finally,  I encountered  one  who  apparently 
came  from  Philadelphia.  He  told  me,  after  an  investi- 
gation, that  with  this  car,  to  get  power,  I had  to  stand 
for  the  rattle.  He  did  not  accomplish  what,  under  the 
circumstances  was  impossible,  but  he  explained  the  situ- 
ation with  authority.  I made  my  choice,  and  now  the 
car,  no  longer  tinkered  with,  performs  its  function 
admirably.  The  Philadelphia  mechanic  in  this  instance 
really  accomplished  no  more  in  a mechanical  way  than 
our  Pittsburghers;  but  he  adjusted  a mental  attitude 
to  the  facts  of  a situation  and  eliminated  a lot  of  useless 
tinkering.  When  I have  mechanical  difficulties  again  I 
will  go  to  him. 

The  value  of  a thorough  examination  in  the  great 
majority  of  cases — those  in  which  a diagnosis  can  be 
made  and  a cure  accomplished — is  obvious,  and  has 
been  well  shown  by  Dr.  Beardsley.  I feel  that  more 
emphasis  might  be  laid  on  the  value  of  a thorough 
examination,  also,  in  those  cases  which  might  prove 
incurable  or  otherwise  discouraging.  Without  it,  an 
expert  opinion,  and  a clear  discussion  of  the  situation 
with  the  patient  are  impossible — and  an  authoritative 
statement  of  the  facts  of  a case,  even  if  discouraging, 
has  great  value  with  most  patients. 

Dr.  Eluott  B.  Edie  (Uniontown,  Pa.)  : I wish  to 
emphasize  very  briefly  the  benefits  which  will  accrue 
from  periodic  health  examinations.  They  should  never 
be  made  hurriedly.  We  should  have  the  patients  make 
an  appointment,  and  take  sufficient  time  for  a thorough 
examination.  This  will  habituate  us  to  thorough 
examination  of  patients  and  the  making  of  proper 
records.  Then,  when  one  of  these  patients  comes  back 
to  us,  having  developed  some  symptoms  in  the  interval 
since  we  last  examined  him,  we  will  have  a basis  to 
start  from.  We  will  know  what  findings  were  pre- 
sented at  the  last  examination,  and  without  wasting 
time  in  running  over  the  general  body,  we  can  trail 
the  symptoms  down  to  their  source. 

Dr.  F.  J.  Dever  (Bethlehem,  Pa.)  ; I wish  to  take 
a few  minutes  to  discuss  in  a serious-minded  way  this 
very  serious  paper  of  Dr.  Beardsley.  It  seems  to  me, 
the  topic  which  Dr.  Beardsley  has  presented  should 
be  presented  annually.  It  has  been  my  fortune  to  come 
in  contact  with  young  doctors  who  are  taking  intern- 
ships in  hospitals,  and  I am  forced  against  my  will  to 
the  conclusion  that  physical  examination  is  not  being 
stressed  properly  in  the  medical  schools.  These  men  can 
read  an  electrocardiogram  with  ease;  they  can  describe 
all  the  minutia  of  laboratory  tests ; but  they  cannot 
make  a worth-while  physical  examination.  They  seem 
to  lack  knowledge  of  the  normal  physical  signs.  The 
physical  examination,  as  Dr.  Edie  has  pointed  out,  is 
difficult  at  times.  However,  it  never  should  be  omitted, 
because  its  omission  very  frequently  leads  to  serious 
errors  in  diagnosis. 

To  illustrate,  less  than  one  year  ago  a patient  was 
seen  who  had  been  treated  by  a very  good  doctor  for 
eight  months  for  “muscular  rheumatism’’  of  the  leg. 
Not  securing  any  great  improvement  over  a considerable 


time,  this  patient  thought  he  would  have  the  pains 
rubbed  out  by  an  osteopath.  The  osteopath  examined 
the  patient  and  found  tabes  dorsalis. 

Let  us  try  to  make  a real  physical  examination.  If 
we  have  not  time  at  the  first  visit,  get  the  patient  back 
and  if  necessary  make  a little  larger  charge,  but  let  us 
make  thorough  physical  examinations. 

Dr.  John  D.  McLean  (Philadelphia,  Pa.)  : I think 
we  all  realize  how  valuable  this  paper  must  be,  coming 
as  it  does  from  a man  who  is  a bedside  doctor.  By 
that  I do  not  mean  the  man  who  sees  his  patients  in 
hospital  clinics,  hospital  wards  and  hospital  rooms,  but 
in  their  own  homes.  After  all,  he  is  the  one  who  can 
judge  whether  we  doctors  are  doing  the  work  as  we 
should  do  it. 

In  a recent  visit  to  a rather  well-known  and  widely 
advertised  diagnostic  clinic,  I learned  there  just  why  that 
particular  diagnostic  clinic  exists,  and  it  exists  only 
because  of  we  men  sitting  in  this  room.  I followed  two 
patients  from  their  history  to  the  end  of  their  exami- 
nation. One  was  a patient  who  was  entirely  well, 
proved  so  by  a careful  physical  examination  that  any 
man  in  this  room  could  make.  He  was  well,  but  he 
imagined  he  was  sick  only  because  a friend  of  his  who 
had  been  sick  had  described  all  his  symptoms  to  him, 
and  this  man  thought  he  had  a duodenal  ulcer  because 
his  friend  had  one.  Why  did  he  go  to  that  clinic?  Just 
because  his  doctor  to  whom  he  went  laughed  at  him. 
All  this  man  wanted  the  doctor  to  do  was  to  take  his 
clothes  off  and  examine  him,  and  as  a result  of  that 
examination  he  might  laugh  at  him,  but  not  before  he 
was  examined. 

I wish  to  say  one  thing  more.  In  a controversy  re- 
cently started  between  a diagnostic  clinic  and  the 
American  Medical  Association,  the  statement  was  made 
that  we  doctors  do  not  examine  our  patients,  and  that 
is  true.  If  we  did,  that  clinic  would  not  be  in  exis- 
tence. What  do  they  do?  I will  tell  you  just  as  I 
saw  it.  They  strip  their  patients  (and  that  is  what 
we  do  not  do),  and  they  see  things  we  do  not  see 
because  we  do  not  strip  our  patients.  Then  they  gave 
these  men  as  simple  a physical  examination  as  I have 
ever  seen,  one  that  every  man  in  the  room  can  make. 
Previous  to  my  visit,  I thought  there  was  something 
mysterious,  something  magic  about  it,  that  they  were 
trained  to  do  something  we  could  not  do,  that  they  had 
special  experts,  but  they  have  not.  There  is  not  a man 
here  who  could  not  do  the  same  work,  and  for  goodness 
sake,  let  us  do  it  I 

I wish  to  compliment  Dr.  Beardsley  upon  presenting 
this  subject  to  us  as  he  did. 

Dr.  Charles  A.  E.  Codman  (Philadelphia,  Pa.)  : Dr. 
Beardsley  has  stressed  the  point  that  45  per  cent  of  the 
patients  we  see  have  first  visited  the  cults.  He  omitted 
to  state  that  the  man  who  consults  one  of  the  practi- 
tioners of  the  cults  receives  a guarantee  of  cure  in 
from  five  to  ten  visits,  and  the  fee  is  paid  in  advance. 
They  make  a seemingly  thorough  examination,  with  the 
patient  stripped. 

I think  we  are  condemning  ourselves  too  much.  I 
think  no  physician  in  the  room  will  gruarantee  to  cure 
anybody.  Our  patients  recover,  they  are  improved,  they 
are  unimproved  or  they  die ; but  we  do  not  guarantee 
to  cure  anybody.  After  a thorough  physical  examina- 
tion, the  physician  gives  his  opinion,  and  I think  the 
trouble  is  largely  with  the  laity,  not  with  the  profession 
entirely.  The  medical  man  does  his  best,  but  any  one 
of  the  cults  will  guarantee  a cure. 
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Dr.  BbardslEy  (in  closing)  : If  office  fees  are  too 
small  to  recompense  for  proper  medical  work,  then  the 
fault  does  not  lie  with  the  public,  but  with  the  members 
of  the  medical  profession.  The  public  can  be  educated 
to  the  true  economy  of  paying  larger  fees  for  better 
medical  services.  A far  more  difficult  task  is  the  educa- 
tion of  all  physicians  to  the  necessity  of  performing  their 
medical  duties  in  a systematic,  scientific,  and  thorough 
manner. 

When  possible  and  practical,  it  would  seem  desirable 
that  office  consultations  should  be  arranged  by  appoint- 
ment and  at  the  convenience  of  both  patient  and  physi- 
cian. There  is  nothing  so  important  in  life  to  any 
individual  as  the  possession  and  preservation  of  health, 
and  the  more  we  physicians  attempt  to  eliminate  the 
crowded  office  hours’  temptation  to  careless  methods  of 
work,  the  more  valuable  will  our  services  prove  to  the 
public.  Too  frequently,  the  popularity  of  the  pseudo- 
medical cults  is  due,  in  a great  measure,  to  the  psychic 
reaction  of  the  intelligent  public  to  the  obviously  care- 
less and  indifferent  methods  of  professional  work  by 
properly  educated  and  licensed  physicians. 

When  the  members  of  our  profession  adopt  the  pre- 
cept of  the  Golden  Rule  in  their  daily  routine  of  work, 
the  menace  of  the  pseudomedical  cults  will  promptly 
disappear.  In  no  other  feature  of  our  professional  rela- 
tions can  we  more  favorably  influence  the  mind  of  the 
patient  than  in  the  thoroughness  and  skill  with  which  we 
make  a physical  examination. 


SOME  UNSUCCESSFUL 
PROSTATECTOMIES* 

THOMAS  C.  STELLWAGEN,  M.D. 

PHILADELPHIA,  PA. 

The  justification  for  the  presentation  of  this 
paper  lies  not  in  the  writer’s  ability  to  offer  an 
epoch-making  change  in  the  operation  of  pros- 
tatectomy ; nor  to  present  a series  of  successful 
prostatectomies,  but  to  be  heard  upon  some  un- 
successful prostatectomies.  It  has  been  my  mis- 
fortune to  Ixave  most  of  the  leading  accidents  or 
failures  happen  to  some  of  my  prostatic  cases. 

There  is  probably  no  operation  in  surgery 
over  which  controversy  has  waged  more  ardent- 
ly than  prostatectomy.  Economically  considered 
it  is  a very  important  procedure.  From  a 
humanitarian  standpoint  its  place  is  almost  first. 
When  successfully  done  the  former  sufferer 
lives  an  entirely  new  existence.  From  a melan- 
choly view  of  life  and  its  fortunes  he  becomes 
a useful  citizen  and  is  no  longer  a care  to  him^ 
self  and  his  relatives. 

There  have  been  many  statistical  studies  pre- 
sented of  the  mortality  and  morbidity  of  the 
operative  and  nonoperative  treatment  of  these 
cases.  It  is  with  the  operative  treatment  we  are 
dealing.  The  nonoperationists  are  a very  small 
minority  and  are  rapidly  becoming  converted. 
However,  there  are  some  cases  that  are  better 

•Read  before  the  Section  on  Surgery  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  7,  1924. 


let  alone.  This  fact  has  been  forcibly  brought 
home  to  me  by  my  mistakes.  The  doctors  who 
take  the  ground  that  all  cases  are  well  enough  let 
alone  are,  we  believe,  in  the  wrong.  On  the 
other  hand,  the  surgeon  that  operates  upon  all 
of  them  will  meet  with  harrowing  immediate 
and  after  results  that  will  haunt  him,  I have 
been  haunted  by  my  failures.  There  are  few 
operations  in  surgery  that  call  for  keener  judg- 
ment or  more  careful  study  than  prostatectomy; 
and  yet  the  operation  is  at  times  attempted 
after  a very  supierficial  study  of  the  problems 
involved.  Fortunately  this  does  not  happen  so 
much  today  as  in  the  past.  Some  apparently 
believe  it  an  operation  not  fraught  with  great 
danger  to  life,  but  I do  not  feel  so.  In  most 
cases  it  is  a procedure  of  the  first  magnitude  and 
should  be  so  considered.  Often  it  is  done  with 
comparatively  little  shock;  again  it  will  be  fol- 
lowed by  the  direst  consequences,  and  to  pull 
the  subject  through  requires  all  of  the  care  and 
skill  that  the  surgeon  possesses.  The  mortality 
rate  is  an  exceedingly  variable  problem,  but  it 
has  been  reduced  by  application  of  the  more 
modern  advances  made  in  urologic  study  of  the 
patient’s  fitness  for  the  procedure.  Team  work 
between  the  surgeon  and  his  colleagues  in  the 
laboratory  has  done  much  to  lower  mortality. 
The  mortality  in  the  Jefferson  Clinic  on  un- 
selected cases,  excepting  malignancy,  has  been 
about  3 to  4/^%.  This  we  feel  is  a fair  rate. 

The  first  failure  I wish  to  report  was  the  first 
prostate  I removed  unaided  by  an  older  coun- 
selor. In  this  case  I was  too  anxious  to  remove 
the  entire  structure  of  the  gland,  and  caused 
such  an  amount  of  trauma  to  the  vesical  neck 
that  the  patient  was  lost  through  hemorrhage. 
During  the  operation  the  capsule  was  torn 
through,  injuring  the  deeper  circulatory  struc- 
tures of  the  rectum.  This  patient  did  not  die 
upon  the  table,  but  it  was  practically  such  a 
death  for  he  never  rallied  from  his  loss  of  blood. 

In  the  second  case  the  rectum  was  injured. 
This  man  died  from  an  ascending  infection  of 
the  kidneys,  producing  pyelonephritis.  The  tear 
into  the  rectum  was  repaired  and  held  properly, 
but  the  infection  that  took  place  at  the  time  of 
operation  caused  his  death. 

Just  here  I feel  that  one  of  the  most  im- 
portant admonitions  to  the  younger  surgeon 
doing  his  first  prostatectomy  is  not  to  attempt 
too  radical  a removal.  There  is  often  a pro- 
jecting lip  of  thickened  bladder  mucosa  that  to 
the  inexperienced  possesses  the  feel  of  prostatic 
tissue.  This  can  not  be  removed  without 
trauma,  but  it  may  often  be  left  without  danger 
of  subsequent  obstruction  since  it  will  be  re- 
moved by  absorption.  It  was  this  lip  of 
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tissue  that  I attempted  to  remove  and  thereby 
wounded  the  rectum.  If  this  lip  is  excessive 
ic  should  be  punched  away  rather  than  to 
make  an  attempt  to  enucleate  it.  If  tom 
away  it  oj>ens  a wide  avenue  for  infection 
between  the  rectum  and  the  base  of  the  bladder. 
This  greatly  delays  convalescence  and  subse- 
quently accounts,  through  adhesions  to  the  un- 
derlying structures,  for  some  of  the  peculiar 
symptoms  that  these  cases  suffer  from  after 
convalescence.  A partial  incontinence  occurring 
at  stool  is  traceable  to  such  injury. 

The  third  fatal  case  was  a death  upon  the 
table  from  apoplexy.  In  this  case  the  patient 
presented  a very  high  blood  pressure  and  was 
brought  to  operation  shortly  after  the  intro- 
duction of  the  Riva  Rocci  blood  pressure  instm- 
ment.  He  possessed  a fairly  high  pressure. 
Ether  was  administered  and  the  operation  com- 
pleted, but  the  patient  never  woke  up.  He 
simply  slept  away,  and  when  the  anesthetic  af- 
fects had  passed  off  he  presented  evidence  of  a 
hemiplegia  which  was  confirmed  at  postmortem. 
This  is  a danger  of  which  I am  always  reminded, 
especially  in  the  use  of  nitrous  oxid  anesthesia, 
and  the  wonder  to  me  is  that  we  do  not  see  more 
of  them.  It  is  the  only  one  wherein  the  accident 
has  occurred  in  our  series  at  Jefferson,  but  it 
seems  a providence  has  protected  us  in  some  of 
the  risks  we  have  taken.  Of  course,  in  such  a 
case  today  we  would  resort  to  local  anesthesia 
and  nerve  blocking. 

The  fourth  case  was  one  of  the  so-called 
electric  incisures  of  a median  bar  by  means  of 
that  relic  of  the  dark  ages,  the  Bottini  instru- 
ment. Many  recall  the  enthusiasm  with  which 
this  instrament  was  greeted  and  how  it  was 
overworked.  I Bottinied  this  case  and  the  blad- 
der wall  sloughed  out.  The  patient  died  in 
agony.  This  was  the  only  time  it  was  ever  used 
by  me.  Today  there  are  punches  that  do  this 
work  very  satisfactorily. 

The  fifth  case  that  I considered  a calamity  was 
one  wherein  a preliminary  cystoscopy  was  not 
done.  It  was  also  before  the  days  of  the  cysto- 
gram.  This  man  strenuously  objected  to  cys- 
toscopy and  we  went  ahead  with  the  operation. 
Upon  opening  the  bladder,  a diverticulum  of 
moderate  size  was  found.  Whether  it  was 
congenital  or  acquired  I do  not  know.  An  at- 
tempt was  made  to  enlarge  by  incision  the  open- 
ing into  the  diverticulum,  which  was  successfully 
done,  but  the  patient  died  from  an  uncontroll- 
able hemorrhage.  I have  had  subsequent  expe- 
rience with  such  cases,  and  they  present  a 
surgical  problem  which  is  one  of  the  motet 
difficult  to  cope  with  successfully.  The  problem 
as  to  which  should  be  dealt  with  first  is  one  of 


surgical  judgment  entirely.  Of  course  the  pre- 
liminary cystoscopy  or  cystogram  may  show  the 
complication,  but  they  are  not  always  seen  by 
the  cystoscopist,  and  the  cystogram  may  be  a 
failure.  Able  cystoscopists  have  missed  them. 

The  fifth  case  was  a prostatic  who  had  a false 
passage  produced  by  attempted  catheterization 
with  a metal  instrument.  To  rectal  touch  this 
man  had  a large  gland  not  apparently  malignant 
and  he  was  not  very  ill,  simply  suffering  from 
retention  plus  catheterization.  The  cystoscopic 
study  showed  the  false  passage  below  the  isth- 
mus of  a very  large  prostate.  The  bladder  was 
opened  high  up  and  explored  by  the  finger,  and 
a two  stage  operation  decided  upon.  In  due 
time  the  second  stage  was  done,  and  in  enucleat- 
ing the  gland  an  abscess  was  ruptured  and  about 
a half-ounce  of  pus  evacuated.  This  pus  con- 
tained streptococci.  I finished  the  enucleation 
and  it  finished  the  patient  since  he  died  of 
streptococcic  septicemia  apparently  induced  by 
breaking  down  the  limiting  wall  of  the  abscess 
and  opening  a way  to  general  blood  infection. 
Now,  in  such  a case  I should  incise  the  abscess 
and  wait ; perineal  drainage  might  be  admis- 
sible. The  abscess  was  not  recognized  until  the 
pus  presented,  but  had  I stopped  there  and  not 
gone  on  he  might  have  been  saved  by  proper 
supportive  and  drainage  methods. 

The  seventh  case  was  one  who  had  had  his 
prostate  removed  twice  before,  at  least  that  was 
what  he  said.  Both  times  the  operation  was  an 
apparent  success,  for  they  gave  him  several 
years  of  relief.  After  a study  we  concluded  he 
was  suffering  from  a fibrosis  of  the  vesical  neck 
— what  used  to  be  called  vesical  neck  contrac- 
ture. He  carried  12  ounces  of  residual  urine, 
and  the  cystoscope  showed  a very  marked  ridge 
at  the  vesical  outlet.  The  bladder  was  opened 
and  a very  rigid  bar  found.  Enucleation  was 
attempted,  but  the  trauma  delivered  and  the 
time  consumed  in  its  removal  was  fatal.  This 
case  died  upon  the  third  day  from  shock.  An 
attempt  at  relief  by  punching  of  this  case  had 
been  made  at  another  clinic  but  failed,  and  since 
it  was  done  by  a master  surgeon  I deemed  it 
unwise  for  me  to  try  it.  This  case,  however, 
led  me  to  adopt  a method  of  punching  which  has 
been  successful  in  my  hands.  It  is  simple  and 
surgically  practical.  It  is  used  when  the  pro- 
state is  difficult  to  enucleate  because  of  fibrotic 
change.  It  is  far  better  to  punch  the  obstruction 
away  than  to  attempt  to  remove  it  by  enuclea- 
tion. The  trauma  delivered  to  the  vesical  neck 
is  severe  and  necessarily  dangerous. 

I have  run  the  gamut  of  surgical  mistakes 
and  accidents  in  prostatic  surgery  and  have  had 
the  usual  troubles  common  to  such  a procedure. 
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I have  had  also  what  I believe  a fair  modicum 
of  success.  Considering  the  procedure  in  all  its 
phases,  it  is  a very  satisfactory  operation  when 
done  upon  properly  selected  cases. 

Some  of  the  causes  of  failure  are: 

Group  i:  Those  cases  in  which  operation  may 
be  ill  advised — (a)  cancer,  (b)  incompetent 
kidneys,  (c)  sweet  bladder,  (d) cardiorenal  syn- 
drome, (e)  fibrosis  of  the  prostate,  (f)  paralytic 
bladder. 

Group  2:  Border  line  cases — (a)  diverticula 
of  the  bladder,  (b)  encysted  stone,  (c)  massive 
papillomata  as  a complication,  (d)  intolerance  to 
the  use  of  the  catheter,  (e)  chronic  toxemia. 

Group  j;  Failures  at  operation — (a)  shock 
and  hemorrhage,  (b)  perforation  of  the  rectum, 
(c)  excessive  trauma  of  the  vesical  neck,  (d) 
prolonged  anesthesia,  (e)  improper  choice  of 
route,  (f)  improper  choice  of  ist  or  2d  stage, 
(g)  excessive  exposure  of  the  space  of  retzius. 

I shall  attempt  consideration  of  these  separate 
headings  as  tersely  as  possible: 

Cancer:  This  problem  is  the  most  important 
that  the  urologist  has  to  consider.  It  is  often  im- 
possible to  make  the  diagnosis  previous  to  oper- 
ation. We  have  seen  prostates  removed  that 
were  clinically  benign  but  nevertheless  cancer- 
ous. Stress  is  always  laid  upon  the  feel  of  the 
gland  by  rectal  touch.  Ask  yourself  the  follow- 
ing questions : Is  the  gland  fixed  and  hard 

throughout  ? Is  it  fixed  and  rigid  at  one  particu- 
lar point,  generally  at  the  isthmus.  Has  it  given 
pain  in  the  rectum  of  a peculiar  aching  type? 
Has  this  pain  been  referred  into  the  hip  or  down 
the  leg  to  the  foot  ? Has  the  patient  p>assed  blood 
except  after  instrumentation?  Has  he  the  can- 
cerous look,  with  the  loss  of  weight  and  other 
concomitant  symptoms?  If  the  majority  of 
these  questions  can  be  answered  in  the  affirma- 
tive, then  our  diagnosis  is  cancer  and  it  is  all 
too  frequently  correct.  Cancer  is  either  greatly 
on  the  increase  in  prostates  or  we  are  becoming 
more  alive  to  its  presence.  In  short,  were  many 
previous  cases  missed?  I believe  it  i§  becoming 
more  prevalent,  and  also  that  we  are  better  able 
to  recognize  it  today  than  formerly. 

The  chief  incidence  of  cancer  is  in  the  7th 
decade,  when  68%  of  the  cases  are  seen.  Quot- 
ing from  Ewing’s  “Neoplastic  Diseases”  we 
find : “Until  recently  carcinoma  of  the  prostate 
was  held  to  be  a rare  disease,  forming  0.27%  of 
the  carcinomata  in  men,  according  to  Gurlt,  ,or 
0.428%  in  Heimann’s  series.”  Quoting  from 
the  same  work,  Engleback  in  1888  collected 
1 14  reported  cases,  Kaufmann  personally  ob- 
served 22,  Wolf  collected  89  cancers  and  22 
sarcomata.  These  studies  were  all  made  some 
years  ago.  Reliable  statistics  of  today  place 


the  incidence  of  malignant  disease  very  much 
higher.  In  fact,  it  is  a complication  we  always 
fear,  and  in  the  clinic  of  Prof.  H.  R.  Loux  in 
the  Jefferson  Hospital  we  believe  from  our  ob- 
servations, in  spite  of  the  fact  that  more  careful 
search  is  made  for  cancer,  that  the  disease  is 
becoming  more  prevalent  in  the  prostate.  It  is 
a routine  to  have  the  skeletal  bony  structures 
radiographed  for  areas  of  metastases  in  suspi- 
cious cases.  Silcock,  Thompson,  Rickling- 
hausen  and  Courvoisier  have  all  drawn  attention 
to  such  instances.  These  areas  appear  as 
sclerosed  points  in  the  pelvis  and  sacrum. 

The  question  as  to  why  this  increased  fre- 
quency of  malignancy  is  present  is  very  difficult 
to  answer  and  is  one  wherein  many  of  the  ablest 
minds  of  the  profession  are  employed.  We  be- 
lieve it  is  probably  due  to  the  irritating  factors 
associated  with  an  enlarged  gland.  Where  these 
factors  are  of  long  standing,  in  our  belief  they 
enhance  the  dangers  of  cancer.  We  have  seen 
such  changes  in  those  cases  where  fibrosis  is 
present  and  where  the  patient  has  had  a definite 
enlargement  over  a period  of  years.  This  nat- 
urally introduces  the  question  as  to  when  the 
prostate  should  be  operated  upon.  I am  becom- 
ing convinced  that  we  should  attack  them  sooner 
and  not  wait  as  we  have  in  the  past.  We  do  not 
wait  in  other  growths  upon  the  body  that  are 
potentially  malignant ; hence  why  delay  the 
prostatectomy?  This  is  a most  important  ques- 
tion that  will  have  to  be  decided  by  clinical 
experience.  For  my  own  part  I am  definitely  in 
favor  of  early  removal  with  certain  exceptions, 
notably  the  sweet  bladder  cases. 

What  else  do  we  advocate  in  these  cases  ? Do 
we  use  radium?  No.  I have  never  seen  it  cure 
a case,  but  I have  seen  it  do  harm.  I do  not 
wish  to  dispute  other  surgeons’  findings  and 
statistical  studies,  but  they  have  gotten  results 
that  do  not  accord  with  my  own,  and  in  so  much 
as  your  chairman  told  me  he  wished  my  personal 
views  I am  giving  them.  Would  we  condemn 
radium  absolutely?  No.  It  might  be  tried. 
What  I have  personally  done  in  cases  of  ad- 
vanced malignant  disease,  of  the  prostate  or 
bladder  is  to  open  suprapubically,  and  feel  along 
the  course  of  the  postvesical  lymphatic  chain 
without  opening  into  the  bladder.  If  these 
nodes  are  involved,  I close  the  abdominal  wall 
and  turn  the  case  over  to  the  roentgenologist 
for  treatment  by  massive  cross-fire  doses  of 
x-ray.  To  open  the  bladder  and  insert  radium 
needles  into  such  cases  has  only  added  to  their 
suffering.  I have  thought  I had  cured  them 
with  radium,  only  to  be  sadly  disappointed.  I 
have  seen  the  results  of  such  attempts  by  other 
and  more  able  men,  and  have  made  up  my  mind 
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that  I will  not  in  the  future  open  the  bladder 
where  there  is  probable  lymphatic  involvement, 
except  as  a means  of  relief  from  retention.  If, 
on  the  other  hand,  the  diagnosis  is  made  after 
the  gland  has  been  removed,  then  I resort  to  the 
x-ray  treatment.  I have  at  present  two  cases 
alive  after  three  years  that  were  treated  by  Dr. 
W.  F.  Manges.  In  those  cases  which  are  in- 
tolerant to  the  catheter  or  where  it  can  not  be 
used  and  the  pain  and  suffering  demand  it, 
suprapubic  cystostomy  for  drainage  offers  some 
relief.  Further  it  is  permissible  to  punch, 
through  a suprapubic  cystostomy,  the  inain  ob- 
structing i>ortion  of  the  prostate,  with  a hope 
that  closure  will  occur  and  the  remaining  period 
of  life  be  eased  by  such  procedure.  The  fulgur- 
ation  of  such  obstructions  and  other  methods  of 
punching  have  not  succeeded  in  my  cases. 

Incompetent  Kidneys:  This  is  a very  serious 
drawback  to  successful  prostatectomy  and  is  the 
principal  source  of  mortality.  Much  has  been 
accomplished  in  recent  years  by  the  colorometric 
elimination  or  function  tests.  We  do  not  favor 
any  particular  method  of  deduction.  As  a rou- 
tine we  do  the  indigocarmine  where  possible, 
and  check  it  up  by  means  of  phenolsulphone- 
phthalein.  The  blood  chemistry  is  our  potent 
guide  and  directing  finger.  From  it  we  are  en- 
abled to  judge  fairly  accurately  how  stormy  the 
convalescence  may  be.  For  correction  of  in- 
competent kidneys  we  believe  in  water,  prefer- 
ably distilled,  combined  with  colonic  lavage, 
digitalis  and  supportive  measures.  The  opening 
and  drainage  of  the  bladder,  the  so-called  first 
stage,  we  believe  often  plays  the  leading  role. 
The  two  stage  suprapubic  prostatectomy  has  been 
a life  saving  procedure. 

Sweet  Bladder:  By  this  we  mean  an  unin- 
fected viscus.  These  cases  are  dangerous  from 
the  standpoint  of  subsequent  infection,  since 
they  are  almost  bound  to  become  infected  after 
operation  during  convalescence.  The  patient  has 
no  established  immunity  and  consequently  the 
dangers  are  greater.  I should  rather  operate 
the  case  that  had  a cystitis  previous  to  operation 
than  one  that  did  not.  My  admonition  to  the 
)'Ounger  urologist  in  these  cases  is  to  wait  for 
further  progress  of  the  disease  but  of  course 
not  to  allow  the  case  to  descend  to  the  point  of 
danger  or  malignant  change. 

Cardiorenal  Syndrome:  In  these  cases  I al- 
ways defer  to  the  superior  judgment  of  the 
internist,  place  the  case  in  his  hands  and  await 
the  order  to  march. 

Fibrosis  of  the  Prostate:  As  said  before,  if 
it  is  enucleable  I try  to  do  so  by  carefully  dilat- 
ing the  urethral  outlet  by  a finger  in  the  pro- 
static urethra  as  far  forward  as  I can  pass  it, 


and  then  by  carefully  tearing  through,  generally 
at  the  anterior  limit  and  often  upon  the  roof 
through  the  vesical  mucosa,  to  find  the  proper 
line  of  cleavage.  If  the  enucleation  progresses 
favorably,  do  it  so.  If  it  is  fraught  with  excess- 
ive trauma,  then  punch  by  the  method  that  I 
will  attempt  to  demonstrate. 

Paralytic  Bladder:  If  the  organ  is  paralyzed 
from  lues,  treat  it  accordingly;  if  from  over- 
distention, then  drain  suprapubically  and  de- 
compress with  care.  Always  be  guarded  as  to 
your  prognosis  and  take  some  responsible  mem- 
ber of  the  family  into  your  confidence.  I have 
had  some  postoi^erative  results  that  have  not 
brought  happiness  to  me  in  these  cases. 

Diverticula  of  the  Bladder:  There  is  no  hard 
and  fast  rule  as  to  which  should  be  the  first  to 
be  attacked,  the  prostate  or  the  diverticulum. 
I have  tried  both  methods  and  been  successful 
and  unsuccessful  in  each.  The  operation  for  the 
correction  of  a diverticulum  is  a difficult  one, 
and  associated  with  a very  definite  mortality. 
If  the  diverticulum  is  large  and  you  believe  it 
existed  before  the  prostate  became  a factor,  it 
may  best  be  let  alone.  If,  on  the  other  hand, 
it  is  small  and  has  developed  from  overdisten- 
tion,  I generally  let  it  alone  since  it  often  con- 
tracts and  is  not  a true  diverticulum.  I have 
removed  the  impinging  lip  of  the  outlet  to  facili- 
tate drainage  and  paralyze  the  sphincter  action 
about  the  outlet  which  I believe  to  be  the  prin- 
cipal source  of  trouble,  for  it  partially  or  com- 
pletely closes  during  efforts  at  micturition,  and 
when  the  true  viscus  is  emptied  the  false  viscus 
retains  urine  which  remains  as  potential  residual 
urine,  possessing  the  dangers  common  to  de- 
composition of  retained  urine  and  the  infection 
that  inevitably  follows. 

Encysted  Stone:  In  the  management  of  these 
cases  the  surgeon  may  remove  both  the  stone 
and  the  prostate, at  the  same  operation.  I have, 
however,  waited  after  taking  the  stone  and  sub- 
sequently removed  the  prostate.  If  the  stone 
does  not  cause,  .symptoms  and  the  case  is  a bad 
risk,  it  should  not  be  disturbed  until  the  kidneys 
regain  their  best  function.  Get  these  cases  off 
the  table  as  quickly  as  possible. 

Papillomata  as  a Complication:  Many  papil- 
lomata are  malignant  and  the  question  becomes 
of  the  greatest  importance.  If  the  growth  is 
malignant  it  may  be  removed  through  a supra- 
pubic opening.  However,  it  depends  upon  the 
point  of  origin  from  which  the  papilloma  grows. 
If  it  is  upon  the  anterior  bladder  wall  and  can 
be  removed  by  a partial  cystectomy,  then  it 
should  be  so  treated ; if  upon  the  trigone,  as  is 
usual,  a partial  resection  may  be  advisable  but 
generally  this  can  not  be  done.  My  own  method 
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has  been  as  follows:  By  means  of  specially 
constructed  coppers  I burn  down  the  growth  and 
cook  the  base  so  that  the  mucosa  is  thoroughly 
destroyed.  This  is  always  done  before  the  pros- 
tate is  attacked,  since  the  removal  of  the  pros- 
tate would  entail  squeezing  the  growth  and  the 
dissemination  of  the  cells  upon  a raw  surface 
which  would  almost  certainly  eventuate  in  new 
growths  at  the  points  of  implantation.  In  the 
management  of  all  papillomata  they  should  first 
be  destroyed  by  heat  before  any  manipulation 
is  attempted,  since  otherwise  the  cellular  ele- 
ments are  certainly  disseminated.  After  the 
cooking  process  the  cells  are  so  devitalized  that 
the  chances  of  their  growth  are  greatly  lessened. 
It  is  always  well  to  resect  a portion  of  the  blad- 
der wall  where  the  papilloma  is  attached.  Ful- 
guration  through  the  cystoscopic  tube  before 
operation  I have  done,  but  it  entails  dangerous 
prolonged  instrumentation  and  is  frequently 
fraught  with  serious  consequences.  Fulguration 
by  means  of  the  spark  through  a suprapubic 
opening  is  capable  of  good  results.  The  new 
sterilizable,  quick-heating  cautery  of  Cameron 
works  well  and  has  been  used  with  success. 

Intolerance  to  the  Use  of  the  Catheter:  For 
this  reason  we  are  sometimes  driven  to  remove 
a prostate  that  might  otherwise  be  allowed  to 
remain  a time  longer,  and  some  practitioners 
make  it  a guide  as  to  when  to  refer  the  case  to 
the  surgeon.  In  my  opinion  it  is  a dangerous 
guide.  When  the  catheter  becomes  necessary, 
prostatectomy  is  necessary  unless  some  untoward 
element  prevents  radical  surgery.  The  profes- 
sion is  agreed  that  catheter  life  is  the  beginning 
of  the  end.  We  have  all  seen  men  who  have 
lived  a long  time  in  apparent  comfort  during 
catheter  life,  but  this  is  not  the  rule  in  the 
majority  of  cases.  The  danger  of  malignant 
change  must  be  borne  in  mind. 

Chronic  Toxemias:  It  has  always  been  amaz- 
ing to  me  just  how  much  the  obstruction  of  the 
bladder  neck  from  a moderately  enlarged  pro- 
state can  lessen  a man’s  usefulness.  I have 
seen  several  cases  wherein  patients  have  been 
sent  down  the  line  of  specialists  to  determine 
what  was  the  cause  of  lowered  vitality.  A very 
graphic  case  in  my  own  family  may  be  of  inter- 
est. A patient,  51  years  of  age,  began  to  lose 
his  grip  and  was  studied  by  a very  competent 
array  of  specialists.  He  was  dieted,  rested  and 
advised  to  gave  up  his  business.  He  carried 
about  one  ounce  of  residual  urine.  At  this  time 
prostatectomy  was  not  recommended.  His  teeth 
were  removed  and  complete  dentures  inserted, 
but  still  he  did  not  get  better.  A rest  in  Canada 
improved  him,  but  upon  returning  to  work  he 
quickly  lapsed  into  a very  depressed  state.  By 


a beneficent  stroke  of  Providence  he  had  a 
complete  retention  of  urine.  The  prostate  was 
removed  and  he  convalesced  to  complete  health. 
We  can  not  recommend  prostatectomy  as  a cure 
for  neurasthenia  or  nervous  distortion.  We  cite 
this  case  as  a graphic  example  of  what  chronic 
toxemia  caused  by  prostatic  obstruction  can  do. 

FAILURES  AT  OPERATION 

Hemorrhage  and  Shock:  We  mention  these 
dangers  dually  since  they  are  intimately  linked 
with  each  other.  I am  confirmed  in  my  belief 
that  most  of  the  shock  from  prostatectomy  is 
the  aftermath  of  blood  loss.  Generally  we  find 
the  shock  severe  or  mild,  in  proportion  to  the 
amount  of  bleeding.  I am  here  an  old-fashioned 
advocate  of  the  use  of  the  pack.  My  course  has 
always  been  to  get  the  prostate  out  with  expedi- 
tion and  immediately  control  the  bleeding  by 
means  of  a strip  of  iodoform  gauze  packed  into 
the  remaining  pouch.  Some  of  my  surgical 
confreres  (in  fact  the  majority)  do  not  pack 
the  prostatic  pouch.  Their  contention  is  that  if 
the  enucleation  is  properly  done,  hemorrhage  is 
not  a serious  problem,  and  they  trust  to  nature’s 
control  by  clotting.  I have  seen  surgeons  do  a 
high  amputation  of  the  leg  and  rely  upon  torsion 
of  the  femoral  to  control  bleeding.  If  my  leg 
had  to  come  off  I should  want  a well  tied  liga- 
ture about  the  vessel  and  so  with  my  prostate. 
I think  I should  want  my  p>ouch  packed.  I have 
done  several  prostatectomies  where  packing  was 
not  used,  and  I have  had  both  severe  primary 
and  reactionary  hemorrhage.  In  some  of  them 
I have  subsequently  p>acked  the  bladder,  much 
to  my  chagrin  and  the  sufferers’  discomfort, 
and  in  others  I waited  too  long  and  lost  my  case 
through  shock  and  bleeding.  The  pack  has  been 
pictured  as  a death  dealing  procedure  of  torture. 
Well  it  may  be  that,  but  I do  not  think  so.  I 
think  it  a good  insurance  policy.  I do  not  mean 
to  impart  the  thought  that  some  cases  are  not 
perfectly  safe  and  better  off  without  the  pack, 
for  we  know  that  they  are,  but  when  in  doubt 
lead  trumps,  and  my  trump  card  in  hemorrhage 
is  the  properly  applied  prostatic  pouch  pack. 
Some  contend  that  it  enhances  the  danger  of 
embolism,  but  frankly  that  is  the  one  accident 
that  I have  not  had  in  my  prostatic  cases.  I 
have,  however,  a colleague  who  has  lost  three 
cases  from  this  complication.  In  the  manage- 
ment of  shock  it  is  best  to  preclude  it.  Most  of 
these  cases  are  well  treated  when  a pint  or  more 
of  salt  solution  is  given  by  hypodermoclysis  be- 
fore leaving  the  table.  We  use  it  as  a routine. 
Heat  judiciously  applied  is  essential  and  alcohol 
in  some  form  does  good. 

Perforation  of  the  Rectum  has  already  been 
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spoken  of.  This  calamity  is  an  entity  and  usu- 
ally occurs  from  attempts  at  a too  radical  re- 
moval of  the  underlying  glandular  structures. 
If  the  enucleation  is  begun  far  for\vard  in  the 
urethra  and  this  structure  dilated  and  the  proper 
line  of  cleavage  found,  it  should  not  occur. 
When  it  does,  stop,  control  hemorrhage  and  re- 
pair the  rent  in  the  rectal  wall.  It  has  not 
occurred  to  me  lately. 

Excessive  Trauma  of  the  Vesical  Neck:  This 
can  be  obviated  by  judgment  in  not  attempting 
enucleation  of  fibrous  prostates  that  simply  can 
not  be  enucleated.  They  should,  in  our  judg- 
ment, be  punched  away,  and  with  care  practically 
the  entire  structure  can  be  removed. 

Improper  Choice  of  Route:  Much  has  been 
said  upon  this  question  and  about  this  problem 
debate  has  waxed  warm.  Taking  the  cases  as 
they  come  I believe  the  suprapubic  route  offers, 
in  the  hands  of  the  general  run  of  surgeons,  the 
safest  and  best  route.  There  are  cases  where 
the  suprapubic  is  interdicted,  and  there  are  those 
where  the  perineal  route  is  best.  I do  not,  at 
this  time,  wish  to  enter  into  a controversy  as 
to  the  merits  of  them  but  simply  to  reiterate 
that  I prefer  the  suprapubic,  and  I can  not  but 
feel  that  it  offers  less  risk  to  the  patient  in  my 
hands. 

Improper  Choice  of  One  or  Two  Stage  Oper- 
ation: The  two  stage  operation  has  undoubtedly 
reduced  the  mortality  rate  of  prostatectomies 
but  in  some  instances,  I think,  it  increases  mor- 
tality when  resorted  to  where  it  is  unnecessary. 
.1  do  about  half  and  half.  If  the  patient’s  func- 
tion tests  and  blood  chemistry  do  not  show  a 
retention  of  the  end  products  of  combustion,  or 
in  short,  if  he  has  an  apparently  good-acting 
pair  of  kidneys,  I can  not  see  the  necessity  for 
the  two  stages.  I have  seen  some  cases  after 
the  first  stage  go  down  hill  fast  and  succumb 
before  the  second  stage  could  be  done.  The 
bed  is  a dangerous  but  essential  place  for  a 
prostatic  case,  and  should  be  considered  much 
as  we  do  medical  procedures.  There  comes  a 
time  when  it  is  overdone,  much  to  the  patient’s 
detriment,  and  it  requires  keen  judgment  as 
to  when  to  discontinue  its  habit-forming  ten- 
dency. Many  cases  must  be  forced  to  be  up  in 
a chair.  Otherwise  they  give  up  the  fight  and 
become  resigned  to  a fate  that  is  inevitable.  It 
is  here  that  alcohol  judiciously  administered  will 
help  to  lift  them  over  the  brow  of  the  hill  of 
convalescence.  Some  operators  relieve  back 
pressure  by  either  continuous  or  intermittent 
catheterization.  This  may  do  well  in  their 
hands  and  is  often  more  comfortable  for  the 
patient  than  being  constantly  annoyed  by  a 
dressing  wet  with  urine.  In  my  experience  an 


indwelling  urethral  catheter  is  often  a menace 
to  these  cases,  and  frequently  its  presence  has 
initiated  an  attack  of  urinary  fever  that  leads  to 
the  grave.  It  might  be  possible  to  have  an 
assistant  and  nursing  staff  who  would  conduct 
drainage  by  such  means  without  the  danger  of 
infection,  but  this  is  a Utopia  that  I have  never 
been  able  to  reach.  I am  afraid  of  any  instru- 
mentation, either  before  or  after  operation,  until 
the  danger  point  has  been  passed.  Many  sur- 
geons insist  upon  a cystoscopic  examination  be- 
fore the  patient  leaves  the  hospital.  I do  not, 
for  it  has  gotten  me  into  dire  trouble,  and  if  all 
goes  well  we  have  let  them  alone. 

Excessive  Exposure  of  the  Space  of  Retzius: 
This  should  be  guarded  against  and  the  least 
amount  of  exposure  done  that  will  permit  the 
proper  performance  of  the  work.  Excessive 
separation  of  the  bladder  coverings,  opens  areas 
prone  to  infection  that  delay  healing  and  conva- 
lescence. The  bladder  should  be  opened  high 
up  through  a nonvascular  area,  and  as  small  an 
incision  as  practical  should  be  made.  Some 
surgeons  open  the  bladder  widely  and  do  the 
removal  through  it,  catching  and  tying  the  prin- 
cipal bleeding  vessels  as  in  any  other  surgical 
procedure.  This  we  have  tried  and  found  it 
consumed  time,  was  difficult  to  do,  and  increased 
the  mortality  rate.  Some  of  my  friends  do  it, 
but  they  must  have  a far  better  manipulative 
technique  than  I,  for  I confess  it  is  a difficult 
thing  to  do  unless  the  bladder  is  widely  opened 
and  well  mobilized. 
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SUPRAPUBIC  PROSTATECTOMY  IN 
BAD  SURGICAL  RISKS* 

LEON  HERMAN,  M.D. 

PHILADEXPHIA,  PA. 

Owing  to  wider  dissemination  of  knowledge 
concerning  prostatic  disease  an  ever  increasing 
number  of  early  cases  of  obstruction  are  being 
subjected  to  operation.  The  primary  mortality 
among  this  group  is  very  low  and  the  individuals 
comprising  it  are  certainly  not  hazardous  surgi- 
cal risks.  A second  group  is  made  up  of  aver- 
age risks  in  which  the  operative  mortality  is 
about  five  per  cent,  and  it  is  to  this  group  that 
the  great  majority  of  cases  belong.  There  re- 
mains a class  of  more  or  less  neglected  cases,  in 
which  surgical  treatment  is  resorted  to  as  a last 
hope  for  the  relief  of  a multitude  of  organic 
defects  which  prostatectomy  alone  cannot  cure. 
In  the  days  when  direct  action  against  the  pri- 
mary cause,  namely  the  obstructing  prostate,  was 

* Read  before  the  Section  on  Surgery  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  7,  192.^. 
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the  accepted  practice,  a frightful  mortality  at- 
tended the  operation,  but  it  soon  became  evident 
that  the  majority  of  lethal  factors  represented 
nothing  new  in  organic  dysfunction  but  merely 
exacerbations,  directly  attributable  to  the  opera- 
tion or  to  preexistent  disease.  It  was  soon 
realized,  too,  that  these  complications,  which 
when  exaggerated  as  the  result  of  operation 
proved  fatal,  were  the  important  factors  in 
rendering  the  individual  hazardous  for  prosta- 
tectomy. The  recognition,  first  of  groups  in 
which  the  risk  is  relatively  hazardous,  and  sec- 
ondly of  the  disturbed  physiology  contributing 
to  this  state  of  hazardousness,  has  had  its  frui- 
tion in  modern  methods  of  preoperative  treat- 
ment, of  diagnosis,  of  certain  refinements  in 
surgical  technic,  and  of  a perfected  postoperative 
plan. 

The  causes  of  primary  mortality  following 
prostatectomy  have  not  changed  in  kind,  but 
they  have  changed  unquestionably  in  relative 
incidence.  Various  collected  series  of  fatalities 
following  operation  show  that  hemorrhage,  sep- 
sis and  shock  each  contribute  a higher  percentage 
of  fatalities  than  cardiovascular  disease,  not- 
withstanding the  fact  that  the  former  are  largely 
under  the  control  of  the  surgeon.  As  the  technic 
of  prostatectomy  improves,  the  relative  incidence 
of  fatal  hemorrhage,  sepsis  and  shock  must 
necessarily  decline.  Renal  failure  remains  the 
most  frequent  cause  of  death  following  the  oj>- 
eration,  and  the  majority  of  poor  operative  risks 
are  so  by  virtue  of  renal  insufficiency. 

THE  HAZARDOUS  RISK 

The  term  hazardous  is  entirely  relative,  inas- 
much as  the  truly  hazardous  risk  may  be  en- 
tirely eliminated  by  the  ultraconservative  surgeon 
whose  worst  operative  risks  would  be  classified 
as  fair  risks  by  the  less  conservative  man.  The 
type  of  case  to  which  we  refer  is  such  that  even 
after  the  most  thorough  preoperative  treatment, 
the  outcome  of  operation  is  doubtful.  For  the 
vast  majority  of  such  cases  we  believe  that  the 
two  stage  suprapubic  operation  is  far  safer 
than  any  other. 

The  average  prostatic  becomes  a hazardous 
risk  from  a number  of  interrelated  defects,  and 
while  renal  failure  contributes  largely  to  the 
dangers  of  operation,  rarely  is  a mortality  at- 
tributable to  an  isolated  complication.  Neverthe- 
less it  is  advantageous  to  group  these  cases  into 
classes  as  a point  of  departure  for  clinical  con- 
sideration. There  is  one  class  in  which  the 
physical  nature  of  the  obstruction  renders  haz- 
ardous the  suprapubic  operation.  This  group 
includes  the  badly  infected  cases  with  firmly 
adherent  pro.-tates,  the  removal  of  which  from 


above  is  attended  by  considerable  trauma  and 
leads  to  unusual  bleeding  and  shock,  which  latter 
are  to  be  avoided  especially  in  prostatectomy  in 
aged  subjects.  We  have  shown  elsewhere  that 
the  decade  mortality  of  prostatectomy  gradually 
rises  and  largely  because  hemorrhage,  sepsis 
and  shock  are  disastrous  in  their  effects  on  old 
men.  For  this  reason  an  aged  individual  may 
succumb  following  the  difficult  removal  of  an 
adherent  prostate  while  another  risk  equally  poor 
in  other  respects  recovers  because  the  gland  is 
easily  enucleable.  This  was  illustrated  in  the 
fatal  result  of  operation  in  one  of  four  patients 
over  eighty  years  of  age  operated  upon  in  the 
Methodist  Hospital  during  the  past  two  years. 
The  difficulty  in  freeing  the  prostate  resulted  in 
fatal  shock,  so  that  the  physical  nature  of  the 
obstruction  proved  to  be  the  major  factor  in 
rendering  the  operation  hazardous.  In  esti- 
mating the  dangers  of  the  suprapubic  operation, 
the  enucleability  of  the  gland  is  of  the  greatest 
importance,  and  in  the  very  aged  and  in  asthenic, 
debilitated  individuals,  the  presence  of  a tightly 
adherent  gland  is  a definite  contra-indication  to 
the  operation.  These  cases  may  be  drained 
above  to  advantage  but  the  removal  of  the  ob- 
struction should  be  attained  otherwise  than  by 
attempts  at  total  enucleation. 

Severe  vesical  infections  may  necessitate  pro- 
longed drainage,  but  infections  localized  to  the 
lower  urinary  tract,  when  properly  treated,  add 
but  little  to  the  dangers  of  prostatectomy. 

Another  group  of  hazardous  risks  comprises 
the  cardiorenal  cases  with  the  major  and  often 
primary  pathology  involving  the  kidneysf,  as 
contrasted  with  a third  group  in  which  cardiac 
weakness  dominates  the  clinical  picture.  Finally 
there  is  a heterogeneous  group  of  factors  con- 
tributing to  the  dangers  of  prostatectomy,  such 
as  diabetes,  anemia,  vasomotor  failure,  pulmo- 
nary conditions,  etc.,  which  demand  medical 
treatment  and  certain  changes  in  the  technic  of 
operation,  especially  as  regards  the  choice  of 
anesthetic. 

DIAGNOSIS  ; CYSTOSCOPIC  EXAMINATION 

While  it  is  desirable  to  have  a complete  under- 
standing of  the  mechanics  involved  in  cases  of 
prostate  obstruction,  cystoscopic  examination  is 
inadvisable  in  a considerable  proportion  of  haz- 
ardous risks,  especially  in  aged  individuals  and 
in  the  asthenic  and  debilitated.  Even  after  pro- 
longed treatment  resulting  in  marked  improve- 
ment in  renal  and  other  functions,  cystoscopy 
is  not  without  danger  in  very  bad  risks.  This  is 
especially  true  in  cases  with  very  large  adenom- 
atous hypertrophy  of  the  gland.  Cystoscopic 
data  are  invaluable  in  formulating  an  operative 
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plan  and  in  the  determination  of  the  presence  or 
absence  of  complicating  lesions  of  the  bladder 
and  upper  urinary  tract,  but  in  the  type  of  case 
under  discussion,  we  prefer  to  explore  the  blad- 
der cavity  with  the  finger  at  the  time  of  the 
preliminary  cystostomy,  rather  than  to  pass  an 
instrument  through  the  infected  and  obstructed 
urethra.  The  use  of  the  indwelling  catheter 
adds  to  the  danger  of  subsequent  cystoscopy  by 
increasing  the  incidence  of  epididymitis,  which 
in  the  ordinary  individual  is  of  little  moment  but 
may  become  a serious  complication  in  hazardous 
risks.  It  is  indefensible  to  cystoscope  the  bad 
risk  cases  without  preliminary  functional  studies 
and  treatment. 

Carcinoma  of  the  prostate  should  be  looked 
upon  as  a contra-indication  to  suprapubic  enu- 
cleation except  for  the  purpose  of  removing 
complicating  adenomatous  masses  which  have 
given  rise  to  urethral  obstruction.  The  deter- 
mination of  the  operability  of  such  cases  neces- 
sitates careful  cystoscopic  examination,  for  in 
the  absence  of  intravesical  projection  of  the 
gland,  the  suprapubic  operation  should  not  be 
attempted.  The  individual  with  carcinoma  of 
the  prostate  is  not  necessarily  a bad  surgical 
risk,  but  if  the  disease  has  progressed  to  the 
point  of  marked  urinary  obstruction  as  the  re- 
sult of  urethral  compression  in  the  absence  of 
intravesical  projection,  the  risk  is  hazardous  in 
so  far  as  the  dangers  of  suprapubic  prostatec- 
tomy are  concerned. 

THE  PRINCIPLES  OP  PREOPERATIVE  TREATMENT 

The  removal  of  the  prostate  in  bad  risk  cases 
should  be  looked  upon  as  an  incident  in  the 
restoration  of  the  patient’s  general  health,  and 
unless  such  restoration  can  be  accomplished  to 
the  point  where  the  operation  can  be  so  under- 
taken, failure  is  almost  inevitable.  Provision 
must  be  made  for  a degree  of  reserve  function 
that  will  carry  the  extra  burden  imposed  by  the 
operation,  which  may  be  said  to  be  hazardous  in 
ratio  to  the  contracted  limits  of  this  reserve. 
We  are  concerned,  then,  with  such  treatment  as 
will  promote  physiological  restoration,  with 
means  of  accurate  measurement  of  the  results 
of  treatment  and  finally  with  such  technical  re- 
finements as  will  tend  to  minimize  the  difficul- 
ties of  prostatectomy. 

The  prostatic  becomes  a bad  surgical  risk 
largely  as  the  result  of  toxicity  of  the  blood, 
and  may  be  said  to  be  a favorable  risk  in  ratio 
to  the  normality  of  his  eliminative  functions. 
Such  toxicity  results  from  renal  failure,  from 
infection  and  cardiovascular  weakness,  and  indi- 
rectly from  the  diminution  in  intestinal  and 
cutaneous  activity,  and  in  the  worst  risks  has 


proceeded  to  the  point  where  its  slightest  aug- 
mentation will  result  fatally.  The  upper  urinary 
tract  has  become  compressed  through  conges- 
tion incident  to  infection  and  overwork,  and  in 
advanced  cases  the  tubular  epithelium  is  largely 
destroyed  and  the  prognosis  is  hopeless.  Relief 
from  the  condition  promotes  the  physiological 
restoration  of  such  cells  as  have  escaped  de- 
struction, and  it  is  the  restored  function  of  these 
cells  that  constitutes  the  reserve  capacity  of  the 
kidneys,  although  necessity  may  drive  the  indi- 
vidual cell  to  a fundamental  power  beyond  that 
which  we  have  the  means  of  determination.  The 
operability  or  inoperability  of  hazardous  risks 
must  be  based  upon  the  effects  of  treatment 
designed  to  increase  the  eliminative  functions, 
and  to  remove  as  far  as  possible  the  effects  of 
retained  toxins. 

URINARY  drainage 

It  is  often  of  vital  importance  to  select  the 
type  of  urinary  drainage  appropriate  to  the  given 
case  and  to  change  it  as  necessity  demands.  In 
the  very  toxic  pre-uremic  type  of  case,  with 
great  quantities  of  infected  urine,  it  is  sometimes 
necessary  to  employ  intermittent  catheterization 
for  a variable  period  of  time  before  either  the 
indwelling  catheter  or  suprapubic  drainage  can 
be  instituted,  even  with  comparative  safety.  We 
find  it  practically  impossible  to  bring  these 
cases  to  the  point  of  operability  by  catheteriza- 
tion alone,  although  catheterization  is  an  im- 
portant step  in  the  treatment  of  some  cases. 
Between  difficult  urethral  instrumentation  and 
suprapubic  drainage  there  is,  in  our  judgment, 
no  choice,  for  the  latter  is  far  safer  than  the 
former.  In  fact,  I firmly  believe  that  more 
fatalities  will  follow  difficult  catheterization  than 
suprapubic  cystostomy  in  hazardous  risks.  In 
cases  of  acute  retention,  operative  drainage  is 
far  safer  than  very  difficult  catheterization,  even 
though  the  latter  be  successful  eventually.  The 
introduction  of  an  instrument  into  the  bladder, 
especially  in  a bad  case,  is  followed  by  a lower- 
ing of  renal  function  which  is  due  in  most  in- 
stances to  the  activation  of  a quiescent  pyelo- 
nephritis, and  may  result  fatally. 

One  of  our  patients  was  found  on  admission  • 
to  the  hospital  to  have  a blood  urea  nitrogen 
content  of  85  mg.,  creatinin,  5.2  mg.,  and  a 
phthalein  output  of  zero.  An  indwelling  catheter 
was  introduced  and  within  forty-eight  hours  the 
patient  was  uremic.  At  this  time  the  blood  urea 
nitrogen  had  risen  to  115  mg.  and  the  creatinin 
to  6.2.  The  toxicity  in  this  case  was  relieved 
by  infusions  of  salt,  and  after  six  weeks  of  blad- 
der drainage  a cystostomy  was  done  under  local 
anesthesia.  The  operation  was  followed  by  a 
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recurrence  of  uremic  symptoms,  which  again 
responded  to  treatment,  and  after  seven  weeks 
of  drainage  the  prostate  was  removed  and  the 
patient  recovered  without  further  clinical  evi- 
dence of  renal  insufficiency. 

In  another  case  catheterization  \vas  followed 
by  epididymitis  and  pre-uremic  signs,  and  since 
it  was  impossible  to  continue  drainage  per 
urethra,  the  bladder  was  drained  above.  This 
was  followed  by  aggravated  uremic  symptoms, 
including  hiccough  which  continued  for  a period 
of  ten  days.  After  three  months  of  treatment 
the  prostate  was  removed,  the  operation  being 
again  followed  by  hiccough  and  other  uremic 
manifestations.  It  has  been  our  experience  in 
cases  of  this  kind  that  permanent  catheterization 
is  equally  as  dangerous  as  cystostomy,  but  that 
in  patients  in  whom  the  soft  rubber  catheter  can 
be  passed  without  trauma,  a period  of  treatment 
by  intermittent  catheterization  lessens  the  danger 
of  cystostomy. 

Patients  with  long-standing  acute  retention 
and  badly  traumatized  urethrae  due  to  prolonged 
attempts  at  catheterization  should  be  drained 
immediately ; nothing  is  to  be  gained  by  further 
attempts  at  catheterization.  Acute  retention, 
coming  as  a complication  in  the  early  stages  of 
prostatism,  may  not  prove  serious,  and  catheteri- 
zation is  to  be  employed  in  such  cases ; but  sud- 
den complete  retention  complicating  cases  with 
great  quantities  of  residual  urine  of  long  stand- 
ing and  unrelieved,  renders  both  catheterization 
and  operation  hazardous.  To  establish  drainage 
successfully  in  these  cases  demands  unusual 
care,  since  it  is  necessary  to  decompress  the  blad- 
der gradually  and  the  technic  of  operation  must 
be  modified  accordingly,  the  important  factor 
being  to  prevent  sudden  collapse  of  the  bladder. 

TECHNIC 

The  distended  bladder  is  exposed  under  local 
anesthesia  to  the  left  of  the  midline,  and  grasped 
at  either  side  of  the  proposed  cystostomy  wound, 
with  Allis  forceps.  The  latter  should  be  placed 
about  one-half  inch  apart  and  a deep  bite  taken 
in  the  bladder  wall  so  as  to  include  the  mucous 
membrane,  which  otherwise  may  peel  from  the 
bladder  wall  during  the  introduction  of  the  but- 
ton catheter.  In  cases  with  extreme  distention 
it  is  advantageous  at  this  juncture  to  aspirate  the 
bladder,  introducing  the  needle  at  the  proposed 
site  of  puncture.  Enough  urine  should  be  with- 
drawn to  relieve  the  tension. 

The  Allis  forceps  are  now  held  upright  and 
parallel  by  an  assistant  who  is  instructed  to  cross 
them  and  exert  traction  immediately  the  stab 
wound  is  made  into  the  bladder,  thus  preventing 
the  escape  of  the  urine.  The  button  catheter  has 


been  clamped  off  at  its  proximal  end  and  the 
button  folded  on  itself  and  grasped  in  the  tip  of 
a pair  of  slender  curved  forceps.  The  forceps 
with  the  button  end  of  the  catheter  is  quickly 
inserted  into  the  bladder,  the  forceps  released 
and  withdrawn,  and  traction  made  on  the  cathe- 
ter, thus  drawing  the  button  end  against  the 
opening  and  preventing  the  escape  of  urine.  A 
suture  closes  the  little  wound  tightly  around  the 
sliaft  of  the  catheter;  the  procedure  consuming 
only  a few  minutes  and  with  the  loss  of  little 
or  no  urine.  Subsequently  the  bladder  can  be 
emptied  at  will  intermittently,  and  there  is  no 
need  for  the  use  of  the  various  types  of  appa- 
ratus suggested  for  the  purpose  of  gradual  de- 
compression of  the  overdistended  bladder.  We 
have  described  tliis  minor  procedure  at  some 
length  for  the  reason  that  in  our  work  it  has 
largely  displaced  the  use  of  the  catheter  in  the 
treatment  of  bad  risks,  and  we  have  had  no 
fatalities  with  it,  even  in  the  very  worst  cases 
with  retention  for  as  long  as  twenty-four  hours, 
sometimes  with  the  overflow  of  retention,  and 
usually  with  badly  injured  urethrae  due  to  inef- 
fectual attempts  at  catheterization. 

In  less  dangerous  risks  with  some  residual 
urine  but  without  acute  retention,  we  prefer  to 
incise  the  bladder  widely  for  purposes  of  blad- 
der exploration,  especially  in  those  cases  in 
which  cystoscopic  examination  has  not  been 
made.  This  procedure  simplifies  somewhat  the 
second  stage  of  the  operation,  because  the  inci- 
sional wound  in  the  bladder  splits  into  the  peri- 
toneal cavity.  In  severe  cases  no  investigation 
of  the  interior  of  the  bladder  is  made,  our  pur- 
pose being  to  introduce  with  the  greatest  possible 
dispatch,  a sinall  drainage  tube  into  the  viscus 
near  its  summit.  Large  drainage  tubes  have  no 
advantage  except  where  blood  clots  are  to  be 
evacuated.  Complicating  bladder  stones  should 
not  be  removed  at  the  time  of  the  preliminary 
drainage  when  the  risk  is  a hazardous  one,  ex- 
cept large  stones  which  might  in  themselves  in- 
terfere with  urethral  drainage.  The  removal  of 
small  stones  in  no  wise  promotes  renal  repair, 
nor  does  their  presence  greatly  increase  the  diffi- 
culty of  controlling  infection. 

The  suprapubic  operation  is  followed  occa- 
sionally by  a permanent  fistula  which  is  depend- 
ent either  upon  persistent  obstruction  at  the 
bladder  outlet,  obliquity  of  the  drainage  tract, 
or  upon  epithelization  of  the  tract.  The  two 
latter  factors  are  avoidable,  but  in  bad  risk  cases 
one  is  less  likely  to  take  the  requisite  care  in  per- 
forming the  preliminary  drainage  operation,  or 
in  proper  placement  of  the  drainage  tube  after 
the  prostatectomy.  Attention  must  be  paid  at 
the  time  of  the  cystostomy  operation  to  the  posi- 
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tion  of  the  bladder  in  relation  with  the  abdomi- 
nal fascia  and  muscle,  for  in  the  event  that  the 
bladder  wall  pouts  out  between  the  muscle  fibers 
and  becomes  adherent,  there  is  almost  sure  to 
occur  epithelization  of  the  tract  with  the  develop- 
ment later  of  a permanent  fistula. 

This  explained  what  virtually  amounted  to  an 
acquired  exstrophy  of  the  bladder  in  a patient 
seen  recently,  in  whom  prostatectomy  had  been 
performed  eight  months  before.  The  opening 
was  an  inch  or  more  in  length  and  was  lined  by 
epithelium,  and  through  it  the  bladder  wall  was 
everted  with  the.  slightest  increase  in  intra- 
abdominal pressure.  When  the  wound  was 
strapped  tightly  the  patient  could  void  nor- 
mally. In  a successful  repair  of  the  defect 
under  local  anesthesia,  the  bladder  was  mobi- 
lized, the  tract  excised  and  the  bladder  closed 
and  placed  in  its  normal  relationship  with  the 
abdominal  wall.  Complications  like  this  in  haz- 
ardous risks  may  result  in  fatalities.  In  a second 
case  in  which  the  original  operation  had  been 
performed  by  ourselves,  a fistula  resulted  from 
placing  the  tube  too  low  and  the  diagonal  sinus 
tract  failed  to  close,  necessitating  a third  oper- 
ation. Complications  of  this  kind  impress  the 
necessity  for  care  in  the  proper  handling  of  the 
suprapubic  wound  despite  the  hazardousness  of 
the  risk. 

ACCESSORY  treatment 

However  important  the  establishment  of  uri- 
nary drainage  in  hazardous  risks,  there  is  equal 
necessity  for  the  most  active  medicinal  treat- 
ment. It  is  disadvantageous  to  generalize  in 
discussing  such  treatment,  for  each  patient  pre- 
sents individual  problems,  and  it  is  wise  in  most 
instances  to  seek  the  assistance  of  an  internist. 
However,  those  patients  rendered  hazardous  as 
the  result  of  cardiorenal  disease  may  be  divided 
for  practical  purposes  into  two  classes,  namely, 
those  with  high  blood  pressure  and  those  with 
low  blood  pressure,  the  gravity  of  extremes  in 
either  state  being  very  marked.  Patients  in 
either  group  may  be  very  toxic,  with  the  danger 
of  apoplexy  imminent  in  the  high-pressure  cases, 
and  of  cardiac  failure  in  those  with  low  pressure, 
and  in  both  instances  of  fatal  uremia.  The 
treatment  in  both  instances  is  designed  to  de- 
toxicate the  individual  but  the  methods  pursued 
are  necessarily  quite  different.  Eliminative  ef- 
forts in  low  pressure  cases  must  be  associated 
with  active  stimulation,  and  comparatively  little 
use  can  be  made  of  the  skin  and  intestinal  tracts 
as  avenues  of  elimination.  Water  is  used  to  the 
point  of  circulatory  tolerance  but  this  point  may 
be  reached  very  soon,  and  water  must  therefore 
be  used  cautiously  until  the  circulation  shows 


improvement.  The  judicious  use  of  digitalis, 
strychnin  and  whisky  in  these  cases,  increasing 
the  water  intake  by  small  hypodermoclyses  as 
the  circulation  improves,  will  serve  to  bring 
many  apparently  hopeless  cases  to  the  point  of 
comparatively  safe  operability.  In  patients  with 
high  blood  pressure  due  to  complicating  true 
interstitial  nephritis,  the  prognosis  is  very  bad 
indeed  and  treatment  usually  of  little  avail ; but 
if  the  renal  insufficiency  is  largely  dependent 
upon  compression  and  infection,  and  the  myo- 
cardium is  fairly  normal,  the  institution  of  blad- 
der drainage  together  with  active  elimination  by 
way  of  the  skin  and  intestinal  tract  will  quickly 
detoxicate  the  blood.  In  the  plethoric  tyj>e  of 
individual  blood  letting  followed  by  hypoder- 
moclysis  or  infusion  is  of  the  greatest  value. 

The  determination  of  the  time  and  compara- 
tive safety  of  operation  depends  upon  the  re- 
sponse of  the  patient  to  treatment.  Improve- 
ment on  the  clinical  side  is  of  equal  importance 
with  laboratory  evidence  of  such  improvement. 
The  individual  who  shows  marked  clinical 
changes  as  evidenced  by  a returning  appetite, 
sound  sleep,  normal  bowel  action  and  improve- 
ment in  the  quantity  and  quality  of  the  urine,  is 
almost  invariably  a fair  operative  risk,  as  is  fur- 
ther shown  by  concomitant  increase  in  the  per- 
centage output  of  dyes  and  a diminution  in  renal 
retention  products  in  the  blood.  It  is  impossible 
to  state  in  terms  of  percentage  output  or  reten- 
tion the  limits  of  safety  for  operation,  and  the 
value  of  the  various  tests  is  entirely  relative. 
Renal  function  which  shows  decided  response  to 
treatment,  however  low  it  may  have  been  at  the 
outset,  indicates  an  elasticity  of  function  the 
upf>er  limit  of  which  cannot  be  measured,  but 
suggests  a considerable  margin  of  safety.  A pri- 
marily low  phthalein  output,  associated  with  a 
high  urea  nitrogen  retention  which  does  not  re- 
spond to  treatment,  means  irremediable  kidney 
destruction  and  is  of  the  gravest  prognostic  sig- 
nificance. We  have  seen  cases  with  very  low 
phthalein  output  but  with  slight  urea  nitrogen 
retention  who  have  stood  operation  very  well, 
and  especially  cystostomy,  after  which  the  out- 
put of  phthalein  increases  as  a rule.  The  gravest 
significance  must  always  attach  to  a combination 
of  low  output  of  dye  with  high  blood  retention, 
and  in  the  extreme  cases  it  is  better  to  try  renal 
decompression  by  intermittent  catheterization 
and  the  relief  of  toxemia  by  medicinal  means  be- 
fore any  operation  is  attempted. 

THE  second  stage 

The  second  stage  of  a two  stage  prostatectomy 
in  hazardous  risks  must  be  performed  with  rap- 
idity and  the  minimum  of  trauma.  Care  must 
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be  taken  to  avoid  technical  complications  that 
would  tend  to  prolong  the  operation,  and  the 
anesthetic  must  be  chosen  with  the  greatest  care. 
For  the  majority  of  cases  we  believe  that  gas- 
oxygen  is  the  anesthetic  of  choice,  providing  it 
be  given  by  an  expert  who  realizes  the  necessity 
for  avoiding  deep  narcosis.  In  operations  on 
patients  with  very  high  blood  pressure  and  a fair 
myocardium  we  prefer  spinal  anesthesia.  Ether 
is  rarely  indicated,  although  in  certain  asthenic 
individuals  it  may  be  used  to  advantage  to  sup- 
plement primary  gas  anesthesia. 

THE  INCISION 

Provision  will  have  been  made  at  the  time  of 
the  drainage  for  sufficient  space  between  the 
sinus  tract  and  the  pubic  crest  so  that  the  pros- 
tate can  be  extracted  through  an  opening  made 
by  enlarging  the  incision  downward.  In  some 
cases  and  especially  in  fat  subjects  the  wound 
must  be  enlarged  upward,  thus  increasing  the 
danger  of  opening  into  the  peritoneal  cavity 
during  the  enucleation  process.  The  reason  for 
this  lies  in  the  fact  that  the  peritoneum  has  be- 
come tightly  adherent  to  the  abdominal  wall  at 
the  point  of  reflection  from  the  bladder,  so  that 
if  the  bladder  is  torn  loose  above,  the  peritoneal 
cavity  will  likely  be  opened.  This  accident  may 
prove  fatal  in  hazardous  risks,  since  it  necessi- 
tates careful  repair  of  the  defect.  The  latter  is 
time  consuming  and  often  demands  greater  re- 
laxation than  can  be  obtained  by  gas  anesthesia. 
This  accident  has  happened  with  us  on  four  occa- 
sions, one  time  in  a very  serious  risk,  and  while 
the  p>eritoneum  escaped  infection  and  the  patients 
recovered,  it  added  to  the  seriousness  of  the 
postoperative  period.  It  is  our  habit  to  remove 
the  hand  from  the  bladder  after  freeing  the 
prostate,  and  in  these  cases  in  which  the  peri- 
toneum was  torn,  this  was  followed  by  the  pro- 
• trusion  of  a knuckle  of  gut.  The  intestine  should 
be  replaced  at  once  and  the  peritoneal  cavity 
separated  from  the  bladder  cavity  with  a gauze 
sponge.  If  bleeding  from  the  prostatic  bed  is 
slight,  it  may  be  disregarded  and  repair  of  the 
peritoneum  proceeded  with;  otherwise  the  pros- 
tatic bed  must  be  packed.  After  closure  of  the 
tear  the  prostate  is  extracted.  It  has  been 
suggested  that  the  bladder  be  mobilized  at  the 
time  of  the  second  stage  before  enucleation  is 
begun  as  a means  of  preventing  peritoneal  in- 
jury, but  this,  together  with  lateral  incisions  and 
undermining  of  the  incision,  is  rarely  necessary. 

ENUCLEATION  OE  THE  PROSTATE 

The  most  important  single  factor  in  determin- 
ing the  outcome  of  the  second  stage  in  bad  risk 
cases  is  the  amount  of  bleeding  and  the  measures 


taken  to  control  it.  In  most  cases  there  is  a 
little  hemorrhage  in  the  two  stage  operation  if 
we  observe  two  precautions,  one  of  which  is  the 
prolongation  of  drainage  for  a sufficient  length 
of  time  (this  usually  means  until  the  urine  has 
become  clear  or  relatively  clear)  and  with  it  the 
relief  of  prostatic  congestion.  The  other  is  the 
care  with  which  tears  in  the  vesical  mucosa  are 
avoided  during  the  enucleation  process.  It  may 
be  necessary  at  times  to  employ  mechanical 
means  for  controlling  hemorrhage  even  after  a 
two  stage  operation,  but  in  the  hazardous  risks, 
open  operation  with  packing  and  suturing  of  the 
prostatic  bed  is  exceedingly  dangerous,  and  in 
our  opinion  should  not  be  attempted.  This  pro- 
cedure in  the  two  stage  operation  demands  wide 
incision  with  mobilization  of  the  bladder  in  order 
to  bring  the  area  into  working  view,  and  many 
patients  will  not  survive  the  shock  incident  to 
this  procedure.  If  the  enucleation  is  begun  on 
the  urethral  roof  and  the  prostatic  lobes  hooked 
back  into  the  bladder  and  peeled  off  the  vesical 
mucosa,  the  hemorrhage  will  be  slight  in  most 
instances.  If  there  is  the  slightest  doubt  about 
the  spontaneous  arrest  of  the  bleeding,  the  pa- 
tient should  be  kept  under  observation  in  the 
operating  room,  and  if  necessary  a Pilcher  hemo- 
static bag  inserted.  This  can  be  done  without 
readministration  of  an  anesthetic.  We  have 
practically  discarded  all  mechanical  means  of 
hemostasis  in  hazardous  risks,  and  during  the 
past  three  years  have  had  only  one  instance  of 
serious  bleeding  and  no  fatalities  directly  or  in- 
directly attributable  to  hemorrhage. 

CONCLUSIONS 

(1)  In  hazardous  risk  prostatic  hypertrophy 
cases  the  two  stage  operation  is  usually  the 
method  of  choice. 

(2)  In  this  type  of  case  the  operation  is,  in 
our  judgment,  applicable  only  to  those  in  which 
the  prostate  is  of  the  soft,  adenomatous,  non- 
adherent variety. 

(3)  Suprapubic  cystostomy  is  a safer  pro- 
cedure in  the  majority  of  cases  than  is  the  per- 
manent catheter. 

(4)  In  very  hazardous  risks,  intermittent 
catheterization  followed  by  suprapubic  drainage 
is  safer  than  the  indwelling  catheter  followed  by 
prostatectomy. 

(5)  The  cystostomy  should  usually  be  done 
under  infiltration  anesthesia. 

(6)  In  making  the  cystostomy  wound,  the 
greatest  care  should  be  taken  to  minimize  the 
difficulties  and  dangers  of  the  subsequent  prosta- 
tectomy. 

(7)  More  lives  are  sacrificed  through  unnec- 
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essary  efforts  to  control  hemorrhage  than  are 
saved  by  thus  controlling  it. 

(8)  The  enucleation  of  the  prostate  is  merely 
a step  in  the  restoration  of  the  hazardous  risk 
from  a multiplicity  of  original  defects  to  a state 
of  comparative  good  health. 

DISCUSSION 

Dr.  Charles  F.  Nassau  (Philadelphia,  Pa.)  : Once 
in  a while  the  general  surgeon  has  to  deal  with  pros- 
tatic cases.  I want,  therefore,  to  bring  out  one  point 
in  regard  to  the  drainage  of  bladders  that  are  tremen- 
dously distended,  where  the  passage  of  a catheter  or 
even  the  attempt  at  it  will  produce  frightful  collapse. 
A very  fine  trocar  such  as  comes  in  the  ordinary  three 
trocar  set,  one  several  inches  in  length,  can  be  inserted 
into  the  bladder  just  above  the  pubic  bone.  In  this  way 
large  dilated  bladders  are  allowed  to  empty  themselves 
safely  without  the  slightest  danger  of  extravasation  of 
urine.  To  control  the  emptying  of  the  bladder,  slip  a 
rubber  tube  on  the  end  of  the  trocar.  This  can  be  com- 
pressed or  opened  at  intervals,  if  necessary  taking  as 
long  as  twelve  hours  to  empty  a tremendously  distended 
bladder.  The  papers  of  Drs.  Stellwagen  and  Herman 
have  covered  every  phase  of  this  subject  so  thoroughly 
that  there  is  nothing  else  to  add ; but  I am  sure  you 
will  find  this  to  be  a very  comfortable  and  safe  pro- 
cedure. As  a matter  of  fact,  if  no  fine  catheter  is  at 
hand,  any  trocar  can  be  used  and  the  speed  with  which 
the  bladder  is  to  be  emptied  is  under  absolute  control. 

Dr.  Harold  L-  Foss  (Danville,  Pa.)  : Touching  on 
the  subject  of  the  control  of  hemorrhage  following 
prostatectomy,  I used  the  Pilcher  bag  and  various 
similar  agencies  for  a long  time,  but  some  six  or  seven 
years  ago  I evolved  a little  scheme  of  using  an  accor- 
dion pleated  gauze  pack  and  described  it  in  the  Annals 
of  Surgery  of  December,  1923.  I thought  it  was  par- 
ticularly appropriate  to  mention  it  at  this  time.  The 
one  who  evolved  this  same  thing  some  years  ago  before 
I devised  mine  (when  I brought  out  my  prostatectomy 
pack  I was  not  aware  of  the  existence  of  a similar  de- 
vice) is  now  the  distinguished  guest  of  this  Section, 
Dr.  Robert  Farr,  of  Minneapolis.  I think  he  is  in  the 
hall  and  it  might  be  well  to  call  on  him  to  describe  this 
pack,  which  is  far  and  away  the  best  means  in  existence 
for  controlling  hemorrhage  following  suprapubic  prosta- 
tectomy. 

Dr.  Robert  Emmett  Farr  (Minneapolis,  Minn.)  : I 
want  to  thank  Dr.  Foss  for  calling  attention  to  the  little 
device  which  I described  many  years  ago  for  the  pur- 
pose of  packing  the  prostatic  bed  after  prostatectomy.  I 
have  not  applied  the  first  prostatic  pack  and  now  use  a 
cigarette  drain  about  two  inches  wide,  perforated  and 
threaded  on  a rubber  tube.  This  apparatus  was  thor- 
oughly illustrated  and  described  in  the  Surgical  Clinics 
of  North  America  in  October,  1923. 

While  I agree  with  Dr.  Foss  that  the  most  important 
point  in  treating  prostatism  relates  to  the  surgeon’s 
judgment  as  to  when  to  operate,  I believe  that  this  little 
device  is  one  of  the  most  satisfactory  in  combating  post- 
operative hemorrhage. 

Dr.  Stellwagen  (in  closing)  : Dr.  Herman  has  ably 
covered  the  phases  of  the  care  of  the  bad  surgical  risks 
in  prostatic  surgery.  I am  in  thorough  accord  with 
him  as  to  the  necessity  for  study  in  these  cases.  One 
point  that  he  brought  out  was  the  inadvisability  of 
cystoscopic  examination  in  the  debilitated  case.  Upon 
this  statement  I can  speak  feelingly  myself,  for  I have 


produced  serious  trouble  in  these  cases  by  an  over- 
zealous  desire  to  see  what  the  bladder  presented.  In 
some  instances  these  patients  have  been  made  fatally 
ill  by  instrumentation,  and  I always  stop,  look  and 
listen  before  advising  cystoscopy  in  the  very  toxic 
case.  Of  course,  I realize  the  advantage  to  the  sur- 
geon of  a cystocopic  examination  but  in  some  instances 
it  is  almost  impossible  to  do  it,  owing  to  the  obstruc- 
tion present,  and  again  the  amount  of  debris  in  the 
viscus  necessitates  so  prolonged  a lavage  before  any- 
thing can  be  seen  that  from  the  length  of  time  con- 
sumed it  becomes  a dangerous  procedure.  The  post- 
operative cystoscopic  examination  is  also  dangerous. 
I used  to  do  it  as  a routine  before  discharging  the  case 
from  the  hospital,  but  this  has  been  discontinued,  and 
unless  some  necessity  arises  it  is  not  routinely  done. 

The  problem  of  the  control  of  hemorrhage  both  dur- 
ing and  after  operation  is  most  important.  These  cases 
do  not  stand  blood  loss  well,  and  much  of  the  shock 
and  delayed  convalescence  is,  to  my  mind,  directly 
traceable  to  hemorrhage. 

I know  some  general  surgeons  look  upon  the  enuclea- 
tion of  the  prostate  through  the  small  suprapubic  open- 
ing just  large  enough  to  admit  the  index  finger  as  an 
unsurgical  procedure,  but  to  me  it  is  sound  and  a well- 
taken  point.  The  wide  cut  in  the  bladder  through  which 
it  is  necessary  to  work  in  order  to  catch  and  tie  bleed- 
ing vessels  has  been  in  my  hands  a detriment.  Again, 
this  method  lengthens  the  operation  time,  and  I have 
not  been  able  to  do  it  without  difficulty. 

The  removal  of  the  adherent  prostate  by  the  perineal 
route  I agree  with,  but  of  late  I have  used  a method 
of  punching  through  the  suprapubic  opening  that  has 
given  me  very  happy  results.  This  is  done  by  a large 
rongeur  forcep  and  a bougie,  as  mentioned  in  my  paper. 

In  all  these  cases  the  possibility  of  diverticulum, 
stone  or  other  complications  should  be  thought  of,  and 
if  the  case  can  not  be  cystoscoped,  the  roentgenologist 
should  make  a careful  preoperative  study.  In  fact  we 
do  this  as  a routine  for  a stone  or  a diverticulum  can 
be  easily  overlooked  by  the  cystoscopist. 

Dr.  Herman  (in  closing)  : It  is  a very  easy  matter 
to  open  into  the  peritoneal  cavity  during  the  second 
stage  of  a two  stage  prostatectomy.  This  accident  is 
seldom  of  serious  import,  but  the  defect  must  be  re- 
paired with  care;  otherwise  peritonitis  is  likely  to  re- 
sult. There  seems  to  be  no  way  to  prevent  the  occur- 
rence, although  the  accident  is  much  less  likely  to  hap- 
pen if,  at  the  stage,  the  peritoneum  is  stripped  back  to 
a considerable  distance  and  the  bladder  wall  anchored 
to  the  abdominal  wall. 

The  second  stage  is  more  difficult  than  the  removal 
of  the  gland  in  a one  stage  operation  because  we  are 
working  through  a small  opening  which  is  difficult  to 
enlarge  without  endangering  the  peritoneum.  It  is  also 
very  difficult  at  times  to  extract  the  gland  from  the 
bladder  after  freeing  it,  without  putting  considerable 
strain  on  the  wound,  and  it  is  wiser  in  many  instances 
to  take  the  gland  away  piecemeal. 

These  are  mechanical  complications  which-  can  be 
overcome,  and  they  do  not  negate  the  otherwise  great 
advantages  of  the  two  stage  operation.  We  have  said 
in  the  paper  that  we  never  pack  the  prostatic  bed  after 
the  two  stage  operation,  and  that  we  have  long  since 
given  up  the  use  of  the  hemostatic  bag.  There  are 
exceptions  to  all  surgical  rules,  however,  and  one  to 
the  foregoing  came  to  our  attention  yesterday,  when  we 
had  a very  serious  hemorrhage  following  a two  stage 
operation,  which  necessitated  not  only  the  use  of  a 
hemostatic  bag,  but  of  packing  as  well,  before  the 
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bleeding  was  controlled.  In  the  vast  majority  of  in- 
stances, there  is  very  slight  hemorrhage  following  the 
two  stage  operation,  and  the  fact  that  packing  is  un- 
necessary in  these  cases  accounts  for  the  rapidity  with 
which  they  reestablish  the  normal  urinary  function.  I 
am  firmly  convinced  that  the  safest,  easiest  and  most 
satisfactory  way  of  removing  the  large  adenomatous 
prostate  is  by  the  two  stage  suprapubic  operation. 


THE  TREATMENT  OF  SUBACUTE  AND 
CHRONIC  BRONCHITIS  IN 
CHILDHOOD* 

MAURICE  OSTHEIMER,  M.D. 

PHILADELPHIA,  PA. 

Acute  bronchitis  in  young  children  usually 
lasts  a week  or  two,  loosening  up  gradually,  and 
then  going  on  to  rapid  recovery.  But  when  it 
runs  on  into  a subacute  or  even  a chronic  con- 
dition, either  failing  to  clear  up  altogether  or 
developing  a typical  relapse,  the  child  evidently 
again  becoming  infected,  one  of  the  following 
factors  may  usually  be  found  as  the  cause  of  the 
condition : overhousing,  overclothing  or  over- 
covering, lack  of  enough  fresh  air  and  sunlight. 

These  are  the  children  who  are  taken  out  of 
doors  only  on  clear,  sunny  days,  and  then,  per- 
haps, only  when  it  suits  the  mother  to  go  out. 
'f'hey  are  often,  if  not  always,  clothed  in  sweaters 
or  coats  or  both,  or  put  into  a go-cart  with  sev- 
eral blankets  over  them.  Or  it  may  be  that  they 
not  only  do  not  get  out  of  doors,  but  are  not 
even  given  fresh  air  or  sunlight  indoors,  by  hav- 
ing the  windows  open  for  a while,  at  least,  every 
day. 

Of  course,  a child  who  is  not  kept  in  good 
physical  condition  by  a daily  bath,  a daily  out- 
ing, and  open  windows  every  night  all  night,  can 
and  often  will  take  cold  upon  even  the  slightest 
exposure.  Thus  it  is  true  that  the  child  who 
never  goes  out  at  all  usually  catches  cold  if  he 
is  taken  out,  with  the  result  that  he  is  at  once 
housed  again. 

What  commonly  occurs  when  such  a child 
develops  a -bronchitis  is  for  the  mother  to  try  one 
medicine  after  another,  often  buying  them  at  the 
nearest  drug  store,  but  without  making  any 
change  in  the  child’s  mode  of  life.  Then,  just 
as  may  occur  in  any  undernourished  child,  the 
bronchitis  runs  on  into  a subacute  or  chronic 
condition.  In  some  very  poorly  nourished  chil- 
dren there  may  be  a real  organic  disease  under- 
lying the  existing  chronic  bronchitis,  such  as  an 
unresolved  pneumonia ; or  more  rarely,  even  an 
unrecognized  pulmonary  tuberculosis.  But  with 
the  exception  of  the  negro  child,  the  latter  is 

*Read  before  the  Section  on  Pediatrics  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  8,  1924. 


found  very  seldom,  and  even  in  the  negro,  it 
is  rare  in  the  very  young  child.  Occasionally, 
too,  physical  signs  point  to  an  abscess,  which 
may  later  be  confirmed  by  the  x-ray. 

We  see  a large  number  of  children  with 
chronic  bronchitis  in  the  outpatient  department 
of  the  University  Hospital  every  spring  and  fall. 
Some  of  them  come  from  homes  in  which  the 
mother  is  either  careless  or  ignorant,  but  many 
are  too  carefully  guarded  by  aunts  and  grand- 
mothers, whose  “fussing”  care  is  the  real  cause 
for  the  protracted  bronchitis. 

Our  routine  treatment  consists  of  good  food, 
three  nutritious  meals  a day,  often  after  a bitter 
tonic  consisting  of  mix  vomica  and  gentian,  with 
nothing  to  eat  between  meals ; keeping  the  child 
out  of  doors  as  much  as  possible,  or  in  bad 
weather,  on  a covered  porch  or  in  a room  with 
the  windows  open ; keeping  the  windows  open 
all  night  every  night,  with  covering  and  clothing 
enough  just  to  keep  the  child  warm,  not  to  cause 
jjerspiration ; giving  a daily  bath,  ending  with  a 
cool  sponge  and  rubdown ; sufficient  of  both 
exercise  and  rest. 

When  the  cough  is  bad  enough  to  waken  the 
child  with  a spell  of  coughing  in  the  early  morn- 
ing, which  is  a very  common  symptom,  we  give, 
in  warm  weather,  syrup  of  the  iodid  of  iron, 
from  five  to  thirty  drops,  well  diluted  in  from 
one-third  to  one-half  glass  of  water,  three  times 
a day  just  after  meals,  followed  by  a good  scrub- 
bing of  the  teeth  with  a stiff  toothbrush.  During 
the  winter  months,  however,  these  children,  espe- 
cially when  really  underweight,  are  given  instead 
the  pyrophosphate  of  iron,  one-half  to  one  grain 
in  cod-liver  oil,  from  one-half  to  one  teaspoon- 
ful. If  the  cod-liver  oil  is  used  in  emulsion,  we 
usually  double  the  dose  given.  This  prescription 
has  been  a great  favorite  for  the  negro  children, 
whose  tendency  to  rachitis  and  very  frequent 
attacks  of  bronchitis  is  well  known. 

DISCUSSION 

Dr.  Charles  A.  Fife  (Philadelphia,  Pa.)  : As  the 
title  of  this  paper  is  not  clearly  drawn,  it  is  possible 
that  in  a discussion,  some  phases  of  chronic  and  suba- 
cute bronchitis  may  possibly  appear  foreign  to  the 
subject.  If  the  subject  be  confined  to  acute  primary 
bronchitis,  then  we  would  join  with  the  Doctor  in  imr 
pressing  the  value  of  nutrition  and  home  hygiene  in  the 
prevention  of  the  diseases  of  childhood. 

If  I understand  the  paper  aright,  in  cases  of  subacute 
bronchitis  with  relapse  we  are  advised  to  use  the  open' 
air  treatment  without  regard  to  the  condition  of  the 
mucous  membranes,  without  regard  to  the  condition  of 
the  child,  without  any  thought  of  its  previous  environ- 
ment and  habits,  and  without  any  consideration  of  the 
temperature  or  velocity  of  the  air,  or  of  the  humidity. 

The  universal  application  of  a method  to  a disease 
with  so  very  many  manifestations  and  types,  seems  to  me 
to  be  both  faulty  and  dangerous.  It  is  certainly  radical. 


July,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


665 


and  I may  have  misunderstood  Dr.  Ostheimer;  but  if 
so,  I hope  that  in  closing,  he  will  set  us  straight  and 
give  us  his  ideas  on  the  limitations  and  qualifications 
of  this  rather  broad,  therapeutically  radical,  and  it 
seems  to  me,  dangerous  recommendation. 

Prolonged  acute  primary  bronchitis  is,  I think,  a 
fairly  rare  condition:  bronchitis  of  a secondary  type, 
or  associated  with  other  diseases,  is  more  frequent. 
Therefore,  the  treatment  in  these  cases  diagnosed  as 
secondary  must  be  in  accordance  with  the  prophylaxis 
in  the  primary  disease.  Aside  from  pneumonia,  abscess 
of  the  lungs,  tuberculous  bronchitis,  miliary  tuberculosis 
of  the  lungs,  tuberculous  bronchial  pneumonia,  and 
bronchobrachial  lymph  nodes,  certainly  must  be  ex- 
cluded as  the  cause  of  the  symptoms.  They  are  not  so 
rare  as  Dr.  Ostheimer  leads  us  to  believe.  They  cer- 
tainly are  frequent  enough  to  warrant  careful  consid- 
eration and  exclusion  before  the  diagnosis  of  chronic 
bronchitis  is  made.  Aside  from  this,  of  course,  the  dis- 
eases of  the  upper  respiratory  tract,  sinuses,  tonsils, 
adenoids,  and  decayed  teeth,  are  potent  factors — not  for- 
getting natural  constitutional  conditions,  such  as  rickets, 
etc.  Whooping  cough  is  one  of  the  most  difficult  to 
exclude.  I should  like  also,  in  closing,  to  emphasize 
the  possibility  of  foreign  bodies  in  the  lung  as  a cause 
of  chronic  bronchitis,  and  one  that  we  should  make 
every  effort  to  exclude  in  cases  of  persistent  cough. 
Another  common  cause  of  bronchitis  is  the  reaction  to 
allergic  bronchitis,  which  should  be  considered.  This, 
of  course,  is  associated  with  asthma. 

This  fall  I had  a very  interesting  experience.  A 
doctor  who  brought  his  daughter  to  me  a year  ago  was 
sure  she  had  tuberculosis.  We  found  no  evidence  of 
tuberculosis.  During  the  winter  the  child  had  had  three 
attacks  of  bronchitis.  This  fall  he  again  came  to  me 
very  greatly  disturbed  because  he  thought  she  had  tuber- 
culosis, with  persistent  cough,  particularly  at  night  and 
early  in  the  morning.  Whooping  cough  of  a mild  type 
was  suspected,  but  the  picture  was  entirely  negative. 
After  a thorough  examination  I thought  it  was  either 
whooping  cough  or  some  anaphylactic  reaction.  I asked 
him  if  he  knew  of  anything  that  might  cause  the  con- 
dition, and  it  was  found,  after  some  investigation,  that 
when  the  child  was  in  the  room  with  a pet  parrot,  the 
cough  appeared,  and  when  the  parrot  was  out  of  the 
way,  the  cough  immediately  stopped,  and  it  has  not  re- 
turned except  when  the  mother  goes  directly  from  the 
parrot  to  the  room  in  which  the  child  is. 

I simply  want  to  urge  the  necessity  of  looking  for 
causes  of  the  bronchitis  before  a diagnosis  is  definitely 
made. 

Dr.  Ostheimer  (in  closing)  ; I was  very  glad  to 
have  Dr.  Fife  bring  up  the  question  of  the  acute  bron- 
chitis. Of  course,  there  must  be  attacks  of  acute 
bronchitis  if  you  have  a child  who  has  succeeding 
seizures.  One  will  subside  only  to  be  followed  by  an- 
other. I will  admit  that  there  is  a type  of  child  whose 
mucous  membranes  are  probably  in  such  a condition 
that  ordinary  air  affects  them.  We  have  to  do,  in  the 
outpatient  department  of  the  University  Hospital,  with 
the  children  of  the  poorer  classes,  and  the  results  that 
caused  me  to  write  this  paper  were  results  from  children 
of  these  classes.  Every  once  in  a while  one  of  them, 
perhaps,  will  contract  a bronchitis  which  may  be  due  to 
the  fact  that  we  have  been  treating  him  too  radically; 
I will  admit  that  much. 

We  have  found  enlarged  tracheobronchial  glands  in 
most  of  the  cases  that  have  chronic  bronchitis.  I am 
not  sure  whether  they  are  the  cause  or  the  result.  There 
is  not  much  doubt  that  they  exist,  and  I feel  that  the 


method  by  which  we  treat  the  patiaits  undoubtedly  helps 
to  clear  up  the  tracheobronchial  lymph  nodes.  I mean 
just  what  I said  in  the  paper:  that  we  have  had  a large 
series  of  these  cases,  and  the  great  majority  of  them 
have  been  definitely  benefited  from  the  treatment  we 
have  undertaken  for  them  all.  Of  course,  there  is  al- 
ways a chance  to  slip  up.  There  are  some,  undoubtedly, 
who  do  not  improve  at  the  beginning;  but  I think,  if 
they  have  kept  up  the  treatment,  they  have  shown  that 
they  benefit  definitely. 

The  question  of  foreign  bodies  is,  of  course,  an  im- 
portant one.  I did  not  mention  it  because  we  have,  at 
the  University,  a department  to  which  every  case  is 
referred  in  which  there  is  the  slightest  suspicion  of  a 
foreign  body.  They  are  treated  directly  by  the  other 
department  in  the  hospital,  so  I excluded  them  from  my 
discussion  without  saying  anything  about  it. 


REFLECTIONS  ON  THE  INTERPRETATION 
OF  SYSTOLIC  CARDIAC  MURMURS 
Thayer  (Amer.  Jour.  Med.  Sci.,  Mar.,  1925)  sum- 
marizes as  follows : i.  That  it  is  not  the  frequency  of 
soft  systolic  murmurs  at  aortic  and  pulmonary  orifices 
that  is  remarkable.  What  is  remarkable  is  that  they 
are  not  always  present.  2.  The  presence  of  such  mur- 
murs depends  upon  the  relative  stenosis  represented  by 
the  more  or  less  rigid  aortic  or  pulmonary  ring  and  the 
dilatability  or  dilatation  of  the  vessel  beyond.  The 
frequency  of  such  murmurs  at  the  aortic  orifice  in 
later  life  is,  in  the  majority  of  instances,  dependent 
upon  a greater  or  less  dilatation  of  the  arch,  not  upon 
roughnesses  at  the  aortic  ring.  3.  The  frequency  of 
functional  systolic  apical  murmurs  in  the  young  when 
in  the  recumbent  posture.  4.  The  importance  of  rec- 
ognizing cardiorespiratory  murmurs  and  the  realiza- 
tion that  they  are  often  heard  with  considerable  in- 
tensity in  the  back. 


GOVERNMENT  SURVEY  OF  HOSPITALS  IN 
THE  U.  S.  A. 

(Culled  from  Hospital  Management.) 

Of  the  4,949  hospitals  reporting,  289  were  Federal, 
93  state,  186  county,  268  city,  812  religious,  1,672 
private  corporations,  1,143  individual,  121  industrial,  182 
partnership  and  182  all  other.  The  average  general 
hospital  spends  $4.81  on  each  patient  daily;  31%  of  the 
work  of  general  hospitals  is  free.  56.7%  of  hospitals 
organized  are  not  for  profit.  2,571  hospitals  receive 
all  races;  819  white  only;  42  negro  only.  1,883  gen- 
eral hospitals  conduct  nurses’  training  schools.  2,627 
hospitals  reported  receipts  of  $198,778,841  and  expendi- 
tures of  $204,959,462.  2,617  hospitals  reported  prop- 

erty valued  at  $615,413,768.  942  dispensaries  operated 
by  hospitals  had  13,693,408  visits. 

Uncle  Sam’s  idea  of  the  average  general  hospital  of 
the  United  States  is  that  it  has  71  beds,  44.4%  of  them 
constantly  in  use ; average  number  of  nurses  per  hos- 
pital, 26.9;  58%  are  pupil  nurses,  23.1%  graduate 
nurses,  13.7%  special ; 5.2%  attendants ; the  average 
hospital  has  a deficit  of  2,438;  92  annually;  65.2%  of 
receipts  come  from  patients,  17.7%  from  city,  county 
or  state;  7%  from  “other  sources,”  5-7%  from  dona- 
tions, and  3.6%  from  investments;  31%  of  hospital 
service  is  without  charge,  19.3%  part  paid,  and  49.7% 
paid ; the  free  service  of  the  average  hospital  repre- 
sents a cost  to  the  hospital  of  $24,186.20.  The  average 
hospital  has  an  endowment  fund  of  $49,796.82,  which 
at  6%,  would  yield  less  than  $3,000,  or  less  than  one 
eighth  of  what  the  hospital  gives  each  year  in  free 
service  alone. 
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CONGENITAL  LUXATION  OF  THE 
HIP  JOINT* 

IMPORTANCE  OE  EAREY  TREATMENT 
WILLIAM  JACKSON  MERRILL,  M.D. 

PHII.ADEI.PHIA,  PA. 

Congenital  luxation  of  the  hip  joint  has  been 
known  since  the  days  of  Hippocrates,  but  no 
attempt  at  reduction  was  made  until  Humbert  in 


1830  employed  a manipulation  method.  Brown, 
of  Boston,  prior  to  1888  accomplished  reduction, 
but  owing  to  the  structural  changes  in  the  neg- 
lected cases,  and  the  crude  method  which  did  not 
maintain  postoperative  abduction  of  the  femur 
for  an  adequate  period,  the  results  were  poor. 
Pad,  of  Italy,  in  1888  was  using  a method  fash- 
ioned from  the  exj>eriences  of  others  elaborated 
by  himself,  and  obtained  some  good  results  be- 
cause his  method  was  more  gentle  and  because 
he  maintained  the  abduction  position  for  a longer 
period  than  did  his  predecessors.  vSince  the  pio- 
neers in  the  mode  of  manual  reduction  of  con- 
genital luxation  of  the  hip  demonstrated  that  this 
malady  was  amenable  to  such  treatment,  a vari- 
ety of  manipulative  technic  and  open  operative 
methods  have  had  their  day.  As  we  run  through 
the  long  accounts  of  experiences  and  experi- 
ments, we  find  many  new  refinements  of  the 
fundamental  principles.  In  this  history  we  can 
trace  failure  to ; the  neglect  of  early  diagnosis ; 
the  employment  of  crude,  violent  treatment ; the 
lack  of  adequate  postoperative  abduction  of  the 

*Read  before  the  Section  on  Pediatrics  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  7,  1924. 
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femur,  and  of  protection  of  the  damaged  joint 
structures  from  too  early  stress. 

Twenty-five  years  ago  the  chief  aim  was  to 
return  the  femoral  head  into  its  acetabulum,  and 
it  was  the  belief  then  that  if  this  was  accom- 
plished, the  joint,  in  the  majority  of  cases, 
would  function  normally,  but  subsequent  vicious 
changes  in  the  osseous  structures  escaped  serious 
consideration.  Since  then,  happy  and  sad  expe- 
riences have  taught  that  reposition  is  the  lesser 
part  of  this  important 
procedure. 

The  essential  points 
concerning  this  condi- 
tion and  its  treatment 
are  : first,  the  structural 
changes  which  plead 
for  early  treatment ; 
second,  the  absolute  ne- 
cessity of  adequate  post- 
operative maintenance 
of  abduction  of  the  fe- 
mur ; third,  a routine 
examination  of  the  in- 
fant to  reveal  the  exact 
condition  of  the  hip 
joints  at  birth  ; fourth, 
the  advantages  of  early 
reduction  by  manipula- 
tion rather  than  by  the 
open  method. 

Normal  bones  in  nat- 
ural relationship  do  not 
yield,  except  to  forces  that  rupture  them.  If  the 
cell  structure,  as  well  as  the  architecture  of  bone 
tissue,  be  altered  by  disease,  by  trauma,  or  by 
abnormal  mechanical  relationship,  changes  will 
take  place  proportionately  with  the  vicious  stress. 
Bones,  in  infancy  and  childhood,  although  com- 
posed of  immature  osseous  tissue,  if  in  normal 
• relationship,  are  adapted  to  withstand  even  ex- 
cessive stress  without  yielding. 

Osseous  tissue  is  constant  in  its  adaptation  to 
stress  under  conditions  of  normal  function.  Any 
variation  in  function  will  be  followed  by  a cor- 
responding change  in  its  architecture,  and  ac- 
cordingly the  bone  tissue  will  functionate  within 
definite  limits  without  yielding.  If  stress  ex- 
ceeds the  resistance  of  the  tissue,  changes  in 
form  and  structure  take  place.  In  osseous  tissue 
in  the  state  of  disuse  and  after  subjection  to 
trauma  and  atrophy,  cell  and  structural  changes 
take  place,  and  its  resistance  is  diminished. 

There  are  two  normal  forces  applied  to  bones, 
the  lever  stress  of  muscle  pull,  and  the  pressure 
stress  of  weight  bearing.  During  the  period 
prior  to  the  erect  posture,  bones  are  subjected 
only  to  the  stress  of  muscle  force.  Bones  out  of 
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Fig.  1. — Congenital  luxation  of  hip  before  operation.  Note  the  increased  inclination  of  plane 
of  acetabulum,  undeveloped  brim,  and  subnormal  development  of  ilium. 
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their  normal  relationship  are  deprived  of  the 
stimulus  of  that  muscle  stress  which  promotes 
normal  structural  development.  If  this  stimulus 
be  absent  for  a short  period  and  the  bone  sub- 
sequently be  subjected  to  undue  stress  before  it 
has  recovered,  it  will  yield  proportionately  with 
the  stress.  When  the  head  of  the  femur  has 
been  luxated,  cell  and  structural  changes  take 
place  in  the  femur  and  acetabulum,  and  these 
structures  will  yield,  often  when  the  minimum 
amount  of  force  is  applied,  for  the  cell  is  ren- 
dered intolerant  to  stress. 

The  balance  between  the  resistance  of  the 
bone  and  stress  applied  to  it  varies  directly  as 
the  period  of  perverted  structural  relationship; 
moreover,  the  changes  that  take  place  in  the  soft 
parts  when  the  hip  joint  is  luxated,  progress,  and 
become  a greater  menace  to  treatment,  according 
to  the  period  of  luxation.  Muscles,  blood 
vessels  and  nerves  shorten,  the  capsule  and 
ligaments  thicken  and  elongate,  and  render  re- 
position by  manipulation  difficult  and  sometimes 
impossible.  The  trochanter  and  head  and  neck 
of  the  femur  are  antiverted,  and  the  head  is  dis- 
torted. The  plane  of  the  roof  of  the  acetabulum 
is  changed  from  its  normal 
low  inclination  to  within 
thirty  degrees  or  less  of  the 
axis  of  the  body.  The  lack 
of  development  of  this  struc- 
ture is  due  in  part  to  the  ab- 
sence of  the  stimulus  of 
stress  imparted  by  the  pres- 
ence of  the  head  of  the  femur 
and  the  muscle  stress.  Clini- 
cal facts  indicate  that  the 
time  when  the  bone  struc- 
tures can  receive  the  normal 
stress  safely,  is  inverse  to  the 
period  of  luxation.  The 
bones  of  a joint  that  has 
been  luxated  are  intolerant  to 
stress  until  they  have  re- 
gained their  normal  condi- 
tion. This  is  especially  true 
of  the  hip  joint.  To  stimu- 
late the  growth  outward  and 
downward  of  the  acetabulum, 
the  growth  and  development 
of  the  femoral  head,  and  the  deepening  of  the 
acetabulum,  the  femur  must  he  held  in  abduction 
to  a degree  which  shall  be  reckoned  from  the 
perverted  conditions,  and  that  abduction,  usu- 
ally combined  with  internal  rotation,  must  be 
maintained  until,  from  the  x-ray  evidence,  it  is 
deemed  safe  to  allow  the  joint  to  functionate  in 
its  normal  position. 

Every  degree  of  force,  from  gentleness  to  ex- 


treme violence,  has  marked  the  progress  of  this 
form  of  treatment  to  the  present  time,  when 
methods  to  aid  and  stimulate  nature  form  a more 
logical  code.  Violence  should  not  be  estimated 
by  the  amount  of  force  a structure  will  with- 
stand without  rupture,  but  rather  by  the  degree 
of  force  which  can  be  employed  without  caus- 
ing cell  disturbance,  atrophy  and  a subsequent 
yielding  of  the  osseous  structure. 

The  most  outstanding  example  of  violence  is 
that  which  was  demonstrated  in  this  country  by 
Lorenz,  a method  utterly  opposed  to  the  safe 
procedure  advocated  and  practiced  by  the  late 
G.  G.  Davis.  Lorenz,  however,  pointed  out  the 
necessity  of  maintaining  abduction  of  the  femur 
proportionately  long  after  reduction.  Recently 
Denuce  of  France  has  set  forth  a technic 
styled  his  own,  which  is  gentle  and  safe,  but  in 
mechanical  principle  is  the  same  as  that  of  Davis. 

There  are  two  structural  groups  of  this  dis- 
order— the  actual  and  the  potential.  The  former 
can  usually  be  diagnosed  by  bimanual  examina- 
tion ; the  latter  by  the  x-ray.  Potential  luxation 
is  characterized  by  a narrow  acetabular  roof 
with  increased  inclination,  by  a low  acetabular 


brim,  and  by  a position  of  the  head  of  the  femur 
more  outward  and  upward  than  normal,  show- 
ing a distinct  space  between  the  trochanter  and 
ischium.  With  these  conditions  present,  luxa- 
tion will  be  imminent  when  the  child  walks. 

If  cases  are  treated  early,  restoration  of  the 
normal  anatomical  relationship  will  stimulate 
development  of  the  joint  structures,  and  normal 
function  can  be  obtained.  It  has  been  proved  by 


Fig.  2. — Same  as  Fig.  1,  five  years  after  reduction.  Note  the  development  of  the 
ilium,  the  acetabulum,  and  the  change  in  inclination  of  the  plane  of  the  latter. 
Note  especially  the  growing  down  of  the  roof  of  the  acetabulum. 
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patient,  persistent,  proper  treatment  of  older 
cases,  when  the  head  has  been  luxated  for  eight 
years  or  more,  that  restoration  of  excellent 
anatomical  conditions  and  good  function  can  be 
obtained. 

Concerning  the  noanipulation  and  open  meth- 
ods, to-day  we  find  divided  opinion.  On  the  one 
liand  there  are  advocates  of  the  open  method  for 
the  majority  of  cases,  especially  of  those  above 
four  years  of  age ; and  on  the  other  hand,  of 
the  manipulation  method  for  all  cases  w’hich  can 
be  so  reduced. 

It  is  unfortunate,  indeed,  that  congenital  luxa- 
tion of  the  hip  joint  so  often  is  treated  by  the 
open  method  because  it  was  overlooked  and  neg- 
lected, or  because  of  the  delusion  that  incision 


promises  a better  result.  Only  a small  percent- 
age of  cases  should  be  subjected  to  the  open 
method,  cases  in  which  the  structures  are  so 
altered  as  to  render  reposition  by  manipulation 
impossible.  When  the  femur  is  distorted,  the 
acetabulum  shallow  and  filled  with  fat  and  con- 
nective tissue,  the  capsule  elongated  and  hour- 
glass shape,  or  the  muscles  shortened,  surgical 
measures  are  necessary.  Open  operation  was 
stimulated  by  failure  of  the  manipulation  tech- 
nique in  many  cases,  because  the  latter  had  been 
improperly  employed,  and,  too,  because  the  neg- 
lected cases  require  the  open  method.  After 
operation  by  the  open  method,  the  abduction 
position  must  be  maintained  as  long,  or  longer 
than  after  manual  reduction  (that  is,  until  the 
cells  can  tolerate  stress),  and  weight-bearing 
force  must  be  applied  to  the  bone  structures 


gradually,  according  as  the  x-ray  shows  it  to  be 
tolerant  to  stress.  A reasonable  loss  of  time  in 
the  course  of  treatment  is  immaterial.  Why  not 
employ  a gentle  safe  method  of  manual  reduc- 
tion, to  save  the  tissue  from  as  much  trauma  as 
possible?  If  this  method  fails,  the  open  method 
can  be  employed. 

Cases  which  have  received  the  best  surgical 
measures  have  come  to  maturity  with  but  a small 
percentage  of  normal  function,  in  many  cases 
because  the  osseous  structures  were  subjected  to 
function  too  soon.  Hoffa,  of  Berlin,  over  20 
years  ago  was  using  the  open  method  of  reduc- 
tion of  congenital  dislocated  hips.  Many  of  his 
cases,  of  varying  ages,  at  different  intervals  after 
operation  showed  yielding  of  the  osseous  struc- 


tures, evidently  due  to  the  trauma  of  handling, 
to  the  incision,  and  to  too  early  undue  stress. 

Early  diagnosis  is  of  paramount  imp>ortance. 
It  is  lamentable  that  even  to-day  in  our  large 
cities,  cases  eight  years  of  age  and  older  are 
found.  Under  present  conditions  this  is  the 
fault  generally  of  the  parents  or  caretakers,  who 
fail  to  see  evidence  of  this  serious  deformity. 
Persons  who  have  the  care  of  children  should  be 
trained  to  observe  any  variation  from  the  nor- 
mal, and  persons  whose  duty  it  is  to  know  and 
advise  should  investigate  thoroughly  even  the 
slightest  symptom  revealed. 

A routine  examination  of  the  hip  joints  of  all 
infants  should  be  made  within  the  first  three 
weeks  of  life.  If  this  had  always  been  done, 
our  textbooks  would  not  state  as  a symptom,  “a 
limp  when  the  child  begins  to  walk.”  Failure 


Fig.  3. — X-ray  picture  of  the  two  types  of  luxation  of  hip  mentioned  in  the  text,  actual  and  potential 
— the  actual  at  left,  the  potential  at  right.  These  conditions  were  demonstrated  at  time  of 

operation. 
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of  early  diagnosis  too  often  has  pointed  the 
finger  of  scorn! 

Asymmetrical  activities  of  the  extremities  of 
the  infant  in  the  prone  and  supine  postures  will 
often  indicate  defect.  With  but  little  practice, 
any  variation  from  the 
normal  can  be  detected 
by  a bimanual  grasp 
of  the  hips,  with  the 
legs  of  the  infant  par- 
allel to  the  axis  of  the 
body  lying  supine, 
placing  the  thumbs 
under  the  anterior  su- 
perior spines  of  the 
ilia,  the  index  fingers 
at  the  tip  of  the  tro- 
chanters, and  the  mid- 
dle fingers  adjacent  to 
the  index  fingers.  The 
fingers  so  used  as  cali- 
pers will  detect  any 
difference  between  the 
levels  of  the  anterior 
superior  spines  and 
the  tips  of  the  tro- 
chanters. If  this  is 
less  than  normal 
equally,  bilateral  luxa- 
tion, or  coxa  vara,  ex- 
ists. If  there  is  a^ 

unilateral  variation  it  shows  a luxation,  or  coxa 
vara,  on  the  abnormal  side.  If  the  infant  be 
placed  supine  on  a firm  surface,  and  the  femora 
flexed  to  90  degrees,  a unilateral  luxation  will  be 
shown  by  an  apparent  shortening  of  the  femur 
on  the  affected  side.  Riding  of  the  head  of  the 
femur  is  present  when  it  is  luxated.  This  may 
be  elicited  by  fixing  the  pelvis  on  a firm  surface 
in  the  supine  position,  flexing  the  femur  to  right 
angles,  grasping  the  pelvis  by  one  hand,  the 
thumb  being 
in  front  and 
below  the  an- 
terior supe- 
rior spine,  the 
fingers  on  the 
buttock, 
grasping  the 
flexed  knee 
with  the  other 
hand  and 
making  a 
movement  up 
and  down.  An 
x-ray  should 
always  be 
made,  even 


Fig.  4. — The  first  step  in  the  Davis  method  of  reduction  of 
luxation  of  hip. 


when  there  is  but  slight  suspicion  of  a defect. 

Prognosis  as  to  the  best  possible  anatomical 
and  functional  result  will  depend  upon  the  age 
of  the  child  when  reposition  is  accomplished. 
The  treatment  especially  considered  and  em- 
phasized here,  is  that 
which  should  be  and 
can  be  carried  out  dur- 
ing the  first  weeks  of 
the  child’s  life.  The 
chosen  time  in  the  age 
of  the  infant  when  it 
can  be  administered, 
must  depend  upon  the 
child’s  physical  condi- 
tion, whether  simple 
measures  will  disturb 
its  feeding  and  nutri- 
tion, and  whether 
there  is  a neuropathic 
ailment  that  might  be 
aggravated  by  such 
handling. 

The  ideal  procedure, 
which  will  secure  the 
best  anatomical  and 
functional  result,  and 
which  will  stimulate 
growth  of  the  struc- 
tures and  a return  to 
their  normal  condi- 
tion, is  early,  proper  reduction  of  the  congeni- 
tally luxated  hip  by  manipulation. 

Subsequently,  the  paramount  measures  to  be 
carried  out  are  adequate  abduction  and  internal 
rotation  of  the  femur  to  insure  the  best  position 
of  its  head  in  the  acetabulum,  and  maintenance 
of  the  abducted  position  until  the  joint  surfaces 
are  coapted,  until  the  capsule  is  so  readjusted  as 
to  hold  the  head  in  place,  until  the  acetabular 
roof  has  grown  outward  and  downward  suffi- 
ciently to  pre- 
vent outward 
and  upward 
digression  o f 
the  head  when 
stress  is  ap- 
plied, until  the 
bone  struc- 
ture is  toler- 
ant to  stress. 
It  is  often 
necessary  t o 
maintain  the 
abducted  po- 
sit i o n for 
many  months. 
When  the 


-Showing  head  of  femur  in  position,  femur  adbucted  and  internally  rotated 
90  degrees. 
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x-ray  shows 
satis  fac  t o r y 
a n a t o m ical 
res  t oration, 
the  leg  may 
be  abducted  to 
the  position  of 
safety,  each 
position  being 
maintained  in 
casts. 

When  the 
X - r a 
dence 
cates 
provement  in 
the  bones  suf- 
fi  c i e n t to 
withstand 
moderate 
stress,  modi- 
fied function  should  commence;  but  it  must  be 
controlled,  and  the  stress  limited  by  an  abduction 
brace  which  will  maintain  an  abducted  position 
of  not  less  than  thirty-five  degrees.  It  may  often 
be  necessary  to  employ  the  brace  for  years.  The 
best  result  of  such  treatment  to  be  noted  here, 
was  obtained  in  a boy  who  wore  the  abduction 
brace  for  five  and  one-half  years. 

We  have  seen  many  comparatively  young 
cases  which  were  reduced  by  manipulation,  and 
which  subsequently  showed  distortion  of  the 
femur,  upward  yielding  of  the  roof  of  the  ace- 
tabulum, relative  shortening  of  the  leg,  and  other 
concomitant  anatomical  distortions.  Such  con- 
ditions in  these  cases  were  due  to  the  lack  of 
sufficiently  long  maintenance  of  abduction  after 
reposition,  and  the  application  of  weight-bearing 
before  the  osseous  structures  were  capable  of 
receiving  stress  without  yielding. 

2017  Spruce  Street. 

DISCUSSION 

Dr.  Clement  R.  Bowen  (Philadelphia,  Pa.)  : You 
will  agree  with  me,  I think,  that  there  is  very  little  to 
discuss  in  Dr.  Merrill’s  presentation  of  this  subject, 
if  you  have  grasped  the  keynote  of  the  paper — the  early 
recognition  of  the  condition,  with  the  subsequent  proper 
treatment. 

Why  is  it  that  with  our  present-day  methods  of 
prevention  of  disease,  there  is  seemingly  so  little  atten- 
tion given  to  the  discovery  and  prevention  of  deformi- 
ties? In  scarlet  fever  we  do  not  wait  until  desqua- 
mation takes  place  to  make  a diagnosis : then  why 
should  we  wait  until  a child  walks  to  discover  that  it 
has  a dislocated  hip,  or  until  it  has  a “hump  on  its 
back’’  to  say  that  it  has  Pott’s  disease? 

There  are  several  reasons,  I believe,  that  tend  to 
influence  the  physician’s  diagnosis  of  a possible  deform- 
ity. First,  there  is  his  subconscious  fear  as  to  the 
effect  it  will  have  on  the  parents  of  the  child  and 
their  relationship  to  him,  and  that  he  will  be  classed  as 


an  alarmist. 
Second,  if  he 
does  discover  a 
deformity  in  its 
incipiency  and 
correct  it,  there 
is  the  possibility 
that  some  pro- 
f e s s i o n a 1 
brother  — a 
doubting  Thom- 
as — will  later 
see  the  child  for 
some  other  rea- 
son, and  getting 
the  past  history, 
will  question  as 
to  its  presence 
at  all.  Again, 
it  is  much  easier 
to  say,  “Wait ; 
maybe  the  child 
will  outgrow 
it,”  than  it  is  to 
explain  that 
careful  treatment  and  observation  will  be  required,  per- 
haps for  years  (at  least  while  the  child  is  growing), 
with  the  possibility  that  he  will  have  to  wear  some 
artificial  support  until  nature  is  able  to  meet  the  re- 
quirements that  you  hope  will  result  in  the  development 
of  a useful  joint. 

If,  after  proper  observation,  you  find  that  nature  has 
not  been  able  to  meet  the  requirements  in  developing 
the  joint,  then  you  have  recourse  to  more  strenuous 
methods  and  open  reduction,  including  reconstruction 
of  the  hip  joint.  During  the  time  of  conservative  treat- 
ment you  have  lost  nothing  but  have  given  the  child 
a chance. 


SUPERVISION  OF  THE  DAIRY  HERD  IS 
NECESSARY  TO  PREVENT  SOME 
ANAPHYLACTIC  SYMPTOMS 
IN  INFANT  FEEDING* 

H.  O.  ROHRBACH,  M.D. 

BETHLEHEM,  PA. 

A teacher  of  mine  used  to  say,  “If  you  think 
you  have  discovered  something  new  in  medicine, 
be  sure  to  investigate  whether  or  not  someone 
else  has  written  or  reported  the  same  at  an 
earlier  date.” 

Inquiry  made  to  get  information  relative  to 
the  subject  of  this  paper  was  futile,  or  at  least, 
very  indefinite  as  to  results.  The  Journal  A.  M. 
A.  advised  that  “we  have  not  found  references 
to  any  articles  on  this  subject  in  any  of  the  med- 
ical indexes.” 

The  intent  of  presenting  this  paper  is  to  call 
attention  to  symptoms  which  all  of  you  have 
noted  in  some  artificially  fed  infants,  and  thereby 
start  some  experiments  in  the  proper  feeding  of 
the  dairy  herd  whose  milk  is  intended  for  infant 
feeding. 

‘Read  before  the  Section  on  Pediatilcs  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  9,  1924. 
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About  two-thirds  of  my  time  as  a physician 
has  been  spent  in  country  and  vill^e  practice, 
and  early  in  my  practice  I discovered  disturb- 
ances of  the  digestive  tract  in  infants  that  were 
not  described  in  textbooks  or  medical  teachings. 
But  from  knowledge  gained  on  the  farm,  that 
farm  aninoals  nursing  their  young  required  spe- 
cial supervision  of  their  food  to  prevent  intes- 
tinal disturbances  and  thereby  often  the  death  of 
the  young  animals,  I concluded  that  the  dairy 
herd  furnishing  milk  for  the  baby,  needed  still 
greater  supervision  of  their  food,  since  cow’s 
milk  is  intended  for  the  calf  and  not  for  the 
human  infant. 

“If  an  individual  reacts  specificallv  or  particu- 
larly with  characteristic  symptoms,  to  the  admin- 
istration of  or  in  contact  with  a quantity  of  any 
substance,  which,  to  the  majority  of  the  mem- 
bers of  the  same  species  of  animal,  is  inocuous, 
that  individual  is  said  to  be  hypersensitive  to  the 
substance.”  (Tice’s  Practice  of  Medicine.') 

This  hypersensitiveness  is  classified  by  Coca^ 
as  either  anaphylaxis  or  allergy.  If  an  antibody- 
antigen  reaction  has  been  shown  to  be  the  under- 
lying  cause  of  the  symptoms  that  characterizes  it, 
it  would  be  designated  by  the  former  (anaphy- 
laxis) ; but  if  such  reaction  cannot  be  demon- 
strated as  the  underlying  cause,  by  the  latter 
(allergy). 

Hanzlik^  classified  these  symptoms  of  hyper- 
susceptibility of  the  organism  as  anaphylactic 
and  anaphylactoid.  He  states  that  “the  evidence 
taken  as  a whole  indicates  that  the  basis  of  this 
phenomenon  is  a disturbance  in  the  physical  and 
chemical  mechanism  of  the  blood  and  tissues. 
The  net  result  of  such  physical  and  chemical 
changes  is  the  mediation  of  stimulation  and  de- 
pression, resulting  in  alteration  of  physiologic 
functions  commonly  recognized  by  symptoms,  of 
‘reactions,’  etc.”  There  are  reasons,  so  he  be- 
lieves, why  the  pharmacologic  actions  of  many 
agents  are  concerned  essentially  with  such  physio- 
chemical  disturbances  as  occur  in  and  are  prob- 
ably responsible  for  the  entire  group  of  allergic 
phenomena. 

Evidence  that  a great  variety  of  clinical  mani- 
festations have  an  allergic  basis  is  rapidly  accu- 
mulating in  the  literature.®  These  clinical  mani- 
festations have  especially  been  demonstrated  in 
dermatological  cases,  in  respiratory,  alimentary, 
and  genito-urinary  cases,  as  well  as  in  joint  affec- 
tions.* These  symptoms  of  allergy  or  anaphy- 
laxis are  numerous,  and  are  referable  to  prac- 
tically every  organ  in  the  body.®  Whenever 
tliere  is  no  organic  disturbance  to  cause  the 
symptoms,  the  possibility  exists  that  some 
allergic  substance  is  the  offender.  On  the  other 
hand,  organic  disease  may  be  associated  with  a 


h.ypersensitiveness  or  be  secondary  to  it,  as  in 
arthritis,  or  in  a long-standing  polHnosis,  etc. 

Special  inquiry,  in  taking  the  history  of  in- 
fants as  well  as  adults,  will  reveal  a story  of 
sensitized  persons  among  the  ancestors  of  these 
patients,  so  that  their  affection  may  be  character- 
ized as  a hereditary  sensitiveness.  These  his- 
tories frequently  demonstrate  that  not  one  but 
often  several  members  of  the  family  have  suf- 
fered for  vears  with  a train  of  symptoms  refer- 
able to  one  of  the  anaphylactic  manifestations. 

Porter  & Carter®  state  that  “ten  per  cent  of 
well,  and  two  to  three  per  cent  of  all  sick  infants 
tolerate  cow’s  milk  with  great  difficulty,”  and  a 
very  few  are  unable  to  accept  this  foodstuff  at 
all.  It  is  this  15%  of  babies  that  provide  the 
difficult  feeding  problems  for  the  practitioner. 
These  same  authors  state:  “Food  intolerance 
may  be  purely  digestive,  vomiting,  diarrhea,  and 
discomfort,  following  the  ingestion  of  appro- 
priate amounts  of  apparently  proper  foods.” 
Also  that  “this  state  of  affairs  can  develop  when 
the  child  is  on  the  breast  as  well  as  when  such 
infants  are  artificially  fed.” 

Observations  recorded  by  different  writers 
ascribe  a foreign  protein  (cow’s  milk)  as  an 
anaphylactic  cause  in  the  production  of  infantile 
eczema.  Among  other  causes  mentioned  by 
some  investigators,  fat,  sugar,  starches  and  salt 
have  been  considered  as  frequent  factors.  Grif- 
fith^ observes : “From  these  statements  it  is  evi- 
dent, then,  that  whereas  the  influence  of  the  diet 
is  undoubtedly  great,  the  causative  element 
would  appear  to  vary  with  the  case,  and  that 
overfeeding  of  any  kind  is  very  prone  to  produce 
the  disease.”  Hill®  mentions,  in  addition  to  the 
above  causes,  also  anaphylactic  idiosyncrasy  to 
foreign  proteins  (most  commonly  lactalbumin, 
casein,  egg-white,  or  beef).  Stuart,®  in  discuss- 
ing infantile  eczema,  recommends,  among  dif- 
ferent procedures,  “trying  milk  of  another  ani- 
mal.'’ 

Peer,*®  speaking  of  eczema,  observes  that  “at 
the  present  time,  it  is  imp>ossible  to  make  any 
definite  statement  of  results  obtained  by  the  re- 
moval of  any  such  supposedly  injurious  com- 
ponent (e.  g.,  fat  or  salt)  of  the  dietary.” 

Porter  and  Carter®  say  that  “these  ( 10% ) 
patients  are  undoubtedly  sensitized  to  some  form 
of  protein,  and  the  manifestations  of  the  exuda- 
tive diathesis,  are  in  truth,  the  revelations  of  an 
anaphylactic  state.” 

In  considering  the  symptoms  of  an  anaphy- 
lactic character  caused  by  the  ingestion  of  cow’s 
milk  and  referable  to  the  intestinal  tract,  one 
finds  a variety  of  opinions.  Czerny,^  Abt,**  and 
Graham^®  are  quoted  as  believing  the  condition 
as  anaphylactic,  but  that  a neuropathic  nature  of 
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the  child  is  contributory.  “Therefore,”  Abt  says, 
“a  protein  body  in  the  cow’s  milk  is  the  causal 
factor.”  It  is  possible,  so  it  is  believed,  that  such 
protein  can  pass  unaltered  or  partly  digested 
through  the  intestinal  wall  and  produce  these 
symptoms.  The  diflerent  constituents  of  cow’s 
milk  (casein,  lactalbumin,  etc.)  have  all  been 
blamed  for  causing  anaphylactic  symptoms  of 
the  alimentary  tract. 

Schloss^^  divides  this  anaphylactic  condition 
into  two  groups : In  one  group,  the  symptoms 
are  manifested  by  marked  general  and  acute 
gastro-intestinal  disturbances,  urticaria,  and 
angioneurotic  edema.  He  says  that  these  pa- 
tients always  give  a positive  cutaneous  reaction 
to  cow’s-milk  protein,  and  exhibit  symptoms 
after  ingestion  of  a very  small  amount  of  milk. 
In  the  second  group,  the  symptoms  are  less  acute 
and  may  not  occur  until  the  milk  has  been  taken 
for  several  days.  These  symptoms  consist  of 
loss  of  appetite,  followed  by  vomiting  and  diar- 
rhea, irritability,  and  at  times  fever.  This  author 
states  further  that  this  second  class  “rarely  show 
a positive  skin  reaction  to  cow’s-milk  protein” 
and  that  “it  is  difficult  to  determine  whether  the 
symptoms  are  due  tO'  the  sensitization  to  cow’s- 
niilk  protein  or  to  some  digestive  disturbances.” 
Schloss  claims  that  the  symptoms  do  not  occur 
when  thoroughly  boiled  milk  is  employed,  and 
states  that  “in  five  infants  fed  on  raw  cow’s 
milk”  the  disturbances  disappeared  when  evapo- 
rated milk  of  the  same  composition  was  fed.  He 
finds  that  a negative  cutaneous  test  is  not  con- 
clusive, that  anaphylactic  symptoms  will  not 
occur.  “This  is  especially  true  of  babies  with 
gastro-intestinal  disturbances,”  and  he  has  ob- 
served “five  cases  of  undoubted  idiosyncrasy  to 
cow’s  milk  with  persistent  negative  skin  tests.” 
This  discrepancy  is  difficult  to  explain,  according 
to  Abt,^^  and  “for  the  present,”  he  writes,  “we 
must  satisfy  ourselves  by  saying  that  it  is  de- 
pendent on  the  lack  of  skin  sensitization  in  some 
cases  and  its  presence  in  others.”  Schloss  is 
convinced  “that  lactalbumin  is  the  protein 
most  active  in  causing  anaphylaxis.”  Abt  says : 
“The  results  obtained  by  Schloss,  as  may  be  seen, 
are  important,  and  tend  to  clear  up  the  relation- 
ship between  the  presence  of  foreign  protein,  the 
clinical  manifestations,  and  the  skin  reactions 
which  point  to  anaphylaxis  of  the  digestive 
tract.” 

Graham^^  says : “It  is  only  when  scientific  in- 
vestigations along  the  lines  of  pathology,  bacteri- 
ology and  metabolisin  go  hand  in  hand  with 
mature  clinical  observation  that  we  can  hope  to 
make  any  progress  toward  a solution  of  these 
questions  (nutritional  disturbances  of  gastro- 
intestinal tract — anaphylactic) .” 


Porter  and  Carter,®  in  presendng  the  cause  of 
giant  urtici^ia,  say  that  more  frequently  it  would 
seem  that  He  protein  of  some  unusual  plants 
which  the  dairy  cattle  have  been  allowed  to  eat 
passes  into  th°  milk  and  produces  an  attack  of 
giant  urticaria  ^ a susceptible  infant  who  has 
received  the  milk. 

There  is  no  lack  of  information  by  pediatric 
writers  on  the  fact  that  cow’s  milk  produces 
some  anaphylactic  symptoms.  On  account  of  the 
time  limit,  I have  tried  to  select,  therefore,  from 
a few  of  our.,  foremost  authorities  the  foregoing 
data  bearing  on  this  topic,  and  have  given  as 
briefly  as  possible  their  conclusions  and  explana- 
tions of  these  anaphylactic  symptoms.  I have 
found,  as  noted  above,  only  two  instances  where 
references  are  made  to  the  possibility  of  the 
food  of  the  dairy  herd  being  a causative  factor 
in  the  production  of  anaphylactic  phenomena. 

We  know  that  babies  are  not  only  some- 
times but  frequently  sensitive  to  breast  milk,  due 
to  certain  food  in  the  mother’s  diet.  *Such 
anaphylactic  symptoms  may  be  severe  or  mild 
and  are  quite  numerous,  viz.,  vomiting  and  diar- 
rhea, coryza  and  bronchitis,  colic  and  gaseous 
distention  of  the  abdomen,  cutaneous  lesions, 
abnormal  temperature,  and  convulsions.  By 
supervising  the  mother’s  diet  many  of  these 
symptoms  will  not  occur  in  the  nursing  infant ; 
and  if  they  do  appear,  to  discover  the  offending 
article  in  the  diet  is  usually  not  such  a difficult 
task.^® 

If  these  disturbances  occur  in  breast-fed 
babies;  and  if  somewhat  similar  disturbances 
occur  in  the  calf  that  is  sucking  the  udder,  unless 
the  cow’s  diet  is  supervised ; and  if,  in  fact, 
every  domesticated  animal  that  is  nursing  its 
young  needs  its  diet  strictly  supervised,  if  the 
young  are  to  live  and  grow  properly ; then  it  is 
very  evident  that  the  dairy  herd’s  food  needs  a 
stricter  supervision  when  producing  milk  for  the 
infant.  I have,  since  early  in  my  practice,  never 
failed  to  inquire  as  to  the  feeding  of  the  dairy 
lierd,  and  have  had  great  satisfaction  in  observ- 
ing many  a seriously  sick  infant  become  normal 
in  a short  period,  if  the  offending  food  was 
eliminated  from  the  diet  given  to  the  dairy  cattle. 

The  failure,  as  stated  in  the  beginning  of  this 
paper,  of  the  textbooks  and  medical  writers 
clearly  to  interpret  some  of  these  symptoms,  and 
the  multiplicity  of  corrective  measures  offered, 
justify,  from  a clinical  standpoint,  the  following 
case  reports  illustrating  some  anaphylactic  sympn 
toms  caused  by  dairy  food. 

CASE  REPORTS 

Case  I. — A male  infant,  six  months  old,  artificially 
fed,  with  healthy  parents  and  two  sisters,  six  and  eight 
years  old,  in  the  best  of  health,  was  suffering  from  an 
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intestinal  disturbance  of  sudden  onset.  The  symptoms 
included  shock,  fever,  frequent  bowel  movements,  loss 
of  weight,  and  vomiting.  Put  on  a starvation  diet,  in 
24  hours  the  symptoms  subsided.  This  patient  had  had 
no  digestive  troubles  previously.  Giving  the  same  for- 
mula reproduced  the  symptoms  in  a few  hours ; when 
it  was  again  withdrawn,  the  symptoms  disappeared. 
This  formula,  with  the  same  cow’s  milk,  was  tried  three 
times.  Finally,  after  a detailed  history  of  the  dairy 
was  obtained,  one  cow  was  selected  and  put  on  a diet 
that  I prescribed.  The  same  formula  with  milk  from 
this  animal,  was  tried.  Symptoms  did  not  recur.  No 
further  trouble  was  experienced. 

This  herd  was  given  the  dry  feed  known  as  “sugar- 
feed.”  The  cow  I selected  was  put  on  'bran  and  “mid- 
dlings,” clover  and  timothy  hay,  with  some  green  pas- 
ture the  same  as  the  remainder  of  the  herd. 

Case  II. — A female  infant,  five  months  old,  on  modi- 
fied cow’s  milk,  had  symptoms  of  severe  alimentary 
intoxication — high  temperature,  rapid  pulse,  vomiting, 
frequent  stools,  collapse.  When  milk  was  withdrawn, 
the  patient’s  condition  became  normal  within  two  days. 
The  same  milk  and  formula  again  started  a return  of 
the  same  clinical  condition.  A more  detailed  history 
then  revealed  that  the  stools  were  more  frequent,  and 
gieen,  with  mucus,  for  half  of  the  24  hours;  the  other 
half,  they  were  yellow  and  not  so  frequent.  Further 
inquiry  revealed  that  the  mother  prepared  the  formula 
twice  a day,  using  morning’s  milk  for  one  formula  and 
evening’s  milk  for  the  other;  and  also  that  the  dairy 
herd  was  pastured  during  the  day  on  a hillside,  and 
during  the  night  in  a meadow.  Hence,  the  infant  was 
receiving  milk  produced  by  two  varieties  of  pasture. 

By  selecting  one  member  of  the  herd,  and  giving  only 
meadowland  pasture  and  the  same  dry  feed,  the  symp- 
toms of  the  patient  immediately  cleared  up,  and  she 
continued  to  do  well  on  the  same  milk  and  formula. 

Here  it  was  evident  that  the  cattle  were  getting  some 
unusual  plant  on  the  upland  pasture. 

Case  III. — The  patient,  three  months  old,  male,  had 
attacks  of  severe  colic  with  fever,  when  he  refused 
milk,  and  passed  green  stools.  After  stopping  the  milk, 
the  patient’s  condition  improved  at  once.  As  soon  as 
the  formula  was  again  started,  the  same  symptoms 
manifested  themselves.  After  spending  considerable 
time  in  quizzing  several  members  of  the  family  and 
employees,  it  was  ascertained  that  the  herd  was  being 
fed  some  cabbage  and  green-com  fodder.  One  member 
of  the  herd  was  put  on  a diet.  The  little  patient  at 
once  presented  a normal  condition  without  further  medi- 
cation, after  an  illness  of  two  weeks,  and  continued  to 
do  well  on  the  same  milk  and  formula. 

In  this  case,  again,  one  cow  was  selected  instead  of 
the  whole  herd,  as  we  were  afraid  that  the  latter  could 
not  be  supervised.  This  animal  was  put  on  clover  and 
timothy  hay  mixed,  and  fed  on  bran,  middlings,  and  oat 
chop. 

Case  IV. — This  patient,  a male  infant,  the  first  child, 
developed  a severe  case  of  eczema  at  the  age  of  five 
months.  The  mother  was  directed  to  secure  cow’s  milk 
from  another  dairy  where  the  cows’  rations  did  not  in- 
clude “glucose”  or  ensilage  or  green-com  fodder.  The 
eczema  involved  the  usual  areas  of  face,  scalp,  and  body. 
Within  less  than  a week  it  had  entirely  disappeared, 
only  to  reappear  again  with  the  same  violence  within 
48  hours  after  this  herd  was  fed  on  the  “glucose”  feed. 
It  again  disappeared  in  the  same  length  of  time  when 
the  child  was  given  milk  from  the  first  herd,  as  this 
herd  now  was  being  fed  properly ; viz.,  not  on  “glucose” 
feed.  This  same  herd  was  again  fed  the  “glucose”  mix- 


ture a few  weeks  later,  and  the  skin  lesions  appeared 
within  a few  days.  A cow  was  then  selected,  and  a diet 
prescribed  for  it.  The  patient’s  condition  at  once 
cleared  up  and  has  remained  normal  to  date. 

It  is  interesting  to  note  tliat  a second  child,  born  18 
months  later,  showed  signs  of  similar  lesions.  Without 
any  medication,  they  disappeared  at  once  when  the 
proper  cow’s  milk  was  given.  This  second  patient  is 
now  11  months  old,  and  has  not  had  the  severe  acute 
type  of  eczema  at  any  time.  Nevertheless,  I am  posi- 
tive it  is  just  as  sensitive  as  the  first  one. 

Case  V. — A male  infant,  six  months  ol4,  of  normal 
weight,  was  presented,  with  a history  of  two  months’ 
suffering  with  eczema.  The  patient  was  on  a milk  for- 
mula and  proprietary  foods.  He  had  been  treated  by 
six  physicians.  Three  cows  were  at  once  placed  on  a 
special  diet,  and  the  child  was  given  a limited  quantity 
of  their  milk,  together  with  a thick-cereal  formula.  At 
the  end  of  two  weeks,  he  was  practically  free  of  all 
skin  lesions.  This  was  a very  severe  case,  involving 
the  scalp,  face,  neck,  limbs,  and  parts  of  the  abdomen, 
with  secondary  infection  and  suppuration;  in  fact,  all 
stages  of  this  type  of  skin  disease  were  present. 

Case  VI. — This  was  a case  of  urticaria  of  about  ten 
days’  standing,  in  a female  infant,  9 months  old,  on 
butter-flour  mixture.  It  was  thought  that  the  butter 
was  adulterated.  The  symptoms,  which  consisted  of 
restlessness,  slight  fever,  refusal  of  milk  formula,  loss 
of  weight,  and  skin  eruption,  disappeared  in  less  than 
24  hours  after  proper  butter  was  used.  The  patient  was 
not  constipated,  and  had  not  received  anything  besides 
the  formula,  except  orange  juice  and  water.  She  has 
had  no  repetition  of  any  symptoms  since,  and  is  still  on 
the  same  formula. 

Case  VII. — On  August  14,  1924,  a female  infant, 
whose  birth  weight  was  8 lbs.,  4 oz.,  at  age  of  one 
month,  when  I saw  her,  weighed  6 lbs.,  12  oz.  I pre- 
scribed butter-flour  mixture.  One  month  later,  Sep- 
tember 16th,  her  weight  was  8 lbs.,  8 oz.  Stools,  one 
to  two  daily,  were  normal.  She  seemed  satisfied,  slept 
well,  and  was  happy.  She  took  7 to  8 ounces  of  water 
daily.  A few  days  later  she  developed  vomiting  and 
diarrhea,  passing  green,  pasty  stools  and  mucus. 

A few  days  later  I received  a letter  that  a servant 
had  secured  the  wrong  butter.  The  formula  was  con- 
tinued and  the  same  butter  as  previously  used  was  sub- 
stituted. Twenty-four  hours  afterwards,  so  the  mother 
reported,  the  baby  was  all  right. 

CONCLUDING  REMARKS 

1.  Nothing  has  been  written  on  this  subj'ect, 
according  to  the  report  of  A.  M.  A.  indexes. 

2.  Evidence  that  cows’  milk  produces  anaphy- 
laxis is  admitted  by  eminent  authors. 

3.  These  symptoms  are  referable  to  practically 
every  tissue  of  the  body. 

4.  The  family  history  frequently  reveals  a 
characteristic  hereditary  sensitiveness. 

5.  Cows’  milk  is  tolerated  with  great  difficulty 
by  15%  of  well  and  sick  infants. 

6.  This  intolerance  is  manifested  by  a positive 
skin  reaction  in  some  infants  and  a negative  one 
in  others,  whether  artificially  fed  or  breast  fed. 

7.  If  allergic  disturbances  are  changes  in  the 
physical  and  chemical  mechanism  of  the  blood 
and  tissues,  thereby  bringing  about  altered 
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fihysiologic  functions ; then  I believe  that,  simi- 
larly, the  food  of  the  dairy  animal  producing 
milk  for  infant  feeding,  is  a source  of  frequent 
anaphylactic  symptoms,  and  that  the  clinical 
symptoms  of  the  cases  reported  above  are  typical 
allergic  reactions  to  such  food. 

8.  The  interest  taken  by  the  medical  profes- 
sion in  the  production  of  milk  for  human  con- 
sumption is  practically  nil. 
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DISCUSSION 

Dr.  j.  Claxton  Gittings  (Philadelphia,  Pa.) : I 
think  Dr.  Rohrbach  is  to  be  congratulated  on  presenting 
a very  suggestive  paper.  As  chairman  of  the  Milk 
Commission  which  certifies  to  milk  in  Philadelphia 
County,  I appreciate  it  also  as  excellent  propaganda 
for  certified  milk.  In  a large  city  we  are  not  able  to 
control  the  sources  of  the  general  milk  supply,  but  the 
feeding  of  cattle  w'hich  produce  certified  milk  is  care- 
fully supervised  and  controlled.  I can  hardly  believe, 
however,  that  these  disturbances  are  necessarily  allergic, 
for  the  reason  that  these  cases  of  diarrhea  recover  very 
promptly  on  a food  which  contains  an  extra  large 
amount  of  cows’-milk  protein,  such  as  protein  milk. 

I believe  that  protein  sensitization  may  account  for 
some  of  the  instances  of  colic  that  occur  in  breast-fed 
babies,  although  I have  not  been  able  to  substantiate  it 
very  often.  Very  frequently  I find  that  the  baby  is 
hungry  instead  of  colicky,  due  to  quantitative  insuffi- 
ciency of  the  mothers’  milk.  Several  years  ago,  at  the 
Children’s  Hospital,  we  determined  the  protein  sensiti- 
zation of  many  babies,  fed  on  cows’  milk,  who  were 
suffering  from  acute  diarrheal  disorders.  The  propor- 
tion of  positive  results  was  so  small  that  we  gave  it  up 
as  not  worth  following  up.  At  the  same  time,  several 
articles  appeared  in  literature  corroborating  the  lack  of 
any  relationship  between  protein  sensitization  and  these 
diarrheas.  Eczema,  urticaria  and  asthma  undoubtedly 
may  be  allergic  phenomena ; but  it  seems  more  likely 
that  the  conditions  which  Dr.  Rohrbach  describes,  are 
due  to  something  in  the  cow’s  rations  which  affects  its 
milk  in  some  other  way. 

Dr.  Rohrbach  (in  closing)  : The  intent  of  my  paper 
was  not  to  deny  that  protein,  as  it  exists  in  cows’  milk, 
was  not  a sensitizing  element  in  the  artificially  fed  in- 
fant ; but  because  Schloss  did  not  get  a skin  reaction  in 
his  second  group  of  cases,  and  because  other  authorities, 
as  quoted  above,  were  unable  to  account  for  idiosyncra- 
sies manifested  by  these  infants,  I felt  that  these  cases 
reported  by  me,  proved,  at  least  clinically,  that  not  in  a 
few  but  in  a great  number  of  infants  with  these  dis- 
turbances of  an  anaphylactic  character  and  not  reacting 
cutaneously  to  the  elements  of  cows’  milk,  were  caused 
by  the  food  fed  to  the  dairy  herd  or  cow. 


SURGERY  IN  DIABETICS* 

EMORY  G.  ALEXANDER,  M.D. 

PHILADEXPHIA,  PA. 

With  the  discovery  of  insulin  by  Banting  and 
his  coworker  Best,  the  spotlight,  so  to  speak,  has 
been  turned  on  diabetes.  Both  the  medical  pro- 
fession and  the  general  public  are  becoming 
more  than  ever  aware  of  the  great  amount  of 
study  that  is  being  directed  toward  this  persistent 
disease  and  its  successful  treatment.  While 
Banting’s  name  now  heads  the  list  of  these  ar- 
dent investigators,  too  much  praise  cannot  be 
given  the  clinicians  and  chemists  in  this  country 
as  well  as  abroad,  who  by  their  untiring  efforts 
and  study  have  done  so  much  to  put  the  treat- 
ment of  diabetes  on  a sound  basis,  and  who 
paved  the  way  for  the  final  triumph  represented 
by  the  discovery  of  insulin. 

A result  of  publicity  with  regard  to  this  im- 
portant subject  seems  to  be  an  increased  incidence 
of  diabetes,  especially  in  the  number  of  surgical 
diabetics  admitted  to  the  wards  of  our  hospitals. 
This  was  most  forcibly  brought  to  my  attention 
recently  when  asked  in  consultation  by  my  col- 
league, Dr.  John  B.  Carson,  of  the  medical  staff 
of  the  Episcopal  Hospital.  I was  amazed,  on 
this  visit  to  his  ward,  to  find  not  less  than  seven 
cases  of  gangrene  and  one  of  cellulitis  associated 
with  diabetes.  The  prevalence  of  diabetes  is 
really  quite  appalling.  It  has  been  estimated  that 
from  one  half  to  one  per  cent  of  our  population 
is  suffering  from  this  disease,  and  of  this  number 
from  twenty  to  twenty-five  per  cent  will  prob- 
ably develop  some  surgical  complication.  In 
view  of  these  facts,  I believe  a discussion  of  sur- 
gery in  diabetes  to  be  not  untimely. 

Surgery  always  has  and  probably  always  will 
have  its  hothouse  plants.  Formerly  the  pro- 
static belonged  to  this  class.  The  mortality  of 
prostatectomy  in  the  early  history  of  the  opera- 
tion was  a shocking  one,  due  to  hemorrhage, 
uremia,  pneumonia,  and  the  like.  The  imbalance 
of  this  type  of  patient  was  such  that  it  seemed  as 
though  a mere  whiff  would  turn  the  tide  against 
him.  The  interest  of  the  profession  in  hyper- 
trophy of  the  prostate,  stimulated  by  the  bril- 
liant work  of  Young,  Freyer,  Deaver,  and  others, 
has  now  reduced  the  operative  mortality  of  this 
disorder  in  the  hands  of  the  expert  to  about  five 
per  cent.  It  is  a justifiable  hope  that  the  surgi- 
cal diabetic  will  enjoy  a similar  enviable  record 
in  the  future,  and  that  diabetics  will  no  longer 
be  the  poor  surgical  risks  which  they  have  been 
in  the  past.  This  hope  is  sustained  by  the  ex- 


* Read  before  the  Section  on  Surgery  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  8,  1924. 
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cellent  results  obtained  since  the  introduction  of 
insulin,  together  with  metabolic  and  dietetic 
study  and  control  of  the  diabetic  patient,  so  that 
the  time  is  near  at  hand,  I hope,  when  an  opera- 
tion on  such  a patient  will  be  undertaken  with 
the  same  degree  of  confidence  as  on  the  non- 
diabetic. But  this  can  only  be  brought  about  by 
cooperation  between  the  surgeon  and  the  medical 
man.  To  my  mind  it  is  essential  that  the  surgeon 
attend  to  the  surgical  condition  and  his  medical 
colleague  to  the  diabetes.  I believe  the  medical 
man  needs  this  note  of  warning  more  than  the 
surgeon.  In  my  service  at  the  Episcopal  Hos- 
pital I frequently  send  an  opverated  diabetic 
case  back  to  the  medical  ward,  where  the  doctors 
and  nurses  who  have  had  the  patient  in  charge 
Ijefore  ojieration  and  are  familiar  with  every 
aspect  of  the  case,  can  continue  the  treatment. 
If  the  case  is  sent  to  the  surgical  ward,  the 
medical  staff  is  frequently  called  in  consultation. 

Surgical  diabetes  readily  falls  into  two  main 
types : first,  diabetes  complicated  by  a surgical 
disorder,  such  as  gangrene,  carbuncle,  etc.,  se- 
rious and  often  emergency  conditions  ; secondly, 
a surgical  disease  associated  with  diabetes,  such 
as  gall  stones,  carcinoma,  prostatic  or  uterine 
trouble — conditions  which  may  be  just  as  se- 
rious as  far  as  the  patient  is  concerned,  but 
which  do  not  require  such  hasty  and  prompt 
intervention  as  the  first  group. 

The  surgical  diabetic  will  probably  always  be 
more  of  an  operative  risk  than  the  nondiabetic 
on  account  of  the  unfavorable  factors  of  age, 
lowered  resistance  to  infection,  and  the  danger 
of  coma.  It  was  formerly  thought  that  one  of 
the  greatest  dangers  in  operating  on  a diabetic 
was  that  of  infection,  but  with  modem  pre- 
cautionary methods  and  technique,  a clean  wound 
in  a diabetic  should  heal  almost  as  promptly  as 
in  a nondiabetic.  Coma,  at  one  time  the  most 
dreaded  postoperative  complication,  was  usually 
found  to  be  due  to  one  or  another  cause,  such 
as  preoperative  starving,  ether  or  chloroform 
anesthesia,  postoperative  starvation  and  with- 
holding of  fluids,  and  delayed  operation  in 
infected  cases.  But  today  prompt  intervention 
is  considered  imperative  in  infected  cases.  They 
are  as  much  emergency  cases  as  any  that  I 
know  of  in  surgery,  except  hemorrhage.  The 
relief  of  sepsis  means  relief  of  acidosis.  I am 
in  entire  accord  with  Joslin  when  he  says:  “The 
patient  should  be  treated  for  the  operation  rather 
than  the  diabetes.  Get  him  successfully  through 
the  operation  first,  and  then  if  you  like,  treat 
him  for  the  diabetes  the  rest  of  his  life.  If  you 
treat  him  first  for  the  diabetes  and  second  for 
the  operation,  the  duration  of  that  case  of  dia- 
betes is  apt  to  be  brief.” 

3 


Where  there  is  no  need  for  haste  in  surgical 
diabetes  the  regulation  of  the  diet  is  of  great 
importance.  An  adult,  during  activity,  requires 
a diet  yielding  30  calories  and  during  rest  25 
calories  of  energy  in  24  hours  for  every  kilogram 
of  body  weight.  In  uncomplicated  cases  the 
total  calories  required  should  be  determined  by 
some  accepted  chart,  such  as  the  DuBois  tables, 
or  by  multiplying  the  ideal  weight  in  kilograms 
by  30  or  25  (as  the  case  may  be).  In  arranging 
the  proportion  of  carbohydrate,  protein,  and  fat, 
it  must  be  borne  in  mind  that  fat  is  oxidized  only 
in  a definite  mathematical  proportion  to  the 
amount  of  glucose  oxidized.  This  is  known  as 
the  ketogenic  or  antiketogenic  ratio;  that  is  to 
say,  there  must  be  a definite  proportion  between 
the  substances  that  form  glucose  in  the  body  and 
those  that  form  fatty  acids.  A simple  and  sat- 
isfactory 'plan  is  to  arrange  a diet  with  three 
times  more  fat  than  carbohydrate,  since  the  rela- 
tive oxidation  of  these  two  substances  is  in  about 
that  proportion.  One  gram  of  protein  per  kilo- 
gram of  body  weight  should  be  allowed  for 
adults,  while  in  children  the  proportion  is  about 
one  and  a half  to  each  kilogram. 

The  dictum  that  there  are  no  hard  and  fast 
•rules  in  surgery  applies  with  greater  than  ordi- 
nary emphasis  to  surgical  diabetes.  Each  case 
presents  problems  of  its  own,  particularly  in  the 
presence  of  infection  or  gangrene.  In  the  un- 
complicated case  the  administration  of  insulin 
usually  produces  a rapid  fall  in  the  blood  sugar, 
but  this  does  not  happen  so  regularly  in  the  com- 
plicated ones.  In  some  instances  only  the  slight- 
est change  is  noted  even  after  large  doses. 
Where  there  is  suppuration  and  fever  the  reduc- 
tion in  blood  sugar  is  notably  slight  and  slow. 
I believe  such  cases  should  be  put  on  one  half 
or  even  one  third  the  usual  diet  in  order  better 
to  control  the  hyperglycemia  and  of  course  the 
glycosuria.  Moreover,  it  often  is  useless  to  at- 
tempt to  put  these  cases  on  a full  maintenance 
diet  because  they  will  not  eat  it.  Even  on  a 
restricted  diet  large  doses  of  insulin  may  fail 
materially  to  reduce  the  blood  sugar.  The  prob- 
able reason  why  these  patients  require  so  much 
insulin  is  likely  due  to  the  fact  that  the  diseased 
pancreas  is  so  overwhelmed  by  the  toxemia  that 
its  function  is  seriously  impaired.  But  as  the 
toxemia  lessens  the  amount  of  food  can  be  in- 
creased and  the  dose  of  insulin  necessary  to 
control  the  blood  sugar  often  becomes  smaller. 
This  all  points  to  a return  to  a more  normal  pan- 
creatic function,  and  eventually  in  many  cases, 
dietary  restrictions  without  the  aid  of  insulin 
may  suffice.  In  emergencies  there  is  no  fixed 
plan  of  treatment  other  than  that  suggested  by 
the  frequent  determination  of  the  blood  sugar 
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and  the  degree  of  acidosis.  In  the  chronic  case 
where  haste  is  not  indicated  and  the  patient  can 
be  prepared  for  operation  at  leisure,  regulation 
of  diet,  either  with  or  without  very  small  doses 
of  insulin,  will  be  all  that  is  required.  It  is  of 
advantage  to  feed  these  cases  right  up  to  the  time 
of  operation,  thus  storing  up  sufficient  glycogen 
and  reducing  the  danger  of  acidosis  to  a mini- 
mum. Carbohydrates  are  also  useful  in  avoid- 
ing acidosis  since  their  oxidation  is  essential  for 
the  combustion  of  fat.  Postoperative  acidosis 
may  also  be  minimized  by  the  preoperative  ad- 
ministration of  20  to  50  grns.  of  glucose  intra- 
venously, followed  by  an  appropriate  dose  of 
insulin  subcutaneously.  Fluids  should  be  liber- 
ally given  by  mouth  up  to  the  time  of  operation, 
and  in  severe  cases  should  also  be  supplied  by 
enteroclysis  or  hypodermoclysis,  and  even  intra- 
venous infusions  may  be  of  great  value. 

In  the  presence  of  infection  it  is  often  very 
difficult  to  get  the  patient  sugar-free  before 
operation.  While  it  can  be  done  by  administer- 
ing large  doses  of  insulin,  this  may  be  unsafe 
and  impractical,  and  personally  I believe  it  is 
unnecessary. 

The  danger  of  postoperative  alkalosis,  though 
a rare  condition,  should  always  be  thought  of. 
It  is  usually  due  to  the  preoperative  administra- 
tion of  alkalies,  and  sometimes  to  prolonged  and 
excessive  vomiting,  which  causes  the  patient  to 
become  depleted  of  free  hydrochloric  acid. 
Tetany  is  the  most  important  and  constant  clin- 
ical symptom  of  alkalosis. 

The  danger  of  coma  should  also  be  continually 
in  the  mind  of  the  attending  physician  and 
nurses.  It  may  develop  very  insidiously  or  may 
come  on  suddenly  like  a summer  storm.  Vomit- 
ing, nausea,  restlessness,  fatigue,  dizziness,  dry 
tongue  and  air  hunger,  characterized  by  deep 
and  rapid  breathing,  are  some  of  the  signs  and 
symptoms  of  acidosis  and  impending  coma. 

In  operating  on  a diabetic  the  anesthetic  is 
most  important.  Neither  chloroform  nor  ether 
should  ever  be  given.  Not  only  do  they  require 
preoperative  starving,  but  they  are  too  often 
followed  by  m usea  and  vomiting,  and  produce 
a hyperglycemia,  while  during  ether  anesthesia 
the  formation  of  glycogen  is  said  to  cease.  Per- 
sonally, my  first  choice  is  spinal  anesthesia,  sec- 
ond, gas-oxygen,  and  third,  local  anesthesia.  I 
am  not  in  favor  of  the  last-named,  because  I be- 
lieve the  injection  of  the  anesthetic  traumatizes 
the  tissues  and  favors  infection  and  sloughing. 

Carbuncles  represent  probably  the  most  seri- 
ous surgical  complication  of  diabetes  and  hitherto 
have  yielded  a very  high  mortality.  At  present, 
however,  the  prognosis  is  more  favorable,  de- 
pending, of  course,  on  the  degree  of  diabetes 


and  acidosis,  the  age  of  the  patient,  the  size  of 
the  carbuncle,  and  the  resulting  sepsis.  As  a 
rule,  these  cases  are  emergency  ones  and  require 
prompt  radical  treatment.  The  severe  cases 
should  be  treated  as  outlined  above  with  glucose 
and  insulin,  and  operation  should  consist  of  com- 
plete excision  of  the  carbuncle  under  gas  anes- 
thesia. The  less  severe  cases  may  be  treated 
dietetically  and  with  local  applications  of  mag- 
nesium sulphate  paste,  or  by  crucial  incision  and 
hot  packs. 

A less  serious,  perhaps,  but  certainly  more 
common  complication  is  gangrene,  usually  of  the 
lower  extremities.  It  seems  to  affect  men  past 
middle  life  more  often  than  women.  Most  of 
the  patients  are  in  the  sixth  decade,  although  I 
have  operated  upon  a patient  only  35  years  of 
age.  There  is  usually  marked  arteriosclerosis  of 
the  endarteritis  type,  and  as  in  senile  gangrene, 
the  chief  predisposing  factors  are  uncleanliness 
and  trauma.  The  prodromal  symptoms  are  pain, 
numbness  and  coldness.  The  gangrene  is  usually 
of  the  dry  type,  involving  the  toes,  although  the 
foot  and  leg  may  be  affected,  but  these  more 
frequently  develop  moist  gangrene.  In  either 
type  examination  oftentimes  fails  to  disclose  pul- 
sation at  the  dorsalis  pedis  or  posterior  tibial 
artery,  and  frequently  pulsation  is  also  absent 
at  the  popliteal  or  the  femoral  artery  in  Scarpa’s 
triangle.  When  these  cases  come  to  amputation, 
as  they  often  do,  the  artery  will  usually  be  found 
to  be  thrombosed  throughout  its  extent.  Dry 
gangrene  without  infection,  and  when  the  patient 
is  in  good  condition,  can  be  prepared  leisurely 
for  operation  and  brought  as  near  as  possible  to 
a normal  sugar  balance.  In  my  early  experience 
with  diabetic  gangrene  I was  inclined  to  believe 
the  gangrene  to  be  due  to  some  direct  action  of 
the  sugar  or  its  derivatives — in  other  words,  that 
it  was  probably  a chemical  process.  If  this  were 
true,  then  insulin  and  diet  regulation  should  be 
of  great  value;  but  I am  now  absolutely  con- 
vinced that  in  the  majority  of  cases  the  gangrene 
is  due  to  an  insufficient  blood  supply.  Nearly 
always  there  will  be  found  not  only  endarteritis, 
but  also  thrombosis,  and  frequently  back  of  these 
a history  of  trauma.  Many  of  the  cases  which 
develop  pain,  numbness  or  coldness  of  the  toes 
or  feet,  or  even  marked  cyanosis  or  lividity,  clear 
up  after  a few  days’  rest  in  bed,  together  with 
the  application  of  dry  heat,  diet,  and  the  admin- 
istration of  insulin.  Buerger  and  Bernheim 
have  each  devised  methods  for  increasing  the 
blood  supply  to  the  affected  part  in  these  cases, 
with  reports  of  good  results. 

I believe  that  practically  all  of  these  cases  are 
thrombo-endarteritis  obliterans  and  that  the  es- 
tablishrhent  of  a good  collateral  circulation  may 
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save  the  tissues.  In  any  case,  if  gangrene  de- 
velops, that  part  is  dead,  never  to  be  revived,  no 
matter  what  type  of  treatment  is  used,  and  ampu- 
tation is  imperative.  Occasionally,  however,  one 
sees  a case  of  superficial  gangrene  of  the  dorsum 
of  the  foot  in  which  only  the  skin  is  involved, 
due  to  the  plugging  of  some  small  artery,  and 
with  the  separation  of  the  slough,  healthy  granu- 
lation will  be  found  underneath  and  healing  will 
take  place.  Cases  of  cellulitis  require  early  free 
incision  and  drainage. 

Moist  gangrene,  as  a rule,  requires  immediate 
surgical  attention.  The  only  exception  to  this 
rule  is  where  favorable  conditions  may  permit 
delay,  as  when  the  patient  is  robust  and  not  suf- 
fering from  marked  cardiorenal  disease,  and  is 
not  esj)ecially  toxic.  The  roentgenogram  is  of 
aid  in  demonstrating  the  presence  of  bone 
changes,  or  marked  arteriosclerosis  of  the  tibial 
arteries  which  usually  develops  in  such  cases. 

The  diabetic  with  gangrene,  moist  or  dry,  usu- 
ally will  sooner  or  later  require  amputation.  If 
amputation  is  necessary,  the  preoperative  treat- 
ment, anesthesia,  and  postoperative  treatment 
should  be  along  the  lines  already  indicated.  At 
operation  no  tourniquet  or  constricting  band 
should  be  applied.  The  tissues  should  be  han- 
dled as  delicately  as  possible.  Drainage  is  not 
always  necessary,  but  if  used  should  consist  of 
gauze  or  rubber  tissue.  Drainage  tubes  are 
harmful  because  their  pressure  may  be  sufficient 
to  produce  sloughing  of  the  tissues.  Conserva- 
tive operations  or  those  planned  to  save  tissue 
should  be  avoided.  The  site  of  amputation  will 
depend  on  the  extent  of  the  gangrene.  When  it 
involves  the  toes  and  a portion  of  the  foot,  am- 
putation should  be  done  at  the  upper  third  of  the 
leg;  when  it  extends  well  above  the  ankle,  the 
point  of  amputation  should  be  above  the  knee. 
The  fact  that  no  pulsation  is  palpable  at  the 
femoral  artery  beneath  Poupart’s  ligament,  does 
not  indicate  amputation  through  the  thigh,  inas- 
much as  frequently  the  point  of  choice  is  below 
the  knee,  the  stump  being  well  taken  care  of 
through  the  deep  femoral  and  collateral  circula- 
tion. There  is  also  less  shock  at  this  point,  and 
furthermore  the  stump  is  more  suitable  for  an 
artificial  leg. 

Dry  gangrene  of  the  toes  is  often  difficult  to 
handle,  for  after  the  removal  of  one  or  more  toes 
the  wound  often  fails  to  heal  and  a new  rim  of 
gangrene  appears  around  it,  so  that  another  oper- 
ation is  necessary.  This,  of  course,  is  not  always 
the  case  and  the  conservative  measure  of  ampu- 
tating the  toe  or  toes  should  be  tried  first.  It  is 
my  experience  that  amputation  of  the  great  toe 
or  the  small  toe  gives  better  results  than  remov- 
ing the  middle  ones.  Foot  amputation,  such  as 


Chopart’s  or  Lisfranc’s,  should  be  avoided,  for 
these  cases  usually  turn  out  badly  and  one  finally 
ends  by  taking  off  the  leg.  Periarterial  sympa- 
thectomy, I believe,  is  absolutely  useless  in  dia- 
betic gangrene.  One  need  only  dissect  out  the 
artery  of  an  amputated  leg  to  see  why  no  results 
can  be  expected.  The  artery  is  entirely  throm- 
bosed. 

In  not  a few  instances  the  onset  of  gangrene 
brings  the  patient  to  his  doctor,  and  it  is  only 
then  he  first  finds  out  that  he  has  diabetes.  The 
gangrene  may,  therefore,  be  a blessing  in  dis- 
guise, for  very  often  in  such  instances  and  in 
cases  of  long-standing  diabetes,  amputation 
seems  to  be  very  beneficial.  The  patients  im- 
prove, put  on  flesh,  and  keep  well  on  a dietary 
regime  alone,  without  any  medication. 

In  noninfected  surgical  cases  accompanied  by 
diabetes,  where  the  cardiorenal  system  is  not 
seriously  damaged  and  haste  is  not  imperative, 
so  that  the  patient  can  be  leisurely  prepared  for 
operation,  there  is  an  excellent  chance  of  a very 
successful  operation.  However,  the  infected 
surgical  conditions  complicated  by  diabetes,  a 
good  example  of  which  is  acute  suppurative 
appendicitis,  are  usually  very  serious.  Their 
salvation  is  early  diagnosis  and  operation  while 
the  lesion  is  still  confined  to  the  appendix.  Once 
peritonitis  develops,  the  prognosis  is  most  grave. 
For  a diffuse  peritonitis  the  Murphy-Fowler- 
Ochsner  treatment  should  be  employed  with  the 
idea  of  localizing  the  infection.  As  nothing  can 
be  given  by  mouth,  glucose  or  salt  solution 
should  be  given  by  enteroclysis,  hypodermoclysis, 
or  intravenously.  In  these  cases  one  is,  so  to 
say,  between  the  devil  and  the  deep  blue  sea.  To 
starve  a patient  favors  acidosis  and  coma,  and  to 
feed  him  increases  the  peristalsis  and  leads  to  a 
dissemination  of  the  peritonitis.  Codein  should 
be  given  freely.  I believe  that  where  the  patient 
exhibits  good  resistance  and  is  seen  in  the  early 
stages  of  peritonitis,  immediate  operation  is 
advisable.  In  appendiceal  abscess,  incision  and 
drainage  is  the  indicated  procedure.  No  attempt 
should  be  made  to  remove  the  appendix,  unless  it 
is  easily  found,  for  in  searching  for  the  appen- 
dix, the  necessary  breaking  up  of  adhesions  and 
of  the  lymph  barriers  will  oftentimes  open  up 
new  avenues  of  infection  which  may  be  the  pa- 
tient’s undoing. 

Acute  cholecystitis,  other  than  the  perforative 
type,  which  fortunately  is  very  rare,  as  a rule 
does  not  demand  an  emergency  operation.  Such 
patients,  therefore,  can  often  be  successfully  car- 
ried along  until  the  infection  subsides,  and 
an  interval  operation  can  then  be  considered. 
Should  operation  be  decided  upon  either  during 
an  attack  or  in  the  quiescent  stage,  cholecys- 
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tostomy  is  the  procedure  of  choice,  since  it  re- 
quires less  time  and  less  profound  anesthesia 
than  cholecystectomy. 

The  routine  examination  of  all  obese  patients 
admitted  to  the  surgical  ward  of  a hospital,  in 
addition  to  the  usual  urine  and  blood  analysis 
and  physical  examination,  should  consist  also  of 
a blood-sugar  estimation.  I have  had  the  expe- 
rience, and  no  doubt  others  have  also,  that  often 
a diabetic  patient  will  run  a sugar-free  urine, 
operation  will  be  undertaken,  and  the  patient  go 
into  postoperative  coma.  A blood-sugar  deter- 
mination in  such  cases  would  have  avoided  this 
unpleasant  catastrophe. 

There  is  no  need  for  the  present  appalling 
mortality  of  the  surgical  diabetic.  The  trouble 
is  that  these  cases  are  rushed  into  a hospital  at 
the  last  minute  in  a toxic  acidotic  state,  usually 
with  or  in  impending  coma,  and  the  result  too 
often  is  death.  The  hope  of  the  surgical  diabetic 
lies  in  the  hands  of  the  family  physician,  the  dia- 
betic specialist,  and  the  patient  himself. 

In  addition  to  the  scientific  treatment  of  the 
diabetes,  the  patient  must  be  imbued  with  the 
necessity  of  avoiding  trauma  and  uncleanliness, 
and  if  a surgical  condition  should  arise,  he  should 
come  to  the  surgeon  in  good  physical  shape  at  the 
incipient  stage  of  the  complication  with  a con- 
trolled blood  sugar,  a rested  pancreas,  and  free 
from  acidosis.  When  this  happy  combination 
takes  place,  then  indeed  will  surgical  diabetes 
have  lost  many  of  its  terrors,  and  will  enjoy  the 
same  margin  of  safety  as  attends  other  operative 
procedures,  such  as  prostatectomy  referred  to  at 
the  beginning  of  this  paper. 

1701  Spruce  Street. 

DISCUSSION 

Dr.  J.  M.  Wainwright  (Scranton,  Pa.)  : We  are 
fortunate  in  hearing  this  conservative  and  common- 
sense  discussion  of  diabetes  by  Dr.  Alexander,  espe- 
cially because  it  seems  to  me  that  when  insulin  first 
came  out  there  was  a good  deal  of  danger  that  we 
should  all  be  swept  off  our  feet  and  feel  that  we  could 
tackle  with  impunity  any  kind  of  diabetic  in  any  way 
we  wished.  We  ought  to  consider  carefully  the  contra- 
indications to  operation  on  the  diabetic,  just  as  we  did 
before  the  improved  dietary  treatment  came  along,  and 
before  insulin  was  discovered.  Operations  for  hernia, 
for  instance,  that  can  be  controlled  by  a truss,  and  other 
more  or  less  conventional  operations,  ought  to  be  under- 
taken rarely  because  we  can  never  tell  when  operative 
interference  is  going  to  set  up  a fatal  storm  in  a dia- 
betic who  has  been  running  previously  on  an  even  keel. 
Of  course,  it  is  true  that  with  insulin  our  rriedical 
friends  may  rescue  us  sometimes  from  these  fatal 
symptoms,  but  really  we  ought  not  to  bother  them  to 
that  extent;  they  have  enough  troubles  of  their  own. 
Also,  we  must  remember,  as  Dr.  Alexander  indicated, 
that  our  diabetic  patients  may  die  of  a good  many  con- 
ditions aside  from  diabetic  coma.  They  are  much  more 
prone  to  sepsis,  to  pulmonary  affections,  and  to  all  the 


other  accidents  we  meet  in  surgery  than  the  patients 
who  do  not  have  this  complication.  Once  we  get  infec- 
tion started,  for  instance  in  a hernia  wound,  insulin 
loses  a great  deal  of  its  power,  and  perhaps  all  of  it. 

Another  important  point  made  by  Dr.  Alexander  is 
that  if  we  have  to  operate  on  diabetics,  it  is  much  better 
in  every  way  to  get  them  into  a condition  of  equilibrium, 
to  get  the  urine  sugar-free,  and  what  is  more  important, 
to  get  their  blood  sugar  down  to  a safe  limit  by  dietetic 
measures  if  we  can,  than  to  do  the  operation  too  hur- 
riedly without  these  precautions.  Then,  if  any  of  the 
above-mentioned  accidents  happen,  insulin  will  be  more 
efficient  if  the  patient  has  not  been  under  its  control 
before. 

As  the  Doctor  also  says,  it  is  important  to  realize 
that  in  a good  many  operations  on  diabetics,  we  can 
take  a good  deal  more  time  than  we  used  to  think  we 
could.  Dry  gangrene,  for  instance,  is  always  sterile; 
otherwise  it  is  moist.  Dr.  Alexander  shows  that  a good 
many  of  the  dry  gangrenes  will  run  along  for  two  or 
three  weeks  in  a perfectly  satisfactory  condition,  and 
give  plenty  of  time  to  get  the  patient  in  proper  shape 
before  operation.  People  can  go  a long  time  with  a 
dry  gangrene  of  the  leg.  Two  or  three  years  ago,  in 
consultation  with  another  man,  I saw  an  old  lady  who 
had  a dry  diabetic  gangrene  extending  up  to  her  knee. 
It  stayed  dry  for  some  reason  or  other,  and  we  were 
very  much  relieved  to  know  that  this  old  lady  abso- 
lutely refused  any  operative  interference,  no  matter 
what  was  said ; so  we  were  not  put  up  against  that 
problem.  She  lived  with  her  dry  gangrene  for  over 
six  months.  She  was  bedfast,  of  course,  but  she  kept 
her  leg,  and  died,  not  from  the  gangrene  itself,  but  from 
the  diabetes. 

Of  course,  when  we  do  have  to  operate  on  a diabetic 
in  an  emergency,  as  Dr.  Alexander  said,  we  must  work 
in  close  cooperation  with  the  internist.  We  must  use 
the  same  surgical  judgment  we  have  always  used  (in 
peritonitis  cases,  for  instance)  but  we  cannot  do  full 
justice  to  our  patients,  even  if  mild  diabetics,  unless  we 
get  the  internist,  especially  one  who  specializes  on  dia- 
betes, to  work  with  us. 

Dr.  J.  S.  Hackney  (Uniontown,  Pa.)  : I am  very 
much  interested  in  the  subject  of  diabetes  for  the  rea- 
son that  I am  a diabetic,  or  rather  let  me  modify  that 
and  say  I was  a diabetic.  I believe  that  to-day  I am 
not.  Three  years  ago'  I was  on  the  verge  of  coma. 
I believe  that  diabetes  can  sometimes  be  cured.  A few 
months  ago  I read  an  article  by  Dr.  Banting  in  which 
he  said  he  was  inclined  to  think  that,  in  some  cases, 
either  the  islands  of  Langerhans  were  regenerated  or 
new  ones  were  formed.  Since  I have  had  this  disease 
I have  quit  all  other  work  and  devoted  my  entire  time 
to  diabetic  practice.  I have  seen  a number  of  cases,  my 
own  with  others,  and  I think  Dr.  Banting’s  statement  is 
correct.  The  islands  of  Langerhans  are  regenerated  in 
many  cases. 

I have  had  a little  experience  with  operating  in  dia- 
betes. I,  myself,  do  not  operate,  but  I have  a surgeon 
to  do  that  work  for  me.  My  experience  has  been  that 
the  earlier  we  operate,  and  you  might  say  the  higher  up 
we  operate,  the  better  chance  of  recovery  we  have.  I 
am  an  advocate  of  very  early  operation  in  diabetes. 

I had  one  very  interesting  case  in  which  I had  treated 
an  aged  lady,  somewhere  in  the  sixties,  with  a very 
high  blood  sugar,  and  with  a very  high  percentage 
of  urinary  sugar  (I  do  not  remember  the  exact  fig- 
ures). She  was  brought  to  the  hospital  and  treated. 
She  became  blood-sugar-free  and  urinary-sugar-free, 
and  on  a restricted  and  careful  diet,  as  laid  down  by 
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Dr.  Joslin,  she  remained  perfectly  free  for  one  year’s 
time  after  she  left  the  hospital.  In  the  summer  time 
she  wakened  up  one  night  with  an  itching  and  burning 
sensation  on  the  inner  malleolus,  I think  of  the  left 
ankle.  Probably  a mosquito  had  bitten  her  on  the  ankle. 
She  rubbed  that  with  the  other  heel  and  started  a little 
infection  that  spread.  She  did  not  call  me  at  once,  but 
probably  two  weeks  afterwards  I saw  it.  It  was  twice 
the  size  of  a silver  dollar,  a typical  gangrenous  condi- 
tion. She  was  brought  to  the  hospital,  but  the  infection 
continued  to  spread,  and  notwithstanding  her  sugar-free 
condition,  she  died.  It  was  a case  of  diabetic  gangrene, 
but  had  the  patient  been  seen  without  the  history  of 
diabetes,  it  would  not  have  been  so  considered. 

A short  time  ago  I had  an  interesting  case  showing 
the  influence  of  blood  sugar.  I was  called  to  a neigh- 
boring hospital  where  a lady  in  her  forties  had  been 
brought  the  night  before  in  a comatose  condition.  She 
did  not  know,  or  her  family  physician  did  not  know, 
that  she  had  diabetes  until  he  brought  her  into  the  hos- 
pital. We  made  tests  and  found  the  urinary  sugar  very 
high.  We  then  brought  her  to  our  hospital  and  she  had 
the  highest  blood  sugar  I ever  heard  of — 865  per  100  c.c. 
of  blood.  She  was  given  120  units  of  Lilly’s  insulin. 
I never  saw  anything  act  more  like  magic  than  that  did. 
An  hour  after  receiving  the  first  injection  of  insulin 
(she  was  then  as  nearly  dead  as  a person  could  be  and 
perfectly  unconscious)  she  was  laughing  and  talking 
and  in  splendid  condition.  The  second  test  of  blood 
sugar  was  immediately  made  and,  if  I remember  cor- 
rectly, it  was  between  150  and  200.  She  made  a most 
remarkable  recovery  from  her  urinary  and  blood  sugar, 
and  in  three  days  was  being  wheeled  around  and  walked 
around  in  our  hospital.  Unfortunately,  she  told  me  one 
day  she  was  having  a little  pain  in  her  chest.  An  exami- 
nation revealed  a little  involvement  of  the  lung.  She 
went  from  bad  to  worse  and  in  72  hours  she  died  from 
an  acute  lobar  pneumonia.  Her  powers  of  resistance, 
due  to  the  toxic  effects  of  the  hyperglycemia,  were  so 
feeble  that  she  was  unable  to  withstand  the  added 
burden. 

Insulin  is  a wonderful  adjunct  in  the  treatment  of 
this  disease.  Its  potentialities  for  good  are  great,  and 
its  indiscriminate  use  may  be  just  as  great  an  evil.  In 
my  judgment  (and  I believe  Banting  teaches  the  same) 
insulin  should  not  be  given  until  after  urinary-  and 
blood-sugar  tests  have  been  made,  and  then  the  dose 
should  be  regulated  by  the  carbohydrate  tolerance  of 
the  patient — the  exception  being  when  the  patient  is  in 
diabetic  coma  and  time  is  an  important  factor. 

Dr.  C.  E.  Ervin  (Danville,  Pa.)  : This  is  no  place 
for  the  discussion  of  the  technical  management  of  dia- 
betes, but  our  responsibilities  are  so  great,  I feel  that 
a word  might  be  justified.  Some  of  our  medical  friends 
have  a tendency  to  hold  on  to  the  diabetic  patient  too 
long,  and  this  applies  particularly  in  the  acute  types  of 
moist  gangrene  and  other  septic  conditions.  These  pa- 
tients are  septic ; such  cases  must  be  regarded  as  emer- 
gencies and  surgical  therapy  must  not  be  delayed.  Do 
not  hesitate  to  use  insulin,  and  go  ahead  and  do  an 
immediate  operation.  So  far  as  the  preparation  of  the 
diabetic  is  concerned,  if  you  ever  get  stuck,  and  are 
not  familiar  with  the  management  of  these  cases,  do 
not  be  afraid  to  give  insulin  so  long  as  there  is  sugar 
in  the  urine,  if  it  takes  as  much  as  one  hundred  to  two 
hundred  units  in  the  course  of  twenty-four  hours.  If 
you  want  to  give  food,  whole  milk  can  very  well  be 
given  at  this  time,  but  I would  not  advise  more  than  a 
quart  in  the  course  of  twelve  hours.  It  will,  of  course, 
be  necessary  to  put  the  patient  on  a diabetic  diet  as 


soon  after  the  operation  as  possible,  but  you  will  often 
find  that  unusually  large  amounts  of  insulin  are  re- 
quired for  the  first  two  or  three  days  after  operation. 

As  to  the  amputation  of  the  toe,  I have  gotten  to  the 
place  where  I am  a bit  leery  about  advising  this  oper- 
ation, especially  if  the  gangrene  is  of  the  dry  type.  I 
think  you  could  get  better  results  more  quickly  if  the 
toe  is  allowed  to  amputate  itself.  If  the  bone  is  in- 
volved, of  course,  surgery  must  be  practiced  before 
healing  takes  place.  It  is  the  duty  of  the  family  doctor 
to  explain  to  his  patient  that  if  an  operation  on  the  foot 
is  to  be  performed,  it  should  be  done  high.  It  is  often 
the  experience  of  the  surgeon  who  has  amputated  the 
foot  of  an  old  diabetic  to  have  this  patient  come  back 
in  the  course  of  six  or  eight  months  with  no  sugar  in 
the  urine,  but  with  some  signs  of  a circulatory  embar- 
rassment in  the  opposite  foot.  You  will  usually  find 
here  a hyperglycemia,  although  there  is  no  glycosuria. 
This  is  one  class  of  patients  where  a blood-sugar  esti- 
mation from  time  to  time  helps  out. 

Dr.  W.  Estell  Lee  (Philadelphia,  Pa.)  : I wish  to 
take  this  opportunity  of  calling  attention  to  an  error 
into  which  we  are  sometimes  led  by  the  absence  of 
sugar  in  the  urine  in  diabetes.  The  presence  of  sugar, 
of  course,  is  a clear  contraindication  to  immediate  sur- 
gery, but  the  absence  of  sugar  does  not  mean  that  the 
patient  is  a safe  surgical  risk,  for  the  sugar  threshold 
may  be  very  high  and  permit  the  blood  content  to  be  as 
high  as  300  Mgs.  without  its  showing  in  the  urine.  Our 
attention  has  been  called  to  this  in  three  cases  within 
the  last  year,  and  in  each  one  of  them  the  clinicians 
were  led  astray  by  the  absence  of  sugar  in  the  urine. 
I should  like  to  add  to  Dr.  Alexander’s  paper  the  cau- 
tion that  it  is  the  blood  sugar  which  should  be  used  as 
an  indicator  for  surgical  procedures  in  diabetics  and 
not  the  urinary  sugar. 

Dr.  Alexander  (in  closing)  : Apropos  of  the  ques- 
tion of  high  blood  pressure,  etc.,  there  is  one  point  in 
my  paper  which  I should  like  to  emphasize.  I have 
had  the  same  accident  happen  to  me  twice,  and  I am 
sure  some  of  you  have  had  it  happen  to  you  also.  It 
is  this : A patient  comes  into  the  hospital  and  the  usual 
routine  physical,  blood,  and  urine  examinations  are 
made.  Now,  that  urine  is  usually  taken  early  in  the 
morning,  after  the  patient  has  starved  for  several  hours, 
and  frequently  in  diabetic  patients  it  may  be  sugar- 
free.  I have  operated  on  two  such  patients  and  they 
have  gone  into  diabetic  coma  following  the  operation. 
Therefore,  I would  make  this  point ; that  just  as  the 
medical  men  do  a routine  Wassermann  in  their  medical 
wards  on  all  cases,  so  I believe  that  we  surgeons,  in  all 
obese  patients,  should  do  a routine  blood-sugar  estima- 
tion before  we  subject  these  patients  to  operation.  I 
am  sure  if  this  had  been  done,  I would  not  have  had 
the  two  catastrophies  referred  to.  I missed  them  both, 
because  the  patients  failed  to  show  sugar  by  a routine 
urine  examination.  Frequently  in  this  type  of  case  there 
is  arteriosclerosis  and  the  sugar  threshold  is  high ; con- 
sequently it  takes  a lot  of  sugar  before  glycosuria  de- 
velops. 

In  regard  to  the  question  of  how  much  insulin  to 
give.  I have  always  worked  along  in  these  cases  with 
the  medical  men  and  have  been  guided-dargely  by  their 
idea  of  the  proper  dosage.  We  have  not  given  it  quite 
so  liberally  as  recommended  by  Dr.  Ervin,  although  I 
believe  there  is  a great  deal  in  what  lie  says. 

In  regard  to  the  question  of  the  spread  of  gangrene, 
etc.,  when  I first  became  interested  in  diabetic  gangrene, 
and  with  the  discovery  of  insulin,  I thought  that  we  had 
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a remedy  that  would  do  a great  deal  for  the  gangrene 
per  se;  I thought  the  gangrene  was  due  to  the  sugar 
or  one  of  its  derivatives  in  the  tissues  and  that  it  was 
largely  a chemical  gangrene.  Now,  in  the  cases  that  I 
have  operated  on,  the  first  slide  I showed  you  typifies 
almost  invariably  the  blood-vessel  pathology.  Occasion- 
ally you  find  an  endarteritis  obliterans ; in  the  great 
majority  you  find  a thrombo-angeitis  obliterans.  I do 
not  think  there  is  any  chemistry  about  it.  I believe  it 
is  a deficient  blood  supply  that  produces  the  whole 
trouble.  I think  that  back  of  all  of  this  is  trauma  in 
some  form  or  other,  and  then  you  get  thrombosis  and 
extension  of  the  gangrene. 

The  mortality  of  diabetic  gangrene  at  the  present 
time  is  far  too  high.  I am  sure  it  can  and  will  be  re- 
duced, The  factors  that  will  reduce  it  are  largely  in 
the  hands  of  the  medical  man  and  the  diabetic  specialist. 
The  diabetic  patient  should  be  properly  instructed  re- 
garding the  dangers  and  how  to  prevent  them,  and  if  a 
surgical  complication  should  arise,  the  patient  should 
come  to  the  surgeon  at  its  incipient  stage,  with  a con- 
trolled blood  sugar  and  a rested  pancreas.  If  this  is 
done,  I am  sure  the  mortality  will  fall,  and  fall  most 
materially.  I think  one  mistake  we  surgeons  are  making 
at  the  present  time  is  that  we  dilly-dally  with  the  cases 
of  surgical  diabetes  too  long  after  they  are  turned  over 
to  us  for  operation.  In  dry  gangrene,  where  there  is 
little  or  no  absorption,  you  can  take  your  time  in  the 
majority  of  cases,  but  where  you  have  sepsis,  you  have 
to  act  and  act  most  quickly. 

Now  in  regard  to  the  site  of  the  operation.  If  it  is 
a question  of  amputation  above  or  below  the  knee,  I 
always  try  to  amputate  below  the  knee  if  I possibly 
can.  You  take  a little  chance  on  doing  this;  frequently 
you  find  the  femoral  arteries  completely  thrombosed, 
but  the  collateral  circulation  is  usually  well-established 
and  the  flap  will  be  properly  nourished.  One’s  inclina- 
tion in  the  majority  of  cases  is  to  amputate  above  the 
knee,  and  if  you  want  to  be  sure,  that  is  the  best  site 
to  elect,  but  if  you  wish  to  take  a little  chance,  and  the 
patient  is  willing  to  take  a slight  chance  of  another 
operation,  then  amputate  below  the  knee.  There  is  less 
shock  at  this  point,  and  if  you  get  the  patient  well,  you 
have  a stump  much  more  serviceable  for  an  artificial 
limb.  If  the  patient  is  markedly  septic  and  the  gangrene 
is  well  above  the  ankle,  I should  advise  amputation 
above  the  knee. 
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CATARRH,  OR  SINUSITIS* 

NATHAN  P.  STAUFFER,  M.D. 

PHItADELPHIA,  PA. 

These  cases  are  reported  to  illustrate  the  vary- 
ing symptoms  of  catarrh  or  sinusitis,  the  diffi- 
culties in  diagnosis,  the  complications,  the  treat- 
ment, and  some  cures  of  the  affection. 

We  find  Webster  defines  catarrh  as  derived 
from  the  Greek,  meaning  “a  running  down.”  So 
many  times  we  are  consulted  by  our  patients  for 
what  they  term  “catarrh.”  Evidently  referring 
to  the  running  nose,  or  dropping  in  the  throat. 

•Read  by  invitation  before  the  Philadelphia  Laryngological 
Society,  November  4,  1924. 


Questioning  elicits  the  information  that  there  is 
a constant  blowing  of  the  nose,  or  a dropping  in 
the  throat — “a  running  down.” 

Naturally,  the  question  to  be  considered  is: 
are  we  dealing  with  an  acute  rhinitis,  with  a 
vasomotor  rhinitis,  or  with  a chronic  sinusitis? 

If  this  is  an  acute  rhinitis,  it  will  have  a watery 
or  mucoid  discharge,  which  will  change  in  a few 
days  to  a thicker  discharge,  and  clear  up  under 
antiseptic  washes  and  proper  cleansing  sprays  of 
mild  oils. 

If,  however,  it  is  an  acute  exacerbation  of  a 
chronic  catarrh,  or  sinusitis,  the  mucoid  dis- 
charge will  be  tinged  with  pus,  and  finally  be- 
come entirely  purulent  in  character,  and  this 
discharge  will  persist.  It  may  be  blown  from 
the  nose  so  frequently  that  the  patient  will  use 
from  two  to  a dozen  handkerchiefs  daily,  or  it 
may  cause  the  constant  hawking  which  is  so 
characteristic  of  a chronic  posterior  ethmoiditis 
or  sphenoiditis. 

I think  we  can  safely  say  that  any  patient  who 
uses  several  handkerchiefs  daily  after  the  first 
two  weeks  of  a cold,  or  who  has  a daily  drop- 
ping in  the  throat  of  a thick  discharge,  can  be 
said  to  have  catarrh,  or  a better  word  is  sinusitis. 
It  is  easier  to  diagnose  in  men  than  women,  be- 
cause ladies  frequently  are  unaware  of  the  post- 
nasal drop  and  will  swallow  it.  Indeed,  they  will 
deny  any  discharge  until  a mirror,  introduced 
postnasally,  will  bring  forth  about  J4  dram  of 
thick,  inspissated  pus. 

Better  to  illustrate  the  wide  variety  of  symp- 
toms and  complications  and  sequelae,  I .shall  pre- 
sent twelve  cases.  I shall  not  go  into  all  the 
details  of  these  tests  for  hearing  and  treatment, 
as  that  is  well  known  to  you. 

The  easiest  disease  to  diagnose,  and  one  that 
is  quite  common,  is  acute  sinusitis. 

CASE  REPORTS 

Case  l.—J.  C.,  aged  22,  white,  male,  in  the  midst  of 
an  acute  rhinitis,  was.  seized  during  the  night  with  such 
acute,  frontal  pain  that  morphin  would  not  quiet  him, 
so  for  several  nights  he  suffered,  and  then  was  referred 
to  me.  I found  a badly  swollen  set  of  turbinates, 
pressed  upon  by  a deviated  septum,  both  nares  filled 
with  glairy  mucous  and  purulent  material. 

Transillumination  gave  shadows  over  both  antra,  and 
no  pupillary  reflexes.  X-ray  showed  both  maxillary 
antra  cloudy. 

The  patient’s  parents  refused  any  operation.  He  was 
sent  to  the  Presbyterian  Hospital,  where  a blood  count 
revealed  22,000  W.  B.  C.  Under  ice  caps  to  both  antra, 
and  dilation  of  nares  twice  daily,  with  local  applications 
of  5%  cocain  and  1-1,000  adrenalin,  accompanied  by 
internal  doses  of  urotropin,  gr.  5,  t.  i.  d.,  the  pain  was 
immediately  reduced,  so  that  no  morphin  was  required, 
and  in  a week  he  had  recovered:  i.  e.,  discharge  from 
nose  had  ceased,  pain  was  absent,  there  was  no  tem- 
perature, no  pus,  and  a normal  blood  count.  He  had 
never  had  a previous  attack. 
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Case  2. — Quite  the  contrary  was  D.  W.,  aged  23  years, 
white,  male,  single.  (See  Fig.  1.)  He  had  served  four 
years  abroad  at  the  front,  and  while  returning  home, 
had  an  attack  of  influenza,  during  which  he  developed 
a cellulitis  of  the  right  eye.  Dr.  Holloway  was  called 
in  consultation  by  Dr.  H.  MacVeagh  Brown,  and  they 


Fig.  1. — Acute  frontal  and  maxillary  sinusitis,  causing  orbital 
cellulitis,  pneumonia,  pericarditis,  and  nephritis.  (Case  2.) 


promptly  diagnosed  his  condition  as  sinusitis,  and  had 
me  operate  at  midnight,  urging  haste. 

I found  a swollen  and  edematous  eyelid,  and  pus  in 
the  right  anterior  nares.  He  was  suffering  excruciating 
pain,  and  the  x-ray  showed  his  right  frontal  and  right 
maxillary  cloudy.  Transillumination  confirmed  this. 

I did  a modified  Killian  and  a Caldwell-Luc  operation, 
and  the  patient  made  a nice  recovery  in  three  weeks. 
About  to  leave  the  hospital,  he  developed  a septic  pneu- 
monia on  the  right  side;  then  on  the  left.  This  was 
complicated  by  empyema,  which  necessitated  two  rib 
resections,  followed  by  a pericarditis,  with  effusion  and 
drainage.  Dr.  Jopson  introduced  drainage  tubes,  under 
local  anesthesia,  into  both  lungs  and  pericardium.  The 
patient  was  doing  nicely  until  the  kidneys  refused  to 
function.  Death  ensued  three  months  after  his  initial 
operation  for  sinusitis.  This  was  the  bravest  man  I 
have  ever  seen.  Although  he  had  all  these  resection 
and  drainage  operations  without  any  anesthetic,  with 
many  painful  dressings,  constantly  having  three  tubes 
in  him,  I never  heard  him  make  any  outcry  or  utter  any 
complaint. 

Case  2. — Another  patient,  W.  G.,  male,  white,  aged 
47  years,  was  referred  to  me  for  deafness  and  what  he 
termed  “catarrh,”  which  he  stated  that  he  had  had 
“since  a boy.”  This  man  had  no  other  symptom  than 
catarrh  and  deafness. 

Examination  revealed  a purulent  postnasal  discharge, 
requiring  several  handkerchiefs  daily,  and  he  had 
marked  diminution  in  hearing  in  the  right  ear — same 


side  as  his  sinusitis.  Transillumination  showed  a cloudy 
right  antrum  and  a dark  right  pupil. 

At  this  point,  I want  to  warn  you  against  the  weak 
lights  of  some  transilluminators.  Even  with  a light 
blonde  patient,  with  some  weak  electric  bulbs  you  can 
hardly  get  a good  red  pupillary  reflex.  Using  a strong 
light,  I have  found  transillumination  even  more  reliable 
than  the  x-ray,  for  I have  had  x-ray  reports  which 
have  come  back  positive,  only  to  have  a clear  puncture. 
I have  never  found  a dark  pupillal^  reflex  without  pus. 

In  this  man  a Myles  trocar  was  introduced  under  the 
inferior  turbinate  (my  favorite  spot,  as  it  is  farther 
away  from  the  eye),  and  very  foul,  typical  maxillary 
pus  was  soon  pouring  out. 

This  patient  refused  operation  for  a year,  and  per- 
sistently demanded  to  be  irrigated.  It  took  two  irri- 
gations of  1-5,000  bichlorid  weekly  for  a year  to  effect 
a cure,  which  treatment  markedly  improved  his  hear- 
ing. He  has  not  had  any  discharge  for  one  year. 

Case  4 had  quite  a different  set  of  symptoms.  J.  W. 
H.,  a minister,  white,  male,  60  years  old  (see  Fig.  2), 
came  from  Maine  to  the  medical  service,  complaining 
of  shingles  and  leg  ulcer.  The  usual  complete  routine 
examination  revealed  a normal  pulse,  normal  W.  B.  C., 
and  normal  temperature,  but  a nasal  discharge  of  some 
years’  standing,  which  he  described  as  catarrh.  X-ray 
and  transillumination  showed  the  left  frontal  and  left 
maxillary  cloudy,  and  modified  Killian  and  Caldwell- 
Luc  operations  were  done. 


Fig.  2. — Frontal  and  maxillary  sinusitis,  causing  shingles  and 
leg  ulcers.  (Case  4.) 


In  a short  time  he  was  able  to  go  home,  cured  of 
his  shingles  with  all  their  excruciating  pain.  This  man 
had  never  suspected  his  “catarrh”  was  the  focus  and 
the  cause  of  his  shingles  and  leg  condition. 

Case  5. — Another  patient,  J.  M.  W.,  male,  white,  44 
years,  motorman,  came  to  the  Presbyterian  Hospital 
medical  service  for  relief  from  catarrh  and  headache. 
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He  had  normal  pulse  and  temperature,  a normal  leuco- 
cyte count,  a normal  heart,  and  normal  urine.  Nasal 
examination  revealed  a left-sided  nasal  discharge. 
X-ray  and  transillumination  confirmed  the  diagnosis  of 
frontal  and  maxillary  sinusitis. 

He  was  operated  upon  April  1,  1918,  when  modified 
Killian  and  Caldwell-Luc  operations  were  done,  and  on 


Fig.  3. — Bilateral  frontal  and  maxillary  sinusitis.  Patient  con- 
fined to  bed  with  rheumatism.  (Case  6.) 


April  13,  1918,  he  was  discharged  cured.  For  5 years 
he  had  been  free  of  his  catarrh  and  his  headaches. 

Case  6. — Mrs.  B.,  white  (see  Fig.  3),  was  referred 
by  Dr.  Chambers,  Allentown,  June,  1920.  This  was  a 
grandmother,  who  was  confined  to  her  bed  with  septic 
arthritis,  and  she  had  had  catarrh  and  headaches  for 
years  (using  ten  handkerchiefs  daily).  Normal  pulse, 
temperature,  and  W.  B.  C.  Transillumination  and  x-ray 
showed  cloudy  frontal  and  maxillary  sinuses. 

A modified  bilateral  Killian  and  a bilateral  Caldwell- 
Luc  cured  her  of  her  arthritis,  and  she  rejoiced  in  her 
renewed  lease  on  good  health.  Examination  revealed  a 
purulent  discharge  still  present  in  her  right  nostril.  A 
third  operation  disclosed  a central  frontal  cell,  with 
thick  walls  on  both  sides  that  had  prevented  discovery 
at  the  original  operations,  and  which  had  a small  com- 
munication into  the  nose.  This  was  cleaned  out,  and 
her  recovery  was  complete. 

This  woman  had  complete  confidence  in  her  surgeon, 
and  submitted  to  these  three  severe  operations.  Other- 
wise she  would  have  kept  her  catarrh. 

It  is  interesting  to  note  that  four  years  later  she  de- 
veloped a kidney  affection,  for  which  I referred  her  to 
Dr.  B.  A.  Thomas,  and  she  died  last  year  of  a septic 
kidney  condition — a further  illustration  of  the  harm  of 
permitting  these  septic  sinus  lesions  to  go  unoperated 
upon,  for  I believe  her  death  was  due  to  a metastasis 
from  her  nasal  lesion. 

Case  7. — J.  T.  Y.,  aged  34,  male,  white,  teacher,  was 
affected  with  hoarseness  and  attacks  of  indigestion. 


Normal  pulse,  normal  temperature,  normal  W.  B.  C. 
and  urine  and  heart.  He  seldom  used  a handkerchief, 
but  had  frequent  colds  and  a constant  clearing  of  the 
throat  postnasally.  A discharge  was  daily  found  on 
the  posterior  pharyngeal  wall,  coming  from  the  poste- 
rior ethmoid  and  sphenoid  regions.  He  refused  oper- 
ation. Daily  irrigation  of  salt  and  soda,  with  weekly 
applications  of  25%  argyrol  and  suction  apparatus,  re- 
lieved him  of  his  indigestion  and  hoarseness. 

Case  8. — Prof.  B.,  referred  by  Dr.  F.  G.  Greenwalt, 
white,  male,  aged  40  years,  married,  teacher.  Tired  all 
the  time,  hoarseness,  no  ambition,  and  use  of  several 
handkerchiefs  daily.  Normal  pulse,  temperature,  W.  B. 
C.,  heart,  and  urine.  Examination  showed  purulent 
nasal  discharge,  and  transillumination  and  x-ray  showed 
cloudy  frontal  and  maxillary  sinuses. 

A modified  Killian  operation  cured  him  of  his  ex- 
haustion and  hoarseness.  It  is  interesting  to  note,  in 
this  case,  that  the  frontal  operation  cured  the  antrum 
trouble,  still  further  confirming  the  opinion  that  the 
maxillary  antrum  was  only  acting  as  a reservoir  for 
the  pus  from  the  frontal  sinus. 

Case  9. — H.  H.,  male,  white,  retired  banker,  aged  45 
years,  was  referred  from  Maryland  by  Dr.  P.  L. 
Travers,  because  of  a nervous  breakdown.  He  had  had 
constant  hawking  and  blowing  of  his  nose  for  many 
years,  which  had  been  labeled  the  usual  “catarrh.”  He 
had  normal  pulse,  temperature  and  urine,  but  could  not 
stand  any  active  exercise,  and  was  afraid  to  ffo  any- 


Fig.  4. — Chronic  right  frontal  and  right  maxillary  sinusitis, 
causing  necrosis  of  the  external  plate  of  the  frontal  bone, 
and  pointing  over  the  left  frontal  sinus.  Picture  shows 
gauze  in  abscess  before  the  radical  Killian  operation  on 
patient’s  right  side.  (Case  12.) 

u-here  by  himself.  Examination  revealed  a profuse  dis- 
charge of  pus  in  his  nares,  while  x-ray  and  transillumi- 
nation revealed  cloudy  antra.  He  had  been  operated 
upon  in  New  York  by  Dr.  Shamberg,  for  several  dis- 
eased roots  in  his  superior  maxilla. 

Under  general  anesthesia,  I did  a Caldwell-Luc  oper- 
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ation,  and  this  cured  him  of  his  nose  blowing,  and  so 
improved  his  general  condition,  that  he  got  rid  of  his 
nervousness,  and  has  gone  to  Europe. 

Case  10. — E.  colored  woman,  aged  60,  married, 

was  brought  to  the  Presbyterian  Hospital,  complaining 
of  headache  and  “feeling  in  the  head.”  She  was  sup- 


Fig.  5. — Side  view,  showing  swelling  on  the  frontal  hone  before 
operation.  (Case  12.) 

posed  to  have  been  cured  of  a right  ethmoiditis  years 
before,  as  a turbinectomy  had  been  done.  She  com- 
plained of  “catarrh.”  I found  pus  in  her  nares  and 
advised  a frontal  operation,  as  the  x-ray  showed  a 
cloudy  frontal  and  maxillary  sinus.  She  suddenly  de- 
veloped acute  mania,  and  had  to  be  restrained  in  a 
straight  jacket.  Several  consultations  with  Dr.  W.  E. 
Hughes  were  held  as  to  the  advisability  of  operating 
while  in  her  present  condition,  as  it  was  feared  oper- 
ation might  aggravate  it. 

After  keeping  her  under  observation  for  a week,  and 
believing  her  mental  condition  due  to  a toxemia,  at  his 
earnest  solicitation,  I did  a modified  Killian  operation, 
whereupon  her  mental  condition  immediately  cleared  up. 
Whether  or  not  this  is  permanent  remains  to  be  seen. 
At  least,  she  had  a very  active  sinusitis,  and  her  mind 
is  clear  now,  and  has  remained  so  for  several  months. 

Case  11. — A.  V.  H.,  aged  65  years,  white,  male, 
teacher,  complained  of  catarrh,  inability  to  breathe 
through  the  nose,  “talking  thick,”  and  asthma,  with 
postnasal  dropping.  This  patient  had  many  nasal  symp- 
toms, yet  sinusitis  was  never  diagnosed.  He  had  a 
marked  purulent  nasal  discharge,  with  polypi,  all  prob- 
ably causing  his  asthma.  He  had  had  two  strokes. 
How  much  did  the  chronic  sinusitis  have  to  do  with 
causing  the  weakening  and  breaking  down  of  his  ar- 
terial system? 

Case  12. — F.,  aged  40  years  (see  Figs.  4 and  5,  6 and 
7),  was  quite  the  reverse.  This  patient  never  knew  he 
had  any  nasal  condition  worth  mentioning,  and  it  was 
only  by  close  questioning  that  I elicited  admission  of 


nasal  trouble.  He  had  the  typical  ozena  breath.  His 
general  health  had  always  been  excellent,  and  he  used 
but  one  handkerchief  daily.  He  had  a normal  pulse, 
normal  heart -rate,  normal  respiration,  and  no  eye  symp- 
toms. Even  a frontal  sinus  operation  failed  to  send  his 
temperature  above  100°  F.,  and  that  for  only  part  of  a 
day;  yet  his  frontal  cells  were  filled  with  foul  pus.  He 
went  to  his  physician  for  an  abscess  on  his  forehead, 
which  was  lanced.  It  did  not  heal,  and  a surgeon  lanced 
it  again,  but  Dr.  Speese  suspected  something  deeper, 
and  so  had  me  examine  his  nose.  It  looked  like  the 
typical  ozena,  but  I found  a small  amount  of  pus  in 
each  superior  naris  under  the  middle  turbinate,  and 
thought  he  had  a frontal  sinusitis.  This  frontal  sinus 
was  thought  to  be  only  suspicious  by  the  x-ray  man,  but 
his  maxillary  was  reported  cloudy. 

It  was  found,  at  operation,  that  nature  had  been  kind 
to  him,  and  instead  of  necrosing  the  internal  plate  of 
his  frontal  bone,  the  pus  had  burrowed  through  the 
thicker  right  external  plate,  then  crossed,  and  pointed 
as  an  abscess  over  his  left  frontal  sinus,  about  two 
inches  above  the  right  eyebrow.  I did  a modified  Kil- 
lian operation  on  him,  and  will  complete  his  maxillary 
later,  as  he  was  too  cyanotic  on  the  table  to  finish  the 
operation. 

CONCLUSIONS 

In  using  the  term  catarrh,  I am  using  the  ex- 
pression most  frequently  given  by  the  patients, 
and  wish  you  to  realize  it  is  not  my  choice. 

1.  Here  are  twelve  cases  with  widely  varying 
symptoms.  Case  1 had  headaches  and  catarrh. 
Case  2 had  catarrh  and  eye  pain.  Case  3 had 
catarrh  and  deafness.  Case  4 had  catarrh  and 
shingles.  Case  5 had  catarrh  and  headaches. 
Case  6 had  catarrh  and  acute  arthritis.  Case  7 
had  catarrh  and  indigestion  and  hoarseness. 
Case  8 had  catarrh  and  exhaustion  and  lack  of 
ambition.  Case  9 had  catarrh  and  nervous  pros- 


Fig.  6. — Showing  the  shadows  in  right  frontal  and  right  maxil- 
lary sinuses.  (Case  12.) 

tration,  with  various  phobias.  Case  10  had 
catarrh  and  a queer  sensation  in  the  head,  which 
developed  into  acute  mania.  Case  1 1 had  catarrh 
and  a closed  nose,  with  asthma.  Case  12  had 
catarrh  and  a right  frontal  abscess,  pointing  on 
his  left  frontal  bone.  All  had  sinusitis  of  vary- 
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ing  grades,  and  were  either  relieved  or  cured  by 
proper  medical  or  operative  treatment.  For 
years  their  catarrh  had  been  ignored  or  treated 
lightly;  yet  when  the  sinuses  were  opened  and 


Fig.  7. — Showing  fistula  from  frontal  sinus  through  the  frontal 
bone.  (Case  12.) 


thoroughly  cleansed,  the  catarrhal  symptoms 
promptly  cleared  up. 

2.  It  is  strange  how  tolerant  the  heart  and  tem- 
perature were  in  all  these  cases,  to  have  so  much 
pus  in  the  system.  Most  of  the  cases  had  a nor- 
mal pulse  rate,  a normal  temperature,  a normal 
W.  B.  C.,  and  a normal  respiration ; and  yet  in 
all  of  them  virulent  pus  was  found,  and  in  large 
quantities. 

3.  It  was  peculiar  how  some  had  few  symp- 
toms, and  yet  had  grave  complications ; while 
others  had  many  symptoms,  and  few  complica- 
tions. It  is  hard  to  explain  this  just  on  the 
ground  of  an  acquired  immunity. 

4.  These  cases  certainly  prove  that  catarrh,  or 
sinusitis,  can  be  permanently  cured. 

5.  They  also  prove  that  the  modified  Killian 
operation  cures,  and  leaves  the  patient  as  natural 
as  before  operation.  (See  photographs  taken 
after  operation.)  This  does  not  cause  the  hide- 
ous disfigurement  of  the  radical  Killian  oper- 
=^ion. 

6.  Finally,  it  is  of  extreme  importance  to 
question  the  patient  closely  as  to  all  his  symp- 
toms, and  to  examine  thoroughly  any  nasal  com- 
plaints, in  order  to  cure  him. 

2015  Walnut  Street. 
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CONGENITAL  DEFECT  OF  THE  SCALP 

H.  HIRSHLAND,  M.D. 

READING,  PA. 

REASONS  FOR  PRESENTATION 

1.  To  Stimulate  reports  of  similar  cases,  in 
order  to  throw  light  on  the  now  unknown 
etiology. 

2.  Only  42  cases  are  reported  in  the  literature. 

3.  Unusual  complications  attending: 

(a)  Dystopia  of  entire  intestinal  tract, 
with  exception  of  esophagus,  stom- 
ach, and  rectum. 

(b)  Adrenals  of  adult  size. 

(c)  Threatened  eclampsia  of  mother. 

history  of  MOTHER 

Well-nourished  female.  Age  17  years.  Presented 
herself  November  1,  1924.  Amenorrhea  since  May  30, 
1924.  Family  history ; uninteresting.  Past  medical 
history:  uninteresting.  Menstrual  history:  began  at 
15  years;  always  regular  every  28  days;  3-  to  4-day 


Fig.  1.  Showing  defect  of  the  infant’s  scalp. 

duration  without  pain;  soiled  2 or  3 pads  daily.  No 
leukorrhea.  Never  pregnant  before.  Last  menstruation 
began  May  30,  1924.  Present  complaints : none.  Physi- 
cal examination : entirely  negative  except  for  those 

findings  normally  present  in  a healthy  female  5 months’ 
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pregnant.  Blood  pressure  November  2,  1924:  120/80. 
Urinalysis  November  2,  1924:  acid,  straw-color,  slightly 
flocculent,  albumin  and  sugar  negative,  specific  gravity 
1,011.  Blood  pressure  December  5,  1924:  110/80. 

Urinalysis  December  5,  1924:  same  as  above. 


Fig.  2.  Showing  abdominal  defect. 


She  returned  for  her  monthly  estimate  on  January  8, 
1925.  Blood  pressure  was  140/80,  with  urine  ampho- 
teric, amber  in  color,  slightly  flocculent,  specific  gravity 
1,015,  sugar  negative,  and  a light  cloud  of  albumin. 
There  were  many  squamous  epithelial  cells,  no  crystals, 
a number  of  leukocytes  and  a few  hyalin  casts  per  field. 

Blood  pressure  January  9,  1925:  140/80.  Heavy 
cloud  of  albumin,  and  some  red  blood  cells  and  many 
hyalin  casts  in  the  urine. 

Blood  pressure  January  11,  1925:  140/70.  Urine 
containing  heavy  cloud  of  albumin  and  many  hyalin  and 
finely  granular  casts.  Patient  put  to  bed  on  milk  diet. 
Given  thyroid  extract,  gr.  v,  t.  i.  d. 

Blood  pressure  January  13,  1925:  150/70.  Urine 
the  same  as  above. 

Blood  pressure  January  15,  1925:  160/80.  Patient 
complained  of  severe  headache  over  the  eyes.  I sent 
her  to  the  hospital  in  the  morning  and  she  promptly 
started  labor  in  the  afternoon,  with  spontaneous  deliv- 
ery of  a child  on  the  following  morning. 

DESCRIPTION  OF  THE  INFANT 

Male,  17.5  cm.  long.  Weight  6.25  lbs.  No  evidence 
of  prematurity.  At  the  region  of  the  posterior  fonta- 
nelle  existed  a defect  6x3.5  cm.,  covered  only  by  dura. 


The  margins  were  sharply  defined,  and  surrounded  by 
normal  hairy  scalp.  The  cranial  bones  were  also  miss- 
ing in  this  area,  but  they  could  be  felt  well  outside  the 
edges  of  the  scalp  margin.  The  abdomen  was  remark- 
ably well  formed,  but  all  of  the  intestines  were  lying 
in  a thin  sac  of  peritoneum  outside  of  the  abdomen. 
The  sac  had  its  origin  with  the  cord  at  the  umbilicus. 
Eight  hours  after  birth  an  incision,  beginning  at  the 
umbilicus  and  extending  5 cm.  upwards,  was  made,  and 
the  intestines  easily  restored  to  their  normal  habitat. 
The  baby  lived  only  24  hours. 

Autopsy  disclosed  a patulous  foramen  ovale,  and 
adrenals  of  adult  size.  Blood  Wassermann  was  nega- 
tive, the  blood  being  taken  from  the  cord  at  birth.  The 
mother  made  an  uninterrupted  recovery,  and  blood  pres- 
sure on  February  7,  1925,  was  120/80.  The  urine 
showed  a trace  of  albumin  and  few  hyalin  casts. 

1032  Penn  St. 


THE  RECENT  DEVELOPMENT  OF 
HARRISBURG  HOSPITALS 

OF  INTEREST  TO  THOSE  ATTENDING  THE 
1925  SESSION 

DANIEL  N.  CASEY 

Secretary,  Harrisburg  Chamber  of  Commerce 
When  the  medical  men  of  Pennsylvania  come 
to  Harrisburg  in  October  for  the  annual  session 
of  the  State  Society,  they  will  be  able  to  inspect 
the  splendid  new  plant  of  the  Harrisburg  Hos- 
pital, including  the  million-dollar  addition  which 
was  opened  a few  months  ago.  They  will  be  able 
to  see  how  the  work  is  progressing  on  the  new 
Polyclinic  Hospital,  in  process  of  construction  in 
the  northern  end  of  the  city,  as  well  as  to  view 
the  present  Polyclinic  Hospital  at  Front  and 
Harris  Streets.  Of  interest,  also,  will  be  the 
Keystone  Hospital,  on  North  Third  Street,  a 
private  institution  whose  services  have  recently 
been  considerably  enlarged. 

Out  of  the  goodness  of  its  heart,  Harrisburg 
contributed  more  than  a million  dollars  to  make 
possible  the  addition  to  the  Harrisburg  Hos- 
pital, and  last  fall  gave  another  half  million  for 
the  new  Polyclinic  building.  The  maintenance 
cost  of  both  institutions  is  supplied  by  their 
revenues,  and  by  budgets  provided  by  the  Har- 
risburg Welfare  Federation,  which  secures  its 
funds  annually  in  the  Community  Fund  cam- 
paign. Both  these  public  hospitals  are  well 
located.  Both  are  providing  splendid  service. 

The  Keystone  Private  Hospital  consists  en- 
tirely of  private  rooms,  and  has  a very  good 
standing  in  the  community. 

Approximately  500  more  patients  were  treated 
at  the  Harrisburg  Hospital  during  the  year  end- 
ing May  30th  than  in  the  previous  12  months. 
In  1924,  the  report  shows  a total  of  12,488  cared 
for  during  the  year,  of  whom  about  two-thirds 
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ARCHITECT’S  DRAWING  OF  THE  NEW  POLYCLINIC  HOSPITAL,  HARRISBURG 


were  treated  in  the  dispensary,  and  there  were 
also  312  births. 

In  1924  the  Polyclinic  Hospital  treated  4,079, 
of  whom  a little  more  than  half  were  dispensary 
patients. 

Among  the  new  features  in  the  Harrisburg 
Hospital  are : a complete  new  laboratory ; a 
basal-metabolism  department ; an  entire  floor  for 
operating  rooms ; a modern  maternity  depart- 
ment, consisting  of  delivery  rooms,  nurseries, 
wards,  and  private  rooms  ; a modernized  kitchen 
and  laundry ; and  adequate  elevator  service.  In 


addition  to  these  special  features,  the  Harrisburg 
Hospital  has  recently  established  a deep-therapy 
and  an  Alpine-light  service,  and  has  ordered  the 
installation  of  an  electro-cardiograph  for  the 
study  of  heart  diseases.  The  new  nurses’  home 
accommodates  100,  and  the  enlarged  hospital  will 
normally  accommodate  225  patients. 

The  new  wing  of  the  Harrisburg  Hospital  has 
two  splendid  public  wards,  for  men  and  women, 
which,  however,  are  uniquely  divided  into  semi- 
private wards,  and  a large  number  of  private 
rooms,  some  of  these  last-named  with  baths. 
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There  are  sun  parlors  on  each  of  the  eight  floors, 
noiseless  elevators,  separate  fireproof  exits,  cush- 
ioned floors,  and  visual  system  of  signaling  for 
nurses.  There  is  a playfoom  for  the  kiddies,  a 
wonderful  maternity  section,  and  an  inviting 
nurses’  dining  room.  The  entire  construction  is 
of  a fireproof  nature,  and  the  hospital  has  been 
made  inviting,  with  homelike  surroundings.  The 
new  wing  is  connected  with  the  old  one  in  which 
the  Board  of  Managers  plan  to  make  some 
changes. 

The  present  Polyclinic  Hospital  has  a bed 
caixicity  of  72,  which  in  the  new  building  will  be 
exjxmded  to  127.  This  new  structure  is  located 
in  what  will  be  an  uptown  civic  center.  It  will 
have  nine  wards,  52  bedrooms,  and  61  other 
rooms.  It  is  to  be  of  brick,  with  concrete  col- 
umns and  floors,  consisting  of  four  stories  and 
basement.  It  will  have  three  operating  rooms, 
two  delivery  rooms,  an  x-ray  department  con- 
sisting of  six  rooms,  an  isolation  ward  of  four 
rooms,  six  rooms  for  accommodation  of  interns, 
and  two  rooms  for  visiting  nurses. 

The  number  of  nurses  will  be  increased  from 
33  to  50.  By  October  the  building  will  be  very 
nearly,  if  not  completely,  under  roof.  Those 
who  desire  to  inspect  it  will  have  an  opportunity 
to  visualize  its  potentialities. 

The  Keystone  Hospital,  which  is  centrally 
located,  has  a bed  capacity  for  24  patients,  a 
home  for  the  nurses,  an  x-ray  department,  the 
usual  examining  and  operating  rooms,  and  labor- 
atory service.  The  hospital  has  been  renovated 
and  repaired,  and  plans  for  additional  improve- 
ments now  under  way  will  include  a new  wing 
which  will  double  the  bed  capacity.  A homelike 
atmosphere  is  maintained,  and  the  table  is  sup- 
plied with  fresh  food  from  its  own  farm.  The 
staff  recently  has  been  enlarged,  and  every  field 
of  work  is  completely  planned  for,  especially  in 
the  treatment  of  cancer,  diseases  of  women,  and 
matemity  cases. 

The  Capital  City  ,of  the  State,  in  its  strategic 
location,  requires  adequate  hospital  facilities,  and 
these  the  boards  of  managers  of  the  various  hos- 
pitals and  the  community  itself  have  been  making 
every  effort  to  obtain.  It  is  peculiarly  fitting  for 
medical  men  to  come  to  this  city  at  a time  when 
such  rapid  progress  is  being  made  in  the  securing 
of  up-to-date  facilities  and  equipment. 


HAVE  YOU  SECURED  your  hotel  reservation 
for  the  Harrisburg  session  of  the  State  Society,  Octo- 
ber 5 to  8,  1925?  If  not,  write  to  Dr.  Maurice  I.  Stein, 
813  N.  Second  St.,  Harrisburg,  Pa.,  Chairman  of  Hotel 
Committee.  Dr.  Stein  will  see  that  you  are  comfortably 
taken  care  of,  but  the  earlier  the  application,  the  better 
the  accommodations  that  will  be  available. 


PITTSBURGH  OPHTHALMOLOGICAL 
SOCIETY 

February  23,  1925 

Dr.  B.  B.  Heckel,  presiding 

TOTAL  ECTASIA  OF  THE  SCLERA 
WITH  MEGALOCORNEA 

SUDDEN  BLINDNESS  WITH  PARTIAL  RECOVERY  OF 
VISION 

Dr.  Edward  Stieren  reported  the  case  of  a 
steelworker,  28  years  of  age,  who  was  led  in  by 
a fellow  workman,  stating  that  he  had  suddenly 
become  blind  the  day  before,  following  a painful 
accident  to  his  right  knee. 

The  right  eye  diverged,  the  cornea  being  uniformly 
cloudy.  The  left  pupil  was  widely  dilated.  Both  cor- 
neae  measured  16  mm.  in  diameter  and  were  decidedly 
convex,  the  anterior  chambers  for  this  reason  being 
inordinately  deep.  The  eyeballs  were  enlarged  propor- 
tionately. 

No  view  of  the  right  fundus  could  be  obtained  on 
account  of  the  cloudy  cornea.  The  media  of  the  left 
eye'  were  clear,  the  disc  atrophic,  oval  horizontally,  and 
deeply  excavated.  The  tension  of  each  eye  was  60  mg. 
McLean.  Vision  in  each  eye  was  reduced  to  light  per- 
ception. With  the  retinoscope  there  was  approximately 
seven  diopters  myopia  in  the  left  eye. 

Under  the  use  of  eserin  the  tension  of  each  eye 
promptly  dropped  to  25,  and  vision  in  the  left  eye  could 
be  recorded  1 /30  with  — 7.  D.  S.  The  haze  of  the  right 
cornea  was  diminishing. 

The  case  was  undoubtedly  one  of  hydrophthal- 
mos  or  buphthalmos,  the  interesting  features  be- 
ing the  sudden  loss  of  vision  following  a distant 
injury,  the  shock  reacting  on  the  eye  through  the 
sympathetic  nervous  system,  and  the  prompt  re- 
covery of  normal  tension  with  partial  recovery 
of  vision  from  the  exhibition  of  eserin.  It  is 
also  unusual  to  find  this  condition  bilateral. 

In  discussion,  Drs.  Krebs,  Smith,  and  Heckel 
remarked  on  the  great  rarity  of  bilateral  buph- 
thalmos. Dr.  Turner  and  Dr.  Markel  had  each 
seen  one  case  in  his  practice.  Dr.  Turner’s  case 
having  been  an  eldei^fy  Swedish  woman.  Dr. 
Heckel  saw  two  cases  which  went  to  enucleation. 
In  the  one  there  was  an  excavation  of  the  disc 
of  3 mm. ; the  other  showed  no  excavation.  In 
answer  to  a question.  Dr.  Heckel  stated  that  he 
does  not  operate  on  these  cases.  An  iridectomy 
does  not  achieve  anything.  He  uses  myotics 
under  close  observation.  Dr.  Stieren  agreed 
with  this  procedure.  He  trephined  one  case. 
There  was  no  improvement  in  vision,  but  the 
tension  remained  low. 

prERETinal  hemorrhage 

Dr.  Scott  L.  Koch  reported  the  following 
three  cases : 
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Miss  F.  Y.,  nurse,  aged  24  years,  consulted  me  on 
February  12,  1923.  Complaint : Loss  of  vision  in  right 
eye  and  sensation  of  seeing  red.  Condition  appeared 
suddenly  three  days  previous  to  consultation.  There 
was  no  history  of  injury.  Examination:  O.  D. — vision, 
count  fingers  at  six  inches,  apparently  indirect.  O.  S. — 
vision  6/6.  External  examination  entirely  negative. 

Ophthalmoscopic  Examination:  Right  eye — large, 

massive  hemorrhage  lying  between  retina  and  vitreous ; 
hemorrhage  extended  from  the  margin  of  the  disc  to  a 
point  well  over  in  the  temporal  field,  about  three  disc 
widths  beyond  the  macula.  The  hemorrhage  was 
slightly  elliptical  in  shape,  the  largest  vertical  diameter 
being  in  the  region  of  the  macula.  The  upper  border 
of  the  hemorrhage  was  of  a light  shade  and  faded  off 
into  the  color  of  the  normal  retina.  From  above  down- 
ward the  color  became  gradually  denser;  the  lower 
border  being  a very  dark  red.  There  were  several  fine 
petechial  hemorrhages  on  the  disc.  The  remainder  of 
the  fundus  was  entirely  negative. 

The  patient  was  sent  to  the  hospital  and  ordered  to 
bed  for  absolute  rest.  All  examinations,  including  a 
Wassermann,  x-ray  of  teeth,  examination  of  sinuses, 
urinalysis,  and  general  physical  examination,  proved 
negative. 

Treatment:  One  per  cent  atropin,  t.  i.  d. ; dionin  5%, 
once  daily;  cabinet  sweats,  and  sufficient  catharsis  to 
keep  the  intestinal  tract  well  cleansed.  The  patient  was 
discharged  from  the  hospital  on  February  26th,  with 
vision  6/10.  All  hemorrhage  had  absorbed,  and  there 
was  some  dustlike  pigmentation  in  the  macular  region. 

The  patient  returned  to  the  office  March  3d,  stating 
that  the  eye,  since  the  previous  day,  was  much  worse. 
The  fundus  examination  showed  a fresh  hemorrhage 
equally  as  large  as  the  original  one.  The  circumstances 
did  not  permit  the  patient  to  return  to  the  hospital,  so 
she  was  treated  as  an  ambulatory  patient.  One  per  cent 
atropin  was  used  t.  i.  d.,  and  five  per  cent  dionin  before 
retiring.  Subconjunctival  injections  of  normal  salt 
solution  were  resumed  at  intervals  of  two  to  four  days, 
depending  on  the  amount  of  reaction.  Internally,  the 
patient  used  mercury  three  times  daily.  At  the  end  of 
three  weeks,  the  hemorrhage  had  disappeared  entirely, 
and  patient  was  able  to  read  6/7.S-1 — | — [-. 

Mrs.  S.  R.,  aged  22  years,  housewife,  consulted  me 
on  August  18,  1923.  She  gave  a history  of  waking  up 
one  morning  and  finding  the  vision  in  the  left  eye  very 
much  reduced.  The  vision  in  the  right  eye  was  6/5;  in 
the  left  eye  3/60,  apparently  indirect.  External  exami- 
nation of  both  eyes  was  negative.  O.  S.  showed  a 
semi-elliptical  area  of  hemorrhage  completely  covering 
the  macular  region,  and  had  all  the  characteristic  ap- 
pearances of  preretinal  hemorrhage.  This  patient  was 
seen  in  consultation  and  the  ultimate  outcome  is  not 
known. 

Mrs.  T.  T.,  aged  20,  colored,  housewife,  consulted  me 
on  September  29,  1923,  stating  that  she  had  experienced 
some  loss  of  vision  in  the  left  eye  three  days  previous. 
There  were  no  other  subjective  symptoms.  The  patient 
was  eight  months  pregnant,  and  this  was  her  first  preg- 
nancy. She  was  under  constant  treatment  throughout 
pregnancy  for  a failing  compensation  of  the  heart. 
Vision  in  the  right  eye  was  6/12,  which  was  improved 
to  6/6  with  — 1.00  sphere  combined  with  — 1.25  cylinder 
at  axis  180°.  Vision  in  the  left  eye  was  1/60.  Patient 
said  that  at  times  she  had  a sensation  of  seeing  red. 

Externally,  the  eyes  were  entirely  negative.  Ophthal- 
moscopic examination  of  the  right  eye  revealed  no 
pathology.  In  the  left  eye  there  was  a large  pre-retinal 
hemorrhage,  beginning  at  the  temporal  margin  of  the 


disc  and  extending  beyond  the  macula.  The  lower  bor- 
der of  the  hemorrhagic  area  was  much  darker  than  the 
upper  border.  There  were  also  several  striate  areas  of 
hemorrhage  above  and  to  the  nasal  side  of  the  disc. 
Intensive  treatment  over  an  extended  period  of  time 
did  not  influence  the  absorption  of  the  hemorrhage,  so 
that  treatment  was  discontinued  until  after  the  birth  of 
the  child.  The  same  treatment  was  again  instituted,  and 
the  hemorrhage  cleared  up  very  promptly  in  about  three 
weeks.  At  the  last  consultation,  vision  in  this  eye  was 
6/20  and  was  improved  to  6/6  by  a — 0.75  sphere  com- 
bined with  — 0.25  cylinder  at  axis  180. 

In  discussion.  Dr.  Krebs  stated  that  he  uses 
subconjunctival  injections  of  salt  solution,  but 
has  seen  no  reaction  from  it.  He  uses  rest, 
atropin  and  dionin  in  addition.  Dr.  Stieren  and 
Dr.  Heckel  expressed  their  doubt  as  to  whether 
treatment  does  any  good  in  these  cases.  Dr. 
Heckel  uses  atropin  locally  and  potassium  iodid 
internally.  G.  H.  Shuman,  M.D.,  Secretary. 


PITTSBURGH  ACADEMY  OF 
MEDICINE 


ABSTRACTS 

DIPHTHERIA  PREVENTION 

D.  H.  BOYD,  M.D. 

Diphtheria  is  the  foremost  fatal  disease  among  chil- 
dren from  three  to  five  years  of  age,  and  ranks  third 
among  the  fatal  diseases  of  children  from  one  to  three 
years  of  age  (Zingher).  Diphtheria  is  followed  by 
some  of  the  most  severe  complications  with  which  we 
have  to  deal ; hence  it  is  important  to  prevent  diph- 
theria, and  it  is  now  certainly  possible  practically  to 
eradicate  it.  From  80  to  85%  of  the  cases  of  diphtheria 
occur  among  children  under  5 years  of  age;  and  it  is 
among  children  of  this  age  especially  that  we  should 
prevent  the  development  of  the  disease. 

There  are  two  methods  of  accomplishing  prophylaxis 
in  any  disease:  (1)  The  removal  of  the  sources  of 

infection;  (2)  the  creation  of  an  immunity. 

(1)  The  early  recognition  and  isolation  of  a case 
of  diphtheria  removes  a source  of  infection.  Early, 
active,  and  effective  treatment  with  antitoxin,  given 
subcutaneously,  intramuscularly,  intraperitoneally,  or 
intravenously,  as  the  case  may  demand,  is  essential. 
Proper  isolation  of  the  patient,  nurses,  and  contacts, 
with  throat  cultures  of  all,  is  important. 

But  diphtheria  is  also  spread  by  healthy  individuals — 
the  so-called  carriers.  The  recognition  and  proper 
treatment  of  these  carriers  is  an  important  and  difficult 
task  in  the  prevention  of  the  spread  of  the  disease. 
Spraying  and  swabbing  the  throats  with  various  solu- 
tions, such  as  iodin,  mercury,  various  dyes,  silver  prepa- 
rations, formaldehyde,  cultures  of  staphylococcus  aureus, 
and  powders,  such  as  kaolin,  may  not  free  the  throat 
from  germs  for  some  weeks.  Removal  of  tonsils  and 
adenoids  is  advocated  in  stubborn  cases,  and  even  that 
may  not  be  successful.  There  is  also  the  question  of 
virulent  and  avirulent  organisms  to  consider — whether 
the  germs  are  capable  of  producing  diphtheria  in  an- 
other individual.  The  physician  attending  a case  of 
diphtheria  should  be  most  careful  in  cleansing  his  face 
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and  hands  after  contact  with  the  patient  and  should 
take  frequent  cultures  from  his  throat  to  make  sure 
that  he  has  not  become  a carrier.  Quarantine  should 
be  maintained  until  the  patient  is  free  from  diphtheria 
organisms.  Three  successive  negative  cultures  are 
required  before  release. 

(2)  These  methods  have  all  been  practiced  for  years, 
and  we  come  next,  to  the  question  of  creating  an 
immunity.  But  some  individuals  are  naturally  immune 
to  diphtheria,  particularly  infants  and  older  people. 
Infants  up  to  5 or  6 months  of  age  are  largely  immune 
because  of  the  placental  transmission  of  the  antitoxin 
bodies  from  the  mother.  Older  people  develop  an  im- 
munity probably  because  of  repeated  contacts  with 
diphtheria. 

The  development  of  the  Schick  test  since  1908  and 
1909  has  made  it  possible  to  determine  the  immunes  and 
the  nonimmunes  in  diphtheria.  The  Schick  test  consists 
in  injecting  into  the  skin  (intradermally)  a small 
amount  of  diphtheria  toxin,  the  quantity  used  being 
1 /SO  of  the  minimum  lethal  dose  for  a guinea  pig 
weighing  250-300  grams.  The  toxin  is  so  diluted  that 
this  amount  of  toxin  is  contained  in  0.1  c.c.  of  fluid. 
If  properly  made,  the  injection  should  produce  a small, 
raised,  white  spot.  Within  24  to  48  hours,  if  the 
reaction  is  positive,  the  area  becomes  reddened,  slightly 
edematous,  1.5  to  2 cm.  in  diameter.  The  reaction 
reaches  its  height  in  48  to  72  hours,  and  then  begins 
to  fade,  leaving  an  area  of  brownish  pigmentation  with 
slight  superficial  scaling,  which  may  persist  for  weeks. 
If  1/30  unit  or  more  of  diphtheria  antitoxin  is  present 
in  1 c.c.  of  blood,  the  toxin  is  neutralized  and  no 
reaction  follows.  The  reaction  is  positive  only  in 
individuals  without  antitoxin  in  their  blood,  and  means 
that  they  are  susceptible  to  diphtheria.  Children  sick 
with  diphtheria  give  a positive  reaction  before  anti- 
toxin is  given.  The  Schick  test  is  of  great  value  in 
determining  whether  children  who  have  been  exposed 
to  diphtheria  (or  who  are  admitted  to  the  open  wards 
of  a hospital)  are  susceptible  to  diphtheria  and  require 
immunization.  Only  those  with  positive  reactions  need 
be  immunized. 

There  are  so-called  pseudoreactions  with  the  Schick 
test  which  must  not  be  confused  with  the  true  positive 
reactions.  The  pseudoreactions  develop  more  rapidly 
and  fade  more  rapidly.  A control  test  using  the  heated 
toxin  should  always  be  used  on  the  opposite  arm  to 
differentiate  true  from  false  reactions.  Exposure  to 
infection  with  diphtheria  bacillus  produces  not  only  an 
antitoxin  immunity,  but  also  seems  to  sensitize  many 
individuals  to  the  protein  substance  of  the  diphtheria 
bacillus.  This  sensitization  appears  in  the  form  of 
negative  pseudoreactions  in  the  Schick  test  and  control 
test.  Park  is  convinced  that  occasionally  cases  with 
slight  tonsillar  exudate  and  positive  cultures  yield  a 
negative  Schick  test,  but  the  disease  will  never  be 
severe  in  such  cases,  and  recovery  will  follow  without 
an  injection  of  antitoxin. 

Immunization  is  of  two  types:  (1)  passive  immuni- 
zation, and  (2)  active  immunization. 

Passive  immunization  is  well  established,  and  has 
been  thoroughly  tested  since  1895.  It  consists  in  the 
injection  of  horse  serum  containing  an  immune  body, 
the  antitoxin,  in  standardized  doses.  The  unit  of  meas- 
ure is  the  amount  of  antitoxin  which  will  protect  a 
guinea  pig  weighing  250-300  grams  against  100  times 
the  fatal  dose  of  diphtheria  toxin.  Every  child  who 
has  been  exposed  to  diphtheria  should  be  Schick-tested, 
and  if  the  test  is  positive,  should  have  an  immunizing 
dose  of  antitoxin,  usually  1,000  units.  The  protection 


derived  from  the  injection  of  antitoxin  is  definite  and 
complete,  but  the  duration  of  the  immunity  is  very 
variable.  It  begins  to  disappear  in  ten  days  and  has 
generally  passed  away  entirely  in  four  weeks. 

Active  immunization  is  accomplished  by  the  injection 
of  the  so-called  toxin-antitoxin.  Von  Behring  began 
experimenting  with  the  use  of  toxin-antitoxin  mixtures 
in  immunizing  children  in  1912,  publishing  his  report 
in  1913.  Since  then  a great  deal  of  work  has  been 
done,  particularly  by  Park  and  Zingher  of  New  York, 
who  have  standardized  the  toxin-antitoxin,  and  from 
whose  reports  most  of  the  following  facts  have  been 
obtained. 

In  using  subcutaneous  injections  of  toxin  for  pur- 
poses of  active  immunization,  it  is  important  to  use 
the  toxin  in  the  form  in  which  it  will  produce  the 
greatest  amount  of  immunity  with  the  least  amount 
of  deleterious  after  effect.  The  standard  toxin-antitoxin 
mixture  used  at  present  is  0.1  lethal-plus  dose  of  toxin 
with  0.75  unit  of  antitoxin.  It  is  the  toxin  which 
immunizes.  This  preparation  is  put  up  in  1-c.c.  ampules, 
and  is  injected  subcutaneously  at  weekly  intervals  for 
three  doses.  It  has  been  found  that  three  doses  are 
more  effective  in  producing  immunity  than  one  or  two 
doses.  The  local  reactions  after  injections  are  only 
slight  and  often  absent.  Constitutional  symptoms,  such 
as  fever,  are  practically  absent.  The  development  of 
immunity  is  slow  in  appearing,  beginning  to  appear  in 
from  four  to  six  weeks,  but  sometimes  not  reaching 
its  full  development  for  from  three  to  six  months.  For 
this  reason,  it  is  important  to  remember  the  possibility 
of  the  development  of  diphtheria  in  a child  who  has 
a positive  Schick  test  and  has  received  the  three  doses 
of  toxin-antitoxin  but  has  not  had  sufficient  time  to 
develop  an  immunity.  Antitoxin  should  always  be  given 
to  these  cases.  From  three  to  six  months  after  the 
injections  are  given,  a Schick  test  is  performed  again 
to  determine  the  development  of  immunity.  It  is  usually 
better  to  wait  six  months,  as  a larger  percentage  of 
re-tests  are  negative  at  that  time.  Park  and  Zingher 
have  found  that  from  80  to  95%  of  the  injected  children 
are  immunized.  In  some  resistant  cases  it  may  be 
necessary  to  give  a second  series  of  injections. 

The  possibility  that  persons  may  become  sensitized  to 
horse  serum  by  the  injections  of  the  toxin-antitoxin  was 
indicated  by  the  interdermal  tests  reported  by  Hooker. 
The  knowledge  of  an  immunization  should  not  cause 
us  to  withhold  antitoxin,  as  persons  have  been  repeatedly 
injected  with  antitoxin  after  previous  injections  of 
toxin-antitoxin  and  no  greater  clinical  symptoms  of 
sensitization  were  noted  than  after  injections  in  persons 
who  had  not  previously  received  toxin-antitoxin. 
However,  to  obviate  even  this  slight  possibility  of 
danger,  goat  antitoxin  is  being  substituted  now  for 
horse  antitoxin  in  the  preparation  of  toxin-antitoxin. 
An  observation  made  by  Zingher  in  connection  with 
the  Schick  re-test  after  immunization  with  1/10  lethal- 
plus  mixtures  of  toxin-antitoxin  is  significant  in  con- 
nection with  the  question  of  sensitization  after  injections 
of  these  mixtures.  He  found  that  not  only  were  from 
80  to  95%  of  the  injected  children  immunized,  but  also 
that  over  50%  of  these  children  showed  slight  to  marked 
pseudoreactions  in  the  Schick  re-test.  Whatever  the 
explanation  may  be,  this  sensitization  after  1 /lO  l.-|- 
mixtures  has  no  clinical  significance,  except  as  indi- 
cating the  necessity,  for  the  sake  of  accuracy,  of  always 
making  a control  test  when  the  Schick  re-test  is  made 
up,  to  check  up  on  the  immunity  results. 

Recently  Park  and  Zingher  have  been  experimenting 
with  a toxoid  as  an  immunizing  agent,  instead  of  the 
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toxin-antitoxin.  The  advantage  lies  in  its  simple  and 
easy  preparation  and  its  safety.  It  is  made  by  the 
addition  of  formaldehyde  to  the  diphtheria  toxin,  and 
exposure  in  the  incubator  at  a temperature  of  38  C. 
from  4 to  5 weeks.  The  immune  lethal  dose  and  the 
1.  -f  dose  are  then  determined  and  the  product  standard- 
ized. It  is  of  advantage  to  have  a slight  excess  of 
free  toxin  in  the  toxoid. 

As  to  the  duration  of  toxin-antitoxin  immunity — 

10.000  institutional  children  thus  immunized  by  Park 
and  Zingher  have  been  kept  under  supervision  for  3 
to  6 years,  and  no  serious  immediate  or  late  effects 
have  been  observed  and  diphtheria  has  not  developed 
in  any  child  who  has  received  the  three  injections. 
The  Schick  test  and  toxin-antitoxin  immunization  were 
employed  in  the  public  schools  of  New  York  City,  and 
among  90,000  tested  and  treated  children  there  were 
12  cases  of  diphtheria,  while  among  90,000  untested 
and  untreated  children  there  were  54  cases.  The  tested 
and  treated  children  included  some  who  were  not  re- 
tested after  injection.  In  this  group  the  highest  inci- 
dence of  the  disease  occurred.  This  emphasizes  the 
necessity  of  another  Schick  test  several  months  after 
the  completion  of  the  injections.  Since  this  procedure 
has  been  applied  in  the  public  schools  of  New  York, 
the  number  of  cases  of  diphtheria  and  the  deaths  have 
been  greatly  lessened. 

After  having  given  the  Schick  test  to  more  than 

150.000  school  children,  Zingher  draws  the  following 
conclusions:  “A  high  percentage  of  positive  Schick- 
test  reactions  is  found  among  the  children  in  the 
entering  classes  and  the  1-A  grades.  This  varies  in 
different  schools  from  60  to  85%.  The  toxin-antitoxin 
injections  could,  therefore,  be  given  to  these  young 
children  without  the  preliminary  Schick  test.  The 
schools  located  in  the  less  congested  sections  of  the  city, 
and  attended  by  children  of  the  more  well-to-do,  show, 
as  a rule,  from  100  to  200%  more  positive  Schick 
reactions  than  those  located  in  the  crowded  parts  and 
attended  by  the  children  of  the  poorer  classes.  Re- 
peated exposure  to  infection  with  the  diphtheria  bacillus 
is  probably  the  most  important  factor  in  the  develop- 
ment of  natural  immunity  to  this  disease.  Racial  and 
hereditary  family  factors,  although  less  important,  also 
play  a role.  Girls  show  a somewhat  larger  percentage 
of  positive  Schick  reactions  than  boys.  They  also 
show  more  negative-pseudo  and  positive  combined  re- 
actions. This  holds  true  also  for  adults.  The  high  per- 
centage of  positive  Schick  reactors  among  young  children 
of  preschool  age  may,  under  certain  conditions,  render 
it  advisable  to  simplify  the  process  of  immunization  by 
omitting  the  preliminary  Schick  test.  The  children  are 
simply  injected  with  three  doses  of  toxin-antitoxin. 
Under  these  circumstances,  however,  the  children  should 
not  be  pronounced  immune  to  diphtheria  until  a supple- 
mentary Schick  test,  performed  six  months  later,  proves 
negative.  Physicians  should  urge  parents  to  take  ad- 
vantage of  these  newer  methods  to  protect  their  children 
against  diphtheria.  In  fact,  active  immunization  against 
diphtheria  should  become  as  much  a routine  for  all 
children  between  6 months  and  6 years  as  is  vaccination 
against  smallpox  today.” 

Since  the  incidence  of  diphtheria  has  not  been  entirely 
controlled  by  the  older  methods  of  prevention,  such  as 
isolation,  quarantine  and  the  use  of  antitoxin,  it  be- 
hooves the  physician  to  advocate  vigorously  the  newer 
methods  of  prevention ; i.  e.,  active  immunization  with 
the  toxin-antitoxin.  If  universally  employed,  within  a 
few  years  diphtheria  would  probably  become  as  infre- 
quent as  smallpox  is  at  present.  Compulsory  use  of  the 


toxin-antitoxin  mixtures  should  be  employed  in  the  pub- 
lic schools,  but  it  is  even  more  important  to  immunize 
the  children  of  preschool  age.  To  reach  these  children, 
the  public  must  be  enlightened  as  to  the  possibility  of 
prevention.  Physicians  must  advocate  it  among  their  pa- 
tients. All  children  admitted  to  the  open  wards  of  hos- 
pitals should  be  Schick-tested  and  immunized  if  positive 
reactors.  Nurses  and  physicians  in  the  public-health  sta- 
tions, milk  stations,  well-baby  clinics,  and  mothers’  clinics 
should  use  every  effort  to  have  all  the  children  from 
6 months  to  6 years  of  age  under  their  care  immunized. 
The  difficult  problem  will  be  to  reach  all  the  children 
in  these  ages.  If  the  immunity  duration  is  from  5 to 
6 years,  the  children  immunized  will  certainly  be  carried 
safely  over  the  most  susceptible  age  period.  Among 
the  older  children  a Schick  re-test  and  a re-immuniza- 
tion  may  be  employed,  if  necessary,  but  it  is  not  too 
much  to  hope  that  a child  once  rendered  immune  will  be 
immune  for  life. 


ACUTE  OSTEOMYELITIS 

H.  H.  DONALDSON,  M.D. 

Acute  osteomyelitis  is  an  acute  suppuration  of 
bone.  No  effort  will  be  made  in  this  communi- 
cation to  give  a textbook  description.  Rather, 
we  shall  take  up  some  of  the  important  points: 

The  disease  is  always  due  to  bacterial  infec- 
tion. The  type  of  organism  usually  cannot  be 
determined  clinically.  The  source  of  this  infec- 
tion is  a matter  of  great  importance.  A careful 
history  will  produce  the  explanation  in  a con- 
siderable percentage  of  the  cases.  The  familiar 
foci  of  infection  in  teeth,  tonsils,  ears,  etc.,  will 
explain  the  source  in  many  cases.  Skin  infec- 
tions, such  as  furunculosis,  are  a common  cause. 
Any  suppurating  focus  may  precede  and  be  re- 
lated to  an  acute  osteomyelitis.  The  method  of 
transmission  of  the  infection  to  the  bone  must 
be  through  the  blood  stream.  A new  interest  in 
the  subject  was  aroused  a few  years  ago  by  Starr 
of  Toronto,  who  called  the  disease  “acute  hema- 
togenous osteomyelitis.”  ' This  term  probably 
includes  all  cases  except  those  in  which  there  is 
an  open,  infected  wound,  as  is  sometimes  seen  in 
compound  fractures,  and  these  we  shall  not  con- 
sider. 

Bacterial  studies  show  that  the  infecting  or- 
ganism found  in  the  bone,  usually  in  pure  cul- 
ture at  the  time  of  operation,  can  be  isolated 
from  the  blood  in  at  least  75%  of  cases.  The 
type  of  organism  found  is  variable  but  Staphy- 
lococcus pyogenes  aureus  is  generally  admitted  to 
be  tbe  offending  organism  in  a great  majority 
of  the  cases.  The  Staphylococcus  albus  is  occa- 
sionally found.  Acute  osteomyelitis  has  often 
been  called  “furuncle  of  bone.”  The  patholog- 
ical process  is  similar  to  furunculosis  of  the  skin, 
and  the  causative  organism  is  often  identical. 
Where  acute  osteomyelitis  has  been  traced  to  a 
skin  infection,  the  organism  found  has  been  al- 
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naost  invariably  Staphylococcus  pyogenes  aureus. 
Staphylococcus  aureus  produces  a more  extensive 
hone  destruction  than  any  other  organism.  When 
there  is  complete  separation  of  periosteum 
from  a large  portion  of  all  of  the  shaft  of  bone, 
it  is  extremely  probable  that  the  Staphylococcus 
pyogenes  aureus  will  be  found. 

The  pyogenic  organisms  usually  attack  the 
bone  on  the  shaft  side  of  the  epiphysis,  and  the 
Staphylococcus  aureus  attacks  the  shaft  only,  ex- 
cept in  rare  instances.  The  streptococcus  at- 
tacks the  bone  at  a similar  location,  but  there  is 
a greater  tendency  to  joint  involvement  and  a 
decidedly  lesser  tendency  to  gross  destruction  of 
hone,  and  the  part  involved  is  more  superficial. 
The  joint  may  be  infected  in  the  presence  of  any 
organism  in  the  bone,  where  the  joint  capsule 
overlies  the  epiphyseal  line,  which  sometimes 
occurs,  especially  in  the  hip  joint. 

Typhoid  bacilli  may  cause  acute  suppuration 
of  bone,  but  this  is  now  rarely  seen  in  Pittsburgh 
on  account  of  the  rarity  of  this  disease.  The 
lesions  are  usually  small  in  extent,  superficial, 
and  rarely  involve  the  narrow  cavity.  There  is 
a definite  tendency  to  become  chronic,  and  the 
bony  nodes  sometimes  seen  following  typhoid 
are  the  result.  Keen  reported  237  cases,  in  which 
1 10  showed  periostitis  only,  and  98  showed  gross 
destruction  of  bone. 

The  pneumococcus  and  the  colon  bacillus  are 
occasionally  found.  It  is  not  an  uncommon  ex- 
perience to  observe  a patient  with  a demonstrable 
blood-stream  infection,  in  whom  several  bones 
are  attacked  at  different  stages  of  the  disease 
and  in  whom  each  of  these  foci  contains  the  same 
organism.  This  same  patient  usually  shows  no 
evidence  of  any  localized  activity  of  the  organ- 
isms in  any  structure  except  bone. 

Experimentally,  organisms  isolated  from  bone 
lesions  have  been  cultured  and  injected  into  rab- 
bits, which  have  developed  acute  osteomyelitis. 
The  essential  facts  seem  to  be  that  certain  bac- 
teria, such  as  Staphylococcus  pyogenes  aureus, 
have  a sp>ecial  tendency  to  attack  bone.  They 
enter  the  circulation  from  a primary  focus,  and 
attack  the  bone  at  a point  where  the  resistance 
to  infection  has  been  lowered  by  trauma  and 
where  possibly  some  slight  hemorrhage  has  oc- 
curred. 

Acute  osteomyelitis  is  not  common  after  the 
age  at  which  the  epiphysis  and  the  diaphysis 
fuse,  so  that  the  most  cases  are  seen  between  the 
ages  of  four  and  ten  years.  Boys  are  attacked 
almost  three  times  as  often  as  girls.  The  femur 
is  the  bone  most  often  involved,  and  the  order  of 
frequency  of  occurrence  is : femur,  tibia,  hu- 
merus, fibula,  radius,  ulna,  clavicle,  ribs,  etc. 


Any  bone  may  be  involved,  but  the  flat  bones 
usually  escape. 

The  organisms  probably  reach  the  blood 
stream  by  way  of  the  nutrient  artery,  and  usually 
lodge  in  the  cancellous  substance  of  the  cortex, 
elevating  the  periosteum  at  this  point.  Unless 
the  condition  is  relieved  by  surgery,  the  majority 
of  cases  will  go  on  to  abscess  formation,  separa- 
tion of  the  periosteum,  infection  of  the  medulla, 
and  destruction  of  bone. 

The  rapidity  of  formation  of  pus  and  the  de- 
struction of  bone  are  at  times  remarkable.  In 
two  days  there  may  be  destruction  of  the  entire 
shaft  of  the  long  bone,  and  in  such  cases  the 
Staphylococcus  aureus  is  almost  always  found. 
Such  sequestra  require  two  or  three  months  for 
complete  separation  from  the  living  bone. 

Less  virulent  infection  may  lead  to  increased 
activity  of  bone  production  before  the  seques- 
trum is  separated,  which  accounts  for  the  heavy, 
dense  sequestra  sometimes  found.  Such  mild 
cases  often  are  quite  local  in  extent,  and  the  in- 
fection stimulates  bone  production  so  that  the 
living  bone  also  becomes  very  dense,  hard,  and 
thick,  and  may  surround  a very  small  seques- 
trum. This  hard  bone  is  always  found  sur- 
rounding the  drainage  openings,  and  may  char- 
acterize the  entire  shaft  of  a bone. 

The  earliest  symptom  of  acute  osteomyelitis 
is  pain,  and  of  this  symptom  we  may  say  that 
an  acute  pain  in  a bone  of  a child  indicates 
prompt  and  careful  investigation,  just  as  strongly 
as  a pain  in  the  abdomen.  The  pain  is  usually 
located  by  the  patient  in  the  nearest  joint.  This 
is  unfortunate,  since  the  physician  usually  does 
not  class  joint  cases  as  emergencies,  and  often 
neglects  to  make  a careful  examination  of  the 
part  involved.  Unfortunately,  the  virulence  of 
the  process  and  its  extent  are  not  always  propor- 
tionate to  the  pain.  The  patients  with  the  most 
active,  acute  osteomyelitis  are  often  so  over- 
whelmed by  the  active  toxemia  that  they  are  al- 
most insensitive  to  pain,  and  this  is  often  a bad 
prognostic  sign. 

With  pain,  there  are  usually  associated  consti- 
tutional symptoms  such  as  chill,  temperature  of 
100°  to  106°,  and  sometimes  nausea  and  vomit- 
ing, restlessness  and  leukocytosis.  Of  all  the 
early  diagnostic  signs  of  this  disease,  there  is 
none  so  important  as  local  tenderness.  This  sign 
is  present  in  the  region  of  the  epiphysis,  and  usu- 
ally at  once  rules  out  disease  of  the  joint.  The 
tenderness  is  very  localized  at  first  and  more 
diffuse  later.  The  diagnosis  can  often  be  com- 
pleted by  this  one  sign. 

Swelling  is  a sign  that  dei>ends  on  the  depth 
of  the  involved  bone.  The  deeper  the  bone,  the 
later  the  swelling.  In  superficial  bones,  such  as 
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the  tibia,  there  is  early  swelling  in  the  region  of 
the  epiphysis  which  extends  away  from  the  joint 
rather  than  toward  it.  An  effusion  in  the  adja- 
cent joint  occurs  rarely.  Septic  arthritis  as  a 
complication  is  sometimes  seen.  The  x-ray  gives 
no  help  in  diagnosis  of  acute  osteomyelitis  in  the 
early  stage  of  the  disease.  All  such  joint  en- 
largements should  be  treated  as  sterile  joints 
until  it  is  proved  that  they  are  septic.  It  is  not 
out  of  place  to  state  that  all  acute  effusions  of 
joints  should  be  examined  for  a lesion  near  the 
joint. 

The  treatment  can  be  quickly  described.  From 
the  standpoint  of  morbidity,  the  most  important 
single  point  is  early  drainage  of  bone.  With  the 
exception  of  the  occasional  j>atient  who  is  over- 
whelmed by  the  infection  and  who  will  die  in 
spite  of  any  treatment,  the  disease  will  be  arrested 
by  early  drainage  of  the  bone,  and  the  period  of 
convalescence  will  be  very  much  shortened.  If 
the  infection  has  spread  beyond  the  bone  when 
first  seen,  possibly  at  the  end  of  the  fourth  day, 
necrosis  may  still  be  limited  by  drainage  of  the 
bone.  If  seen  still  later,  when  there  is  separation 
of  periosteum  and  gross  destruction  of  bone,  only 
the  soft  parts  should  be  drained.  There  are  two 
good  reasons  for  not  disturbing  the  dead  bone 
at  this  time : first,  its  removal  without  damage 
is  impossible,  because  nature  has  not  yet  sepa- 
rated it  from  the  living  bone;  second,  its  re- 
moval takes  away  the  support  of  the  soft  parts, 
and  would  result  in  deformity.  It  is  almost  im- 
possible, even  with  the  greatest  care,  to  prevent 
this  deformity,  especially  shortening  of  the  bone. 

Surgeons  agree  as  to  the  early  drainage,  but 
disagree  as  to  the  proper  procedure  later.  There 
is  no  royal  road  to  the  cure  of  acute  osteomyelitis, 
and  any  procedure  that  ignores  nature’s  part  in 
producing  the  cure  is  not  to  be  followed.  Some 
authorities  believe  in  removal  of  large  sequestra 
as  soon  as  they  have  separated  from  the  living 
tissue.  This  takes  away  the  support  of  the  peri- 
osteum and  results  in  interference  with  produc- 
tion of  new  bone.  When,  then,  should  the  sec- 
ondary operation  for  removal  of  sequestra  be 
done?  If  the  process  is  localized,  it  may  be  done 
as  soon  as  the  sequestrum  becomes  loosened. 
Here  the  strength  of  the  bone  does  not  depend 
on  the  new  bone  formed.  When  there  is  com- 
plete destruction  of  the  shaft  of  the  bone,  the 
secondary  operation  should  not  be  attempted 
until  sufficient  new  bone  has  formed  around-the 
sequestrum  to  support  the  part;  in  other  words, 
when  the  involucrum  is  strong.  This  may  be 
determined  by  the  x-ray,  by  the  length  of  time 
that  has  elapsed  since  the  bone  was  destroyed, 
and  by  the  thickness  of  the  bone  as  determined 
by  palpation.  In  the  single  bones,  as  the  femur 


and  humerus,  we  have  usually  postponed  the 
second  operation  at  least  eight  months.  Com- 
pleteness of  removal  of  sequestra  is  the  essential 
of  this  operation.  Nothing  short  of  complete 
removal  will  cure  the  patient.  Free  exposure  of 
the  bone  is  necessary.  When  the  bone  has  been 
well  exposed,  enough  involucrum  should  be  re- 
moved not  only  to  permit  removal  of  the  seques- 
trum, but  enough  to  prevent  the  leaving  of  a 
narrow,  deep  gutter  in  the  bone.  It  is  sufficient  to 
secure  healing  of  such  a cavity.  Try  to  leave  a 
shallow,  wide  surface  of  involucrum.  Such  cav- 
ity may  be  packed,  and  healing  is  usually  prompt. 
The  convalescence  may  be  shortened  by  skin 
grafting  after  granulation  tissue  has  formed. 
Emphasis  should  be  placed  on  the  following 
points : 

1.  The  public,  especially  parents,  should  know 
that  a pain  in  the  leg  or  arm  may  be  as  impor- 
tant as  a pain  in  the  abdomen. 

2.  Physicians  should  search  carefully  and 
promptly  for  the  explanation  of  a pain  at  or 
near  a joint. 

3.  The  diagnostic  early  sign  of  acute  osteo- 
myelitis is  local  tenderness  over  the  epiphysis. 

4.  Early  diagnosis  and  prompt  drainage  will 
save  life  and  limb. 

Robert  M.  EntwistlE,  M.D.,  Secretary. 


LOCAL  ANESTHESIA  IN  THE  TUBERCULOUS 
PATIENT 

Farr  (Med.  Jour,  and  Rec.,  Apr.  i,  1925)  gives  the 
following  technic : The  technic  of  inducing  local  anes- 
thesia in  tuberculous  patients  differs  somewhat  from 
that  which  we  prefer  to  use  in  the  nontuberculous. 
Here  regional  anesthesia  is  the  method  of  choice.  The 
anesthetic  solution  should  not,  perhaps,  be  injected  into 
tuberculous  areas,  although  as  a matter  of  fact  this 
point  has  not  been  definitely  proved.  Fortunately  con- 
ductive anesthesia  is  applicable  to  almost  every  region 
which  must  be  attacked  surgically ; the  neck,  the  breast, 
the  thorax,  the  spine,  the  testicle  and  epididymis  or  the 
limbs  may  be  successfully  orientated  from  the  central 
nervous  system  by  nerve  or  infiltration  block  by  any 
surgeon  who  is  willing  to  spend  a short  time  in  equip- 
ping himself  with  the  necessary  knowledge  and  para- 
phernalia. Even  in  abdominal  tuberculosis  the  abdomi- 
nal wall  may  be  anesthetized  regionally,  and  after  the 
abdominal  cavity  has  been  opened,  anesthesia  by  the 
anterior  splanchnic  method  may  be  induced. 

In  conclusion  he  reiterates  that  whereas  every  pa- 
tient who  presents  himself  for  surgical  treatment  is 
entitled  to  every  safeguard  at  our  disposal,  this_  is  espe- 
cially true  of  those  afflicted  with  tuberculosis.  The 
tuberculous  patient  should,  whenever  possible,  have  his 
resistance  raised  to  the  highest  level  before  being  sub- 
jected to  a surgical  operation.  Local  anesthesia  and  a 
refined  technic  offer  the  tuberculous  patient  requiring 
a surgical  operation  the  best  chance  of  maintaining  his 
already  lowered  resistance  during  the  following  the 
operative  procedure  of  any  method  available  at  the 
present  time. 


Common  sense  is  the  most  important  implement  in 
the  outfit  of  the  general  practitioner. — F.  A.  Rupp. 
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EDITORIALS 


A RENAISSANCE 

In  the  imposing  group  of  buildings  that  will 
be  the  medical  department  of  Columbia  Uni- 
versity, it  is  significant  that  separate  units  will 
be  devoted  to  neurology  and  psychiatry.  The 
corollary  will  be  a strong  staff  of  teachers,  and 
exceptional  instruction,  both  undergraduate  and 
graduate.  This  is  only  one  indication  among 
many  that  neuropsychiatry  is  coming  out  of  its 
obscurity  and  taking  its  place  on  a level  with  the 
other  branches  in  medical  science.  The  expe- 
riences of  the  World  War  have  left  a lasting 
impression  upon  the  public  and  upon  the  medi- 
cal profession,  and  it  is  not  too  much  to  say  that 
a Renaissance  in  neuropsychiatry  is  taking  place. 

With  the  birth  of  scientific  medicine  follow- 
ing the  teachings  of  Virchow,  zealous  investiga- 
tions into  the  nature  of  all  diseases  soon  sepa- 
rated medicine  into  its  various  specialities,  but 
it  was  inevitable  that  neuropsychiatry  should 


gradually  lag  behind.  The  same  methods  of  in- 
vestigation that  revealed  so  much  in  other  tis- 
sues, have  been  slower  to  give  corresponding 
results  in  the  nervous  system.  For  some  time, 
interest  waned.  New  recruits  in  the  field  were 
relatively  few.  Psychiatry  drifted  away  from 
medicine,  resulting  not  only  in  the  isolation  of 
mental  patients,  but  worse  still,  of  the  psychia- 
trists themselves.  This  unnatural  relationship 
has  been  bad  both  for  the  public  and  for  the 
general  practitioner,  because  in  the  light  of  our 
present  knowledge,  we  find  the  neuropsychiatrist 
has,  after  all,  much  to  give.  The  time  is  com- 
ing when  it  will  not  be  possible  for  any  physi- 
cian, shamelessly  or  frankly,  to  acknowledge  an 
ignorance  of  mental  disease,  and  at  the  same 
time  misinterpret  or  mishandle  a psychoneuro- 
sis. The  common  lack  of  knowledge  of  nervous 
states  and  nervous  people  must  be  corrected,  if 
one  of  the  most  fertile  fields  for  their  golden 
harvest  is  to  be  closed  to  the  quack  and  the  char- 
latan. 

While  it  may  be  true  that  the  last  few  decades 
have  not  furnished  anything  essentially  new  in 
the  field  of  nervous  and  mental  disease,  newer 
studies  in  the  endocrines  and  the  sympathetic 
nervous  system,  in  the  physiology  and  the  psy- 
chobiology of  the  first  instincts  and  emotions 
have  given  us  concrete,  material  reasons  for  rec- 
ognizing, after  seventy-five  years,  that  the  pa- 
tient is  something  more  than  a liver,  a kidney, 
or  a spinal  cord.  The  patient  himself  has  known 
this  for  a long  time.  Many  years  have  been  de- 
voted to  taking  him  apart,  and  now  the  crying 
need  is  to  put  him  together  again.  There  is 
need  for  many  doctors  working  in  special  fields, 
but  they  must  maintain  contacts  with  each  other 
and  coordinate  their  eflforts.  The  neuropsychia- 
trist is  becoming  an  increasingly  potent  factor 
in  such  codrdinated  diagnostic  research.  De- 
mand has  brought  him  out  of  his  isolation ; ne- 
cessity and  broad  contacts  will  make  him  more 
human,  force  him  to  speak  a more  common  lan- 
guage, and  acquaint  him  with  the  ordinary  up- 
to-date  methods  of  medicine  and  surgery  in  gen- 
eral. 

There  is  no  more  alluring  field  in  medicine 
today  than  that  of  neuropsychiatry.  Our  medi- 
cal schools  are  beginning  to  recognize  this,  and 
in  a few  years  nervous  and  mental  dis- 
eases will  take  their  proper  place  as  a major 
subject.  New  recruits  in  the  field  will  pass 
through  the  laboratories  and  the  clinics  to  posi- 
tions as  teachers  and  consultants  in  this  most 
important  subject,  and  again  the  art  and  science 
of  medicine  will  have  made  a decided  step  for- 
ward. 
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THE  WOMAN’S  AUXILIARY 
DEPARTMENT 

The  Journal  is  pleased  to  announce  that  a 
new  department  is  inaugurated  with  this  issue, 
devoted  to  the  Woman’s  Auxiliary  of  the  Med- 
ical Society  of  the  State  of  Pennsylvania. 

We  are  glad  to  welcome  the  Auxiliary  into  the 
Journal  family,  and  shall  hope  to  hear  from  the 
officers  and  members  of  that  organization  reg- 
ularly. 

A full  list  of  the  officers  of  the  State  and 
National  Auxiliaries  will  be  found  on  page  viii, 
which  will  be  helpful  to  those  desiring  to  corre- 
spond with  them. 

During  this  summer  season,  when  so  many 
societies  are  holding  their  annual  outing  meet- 
ings, at  which  the  ladies  are  frequently  in 
attendance,  it  is  the  desire  of  the  officers  that 
most,  if  not  all,  of  the  counties  organize,  so  that 
there  may  be  a full  attendance  at  the  Diamond 
Jubilee  Session  of  the  State  Society  at  Harris- 
burg, in  October,  from  the  5th  to  the  8th  in- 
clusive. Assistance  in  organizing  may  be  se- 
cured from  the  State  president,  Mrs.  Parke,  or 
from  the  chairman  of  organization,  Mrs.  Bab- 
cock. 


THE  ATTITUDE  OF  THE  PROFESSION 
TOWARDS  THE  CULTS 

Commenting  upon  the  report  of  the  president, 
published  in  this  issue,  in  regard  to  the  pro- 
ceedings before  the  Legislature,  it  is  interesting 
to  note  how  many  curious  methods  of  so-called 
treatment  spring  up  from  year  to  year,  gain  a 
greater  or  less  following,  and,  as  the  names  and 
methods  become  worn  by  custom  and  usage, 
other  equally  absurd  theories  of  treatment,  ad- 
vocated by  equally  ignorant  people,  push  to  the 
front  and  displace  the  older  systems  of  quackery. 

Unquestionably  the  medical  profession  itself  is 
responsible,  at  least  to  some  extent,  for  the 
existence  of  quacks  and  quackery,  partly  be- 
cause it  is  not  in  some  cases  in  sufficiently  close 
sympathy  and  contact  with  the  patients,  and 
partly  because  its  sense  of  dignity  and  propriety 
does  not  allow  of  certain  kinds  of  psychological 
coddling,  with  its  exceedingly  commercial  side, 
which  the  quack  will  readily  stoop  to  in  order  to 
gain  the  ascendancy  over  the  patient  that  is, 
sometimes,  so  necessary,  particularly  in  neurotic 
cases.  Many  people,  also,  like  to  feel  themselves 
original  in  seeking  out  new  thoughts,  new  things, 
and  above  all,  new  treatments,  and  in  such  cases, 
the  self-satisfaction  that  comes  with  this  origi- 
nality places  the  patient  in  a mentally  favorable 
attitude  for  recovery. 


The  quacks  will  always  be  with  us,  and  even 
in  the  early  Victorian  times.  Sir  Astley  Cooper 
lamented  that  certain  of  his  best  patients  were 
“juggled  out  of  their  maladies”  by  a well-known 
London  quack.  After  all  is  said  and  done,  it 
is  probable  that  these  cultists  study  the  business 
psychology  of  the  patients  more  closely  than  do 
the  physicians,  and  have  the  business  sense  to 
surround  their  cults  with  mystic  titles  and  mystic 
proceedings — the  latter  of  which  are  conducted, 
for  the  most  part,  literally  behind  the  back.  For 
some  reason,  the  spine  is  conveniently  out  of 
place,  and  can  be  adjusted  only  by  the  proper 
adjuster.  In  other  cases,  nerves  are  curiously 
displaced,  and  can  be  put  in  their  proper  ana- 
tomical places  only  by  the  appropriate  specialist. 
And  curiously  enough,  the  gullible  part  of  the 
public  believe  that  for  some  occult  reason  the 
medical  man  is  unable  to  recognize  the  supposed 
displacement  of  bones  and  nerves,  even  with  the 
aid  of  the  x-ray  and  of  the  knowledge  of 
anatomy  which  has  been  handed  down  by  our 
own  schools  for  generations,  and  that  such 
knowledge  is  reserved  for  men  with  queerly 
named  cults  and  limited  education. 

The  attitude  of  the  physician  should  be  one 
of  indifference  to  all  these  cults,  except  where 
the  profession,  in  a position  of  trust,  has  a 
duty  to  perform  to  protest  against  an  official 
recognition  of  methods  that  are  unscientific  and 
unsound.  In  so  far  as  the  commercial  aspect 
of  the  thing  is  concerned,  the  profession  is  not 
interested. 


THE  OBLIGATION  OF  COMPONENT 
COUNTY  SOCIETIES  AT  THE 
ANNUAL  SESSION 

When  the  Medical  Society  of  the  State  of 
Pennsylvania  meets  at  Harrisburg  for  its  annual 
session,  October,  1925,  which  will  be  its  Dia- 
mond Jubilee,  the  following  counties  will  act  as 
hosts : Cumberland,  Dauphin,  Lancaster,  Leb- 
anon and  York.  This  establishes  a precedent 
which  should  be  adopted  throughout  the  State. 
The  several  counties  near  the  place  of  meeting 
each  year  could  very  well  prorate  the  expenses 
incident  to  the  annual  session,  and  in  this  way 
the  burden  would  not  be  placed  on  one  county, 
as  heretofore  has  been  the  custom. 

The  component  county  societies  should,  from 
time  to  time,  assume  their  financial  obligation  in 
this  respect,  and  the  precedent  established  this 
year  should  be  adopted  as  an  annual  procedure. 
The  counties  acting  as  hosts  for  this  year’s  ses- 
sion have  acted  wisely  and  their  example  should 
be  emulated. 
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SOME  POINTS  ON  CORNEAL  ULCERS 

The  general  practitioner,  when  consulted  con- 
cerning a “sore  eye,”  should  use  a magnifying 
glass  and  go  over  the  cornea  thoroughly ; for  he 
may  miss  locating  a corneal  ulcer.  These 
wretched  little  spots  are  often  indolent  and  do 
not  recover,  or  heal,  without  very  definite  treat- 
ment. A mere  astringent  eye  wash  may  be  utter- 
ly futile  treatment.  We  have  nothing  to  add 
to  textbook  recommendations  regarding  the  lo- 
cal treatment  of  the  ulcer  itself ; but  we  do  wish 
to  emphasize  the  point  that  washes,  short  of 
solutions  of  silver,  are  not  worth  while  in  even 
the  average  case.  The  organic  preparations  may 
be  used,  or  the  nonirritating  so-called  colloidal 
ones ; but  if  silver  nitrate  is  used,  make  the 
solution  quite  weak. 

These  ulcers  are  very  apt  to  be  recurrent,  and 
the  cause  for  this  is  sometimes  hard  to  deter- 
mine. Perhaps  even  a nasal  catarrh,  or  a sinus 
trouble,  may  reinfect  a sensitive  cornea.  The 
textbooks  give  all  such  points,  and  others.  It 
has  impressed  us  that  the  indoor  worker  is  quite 
apt  to  have  recurrences,  and  we  have  advised 
such  cases  to  get  out  into  the  sunshine  in  the  in- 
tervals between  attacks.  The  results  have  been 
excellent.  Indolent  sores  always  do  better  when 
properly  exposed  to  daylight  or  even  sunshine. 

It  is  a mistake,  in  our  view,  to  rely  too  much 
on  warm  or  hot  applications,  as  they  soften  the 
parts.  It  is  a fact  that  the  sufferer  from  a cor- 
neal ulcer  secures  marked  relief  if  he  goes  out 
in  freezing  weather,  of  course  having  the  eye 
properly  protected  from  the  wind.  Arsenic  in- 
ternally is  recommended  for  the  patient  subject 
to  recurrent  corneal  ulcers;  but  we  have  been 
disappointed  in  its  use.  As  these  ulcers  develop 
quickly,  when  they  recur,  it  is  well  to  supply  the 
patient  with  a proper  silver  solution,  with  in- 
structions to  instill  it  freely  at  the  first  sign  of 
trouble ; and  then  report  for  examination. 


PROGRAM  OF  THE  SECTION  ON 
PEDIATRICS 

The  Section  on  Diseases  of  Children  is  to  be 
congratulated  upon  the  excellent  program  which 
has  been  prepared  for  its  Harrisburg  meeting 
in  October. 

A{>art  from  the  subjects  to  be  presented  by 
members  of  the  Society,  the  officers  of  the 
Section  have  announced  that  two  guests  from 
out  of  the  State  have  accepted  invitations  to  read 
papers — Dr.  H.  Rowle  Geyelin,  of  New  York 
City,  and  Dr.  Samuel  L.  Clausen,  of  Rochester, 
N.  Y. 

Dr.  Geyelin  will  present  the  results  of  several 
years  of  work  in  diabetes  in  children,  gained  in 


the  wards  and  diabetic  clinics  of  the  Presby- 
terian Hospital,  where  he  is  Associate  Attending 
Physician.  Dr.  Geyelin  is  also  Assistant  Pro- 
fessor of  Medicine  at  the  College  of  Physicians 
and  Surgeons,  and  Consulting  Physician  to  the 
Babies’  Hospital.  He  will  give  a very  practical 
description  of  the  best  types  of  diet  to  be  used, 
and  a discussion  on  the  use  of  insulin. 

Few  men  can  speak  with  more  authority  con- 
cerning nephritis  in  children  than  Dr.  Clausen. 
One  has  only  to  read  the  titles  in  recent  pediatric 
journals  to  perceive  the  wide  scope  of  his  knowl- 
edge. Dr.  Clausen  will  bring  to  the  Section 
meeting  not  only  the  results  of  his  recent  studies 
in  Europe,  but  of  his  own  researches  while  at 
the  Johns  Hopkins  Hospital,  and  more  recently 
as  Associate  Pediatrician  at  Washington  Univer- 
sity at  the  St.  Louis  Children’s  Hospital.  Dr. 
Clausen  has  been  elected  Professor  of  Pediatrics 
at  the  newly  established  medical  school  at  Ro- 
chester, N.  Y. 


A POLICY  OF  EDUCATION  ON  THE 
PERIL  OF  NARCOTIC  DRUGS 

At  the  request  of  Captain  Hobson,  president 
of  the  International  Narcotic  Education  Asso- 
ciation, copies  of  an  article  entitled,  “The  Peril 
of  Narcotic  Drugs,”  are  being  sent  out  by  Con- 
gressman Walter  F.  Lineberger,  of  California, 
to  5,000  county  and  city  superintendents  of  edu- 
cation. This  will  pretty  well  circularize  the 
United  States.  The  plan  was  to  have  Congress 
enact  a bill  to  print  and  distribute  these  docu- 
ments to  teachers  and  parents  at  Government 
expense,  but  the  measure  failed  of  enactment 
because  of  the  congestion  of  bills  in  the  short 
session. 

The  question  of  the  peril  of  narcotic  drugs  is 
particularly  pertinent  at  this  time,  because  the 
Geneva  Conference  on  Opium  and  Narcotic 
Drugs,  where  the  United  States  was  represented, 
terminated  its  session  in  March,  1925.  The  one 
thing  upon  which  all  nations  there  represented 
were  unanimously  agreed,  was  the  importance 
of  inaugurating  everywhere  a policy  of  education 
on  the  peril  of  narcotics. 

It  is  very  essential  that  all  children  should  be 
taught  the  perils  properly,  through  their  teachers, 
parents,  and  others  in  a position  to  afford  the 
proper  instruction.  The  board  of  directors  of  the 
International  Narcotic  Education  Association,  at 
their  meeting  in  Los  Angeles,  May,  1925,  besides 
approving  the  carrying  to  completion  of  the 
nation-wide  teachers’  and  parents’  program, 
adopted  a resolution  for  a world-wide  conference 
on  narcotic  education  to  be  held  in  the  summer 
of  1926,  in  connection  with  the  Sesquicentennial 
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celebration  in  Philadelphia,  to  be  preceded  by  a 
program  of  intensive  study  and  research,  attend- 
ed by  widespread  educational  publicity,  and  fol- 
lowed by  the  practical  application  of  standard 
policies  and  programs  in  all  lands. 

Drug  addiction  is  alarming  among  the  youth 
of  both  sexes.  “Of  all  the  plagues  visited  upon 
our  land,  drug  addiction  is  by  far  the  most  hor- 
rible and  the  most  deadly.”  The  increase  in 
narcotics  has  been  accompanied  by  an  increase  in 
crime.  Everything  should  be  done  to  assist  in 
the  education  of  the  youth  of  our  country,  of 
both  sexes,  in  the  perils  of  narcotics.  In  order 
to  carry  out  the  required  educational  propaganda, 
it  will  be  necessary  that  the  press,  the  pulpit,  the 
motion  picture  industry,  the  radio,  educational 
officials,  and  federal,  state,  civil,  religious,  educa- 
tional, patriotic,  and  other  constructive  organiza- 
tions and  institutions,  be  requested  to  codperate. 


SURGERY,  GYNECOLOGY  AND  OB- 
STETRICS TWENTY  YEARS  OLD 

Surgery,  Gynecology  and  Obstetrics  is  to  be 
congratulated  ujx>n  its  20th  Anniversary  Number, 
appearing  June,  1925.  An  editorial  in  the  first 
copy  outlining  the  policy  of  the  journal,  has  be- 
come a prophecy.  “The  success  of  the  journal 
has  been  due  in  great  measure  to  the  active  sup- 
port which  has  been  accorded  the  editors  by  the 
leaders  of  the  medical  profession.”  It  is  only 
by  such  cooperation  that  any  endeavor  will  reach 
a successful  fruition. 

As  one  looks  down  the  aisle  of  time,  the  past 
twenty  years  have  been  the  most  progressive 
period  in  the  world’s  history,  and  have  witnessed 
many  changes  in  surgery.  Living  pathology  has 
replaced  the  mortuary ; asepsis  has  replaced  anti- 
sepsis ; local  anesthesia  has  reached  a high  plane 
of  development ; general  anesthesia  has  been 
robbed  of  some  of  its  terrors  by  ethylene;  the 
careful  study  and  preparation  of  the  patient 
previous  to  operation  has  reduced  morbidity  and 
mortality;  specialism  has  had  its  decided  influ- 
ence on  medicine  and  surgery ; neurosurgery  has 
become  established ; plastic  surgery  in  all  fields 
has  seen  much  accomplished ; the  greatest 
achievements  in  studies  of  the  thyroid,  thoracic 
surgery,  and  abdominal  surgery  have  occurred 
during  this  period ; and  the  gynecic  pendulum 
has  swung  to  the  side  of  conservatism.  A great 
deal  of  epoch-making  experimental  research  has 
been  done  in  obstetrics ; “orthopedic  surgery  has 
passed  from  the  stage  of  harness-making  to  the 
application  of  well-thought-out  surgical  princi- 
ples” ; and  without  doubt,  the  greatest  achieve- 
ments of  all  have  been  in  the  field  of  radio- 
therapy. 


July,  1925 

CONCERNING  SCIENTIFIC  EXHIBITS 

A committee  on  the  scientific  exhibit  for  the 
Diamond  Jubilee  Session  of  the  Medical  Society 
of  the  State  of  Pennsylvania  (Harrisburg,  Oc- 
tober 5 to  8),  consisting  of  men  from  the  several 
sections  of  the  State,  has  been  appointed,  and 
space  has  been  reserved  in  the  Penn-Harris — 
headquarters  for  the  meeting — for  this  exhibit. 

There  has  been  a very  general  feeling  that  the 
scientific  exhibit  should  hold  a position  of  greater 
importance  at  the  State  Society  meetings,  as  it 
has  always  been  a popular  feature.  It  is  the  aim 
of  the  committee  to  make  the  exhibit  this  year 
of  real  postgraduate  value  to  those  attending  the 
session,  and  in  keeping  with  the  very  unusual 
program  prepared  by  the  Committee  on  Scientific 
Work. 

There  will  be  a section  devoted  to  the  heart, 
one  to  the  x-ray,  one  to  pathological  specimens, 
and  it  is  hoped,  a section  given  to  fresh  spec- 
imens similar  to  that  at  the  Atlantic  City  meeting 
of  the  American  Medical  Association.  At  this 
writing,  further  details  cannot  be  given. 

For  announcement  of  the  committee,  see  page 
705  of  this  Journal. 


THE  CHESTER  EPIDEMIC 

The  recent  epidemic  in  Chester  so  closely 
resembling  dengue  has  been  definitely  proved 
not  to  be  that  tropical  disease,  but  a milk-borne 
infection,  streptococcic  in  type. 

That  the  clinical  picture  was  strikingly  like 
dengue  in  every  way,  is  true.  It  was  character- 
ized by  an  abrupt  onset,  chills,  a rise  in  temper- 
ature, and  general  pains,  especially  of  the  back 
muscles.  This  continued  for  3 to  4 days,  when 
a remission  occurred,  lasting  1 to  2 days.  With 
the  return  of  fever,  pains  were  noted  in  from 
two  to  several  joints,  with  a discrete  macular 
eruption  about  the  affected  joints.  In  most 
cases  there  was  sore  throat  with  very  little  red- 
ness. 

There  was  little  laboratory  work  that  would 
be  enlightening  if  it  were  dengue.  It  was  found 
early  that  the  expected  leukopenia  did  not  occur, 
but  in  most  cases  a decided  increase  in  the  white 
cells  was  seen.  The  disease  was  practically  lim- 
ited to  a certain  section  of  the  city,  although 
there  were  a few  exceptions.  Several  members 
of  a family  would  be  affected,  while  those  living 
on  either  side,  or  occasionally  in  the  same  house, 
would  be  exempt.  Another  feature  of  interest 
was  that  practically  no  mosquitoes  were  noticed 
at  the  time  of  the  outbreak. 

Dr.  C.  H.  Miner  and  Dr.  J.  Moore  Campbell, 
with  a corps  of  associates,  at  once  began  a 
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campaign  to  find  the  cause.  The  attention  of 
the  United  States  Public  Health  Service  was 
attracted,  and  Dr.  Charles  Armstrong  was  as- 
signed to  the  work.  Through  the  work  of  Dr. 
Armstrong  and  the  very  efficient  efforts  of  Mr. 
H.  M.  Freeburn,  of  the  State  Engineering  De- 
partment, it  was  shown  that  all  the  sufferers  had 
been  drinking  raw  milk  from  one  certain  dairy. 
A complete  census  of  the  city  disclosed  about 
400  cases.  The  proprietor  of  the  dairy,  as  well 
as  several  others  on  the  farm,  were  found  to  be 
sick  with  the  same  symptoms.  Cultures  of  the 
milk  showed  streptococci. 

This  is  a definite  triumph  for  the  United 
States  Public  Health  Service  workers  and  the 
Engineering  Division  of  the  Pennsylvania  State 
Department  of  Health.  Within  ten  days,  they 
showed  clearly  the  type  of  infection,  the  source, 
and  the  method  of  control.  One  point  stands 
out  plainly,  and  that  is  that  without  laboratory 
assistance  a diagnosis  could  not  have  been  made. 
The  cases,  from  a bedside  point  of  view,  were 
dengue  in  every  respect. 


WOMAN’S  MEDICAL  COLLEGE  DIA- 
MOND ANNIVERSARY 

Following  but  a couple  of  years  after  the  or- 
ganization of  the  Medical  Society  of  the  State 
of  Pennsylvania,  the  founding  of  the  Woman’s 
Medical  College  of  Pennsylvania  was  one  of  the 
important  events  in  the  not  yet  fully  completed 
emancipation  of  women.  When  other  medical 
colleges  closed  their  doors  to  women  students, 
a courageous  group  of  pioneers  decided  to  make 
their  own  opportunity ; and  thus  the  college  was 
founded. 

A long  history  of  struggle  and  achievement 
has  just  culminated  in  the  celebration  of  the 
seventy-fifth  anniversary  of  the  institution.  The 
opening  of  many  other  medical  schools  to  co- 
education, furthered  by  the  example  of  the 
Woman’s  Medical  College,  has  been  one  of  the 
important  developments  of  the  past  75  years, 
and  has  greatly  broadened  the  scope  of  woman’s 
activities.  Medical  coeducation,  however,  has 
but  served  to  intensify  the  value  of  an  all- 
woman’s school,  for  the  College  is  growing  and 
developing  healthily. 

The  institution  is  to  be  congratulated  upon  its 
achievements.  It  may  well  be  proud  of  its  many 
daughters  who  have  gone  forth  to  lives  of  serv- 
ice, not  only  in  their  own  country,  but  in  many 
other  lands ; and  it  may  be  proud  of  its  share  in 
providing  them  with  the  opportunity  to  prepare 
for  that  service. 


A HELP  IN  CANCER  CONTROL 

The  appalling  increase  in  the  incidence  of 
cancer  has  led  Dr.  G.  E.  Pfahler,  Chairman  of 
the  Committee  on  Cancer  Control  of  the  Phila- 
delphia County  Medical  Society,  to  formulate 
suggestions  for  the  fight  against  the  disease  that 
are  so  valuable,  we  are  constrained  to  quote 
them  here.  They  will  be  published  by  the  Com- 
mittee, in  the  form  of  a little  booklet,  and  dis- 
tributed to  all  the  physicians  of  Philadelphia  and 
vicinity. 

SUGGESTIONS  TO  ALL  PHiYSICIANS  FOR 
THE  FIGHT  AGAINST  CANCER 

G.  E.  Pfahler,  M.D.,  Chairman  of  the  Committee  on 
Cancer  Control,  Philadelphia  County  Medical 
Society 

importance;  OB'  the;  subject 

In  1922  it  is  estimated  that  94,874  deaths  in  the  con- 
tinental part  of  the  United  States  were  due  to  cancer. 
Of  all  deaths  over  the  age  of  twenty  years,  one  in 
every  ten  was  due  to  cancen;  hence,  one  out  of  every 
ten  people  over  twenty  years  of  age  now  living  in  the 
United  States  will  die  of  cancer  unless  the  physicians 
and  the  public  make  definite  progress  in  the  fight  against 
cancer.  In  Philadelphia,  during  the  year  1923,  accord- 
ing to  figures  obtained  from  the  Department  of  Health, 
there  were  2,217  deaths  from  cancer,  over  the  age  of 
twenty,  or  10.8  per  cent  of  the  total  of  20,439  from 
all  causes,  or  more  than  one  in  ten  over  twenty  years 
of  age.  There  were  2,065  deaths  from  cancer,  or  12.5 
per  cent  of  the  16,471  deaths  from  all  causes  over  the 
age  of  forty,  or  one  in  eight.  During  1924  there  were 
2,196  deaths  from  cancer,  which  is  11.2  per  cent  of  the 
19,563  deaths  from  all  causes  over  the  age  of  twenty. 
The  ratio  of  cancer  deaths,  therefore,  to  other  deaths 
during  1924  has  increased  4 per  cent  over  that  of  1923. 
In  Philadelphia,  cancer  has  caused  the  death  of  more 
than  one  in  ten  over  the  age  of  twenty,  and  one  in  eight 
over  the  age  of  forty  during  the  past  two  years.  In 
1923  there  were  152  deaths  from  cancer  between  twenty 
and  forty  years  of  age,  while  in  1924  there  were  191 
deaths  between  these  two  ages,  an  increase  of  over  25 
per  cent  in  the  young. 

In  1924,  in  Philadelphia,  there  were  1,044  deaths  from 
cancer  of  the  gastro-intestinal  tract  and  its  associated 
organs  (the  stomach,  pancreas,  liver,  intestines,  and 
peritoneum),  or  47  per  cent  of  the  total  of  2,227  deaths 
from  cancer  of  all  regions  of  the  body,  at  all  ages. 

The  fight  against  cancer  depends  upon  the  coopera- 
tion between  the  public  and  the  physicians.  The  laity 
must  do  their  part,  but  it  is  clearly  our  duty  to  lead. 

HOW  TO  REDUCE  THE  INCIDENCE 

The  exact  cause  and  the  ideal  cure  of  cancer  have  not 
yet  been  determined,  but  if  all  the  medical  knowledge, 
now  available,  is  utilized,  we  believe  the  number  of 
deaths  from  this  cause  can  be  greatly  reduced.  The 
time  to  treat  cancer  is  in  its  earliest  stages,  while  it  is 
still  a local  disease  and  before  distant  metastasis  has 
occurred.  The  public  must  be  taught  to  apply  to  phy- 
sicians for  diagnosis  and  treatment  of  precancerous  con- 
ditions, and  of  cancer  in  its  earliest  stages.  The  phy- 
sician, moreover,  must  examine  each  patient  thoroughly, 
and  mljst  recognize  the  disease  in  its  earliest  stages  and 
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treat  it  or  have  it  treated  thoroughly,  skillfully  and 
promptly,  or  the  public  will  lose  faith  in  us. 

The  following  brief  suggestions  for  diagnosis  and 
treatment,  which  have  been  formulated  by  the  Com- 
mittee on  Cancer  Control,  in  collaboration  with  many 
of  the  leading  teachers  of  medicine  in  Philadelphia,  may, 
therefore,  be  helpful  as  reminders  to  the  busy  practi- 
tioner. Each  of  these  points  has  been  emphasized  in 
our  minds,  because  its  neglect  has  led  to  delay  in  the 
early  diagnosis  and  the  proper  treatment  of  cancer. 

1.  Take  a careful  history  of  all  patients  and  review 
the  records  you  already  have. 

2.  Examine  all  patients  thoroughly.  Do  not  hesi- 
tate to  have  the  clothes  removed. 

3.  Find  the  cause  of  loss  of  weight,  especially  over 
the  age  of  twenty.  Loss  of  weight  does  not  occur  early 
in  cancer. 

4.  Be  suspicious  of  any  sore  on  the  skin  or  mucous 
membrane  that  does  not  heal  within  two  weeks.  Be 
especially  suspicious  of  any  sore  on  the  lip. 

5.  Be  suspicious  of  any  localized  induration  if  not 
definitely  accounted  for  by  acute  infection. 

6.  Be  suspicious  of  any  mole  or  wart  that  is  changing 
its  character  or  size. 

If  a mole  is  brown  or  black,  and  especially  if  it 
has  existed  for  years,  it  should  be  thoroughly  removed 
when  discovered.  If  there  are  associated  palpable  lymph 
nodes,  they  are  very  likely  to  be  metastatic  carcinoma. 

7.  Always  examine  with  the  fingers  as  well  as  with 
the  eye.  This  applies,  also,  especially  to  the  mouth, 
throat,  vagina  and  rectum. 

8.  A new  growth  anywhere  in  the  body  should  be  re- 
garded with  suspicion  until  proved  benign. 

9.  Be  suspicious  of  enlarged  glands  and  find  the  cause 
of  such  enlargement.  It  always  means  some  serious 
condition. 

10.  Absence  of  pain  in  a tumor  or  a sore  does  not 
mean  absence  of  cancer.  Almost  all  cancers  are  pain- 
less at  the  beginning. 

11.  Cancer  frequently  develops  in  syphilitic  patients. 
A positive  Wassermann  test,  therefore,  does  not  prove 
that  a lesion  is  not  cancer.  Cancer  and  tuberculosis 
may  also  exist  in  the  same  patient. 

12.  A discharge  from  the  nipple  is  not  always  can- 
cer, but  must  be  seriously  investigated. 

13.  The  cause  of  any  vaginal  discharge  must  be  deter- 
mined, and  not  explained  away  without  a thorough  local 
examination. 

14.  Irregular  bleeding  from  the  vagina,  no  matter 
how  slight,  should  raise  the  question  of  cancer  and 
should  lead  to  a careful  and  thorough  study.  If  neither 
clearly  innocent  nor  probably  malignant,  the  patient 
should  be  kept  under  close  observation.  A consulta- 
tion will  be  helpful.  Doubtful  cases  are  often  better 
treated  as  if  malignant. 

15.  Bleeding  from  the  uterus  or  vagina,  occurring 
after  the  menopause  has  been  established,  is  very  likely 
to  be  due  to  cancer. 

16.  Bloody  urine  is  suggestive  of  cancer  and  its  cause 
must  be  determined.  An  x-ray  study  and  a cystoscopic 
examination  are  usually  necessary. 

17.  Blood-stained  stools  or  bloody  mucus,  painful, 
frequent  or  difficult  defecation  should  lead  to  an  im- 
mediate, careful  investigation  of  the  rectum  and  bowel, 
under  an  anesthetic  in  most  cases,  and  by  rectal  specu- 
lum as  well  as  finger.  The  bleeding  should  not  be  erro- 
neously ascribed  to  hemorrhoids. 

18.  Investigate  the  cause  of  any  prolonged  indiges- 
tion, especially  after  the  age  of  forty. 

19.  Palpate  the  abdomen  thoroughly  in  every  obscure 
case. 


20.  Persistent  jaundice  must  be  investigated. 

21.  Vomiting  of  blood  is  always  a danger  signal.  Its 
cause  ntust  be  determined. 

22.  A test  for  occult  blood  in  the  stools  is  often  help- 
ful, but  the  possibility  of  blood  in  the  food  or  blood 
from  the  nose,  throat,  lungs,  hemorrhoids,  anal  fissures, 
etc.,  must  be  eliminated. 

23.  A thorough  x-ray  study  of  the  gastro-intestinal 
cases  is  very  helpful. 

24.  The  cause  of  difficulty  in  swallowing  must  always 
be  investigated.  This  is  best  done  by  an  x-ray  exam- 
ination or  an  esophagoscopy. 

25.  The  expectoration  of  blood  without  fever  may 
mean  cancer  of  the  lung.  The  presence  of  fever  does 
not  eliminate  cancer.  Pain  in  the  upper  part  of  the 
chest,  neck  or  shoulder  may  be  due  to  cancer.  An  x-ray 
study  is  advisable. 

26.  Be  suspicious  of  hoarseness  not  definitely  due  to  a 
cold,  or  if  continued  more  than  two  weeks.  Its  cause 
must  be  determined. 


DEEP  THERAPY  SURVEY 

Superintendent  Louis  Cooper  Levy,  of  the 
Jewish  Hospital,  Cincinnati,  Ohio  (Hospital 
Management,  Apr.,  1925)  reports  the  results  of 
a survey,  with  the  view  of  learning  the  value  of 
deep  x-ray  therapy  in  the  treatment  of  cancer, 
by  hospitals  and  specialists  who  are  using  the 
modern  deep-therapy  machine.  The  consensus 
of  opinion  is  that  deep  x-ray  therapy  is  a val- 
uable adjunct  in  the  treatment  of  cancer;  that 
many  marvelous  cures  have  been  effected,  and 
experts  using  the  machines  are  highly  pleased 
with  results  obtained;  but  that,  as  a rule,  the 
cases  are  not  referred  to  them  until  they  reach 
a hopeless  stage.  Roentgenologists,  generally, 
are  appealing  to  the  surgeon  to  cooperate  by  re- 
ferring cases  at  an  earlier  period,  in  order  that 
deep  therapy  may  be  beneficial.  They  assert 
that  if  this  is  done,  greater  opportunity  will  be 
offered  to  prove  the  real  value  of  deep  x-ray 
therapy. 

Questionnaires  were  sent  out,  and  51  replies 
received,  which  are  summarized  as  follows : 
Deep  therapy  is  palliative,  but  not  a cure  for 
cancer;  there  is  a general  hostility  on  the  part 
of  surgeons,  who  never  have  been  friendly  to- 
ward the  x-ray  treatment ; the  severe  reactions 
following  the  treatments  discouraged  many  phy- 
sicians who  referred  their  patients  for  x-ray 
treatment.  The  newness  of  this  form  of  treat- 
ment is  wearing  off ; the  first  reports  that  came 
from  Germany  were  altogether  too  enthusiastic 
in  regard  to  the  value  of  high-voltage  therapy, 
and  great  overcharging  was  done  when  the  deep 
therapy  made  its  first  appearance. 

The  replies  on  this  subject  may  be  summed 
up  in  the  following  paragraph ; “Deep  therapy 
has  been  a success  in  the  treatment  of  cancer. 
It  certainly  has  not  come  up  to  the  expectations 
of  some  who  expected  to  see  miraculous  cures 
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and  dying  patients  saved  from  the  grave,  but  it 
has  increased  the  per  cent  of  the  number  of 
cases  cured  by  surgery ; also  it  has  prolonged 
life,  and  has  been  a great  factor  in  the  relief  of 
suffering.” 


HAY  FEVER  AND  ASTHMA 

At  this  season  of  the  year,  especially,  hay  fever 
and  asthma  are  timely  topics.  An  article  in  the 
present  issue  very  well  sets  forth  one  phase  of 
these  subjects.  Though  well  known,  it  is  not 
sufficiently  recognized  that  a certain  percentage 
of  asthmatics  develop  the  syndrome  because  of 
nasal  or  paranasal  pathology.  Some  of  these 
have  an  eosinophilia  in  the  blood,  but  by  no 
means  all.  Therefore  this  becomes  but  of  lim- 
ited diagnostic  value.  On  the  other  hand,  there 
are  some  whose  zeal  runs  away  with  their  judg- 
ment, and  who  do  extensive  operations  upon  the 
nose,  resulting  in  perhaps  a perforated  septum 
or  more  widespread  and  destructive  atrophy, 
leaving  their  patients  somewhat  worse  than  be- 
fore. 

The  first  essential  in  any  case  is  to  determine 
whether  a patient’s  symptom  complex  is  peren- 
nial or  seasonal.  If  the  former,  it  may  be  de- 
pendent upon  some  nasal  or  paranasal  pathology, 
or  may  even  be  allergic,  the  result  of  a constant 
factor.  Seasonal  cases  are  much  more  definite 
in  an  etiologic  sense,  though  not  always  simpler 
in  elucidation. 

Skin  tests  are  rather  time-consuming,  and 
often  fail  to  throw  light  on  the  cause.  In  gen- 
eral, the  scratch  method  is  preferable  to  the 
intracutaneous,  and  is  free  from  other  than  more 
or  less  marked  local  reaction.  Improvement  in 
technic  and  persistence  in  the  carrying  out  of 
the  skin  tests  are  yielding  better  results.  This  is 
well  shown  in  a paper  on  the  treatment  of  bron- 
chial asthma  by  A.  H.  Rowe,  M.D.,  of  Oakland, 
California,  in  the  Journal  American  Medical  As- 
sociation for  June  20,  1925,  in  which  he  reports 
positive  results  of  skin  tests  in  91%  of  234  cases 
of  asthma.  He  states  sensitization  is  usually 
multiple.  “Inhalants,  including  numerous  ema- 
nation substances,  orris  root  and  pollen  dust  are 
the  most  frequent  causes  of  asthma.  Wheat, 
eggs,  milk,  and  cereals  other  than  wheat  are  in 
order  of  sequence  the  most  common  foods  to 
cause  asthma,  though  any  food  may  be  respon- 
sible.” 

Bacterial  allergy  alone  is  rare  in  the  experience 
of  Dr.  Rowe,  as  it  is  in  that  of  all  other  ob- 
servers. 

It  is  very  evident  that  successful  treatment  can 


follow  only  when  a prolonged  and  exhaustive 
study  of  a case  of  asthma  has  been  made. 


JOTS  AND  TITTLES 

Conserving  the  Sight  oe  Schooe  Children. — This 
is  the  title  of  the  report  recently  issued  by  the  Joint 
Committee  on  Health  Problems  in  Education  of  the 
National  Education  Association  and  the  American  Med- 
ical Association,  after  study  of  more  than  a year. 
Interesting  facts  presented  are  that  approximately 
5,000,000  school  children  in  the  United  States  received 
eye  examinations ; that  an  average  of  about  12  per 
cent  of  these  children  were  found  to  have  defective 
vision ; that  rural  districts  generally  report  a larger 
percentage  of  defective  vision  than  city  districts;  that 
in  only  17  states  is  the  examination  of  the  eyes  of 
school  children  compulsory,  and  of  these  states  very 
few  specify  the  frequency  with  which  such  examinations 
should  be  made;  that  frequent  tests  are  needed  during 
the  period  from  6 to  15  years  of  age;  that  even  with 
proper  testing,  there  will  be  48,000  children  in  the 
country  with  such  seriously  defective  vision  that  they 
cannot  be  educated  in  regular  classes ; and  that  special 
schools  are  seriously  needed  for  this  class  of  children, 
as  they  cannot  be  taught  properly  either  in  the  schools 
for  those  with  normal  vision,  or  in  the  schools  for  the 
blind. 

A Step  Forward. — The  Governor  recently  signed  the 
Sterling  Bill,  which  provides  for  the  sending  of  women 
under  sentence  of  imprisonment  for  more  than  one  year 
to  the  State  Industrial  Home  for  Women  at  Muncy, 
also  approving  the  appropriation  of  $100,000  for  the 
construction  and  equipment  of  a fireproof  building  at 
Muncy.  This  is  one  step  forward  in  the  development 
of  a humane  penal  administration  within  our  Common- 
wealth ; but  we  must  not  forget  that  much  still  remains 
to  be  done. 

Hospitals  Instead  of  Jails. — It  has  taken  folks  a 
long  time  to  discover  that  insanity  is  not  possession  by 
devils,  but  disease  with  a physical  cause,  and  that  the 
insane  should  be  under  the  care  of  the  physician  instead 
of  consigned  to  inhuman  suffering  in  prison. 

It  is  to  be  expected,  therefore,  that  it  will  take  just 
as  long,  or  longer,  for  us  to  become  convinced  that 
crime  is  also  the  result  of  abnormality,  which,  instead 
of  meriting  punishment  that  does  not  cure,  should  be 
treated  by  the  best  of  medical  talent  available.  The 
criminal  should  be  quarantined  in  the  care  of  the  doc- 
tor, and,  no  matter  what  his  crime,  should  not  be  liber- 
ated until  those  in  charge  of  him  can  say  with  reason- 
able certainty  that  he  is  a safe  man  to  release  to  asso- 
ciation with  others. 

Chiropractic  Again  ! — In  California  and  Western 
Medicine  for  May,  1925,  A.  W.  Meyer,  M.D.,  of  Stan- 
ford University,  California,  presents  an  entertaining 
sketch  of  the  Palmer  School  at  Davenport,  Iowa.  His 
closing  paragraph  especially  is  worth  quoting : 

“I  cannot  close  this  sketch  without  reminding  my  col- 
leagues in  medicine  that  just  as  long  as  some  of  them 
continue  to  refer  patients  to  chiropractors  and,  in  a 
measure,  to  osteopaths,  instead  of  treating  them  them- 
selves, they  share  responsibility  for  these  things.  The 
chiropractors,  too,  will  soon  begin  to  incorporate  por- 
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tions  of  the  medical  curriculum  just  as  the  osteopaths 
have  done  in  the  recent  past  and  gradually  extend  their 
activities  over  the  whole  field  of  medical  practice,  re- 
taining their  sectarian  designations  only  for  their  ad- 
vertising value.  Surely,  as  the  Supreme  Court  of  the 
United  States  has  held,  to  practice  chiropractic  and 
osteopathy  is  to  practice  medicine,  and  it  is  difficult  to 
see  why  more  energetic  steps  have  not  been  taken  in  the 
various  states  to  see  that  this  vital  fact  is  incorporated 
in  legislation.  Until  that  can  be  accomplished,  let  us 
hope  that  medical  practitioners  will  increasingly  realize 
that  when  they  refer  cases  of  neuralgia,  neuritis,  sacro- 
iliac diseases  or  neurasthenia,  etc.,  to  chiropractors  and 
osteopaths,  they  are  educating  the  public  to  regard  these 
sectarians  as  their  betters  and  consultants.  For  this 
folly  scientific  medicine  and  the  public  are  paying  and 
will  pay  dearly,  before  the  public  learns  that  all  who 
make  a profession  of  treating  human  ills  should  have 
the  same  minimum  qualifications.” 

Fear  and  Evolution. — Fear  begets  conservatism,  ac- 
cording to  David  Grayson.  We  must,  then,  be  having 
a frightful  epidemic  of  fear  this  season  among  certain 
portions  of  the  population.  It  is  rumored  that  Walter 
White,  superintendent  of  schools  in  Rhea  County,  Ten- 
nessee, and  prosecutor  in  the  Scopes  case,  will  attempt 
to  introduce  a bill  in  the  next  Congress  to  withhold  all 
Federal  financial  aid  from  any  college  or  university 
“that  teaches  any  theory  of  evolution  that  denies  the 
Biblical  origin  of  man.”  In  a struggle  between  finance 
and  science,  we  wonder  which  would  win? 

Another  Triumph  of  Preventive  Medicine! — The 
use  of  bacteria  in  warfare  has  been  outlawed  by  the 
International  Arms  Control  Conference,  which  adopted 
an  amendment  placing  bacteria  with  poison  gas  on  the 
list  of  forbidden  war  material.  Now,  if  we  can  just 
outlaw  war,  it  will  be  a triumph  comparable  with  the 
banishment  of  yellow  fever ! 

War  on  the  Mosquito. — This  is  one  type  of  war  that 
ought  not  to  be  outlawed,  and  the  recently  inaugurated 
campaign  for  extermination  of  this  pest,  announced  by 
the  Gorgas  Memorial  Institute,  will  be  supported  by 
the  medical  profession  to  the  last  man. 

To  Lengthen  the  Span  of  Life. — Dr.  Joseph  Ames, 
of  the  Johns  Hopkins  University,  has  announced  the 
establishment  of  a research  institute  whose  purpose  will 
be  an  effort  to  lengthen  the  span  of  life.  Dr.  Ames 
declares  that  the  life  span  has  not  been  lengthened, 
despite  recent  assertions  to  the  contrary.  Sad  it  is  to 
realize  that,  despite  the  best  efforts  of  medical  men 
and  life-insurance  statisticians  for  the  past  century,  the 
death  rate  has  not  been  lowered : sooner  of  later  we  all 
must  figure  in  the  mortality  statistics  1 

The  Doctors’  English. — The  general  broad  cultural 
training  of  the  British  physicians  has  been  the  greatest 
surprise  to  Dr.  H.  J.  Halfhill,  of  Philadelphia,  a mem- 
ber of  the  Interstate  Postgraduate  Assembly  Clinic 
Tour.  “I  have  been  amazed  by  the  beautiful  English 
of  the  papers  which  have  been  read  to  us,  and  at  the 
diction  and  vocabulary  of  the  speakers,”  says  the 
Doctor.  “An  American  doctor  may  read  a paper  which 
is  perfect  scientifically,  but  the  language,  in  most  cases, 
will  be  rotten.”  There  is  a serious  defect  in  the 
educational  system  that  will  train  a man  to  make  exact 
scientific  observations,  but  will  fail  utterly  to  prepare 
him  to  describe  these  observations  in  accurate  and 
understandable  language.  While  the  editor  does  not 
wish  to  be  critical,  too  much  time  is  most  certainly 
required  to  straighten  out  some  of  the  papers  presented 


for  publication  in  this  Journal.  A paper  that  is  not 
worth  writing  carefully,  is  not  worth  writing. 

Making  Heauth  Contagious. — “We  are  doing  far 
more  than  creating  a great  center  of  medicine  for  the 
study  of  disease,  for  the  prosecution  of  research,  for 
the  care  of  the  sick’and  the  suffering,  stupendous,  far- 
reaching,  and  many-sided  as  those  services  are.  We 
are  building  a monument  to  American  purpose  and 
American  idealism  more  lasting  than  either  marble  or 
bronze,”  said  President  Nicholas  Murray  Butler,  in 
opening  the  public  campaign  to  complete  the  fund  for 
building  the  first  unit  of  the  Columbia-Presbyterian 
Medical  Center  in  New  York  City.  “One  object  of  this 

great  undertaking  is  to  make  health  contagious 

In  what  better  business  can  a great  university  be  en- 
gaged than  to  offer  the  fullest  and  most  generous 

cooperation  to  a great  hospital in  order  to  carry 

to  completion  a monument  so  noble,  so  striking,  and  so 
unique  as  this?” 

Chile’s  Good  Example. — The  Republic  of  Chile  has 
recently  enacted  legislation  for  the  control  of  venereal 
diseases,  according  to  the  United  States  Public  Health 
Service.  The  law  establishes  a Division  of  Social 
Hygiene,  with  three  departments — Education,  Control, 
and  Healing.  Interesting  points  are  that  special  licenses 
are  exacted  from  physicians  and  laboratories  concerned 
with  the  treatment  of  social  disease;  that  schools  are 
required  to  provide  instruction  in  social  hygiene;  that 
provision  is  made  for  brigade  reformatories  to  render 
hospital  service  to  those  who  have  contagious  diseases 
and  who  have  refused  treatment  and  compliance  with 
the  law ; that  treatment  of  venereal  diseases  is  obliga- 
tory and  provided  at  public  expense,  except  in  chronic 
cases ; that  a strict  system  of  reporting  of  the  vene- 
really  diseased  by  private  physicians  is  inaugurated; 
and  that  a medical  certificate  of  good  health  is  required 
from  both  men  and  women  before  marriage. 

A Worth-while  Scientific  Exhibit. — Do  your  part 
in  making  the  scientific  exhibit  at  this  year’s  session 
of  the  State  Society  the  best  we  have  ever  held.  If 
you  have  anything  worth  exhibiting,  be  sure  to  write 
to  Dr.  C.  R.  Phillips,  922  N.  3d  St.,  Harrisburg,  Pa. 
Dr.  Phillips  is  the  chairman  of  the  Committee  on  Ar- 
rangements, and  he  will  refer  your  offer  to  the  proper 
subchairman,  who  ought  to  have  at  his  command  the 
best  material  to  be  obtained  in  the  State. 

Physical  Fitness. — That  a man  may  not  be  fit  to 
fight  or  to  undergo  the  strain  of  prolonged  or  strenuous 
muscular  exertion,  and  yet  outlive  the  warrior  or  the 
athlete,  is  the  opinion  of  Dr.  Chester  T.  Brown,  asso- 
ciate medical  director  of  the  Prudential  Insurance 
Company.  Rejections  of  applicants  for  policies  have 
been  steadily  decreasing  in  number  for  approximately 
fifteen  years,  partly  due  to  increasing  appreciation  of 
the  fact  that  if  a man  is  normal,  he  is  fit,  and  that 
physical  fitness  is  the  rule  among  men  under  forty.  It 
is  not  necessary  to  apply  arm  standards  of  fitness  to 
the  civilian  living  a normal  life — but  we  must  realize 
that  modern  civilization  is  not  completely  normal  and 
may  lead  to  the  serious  overstrain  which  is  the  funda- 
mental reason  for  a great  number  of  rejections  of 
insurance  seekers  at  age  40  and  beyond. 

Hotel  Reservations. — If  you  have  not  yet  made  your 
hotel  reservation  for  the  State  Society  meeting,  do  not 
fail  to  do  it  promptly.  In  case  you  have  any  trouble 
securing  accommodations,  write  to  Dr.  M.  I.  Stein,  813 
N.  2d  St.,  Harrisburg,  Pa.,  chairman  of  the  Hotel 
Committee,  and  he  will  fix  you  up. 
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REPORT  ON  1925  LEGISLATIVE 
ACTIVITIES 

It  would  seem  proper  at  this  period,  the  Gen- 
eral Assembly  having  come  to  a close,  to  take  a 
little  stock  of  the  part  played  by  the  representa- 
tives of  the  Medical  Society  of  the  State  of 
Pennsylvania  at  Harrisburg.  The  chairman  of 
our  Committee  on  Public  Health  Legislation  was 
informed  in  advance  that  new  bills  would  be 
proposed  by  the  Osteopaths,  by  the  Chiroprac- 
tors, and  by  the  so-called  Naturopaths,  and  also 
that  assaults  would  be  made  upon  the  laws 
governing  vaccination  and  vivisection.  The 
One-Board  Bill,  which  was  proposed  at  the  last 
session  of  our  Society  in  Reading,  having  been 
defeated,  the  matter  of  the  legislative  program 
for  the  ensuing  year  was  referred  to  the  Board 
of  Trustees  with  power  to  act.  After  due  con- 
sideration, the  Trustees  agreed  upon  the  follow- 
ing measures : 

That  no  constructive  legislation  should  be 
attempted  by  the  Society  in  the  matter  of  licen- 
sure and  regulation  of  those  desiring  to  practice 
the  healing  art,  and  that  opposition  should  be 
presented  to  the  bills  that  were  to  be  proposed, 
giving  further  license  to  the  Osteopaths  and 
licensing  the  Chiropractors  and  Naturopaths.  It 
was  understood  that  our  efforts  were  to  be 
made  without  any  professional  assistance,  and 
that  the  attitude  of  the  medical  profession  was 
to  be  clearly  stated  in  a dignified  manner  as 
opposed  to  the  licensing  of  any  but  thoroughly 
educated  people  to  practice  any  cult,  urging  that 
assurance  of  such  education  could  be  satisfac- 
torily given  only  by  placing  these  boards  under 
the  Department  of  Public  Instruction. 

A short  time  after  convening  of  the  Legisla- 
ture, a hearing  was  requested  before  the  Senate 


Committee  on  Public  Health  and  Sanitation,  in 
regard  to  the  proposed  changes  in  the  Osteo- 
pathic Surgeons’  Examining  Board  Bill.  This 
hearing  was  granted,  and  a few  medical  men 
appeared  and  offered  opposition  to  the  proposed 
changes  because  of  the  apparent  effort  on  the 
part  of  the  Osteopaths  to  become  licensed  to 
practice  surgery  without  a knowledge  of  the 
fundamental  sciences  so  necessary  to  proper 
diagnoses  in  surgical  treatments.  The  argument 
was  advanced,  also,  that  there  was  bad  faith 
displayed  on  the  part  of  the  Osteopaths,  who 
originally  claimed  that  they  were  in  the  posses- 
sion of  a drugless  and  knifeless  therapy,  a new 
and  as  yet  undeveloped  science.  A few  years 
later,  after  their  Board  of  Osteopathic  Exam- 
iners was  authorized  by  the  State,  they  made  a 
successful  application,  and  were  granted  a sepa- 
rate Osteopathic  Surgeons’  Examining  Board, 
with  permission  to  use  the  knife,  anesthetics,  and 
drugs  which  are  concomitants  of  surgical  prac- 
tice. This  bill  was  passed  two  years  ago,  and 
the  Board  was  to  be  made  up  of  two  Osteopaths 
and  two  surgeons ; and  yet,  before  the  ink  was 
fairly  dry  on  the  Act,  and  before  the  Board  had 
functioned,  these  people  appeared  before  the 
Legislature  with  a request  to  have  the  medical 
men  removed  and  Osteopathic  surgeons  substi- 
tuted. Also,  in  this  bill  there  was  no  proper 
provision  made  for  supervision  by  the  Depart- 
ment of  Public  Instruction.  On  these  grounds, 
frankly  and  fairl}'-  expressed,  the  bills  were  de- 
feated. 

Later  on,  on  the  presentation  of  a bill  to 
authorize  a separate  board  of  examiners  for 
Chiropractors,  a hearing  was  sought  and  granted 
before  a combined  committee  of  the  House  and 
Senate.  A devoted  band  of  but  five  or  six  phy- 
sicians appeared  in  the  House  Caucus  Room, 
which  was  crowded  with  hundreds  of  men  and 
women  of  the  Chiropractic  following,  led  by  a 
prominent  Ex-Attorney-General  of  the  State, 
who  had  drafted  the  bill  and  acted  as  its  sponsor 
and  spokesman.  The  medical  men  were  given 
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the  floor  first ; but  were  afforded  no  opportun- 
ity for  rebuttal  of  the  many  false  statements 
made  by  the  people  of  the  other  side.  However, 
in  plain  and  forcible  language,  with  proper  regard 
for  the  dignity  of  the  profession,  it  was  repre- 
sented that  these  people,  although  ignorant  of 
the  fundamental  sciences  necessary  to  make 
proper  diagnoses,  although  not  believing  in  bac- 
teria as  causes  of  disease,  nor  in  vaccination, 
serum  therapy,  antitoxins,  nor  indeed  in  any  of 
the  branches  which  go  to  make  up  the  sum  total 
of  preventive  and  specific  medicine,  were  asking 
authority  from  the  State  to  treat  every  known 
disease  by  adjustment  of  spines  which  are  con- 
veniently displaced  in  order  to  give  the  particular 
charlatan  an  opportunity  to  make  replacement 
and  effect  a so-called  cure.  The  legislative  bodies 
w'ere  warned  of  the  responsibility  that  they 
would  assume  by  licensing  such  procedures,  and 
that  the  medical  profession  would  hold  them 
responsible  in  the  eyes  of  the  public  and  demand 
fair  play,  not  only  for  these  cultists,  but  also  for 
the  public  itself.  As  a result  of  these  arguments, 
the  bill  was  defeated  by  a handsome  majority. 

The  Naturopathic  Bill  suffered  the  same  fate, 
although  it  was  defeated  without  a hearing 
through  the  determined  efforts  by  telephone  and 
telegraph  of  Dr.  Knowles,  Dr.  Miner,  and  Dr. 
Van  Sickle,  who  learned  of  the  passage  of  this 
bill  through  the  House  and  its  introduction  into 
the  Senate  in  the  last  hours  of  the  waning  session. 

I am  entirely  satisfied  that  the  best  way,  and 
indeed  the  only  way,  to  handle  this  cult  matter 
is  by  the  passing  of  a One-Board  Bill  such  as 
was  presented  at  Reading  last  year,  with  the 
single  radical  exception  that  the  respective 
schools  of  the  Board  members  should  not  be 
designated. 

At  the  request  of  the  chairman  of  a special 
committee  of  the  Philadelphia  Bar  Association, 
your  president  appeared  in  Philadelphia  before 
the  Judiciary  General  Committee  of  the  House 
in  behalf  of  a bill  to  regulate  medical  expert 
testimony,  and  again  in  Harrisburg  before  a 
larger  group.  After  passing  the  House,  this  bill 
was  held  in  the  Senate  committee,  and  was  there- 
fore killed  for  the  time  being. 

At  the  direct  personal  request  of  the  Gover- 
nor, your  president  argued  before  the  Senate 
Appropriations  Committee  in  favor  of  the  ap- 
propriation for  the  health  work  of  the  State, 
and  was  informed,  on  leaving  the  Chamber,  that 
$200,000  of  the  $500,000  cut  would  be  restored 
— a result  of  cooperation  between  the  Health 
Department  and  the  State  Society.  The  appro- 
priation, as  finally  passed,  restored  $250,000  of 
the  proposed  cut,  and  the  Health  Department  was 
awarded  a general  fund  for  all  purposes,  includ- 


ing the  maintenance  of  three  sanatoria,  of 
$4,770,000,  and  in  addition,  a fund  of  $250,000 
with  which  to  op>en  a hospital  for  crippled  chil- 
dren. 

A bill  was  passed  which  was  sponsored  by  the 
Department  of  Public  Instruction,  requiring  the 
annual  registration  of  all  those  practicing  any 
form  of  the  healing  art.  While  this  is  perhaps 
a source  of  annoyance  to  the  physician ; never- 
theless, on  the  grounds  that  this  amendment  pro- 
vided for  an  official  list  at  Harrisburg  of  all 
licensed  practitioners,  the  Trustees  of  the  Society 
directed  the  Committee  on  Public  Health  Legis- 
lation to  accede  to  its  provisions. 

The  visitation  of  State  hospitals  for  the  in- 
sane and  feeble-minded  was  abandoned  because 
of  the  belief  that  not  sufficient  benefit  would  be 
realized  in  proportion  to  the  time  and  expense 
involved. 

I have  taken  upon  myself  the  responsibility  of 
appointing  a Committee  on  Burns,  at  the  request 
of  Dr.  Charles  H.  Frazier.  Dr.  Frazier  pointed 
out  to  me  that  there  has  been  a recent  marked 
improvement  in  the  methods  of  treating  burns 
not  generally  known  to  the  profession,  and  this 
committee  might  well  study  the  matter  and  re- 
port at  the  October  meeting  of  the  Society. 

In  conclusion,  it  has  become  apparent,  from 
the  campaign  conducted  this  year,  that  it  is 
possible  to  convince  the  members  of  the  Legis- 
lature that  the  aims  and  standards  of  the  medical 
profession  are  above  and  beyond  commercial 
measure,  and  I feel  satisfied  that  if,  throughout 
the  State,  the  medical  men  will  make  an  effort 
to  talk  with  their  representatives  in  the  House 
and  Senate,  they  will  meet  a receptive  attitude 
when  a really  constructive  bill  is  brought  to  the 
front  at  the  next  legislative  session. 

I wish  to  express  my  appreciation  and  thanks 
for  the  cooperation  offered  me  by  Dr.  George  A. 
Knowles,  Dr.  Frederick  L.  Van  Sickle,  the 
Society’s  employees  at  Harrisburg,  and  also  for 
the  cooperation  of  the  Woman’s  Auxiliary  to 
the  Society. 


WALTER  F.  DONALDSON,  M.D. 

Secretary 

8014  Jenkins  Arcade  Bldg., 
Pittsburgh,  Pa. 


PREPAREDNESS 

Fifteen  per  cent  of  American  men  and  women 
between  the  ages  of  thirty-five  and  sixty  years, 
intelligent  enough  to  be  carriers  of  life  insurance, 
take  advantage  of  free  offers  to  be  physically 
examined  at  certain  intervals.  What  per  cent 
of  our  countrymen  are  willing  to  pay  for  a physi- 
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cal  examination  periodically?  Small  it  is,  no 
doubt,  but  it  will  grow  in  increasing  proportion 
each  successive  year  if  the  family  physicians  of 
America  grasp  their  opportunities. 

Commercial  organizations,  acting  as  middle- 
men between  examining  physicians  and  the  sub- 
scribing public,  have,  through  an  enormous 
amount  of  advertising,  created  much  of  the  ex- 
isting demand  for  periodic  health  examinations. 
Life-insurance  companies,  first,  to  reduce  to  a 
dollar-and-cent  basis  the  death-delaying  benefits 
of  health  examinations,  and  keen  to  grasp  the 
advantages  of  uniformity  and  standardization  in 
examining  technic,  have  been  large  contributors 
to  the  propaganda  and  the  financial  support  of 
the  organizations  which  at  present  retail  to  the 
subscribing  public  the  services  of  thousands  of 
physicians  purchased  at  wholesale  rates. 

The  Judicial  Council  of  the  American  Medical 
Association  in  its  1924  report,  and  again  in  1925, 
states  well,  in  the  following  words,  the  funda- 
mental premise  involved : “The  benefits  of  scien- 
tific medicine  cannot  be  adequately  delivered  to 
the  individual  through  the  medium  of  a third 
party,  and  the  communication  of  results  of  physi- 
cal examinations  and  the  general  advice  with 
which  it  should  be  associated  should  go  directly 
from  the  individual  physician  to  his  patients. 
The  relation  between  the  patient  and  the  physi- 
cian is  an  individual  matter,  and  anything  that 
disturbs  this  relationship  is  detrimental  to  the 
best  interests  of  the  patient.” 

If  our  logic  is  sound,  the  people  of  this  coun- 
try turn  to  commercial  organizations  for  periodic 
physical  examinations  because  of  adroit  adver- 
tising methods,  and  the  life  insurance  companies 
pay  for  having  their  policyholders  examined 
j3eriodically  through  such  commercialized  insti- 
tutions because  the  companies  believe  the  insti- 
tutes ofifer  the  best-trained  examiners,  following 
uniform  methods. 

What  advertising  bureau  in  America  to-day 
could  compete  with  the  advertising  that  might  be 
given  periodic  physical  examinations  if  all  the 
members  of  the  American  Medical  Association 
were  to  extol  the  virtues  of  such  examinations 
constantly  to  their  individual  patients?  What 
profit-making  middleman  organization,  selling 
the  examining  services  of  the  members  of  the 
American  Medical  Association,  could  long  sur- 
vive the  competition  of  experienced  general 
practitioners  of  medicine,  giving,  through  more 
or  less  uniform  methods  of  physical  examina- 
tions, the  best  of  their  training  and  of  their 
ex|)erience  ? 

The  Medical  Society  of  the  State  of  Pennsyl- 
vania has  prepared  and  distributed  during  1924- 
1925  approximately  25,000  examination  blanks. 


designed  by  its  Committee  on  Public  Relations. 
These  blanks  may  be  obtained  through  the  office 
of  the  Secretary  of  the  Society  or  the  Journal 
office  upon  payment  of  sixty-five  cents  per  hun- 
dred. Every  member  of  our  Society  should 
have  in  his  office  a pad  of  these  blanks  for  dis- 
tribution among  his  inquiring  patients,  the  pa- 
tient to  fill  in  the  history  side  of  the  blank,  and 
then  to  call  with  the  blank  upon  the  physician  of 
his  choice  for  examination.  All  authorities  on 
medical  ethics  agree  that  a physician  is  in  duty 
bound  to  call  to  the  attention  of  his  patients  the 
value  of  all  proven  means  of  sickness  prevention 
and  health  extension. 

Leaders  in  the  medical  profession  agree  that 
adequate  examining  service  may  be  rendered  by 
any  physician  with  trained  powers  of  observation 
and  skill  in  applying  his  five  senses,  aided  by 
sphygmomanometer,  stethoscope,  test  tube  and 
Tallquist  chart.  (If  desired,  near-by  labora- 
tories will  make  a microscopic  urinalysis  for  a 
fee  of  two  or  three  dollars).  Periodic  physical 
examinations,  made  by  appointment,  afford  phy- 
sicians an  opportunity  to  study  presumably  well 
individuals,  to  earn  reasonably  remunerative 
fees,  and  to  retain  serviceable  connections  during 
bealtb  or  sickness  with  their  own  neighbors  and 
patients. 

General  practitioners  of  medicine,  in  the  great 
cause  of  health  extension,  be  ye  prepared  and  be 
ye  aggressive,  retaining  above  all  between  your- 
self and  your  clientele,  your  most  useful  eco- 
nomic relation — individuality. 


MEETING  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 
IN  1925 

The  1925  session  of  the  American  Medical 
Association  convened  at  Atlantic  City,  N.  J., 
May  25,  1925.  The  Medical  Society  of  the  State 
of  Pennsylvania,  the  second  largest  constituent 
association  of  the  American  Medical  Association, 
furnished  more  than  twenty-five  per  cent  of  the 
total  registration  at  the  session. 

In  the  House  of  Delegates  our  delegation  was 
complete  and  was  composed  of  seven  regularly 
elected  delegates  and  one  alternate  designate. 
There  were  no  absentees  among  the  Pennsylva- 
nia delegates  at  any  session  of  the  House.  The 
delegation  was,  as  usual,  grouped  together  dur- 
ing the  sessions,  and  considered  all  important 
questions  in  caucus  before  voting  on  the  same. 

Drs.  Campbell,  Hunsberger,  and  Donaldson 
served  on  various  reference  committees  of  the 
House. 

An  amendment  to  the  By-Laws,  providing  for 
an  increase  in  the  membership  of  the  House  of 
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Delegates  from  one  hundred  and  fifty  to  one 
hundred  and  seventy-five,  will  result  in  an  in- 
crease to  ten  in  the  number  of  delegates  from 
our  Society  to  the  1926  House  of  Delegates, 
which  meets  in  Dallas,  Texas. 

The  House,  resolving  into  a committee  of  the 
whole,  considered  at  length  the  report  of  the 
Judicial  Council  in  support  of  its  1924  report, 
condemning  the  practice  of  commercial  organi- 
zations which  retail  the  services,  purchased  at 
wholesale,  of  physicians. 

The  House  of  Delegates,  in  approving  the  re- 
port of  the  committee  of  the  whole,  placed  itself 
on  record  as  believing  that  members  of  the 
American  Medical  Association  should  no  longer 
permit  the  use  of  their  names  as  officers  of,  nor 
sell  their  services  as  examiners  to,  such  commer- 
cial organizations. 

Those  of  our  members  who  were  privileged 
to  hear  the  presidential  address  of  William  D. 
Haggard,  M.D.,  anticipate  with  pleasure  meeting 
with  and  again  hearing  President  Haggard  at 
the  Seventy-Fifth  Annual  Session  of  our  own 
Society,  which  meets  in  Harrisburg,  October 
5-8,  1925. 

On  May  28,  1925,  Edward  B.  Heckel,  M.D., 
Pittsburgh,  was  elected  chairman  of  the  Board 
of  Trustees  of  the  American  Medical  Associa- 
tion. 

President  Haggard  nominated  Walter  F.  Don- 
aldson, M.D.,  Pittsburgh,  a member  of  the 
Council  on  Medical  Education  and  Hospitals, 
the  House  later  confirming  the  nomination. 


VISITING  LADIES 

The  entertainment  planned  for  the  ladies  ac- 
companying.the  members  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  in  attendance  upon 
the  Diamond  Jubilee  Session,  includes  the  fol- 
lowing : 

Tuesday  evening,  an  informal  reception  with 
refreshments  and  entertainment  at  the  Civic 
Club  of  Harrisburg. 

Wednesday  morning,  a motor  trip  about  the 
Capital  City,  up  the  beautiful  Susquehanna 
River  Drive  to  Liverpool,  and  luncheon  at  the 
Harrisburg  Country  Club,  followed  by  a meet- 
ing of  the  Auxiliary  and  cards  during  the  after- 
noon while  at  the  Club. 

Thursday  morning,  a motor  trip  to  the  Gettys- 
burg Battlefields,  with  luncheon  served  en  route. 

An  active  committee  is  at  work  arranging  a 
dinner  for  women  physicians  in  attendance  upon 
the  1925  Session. 


SCIENTIFIC  PROGRAM  FOR  1925 

Completed  programs  for  five  sections  are  in 
the  hands  of  the  Secretary.  They  have  been 
arranged,  as  originally  outlined  by  the  1925 
Committee  on  Scientific  Work,  dividing  each 
session  into  three  fifty-five  minute  periods,  with 
one  to  three  members  or  guests  being  held  re- 
sponsible for  the  complete  occupancy  of  each 
period.  The  subjects  embodied  are  timely, 
widely  varied,  and  assigned  for  presentation,  in 
each  instance,  to  an  essayist  skilled  and  experi- 
enced. 


PAYMENT  OF  PER  CAPITA  ASSESSMENT 

The  following  payment  of  per  capita  assessment  has 
been  received  since  May  16th.  Figures  in  first  column 
indicate  county  society  numbers ; second  column.  State 
Society  numbers : 


May  18 

Lycoming 

111 

7185 

$5.00 

Cambria 

145-147 

7186-7188 

15.00 

19 

Jefferson 

52 

7189 

5.00 

Washington 

136-137 

7190-7191 

10.00 

Erie 

135 

7192 

5.00 

20 

Venango 

45 

7193 

5.00 

Westmoreland 

128-132 

7194-7198 

25.00 

21 

Franklin 

51 

7199 

5.00 

Cumberland 

32 

7200 

5.00 

25 

Somerset 

45-46 

7201-7202 

10.00 

Blair 

90-91 

7203-7204 

10.00 

Northampton 

134 

7205 

5.00 

27 

Chester 

74 

7206 

5.00 

Montgomery 

150-151 

7207-7208 

10.00 

29 

Luzerne 

250-251 

7209-7210 

10.00 

Erie 

138 

7211 

5.00 

June  1 

Dauphin 

152 

7212 

5.00 

2 

Lawrence 

53 

7213 

5.00 

4 

Lawrence 

54 

7214 

5.00 

Wayne 

28 

7215 

5.00 

8 

Dauphin 

153-155 

7216-7218 

15.00 

10 

Lawrence 

51-52,  55-56 

7219-7222 

20.00 

Luzerne 

252 

7223 

5.00 

Schuylkill 

132-135 

7224-7227 

20.00 

12 

Washington 

138 

7228 

5.00 

Delaware 

97-99 

7229-7231 

15.00 

Fayette 

132-133 

7232-7233 

10.00 

Butler 

54 

7234 

5.00 

CHANGES  IN  MEMBERSHIP  OF  COUNTY 
SOCIETIES 

The  following  changes  have  been  reported  to  June  17 : 

Allegheny  : New  Members — Willard  E.  Auster,  305 
Center  Ave.,  Aspinwall ; Clarence  W.  Cummings,  Alle- 
gheny General  Hospital,  Henry  F.  Miksch,  Eye  and 
Ear  Hospital,  Pittsburgh. 

Butler:  New  Member — Lawrence  L-  Stepp,  Box  8, 
Valencia. 

Chester:  New  Member — Samuel  C.  Wilson,  Oxford. 

Clinton  : New  Member — Calvin  S.  Bauman,  Lock 
Haven. 

Dauphin  : New  Members — Paul  C.  Walter,  1317  No. 
Third  St.,  Harrisburg;  Joseph  E.  Bogar,  Millersburg. 

Delaware:  New  Members — Ruth  N.  Miller,  7703 
West  Chester  Pike,  Upper  Darby;  Leedom  R.  Broad- 
belt,  201  Lansdowne  Road,  Llanerch,  Upper  Darby  P.  O. 

Fayette:  Nezv  Members — R.  Abbott  Smith,  Union- 
town  ; Bela  C.  Balas,  Brownsville. 

Franklin:  New  Member — Bruce  E.  Nevin,  Mer- 
cersburg. 

Lawrence:  New  Members — Ralph  G.  Campbell, 

New  Castle;  J.  P.  Prioletti,  New  Castle.  Transfer — 
Frank  W.  Corson,  New  Castle,  from  Armstrong 
County  Society. 
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Lehigp  : Transfer — ^George  S.  Deibert,  Wescoesville, 
from  Bucks  County  Society. 

Luzerne:  New  Member — John  S.  Dorris,  Nanticoke. 

Montour:  Transfer — Walter  A.  Redel,  Peckville, 

to  Lackawanna  County  Society. 

Montgomery  : New  Members — Marjorie  J.  Wagoner, 
Bryn  Mawr  College,  Bryn  Mawr ; Roland  D.  Porter, 
\ork  Road,  Abington. 

Philadelphia:  Neiv  Members — Ruth  E.  Bunting,  SO 
So.  60th  St. ; Daniel  Barskey,  5814  Chestnut  St. ; 
Joseph  M.  Fruchter,  1019  S.  4th  St. ; Harold  G.  Palmer, 
2121  Ritner  St. ; Edward  H.  Dench,  230  S.  50th  St. ; 
Henry  A.  Cleaver,  Chestnut  Hill,  Philadelphia.  Rein- 
stated Member — Arthur  McGinnis,  Logan  and  Green 
Sts.,  Gtn.  Philadelphia. 

Schuylkill:  Nczv  Members — Harry  K.  Hobbs, 

Shenandoah ; Colonel  Hugh  Bloom,  Coaldale  Hospital, 
Coaldale;  Roland  F.  Fleck,  17  W.  Center  St.,  Mahanoy 
City;  Frank  C.  Bender,  Minersville. 

Somerset:  New  Members — Frank  W.  White,  Rock- 
wood  ; Thayer  C.  Lyon,  Central  City. 

Venango:  New  Member — Frank  E.  Coughlin,  Frank- 
lin. 

Washington:  New  Member — William  W.  Wey- 

gandt.  Eighty-four. 


LOCAL  COMMITTEES  FOR  THE  STATE 
SOCIETY  MEETING 

The  following  committees  have  been  appointed 
to  arrange  for  the  Diamond  Jubilee  Meeting  of 
the  Medical  Society  of  the  State  of  Pennsylva- 
nia, to  be  held  at  Harrisburg,  October  5 to  8, 
1925: 

committee  on  arrangements 
C.  R.  Phillips,  Harrisburg,  Chairman 
Dauphin  County— F.  W.  Coover,  J.  B.  Hileman,  G.  L- 
Laverty,  E.  A.  Nicodemus,  F.  F.  D.  Reckord,  Harvey 

F.  Smith,  C.  C.  Stauffer,  Maurice  I.  Stein,  Mrs.  John 
H.  Eager,  Jr.,  Mrs.  Harvey  F.  Smith,  Harrisburg. 
Cumberland  County — C.  R.  Rickenbaugh,  H.  A.  Spang- 
ler, Carlisle.  Lancaster  County — C.  R.  Farmer,  C.  P. 
Stahr,  Lancaster.  Lebanon  County — John  S.  Boger,  W. 
H.  Means,  Lebanon.  York  County — P.  A.  Noll,  B.  W. 
Shirey,  York. 

finance  committee 
Earl  R.  Whipple,  Steelton,  Chairman 
Dauphin  County — J.  L.  Arnold,  Park  A.  Deckard, 
Harrisburg;  Edgar  Hottenstein,  Millersburg.  Cumber- 
land County — N.  W.  Hershner  (Chairman),  Mechanics- 
burg  ; H.  C.  Lawton,  Camp  Hill ; W.  S.  Ruch, 
Carlisle.  Lancaster  County — Frank  G.  Hartman  (Chair- 
man), T.  B.  Appel,  C.  R.  Farmer,  C.  P.  Stahr,  Lan- 
caster. Lebanon  County — Edwin  B.  Marshall,  Leba- 
non. Other  members  to  be  named.  York  County — 
Julius  H.  Comroe,  York.  Other  members  to  be  named. 

entertainment  committee 

G.  L.  Laverty,  Harrisburg,  Chairman 
Clarence  R.  Farmer,  Lancaster;  Harry  B.  Roop,  Co- 
lumbia; W.  H.  Means,  Lebanon;  W.  Frank  Gemmill, 
Louis  S.  Weaver,  York;  Calvin  R.  Rickenbaugh,  Car- 
lisle; R.  R.  Spahr,  Mechanicsburg;  S.  A.  Kirkpatrick, 
New  Cumberland;  H.  W.  George,  Middletown;  G.  F. 
Gracey,  R.  L.  Perkins,  Louis  W.  Wright,  George  R. 
Moffitt,  C.  P.  Fallen,  H.  A.  Stine,  J.  W.  Shaffer,  Har- 
risburg. 

automobile  committee 
E.  A.  Nicodemus,  Harrisburg,  Chairman 
T.  E.  Bowman,  G.  L.  Dailey,  H.  F.  Gross,  C.  S. 
Rebuck,  Harrisburg;  S.  E.  Mowery,  Mechanicsburg; 


W.  H.  Means,  Lebanon;  Edgar  J.  Stein,  Lancaster; 

G.  E.  Spotz,  York. 

HOTEL  committee 

Maurice  I.  Stein,  Harrisburg,  Chairman 

H.  H.  Farnsler,  Harrisburg;  A.  J.  Griest,  Steelton; 
Frank  D.  Kilgore,  H.  E.  Milliken,  Harrisburg;  E.  R. 
Plank,  Carlisle;  Charles  P.  Stahr,  Lancaster;  Seth  A. 
Light,  Lebanon ; S.  H.  Ensminger,  York. 

HISTORICAL  committee 
F.  W.  Coover,  Harrisburg,  Chairman 

J.  W.  Ellenberger,  D.  S.  Funk,  Harrisburg;  W.  J. 
Middleton,  Steelton ; Hiram  McGowan,  Harrisburg. 

reception  committee  . 

J.  B.  Hileman,  Harrisburg,  Chairman 

Charles  H.  May,  York;  S.  G.  Pontius,  Lancaster; 

H.  A.  Spangler,  Carlisle;  J.  DeWitt  Kerr,  Lebanon; 
John  F.  Culp,  J.  E.  Dickinson,  J.  B.  McAlister,  Wm.  E. 
Wright,  Harrisburg. 

GARAGE  committee 

C.  C.  Stauffer,  Harrisburg,  Chairman 

A.  F.  Akers,  A.  H.  Bucher,  Harrisburg;  F.  W. 
Byrod,  Steelton;  Guy  C.  Crist,  C.  P.  Faller,  R.  J. 
Miller,  A.  L-  Page,  M.  H.  Sherman,  Harrisburg. 

GOLF  committee 

Harvey  F.  Smith,  Harrisburg,  Chairman 

S.  I.  Cadwallader,  West  Fairview;  John  F.  Culp, 
R.  E.  Holmes,  Harrisburg;  E.  K.  Lawson,  Penbrook; 
T.  B.  Appel,  Lancaster;  J.  C.  Bucher,  Lebanon;  J.  F. 
Klinedinst,  York. 

committee  on  banquet  for  visiting  women 

PHYSICIANS 

Martha  L.  Bailey,  Dillsburg,  Chairman 

Elizabeth  Bricker,  Lititz;  Mary  Riggs  Noble,  Fran- 
ces E.  Shields,  Harrisburg. 

COMMITTEE  ON  ACADEMICIAN 
J.  F.  Reed,  Harrisburg,  Chairman 

committee  of  entertainment  of  ladies 
Mrs.  Harvey  F.  Smith,  Harrisburg;  Mrs.  John  H. 
Fager,  Jr.,  Harrisburg,  Joint  Chairmen 

Mrs.  Seth  I.  Cadwallader,  West  Fairview ; Mrs. 
Carson  Coover,  Mrs.  Wm.  T.  Douglass,  Harrisburg; 
Mrs.  H.  W.  George,  Middletown;  Mrs.  J.  B.  Hileman, 
Harrisburg;  Mrs.  D.  E.  Hottenstein,  Millersburg; 
Mrs.  G.  B.  Kunkel,  Harrisburg;  Mrs.  E.  K.  Lawson, 
Penbrook;  Mrs.  J.  B.  McAlister,  Harrisburg;  Mrs. 
W.  H.  Means,  Lebanon;  Mrs.  W.  J.  Middleton,  Steel- 
ton; Mrs.  R.  J.  Miller,  Mrs.  G.  R.  Moffitt,  Harrisburg; 
Mrs.  M.  L.  Nissley,  Hummelstown;  Mrs.  John  J.  Oen- 
slager,  Mrs.  R.  L.  Perkins,  Mrs.  C.  R.  Phillips,  Mrs. 
C.  S.  Rebuck,  Harrisburg;  Mrs.  H.  A.  Shaffer,  Wil- 
liamstown ; Mrs.  N.  B.  Shepler,  Mrs.  G.  B.  Stull,  Mrs. 
F.  L.  Van  Sickle,  Mrs.  L.  W.  Wright,  Mrs.  W.  E. 
Wright,  Harrisburg;  Mrs.  J.  L.  Zimmerman,  Hershey. 

committee  on  scientific  EXHIBITS 
C.  R.  Phillips,  Harrisburg,  Chairman 

John  A.  Kolmer,  John  I.  Fanz,  S.  Calvin  Smith, 
Catharine  Macfarlane,  Philadelphia ; Ernest  W.  Wil- 
letts, Pittsburgh ; George  R.  Moffitt,  A.  Z.  Ritzman, 
Harrisburg. 
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HOTEL  ACCOMMODATIONS  FOR  THE 
HARRISBURG  MEETING 

About  twice  the  number  of  hotel  reservations 
stated  in  a former  issue  of  the  Journal  have 
now  been  secured  by  the  Hotel  Committee  for  the 
accommodation  of  members  attending  the  State 
Society  meeting  in  Harrisburg,  October  5 to  8, 
1925.  In  addition  to  this,  accommodations  for 
1,500  people  have  been  definitely  secured  in  de- 
sirable private  homes. 

The  work  of  making  provision  for  visiting 
members  and  their  families  will  be  very  much 
facilitated  if  those  members  who  expect  to  at- 
tend the  meeting  will  communicate  as  early  as 
jxjssible  with  the  chairman  of  the  Hotel  Com- 
mittee. The  earlier  the  request  is  made,  the 
more  easily  they  can  be  cared  for  and  the  better 
the  accommodations  that  can  be  assigned. 

Applications  should  be  made  to  Dr.  Maurice 
I.  Stein,  813  N.  Second  St.,  Harrisburg,  Pa. 


THE  WOMAN’S  AUXILIARY 
OF  THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  PENNSYLVANIA 


AUXILIARY  NEWS 

Pennsylvania  led  the  roll  of  states  in  registra- 
tion of  women  at  the  Atlantic  City  meeting  of 
the  American  Medical  Association.  More  than 
one  hundred  registered  as  members  at  large  of 
the  Woman’s  Auxiliary — a number  greatly  ex- 
ceeding the  registration  from  any  other  state. 

A general  meeting  of  the  members  of  the 
Auxiliary  was  held  Thursday  morning.  May 
26th,  at  which  reports  were  read  by  delegates 
from  the  many  states  represented.  The  follow- 
ing officers  were  elected  for  the  ensuing  year: 
President,  Mrs.  Seale  Harris,  Birmingham,  Ala. ; 
President-Elect,  Mrs.  F.  P.  Gengenbach,  Den- 
ver, Colo. ; Vice-Presidents,  Mrs.  John  O.  Mc- 
Reynolds,  Dallas,  Tex. ; Mrs.  William  E.  Parke, 
Philadelphia,  Pa. ; Mrs.  C.  E.  Abell,  Grays 
Knob,  Ky. ; Recording  Secretary,  Mrs.  Johnson, 
Mississippi ; Corresponding  Secretary,  Mrs.  A. 
M.  Bunce,  Atlanta,  Ga. ; Chairman  of  Finance, 
Mrs.  J.  E.  Legg,  Cumberland,  Md. ; Chairman 
of  Legislation,  Mrs.  J.  A.  McCaw,  Denver, 
Colo. ; Chairman  of  Education,  Mrs.  G.  H. 
Hoxie,  Kansas  City,  Mo. ; Chairman  of  Organi- 
zation, Mrs.  W.  Wayne  Babcock,  Philadelphia, 
Pa.;  Parliamentarian,  Mrs.  Anderson,  Pennsyl- 
vania. 

The  annual  dinner  of  the  Auxiliary  was  held 
at  the  Hotel  Traymore  on  Wednesday  evening. 


May  27th,  with  Mrs.  J.  I.  Johmston,  president  of 
the  Woman’s  Auxiliary  of  the  Allegheny  County 
Medical  Society,  Pittsburgh,  Pa.,  acting  as  toast- 
mistress.  Dr.  Arthur  T.  McCormack,  of  Louis- 
ville, Ky.,  was  the  principal  speaker.  A message 
was  sent  to  Mrs.  W.  Wayne  Babcock,  of  Phila- 
delphia, whose  efforts  were  largely  responsible 
for  Pennsylvania’s  organization,  and  who  was 
unable  to  be  present. 

The  size  of  the  meeting  and  the  enthusiasm 
of  the  members  present  promise  well  for  the 
meeting  of  the  State  Society  in  Harrisburg,  Oc- 
tober 5-8,  1925. 

Mrs.  William  E.  Parke,  president  of  the 
Woman’s  Auxiliary  of  the  Medical  Society  of 
the  State  of  Pennsylvania,  called  a meeting  of 
the  Pennsylvania  women  Wednesday  evening. 
Reports  were  heard  from  the  county  organiza- 
tions, and  plans  for  future  work  discussed.  Mrs. 
L.  Webster  Fox,  president  of  the  Philadelphia 
County  Auxiliary,  and  Mrs.  J.  I.  Johnston,  presi- 
dent of  the  Allegheny  County  Auxiliary,  gave 
the  history  of  their  respective  organizations,  and 
made  helpful  suggestions  to  other  chairmen. 

Mrs.  Parke,  president  of  the  State  Auxiliary, 
visited  Harrisburg,  on  June  4th,  to  meet  with 
Dr.  C.  R.  Phillips,  Chairman  of  the  Committee 
on  Arrangements  of  the  State  Society;  Dr. 
Frances  E.  Shields,  under  whose  chairmanship 
the  details  of  the  entertainment  for  the  visiting 
women  have  been  inaugurated ; Mrs.  John  H. 
Eager,  Jr.,  president  of  the  local  Wimodausis 
Club,  and  Mrs.  Harvey  F.  Smith,  president  of 
tlie  Dauphin  County  Auxiliary.  In  the  absence 
of  Dr.  Shields,  Mrs.  Eager  and  Mrs.  Smith  will 
act  as  joint  chairmen  of  the  Women’s  Entertain- 
ment Committee. 

An  attractive  program  has  been  planned  which 
will  occupy  all  the  time  from  Tuesday  morning 
of  the  session  until  Thursday  evening.  It  in- 
cludes a luncheon  at  the  Harrisburg  Country 
Club,  and  visits  to  the  State  Capitol  and  to  the 
Battlefield  at  Gettysburg. 

County  medical  societies  are  urged  to  organize 
their  auxiliaries  during  the  summer.  A gratify- 
ing number  have  already  followed  the  lead  of  the 
State  Society  at  the  Reading  meeting,  as  was 
shown  by  the  reports  in  Atlantic  City. 

Mrs.  Parke’s  ambition  is  to  have  delegates 
from  each  county  attend  the  auxiliary  meeting 
in  Harrisburg  on  October  7th.  If  each  doctor’s 
wife  who  reads  this  notice  sees  to  it  that  her 
county  is  organized,  Mrs.  Parke’s  desire  will  be 
accomplished.  Information  as  to  details  of  or- 
ganization may  be  secured  by  addressing  Mrs. 
Wm.  E.  Parke,  1739  N.  Seventeenth  St.,  Phila- 
delphia, Pa. 


County  Medical  Societies 


REPORTERS  OF  COUNTY  SOCIETIES 


Adams — James  P.  Dalbey,  M.D.,  Gettysburg. 
Au,echeny — Lester  Hollander,  M.D.,  Pittsburgh. 
Armstrong — Jay  B.  F.  Wyant,  M.D.,  Kittanning. 
Beaver — Francis  H.  McCaskey,  M.D.,  Rochester. 
Bedford — N.  A.  Timmons,  M.D.,  Bedford. 

Berks — Clara  Shetter-Keiser,  M..D.,  Reading. 

Blair — James  S.  Taylor,  M.D.,  Altoona. 

Bradford — Stanley  D.  Conklin,  M.D.,  Sayre. 

Bucks — ^Anthony  F.  Myers,  M..D.,  Blooming  Glen. 
Butler — L.  Leo  Doane,  M.D.,  Butler. 

Camdria — Horace  B.  Ander.son,  M.D.,  Johnstown. 
Carbon — Jacob  A.  Trexler,  M.D.,  Lehighton. 

Center — James  L.  Seibert,  M.D^  Bellefonte. 

Chester — J.  A.  Perkins,  M.D.,  Coatesville. 

Clarion — Hilton  A.  Wick,  M.D.,  New  Bethlehem. 
Clearfield — George  D.  Fussell,  M.D.,  Clearfield. 
Clinton— R.  B.  Watson,  M.D.,  Lock  Haven. 
Columbia — ,C.  B.  Yost,  M.D.,  Bloomsburg. 

Crawford — John  W.  Hazen,  M.D.,  Meadville. 
Cumberland — Calvin  R.  Rickenbaugh^  M.D.,  Carlisle. 
Dauphin — W.  Minster  Kunkel,  M.D.,  Harrisburg. 
Delaware — George  L.  Armitage,  M.D.,  Chester. 

Elk — Perry  O.  Hall,  M.D.,  Ridgway. 

Erie — Anna  M.  Schrade,  M.D.,  Erie. 

Fayette — Robert  J.  Billings,  M.D.,  Uniontown. 
Franklin — Samuel  D.  Shull,  M.D.,  Chambersburg. 
Greene — Robert  W.  Norris,  M.D.,  Waynesburg. 
Huntingdon — 'John  M.  Beck,  M.D.,  Alexandria. 
Indiana — Charles  E.  Rink,  M.D.,  Indiana. 

Jefferson — W.  A.  Hill,  M.D.,  Reynoldsville. 

Juniata — Brady  F.  Long,  Mi.D.,  Mifflin. 

Lackawanna — G.  A.  Clark,  M.D.,  Scranton. 


Lancaster — J.  J.  Sullivan,  M.D.,  Lancaster. 

Lawrence — William  A.  Womer,  M.D.,  New  Castle. 
Lebanon — W.  Horace  Means,  M.D.,  Lebanon. 

Lehigh — Maurice  Kemp,  M.D.,  Allentown. 

Luzerne — William  J.  Davis,  M.D.,  Wilkes-Barre. 
Lycoming— Wesley  F.  Kunkle,  M.D.,  Williamsport. 
McKean — Francis  DeCaria,  M.D.,  Bradford. 

Mercer — M.  Eklith  MacBride,  M.D.,  Sharon. 

Mifflin — F.  A.  Rupp,  M.D.,  Lewistown. 

Monroe — Walter  L.  Angle,  M.D.,  Stroudsburg. 
Montgomery — John  C.  Simpson,  M.D.,  Norristown. 
Montour — John  H.  Sandel,  M.D.,  Danville. 

Northampton — Authur  B.  Hamilton,  M.D.,  Bethlehem, 
Northumberland — Charles  H.  Swenk,  M.D.,  Sunbury. 
Perry — A,  R.  Johnson,  Mi  D.,  New  Bloomfield. 
Philadelphia — Franklin  M.  Crispin,  Philadelphia. 

PoT'rER — Ross  H.  Jones,  M.D.,  Coudersport. 

Schuylkill — ^Arthur  B.  Fleming,  M.D.,  Tamaqfia. 

Snyder — John  O.  Wagner,  M.D.,  Beaver  Springs. 
Somerset — H.  Qay  McKinley,  M.D.,  Meyersdale. 
Sullivan — P.  G.  Biddle,  M.D.,  Dusnore. 

Susquehanna — Dever  J,  Peck,  M.D.,  Susquehanna, 

Tioga — John  H.  Doane,  M.D.,  Mansfield. 

Union — Oliver  W.  H.  Glover,  M.D.,  Laurelton. 

Venango — John  F.  Davis,  M.D.,  Oil  City. 

Warren — M.  V.  Ball,  M.D.,  Warren. 

Washington — Charles  C.  Cracraft,  M.D.,  Claysville. 
Wayne — Hugh  Stevenson,  III,  M.D.,  Waymart. 
Westmoreland — -Ellsmer  L.  PippR,  M.D.,  Export. 
Wyoming — ^Herbert  L.  McKown,  M.D.,  Tunkhannock. 
York — W.  Newton  Long,  M.D.,  York. 
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COUNTY  SOCIETY  REPORTS 


BERKS— APRIL-MAY-JUNE 

At  its  April  meeting,  the  Berks  County  Medical  So- 
ciety was  favored  with  an  address  by  Dr.  A.  C.  Morgan, 
of  Philadelphia. 

Dr.  W.  G.  Turnbull,  Deputy  Secretary  of  Health  for 
Pennsylvania,  showed  a four-reel  film,  at  the  May 
meeting,  and  spoke  on  tuberculosis. 

At  the  June  meeting,  Dr.  William  T.  Sharpless,  of 
West  Chester,  Councilor  of  the  Third  District,  ad- 
dressed the  Society  on  the  administrative  functions  of 
the  State  Society,  mentioning  particularly  the  defense 
of  malpractice  suits  against  physicians,  the  assistance 
offered  needy  physicians  or  their  families  by  the  Medical 
Benevolence  Fund,  and  the  so-called  “One-Board  Bill.” 

The  regular  business  session  followed,  at  which  Drs. 
F.  P.  Lytle  and  G.  W.  Kehl  were  chosen  as  delegates 
to  the  Harrisburg  session  of  the  State  Society,  in  Oc- 
tober. Drs.  I.  H.  Hartman,  L-  W.  Frederick,  H.  H. 
Wanner,  and  J.  S.  Borneman  were  elected  as  alternates. 

Plans  were  completed  for  the  annual  outing  of  the 
Society  at  the  Reading  Country  Club  on  July  14th. 

Clara  Shetter-I^iser,  M.D.,  Reporter. 


DAUPHIN— JUNE 

Dr.  John  H.  Stokes,  Professor  of  Dermatology  at 
the  University  of  Pennsylvania,  addressed  the  Dauphin 
County  Medical  Society  on  June  2d,  on  “Some  Common 
Skin  Diseases.” 

Dr.  Stokes,  with  lantern  slides  and  brief  remarks  on 
diagnosis  and  treatment,  covered  most  of  the  usual  skin 
affections  seen  by  the  general  practitioner.  The  whole 
subject  was  presented  from  the  modern  viewpoint  that 
skin  lesions  are  but  an  external  evidence  of  more  gen- 
eral systemic  conditions.  The  importance,  therefore, 
of  bacteriological,  microscopic,  and  general  physical  ex- 
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aminations  was  duly  emphasized.  The  eczematous 
umbrage  was  effectively  clarified,  and  the  very  definite 
rules  for  treatment  in  the  acute  and  chronic  conditions 
were  eagerly  appropriated  by  the  large  and  attentive 
audience.  Special  stress  was  laid  on  the  frequency  of 
trichophytic  lesions  and  the  importance  of  examining 
the  scales  in  all  doubtful  conditions. 

The  spirited  discussion  which  followed  was  evidence 
of  real  interest,  and  being  chiefly  a matter  of  queries 
put  to  the  speaker,  was  a truer  indication  of  apprecia- 
tion than  the  stilted  encomiums  usually  extended.  This 
deserves  adoption  as  a future  custom. 

W.  M.  Kunkel,  M.D.,  Reporter. 


LUZERNE— JUNE 

A regular  meeting  of  the  Luzerne  County  Medical 
Society  was  held  in  the  medical  building  on  June  3d,  at 
8 . 40  p.  m..  President  Wolf  presiding.  There  were  39 
members  present. 

The  following  delegates  were  elected  to  the  State  So- 
ciety House  of  Delegates : Dr.  O.  C.  Reiche,  of  Hazle- 
ton ; Dr.  Charles  Long  and  Dr.  S.  P.  Mengel,  of 
Wilkes-Barre.  Dr.  J.  E.  Scheifly,  of  Kingston,  was 
elected  district  censor. 

The  board  of  directors  of  the  Society  reported  a pro- 
posal to  furnish  the  auditorium  with  new  chairs  and 
carpet.  This  was  approved  by  the  Society,  and  the 
work  will  be  done  during  the  summer  recess. 

Dr.  X.  K.  Collmann  read  a very  interesting  paper  on 
“Pregnancy  in  Tuberculous  Subjects,”  in  which  the 
Doctor  aimed  to  prove  that  the  tuberculous  pregnant 
woman  takes  a chance  with  her  life.  He  described 
many  cases  that  died  soon  after  confinement.  In  spite 
of  the  warning  not  to  become  pregnant,  many  women 
will  take  the  risk  for  the  sake  of  bearing  a child.  The 
problem  to  be  solved,  then,  is  what  to  do  to  carry  these 
cases  safely  over  confinement.  As  for  the  child,  it 
may  be  healthy  and  show  no  evidence  of  tuberculosis. 
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or  it  may  die  in  early  infancy  or  later  in  young  adult 
life. 

The  discussors  of  this  subject  seemed  to  agree  that 
the  tuberculous  woman  should  not  become  pregnant, 
and  that  when  gestation  does  occur,  after  due  consid- 
eration and  proper  consultation,  it  would  be  wise  to 
terminate  the  pregnancy.  It  was  also  agreed  that  the 
question  of  rendering  the  woman  sterile  is  an  impor- 
tant consideration. 

Dr.  Francis  B.  Eveland  read  a most  exhaustive  and 
valuable  paper  on  “Adult  Scurvy,”  presenting  a case  be- 
fore the  Society  for  inspection.  This  patient,  a man 
about  40  years  old,  lived  by  himself,  and  his  diet  was 
composed  of  bread  and  coffee  for  many  months.  The 
important  point  brought  out  in  the  paper  regarding 
prophylactic  and  curative  treatment  was  that  we  should 
see  that  our  patients  have  a diet  which  includes  plenty 
of  fresh  vegetables — many  of  these  to  be  eaten  raw. 

On  June  17th,  the  annual  meeting  was  held  at  Glen 
Summit  Springs.  The  scientific  program  was  held  at 
3 p.  m.,  and  the  dinner  at  5 : 30.  The  speakers  at  the 
scientific  meeting  were  Drs.  George  M.  Dorrance  and 
Edward  A.  Schumann,  of  Philadelphia. 

Dr.  Schumann  presented  a paper  on  “Puerperal 
Sepsis.”  He  emphasized  the  fact  that  the  patient  may 
have  within  herself  some  condition  that  causes  her  to 
become  septic.  On  the  other  hand,  outside  interference 
by  midwife  or  doctor  may  be  the  cause.  He  stated  that 
before  the  days  of  anesthesia  there  was  less  sepsis  be- 
cause there  was  less  interference.  Sepsis  may  begin  as 
a local  endometritis,  or  as  a general  sapremia  or  bac- 
teremia. Some  women  have  more  resistance  than  oth- 
ers. Abrasions  and  lacerations  may  be  the  avenue  of 
infection.  The  sepsis  may  show  itself  as  a pelvic  cellu- 
litis, salpingitis,  or  thrombophlebitis.  The  general 
mortality  in  puerperal  sepsis  is  about  30% ; that  of  the 
septicemic  type,  60% ; and  of  the  sapremic  type,  3%. 
The  symptoms  usually  begin  with  a chill,  followed  by 
a rise  of  temperature,  with  an  odor  of  ordure  to  the 
lochia. 

In  regard  to  the  prophylaxis.  Dr.  Schumann  stated 
that  the  uterus  can  be  invaded  in  an  operative  way  with 
safety,  provided  an  aseptic  technic  is  employed.  This 
is  proved  by  the  many  major  operations  done  in  hos- 
pitals under  aseptic  precautions.  The  many  podalic 
versions  done  by  Dr.  Potter  and  other  obstetric  sur- 
geons prove  this.  As  for  the  curative  treatment  when 
sepsis  exists,  the  Doctor  stated  that  instrumental  inter- 
ference is  not  good,  for  the  protecting  barrier  which 
nature  is  trying  to  build  is  likely  to  be  broken  down. 
The  uterus  should  be  kept  contracted  by  the  use  of 
pituitrin,  and  an  ice  bag  placed  over  the  pelvis.  Drain- 
age can  be  induced  by  raising  the  head  of  the  bed, 
turning  the  patient  on  her  side,  or  placing  her  in  what- 
ever position  will  best  meet  the  requirements.  The 
uterus  may  be  gently  irrigated  with  Dakin’s  solution, 
and  if  needed,  transfusion  may  be  done.  Surgical  inter- 
ference should  be  attempted  only  when  definitely  indi- 
cated. The  hope  that  a germicide  similar  to  mercuro- 
chrome  may  be  developed,  that  can  be  used  in  the  blood 
stream,  is  somewhat  encouraging. 

Dr.  Dorrance  then  read  a paper  on  “Sun-cured  Dis- 
ease.” This  was  very  interesting,  as  showing  the  cura- 
tive effects  of  one  of  nature’s  bountiful  gifts.  Dr. 
Dorrance  stated  that  he  is  absolutely  “sold”  on  this 
method  of  treatment,  after  seeing  the  work  done  by 
Rollier  in  his  clinic.  It  is  not  to  be  expected  that  good 
results  will  follow  haphazard  application,  but  it  must 
be  done  in  a methodic  and  scientific  way.  It  is  an 
established  fact  that  sunlight  will  destroy  bacteria.  It 


has  been  proved  that  children  will  grow  strong  and 
muscular  by  exposure  to  the  sun,  without  the  aid  of 
massage  or  exercise,  while  they  are  at  rest  in  bed  for 
as  long  as  a year  or  more.  How  deeply  the  rays  pene- 
trate is  not  known ; but  results  show  that  they  do  have 
some  action  on  the  blood-forming  organs,  as  shown  in 
the  improvement  in  cases  of  chlorosis  and  other  forms 
of  anemia. 

It  is  in  cases  of  bone  disease  that  the  sun  treatment 
shines ; especially  in  tuberculosis  are  the  results  cer- 
tainly astonishing.  In  the  sun  treatment  of  ununited 
fractures  and  compound  fractures,  the  author  has  seen 
wonderful  results.  The  same  may  be  said  of  osteomye- 
litis cases.  In  infections  of  wounds,  in  boils,  carbuncles, 
etc.,  the  sun  will  help  to  render  the  part  sterile  and 
further  quicken  the  cure.  If  bone  and  joint  tuberculosis 
are  treated  with  sunlight,  the  patients  will  be  able  to 
get  about  sooner,  and  with  better-functioning  joints. 
If  the  trouble  is  in  the  knee  or  the  hip  joint,  the  child 
should  be  put  to  bed  and  extension  placed  on  the  leg. 
If  the  spine  is  affected,  the  child  should  be  placed  on  a 
Bradford  frame  and  given  sun  treatment.  In  abdominal 
tuberculosis,  the  sun  treatment  will  help  more  than  in 
any  other  part  of  the  body. 

The  method  of  treatment  is  to  begin  by  exposing  the 
feet  for  15  minutes  the  first  day;  on  the  next  day  ex- 
posing the  legs  to  the  knee  for  IS  minutes,  and  gradu- 
ally inceasing  the  length  of  time  until  the  whole  body 
can  be  exposed,  in  about  2 to  3 weeks,  for  from  4 to  6 
hours  daily.  The  best  time  for  treatment  during  the 
summer  is  in  the  morning.  The  head  and  chest  should 
be  protected,  and  the  patient  should  be  in  bed.  This 
treatment  can  be  carried  out  in  the  home  or  in  the  yard. 

W.  J.  Davis,  M.D.,  Reporter. 


NORTHAMPTON— MAY 

The  May  meeting  of  the  Northampton  County  Medi- 
cal Society  was  held  on  the  15th,  at  the  Karldon  Hotel, 
Easton,  Pa.  We  were  honored  by  an  official  visit  from 
Dr.  J.  Norman  Henry,  the  president  of  the  State  So- 
ciety. 

After  some  remarks  on  various  phases  of  recent  med- 
ical legislation  in  the  State,  Dr.  Henry  read  a very  in- 
teresting paper  on  the  “Progress  of  Internal  Medicine.” 

The  increasing  attendance  shows  that  the  attendance 
committee  is  getting  some  results. 

Arthur  B.  Hamilton,  M.D.,  Reporter. 


PHILADELPHIA 
May  13,  1925 

The  president.  Dr.  A.  C.  Morgan,  in  the  chair. 

Dr.  Joseph  C.  Doane:  Review  of  One  Hundred  Cases 
of  Erysipelas,  with  Special  Emphasis  on  Treatment. — 
The  aim  of  this  paper  is  to  point  to  possible  foci  of  in- 
fection in  facial  erysipelas,  to  correlate  the  symptoms, 
and  to  consider  therapeutic  measures. 

In  1853  the  streptococcus  was  first  connoted  with 
erysipelas,  and  just  as  a certain  streptococcus  has  been 
found  causative  in  scarlet  fever,  so  we  may  find  such 
an  one  here.  The  organisms  are  found  in  the  lym- 
phatics, the  toxins  in  the  blood ; hence  the  location  and 
distribution  of  facial  erysipelas  are  readily  explainable. 
Organisms  from  the  nasopharynx,  by  spreading  back- 
ward through  the  very  numerous  lymphatics,  may  easily 
cause  the  so-called  “idiopathic”  erysipelas  of  the  face — 
where  there  is  no  demonstrable  lesion.  They  may  spread 
upward  towards  the  intra-orbital  region,  or,  invading 
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the  facial  channels,  by  retrograde  action  involve  the 
chin.  The  forehead  and  scalp  are  commonly  affected. 
The  spread,  extension  and  self-limitation  of  this  dis- 
ease are  explained,  then,  by  the  lymphatic  supply,  and 
also  to  some  extent  by  the  natural  creasing  of  the  skin. 

The  average  age  in  the  series  of  one  hundred  cases 
was  45.6  years.  Four  cases  were  under  two,  nine  over 
sixty.  Seventy  per  cent  were  Americans.  The  largest 
number  occurred  in  the  first  five  months  of  the  year, 
and  thirteen  cases  had  had  previous  attacks.  Of  prodro- 
mal symptoms,  eighteen  had  a chill,  eight  vomiting, 
eight  began  with  rhinitis  and  sore  throat,  twenty-four 
experienced  pain  over  the  area  involved,  and  eight  gave 
a history  of  injury.  In  ninety-three  cases  the  distribu- 
tion was  facial,  with  eyelids  involved  in  eighty-nine,  and 
chin  free  in  seventy-one.  In  others  it  occurred  on  the 
scalp,  neck,  breast,  or  foot.  Twelve  cases  showed  blebs. 
Temperatures  ranged  from  normal  to  107°,  with  fever 
continuous  in  fifty-three,  remittent  in  thirty,  and  sub- 
normal in  thirteen.  Desquamation  usually  began  the 
ninth  day,  and  was  complete  by  the  fifth  day  thereafter. 
Delirium  occurred  in  ten  cases,  delirium  tremens  in 
three.  One  developed  a paranoid  psychosis,  and  one  a 
toxic  infection.  The  average  duration  was  thirteen  and 
a half  days.  Hyalin  casts  occurred  in  thirty-one  cases, 
and  white  blood  cells  ranged  from  5,400  to  26,600,  with 
an  increase  in  polys,  of  from  5-15%.  Complications 
were  varied — diphtheria,  dachryocystitis,  otitis  media, 
delirium,  psychosis,  cardiac  dilatation,  or  suppurating 
lymphadenitis.  There  were  fifteen  deaths,  at  an  average 
age  of  59.8  years,  causes  of  death  being  cardiac  dilata- 
tion, postpartum  infection,  chronic  alcoholism,  car- 
cinoma of  the  rectum,  nervous  or  surgical  conditions, 
and  chronic  nephritis. 

The  treatment  proposed  has  varied  from  St.  Anthony’s 
bones  to  red  flannel  shirts.  The  disease  is  self-limiting, 
but  cold  magnesium  sulphate  with  a little  glycerine  on  a 
mask  is  very  comforting.  The  treatment  must  be 
symptomatic  and  eliminative.  Tincture  of  ferric  chlorid 
and  ichthyol  are  not  to  be  used  in  cases  of  great  toxicity, 
but  compression  by  collodion,  phenol  line,  tourniquet  or 
wrinkling  may  help.  The  use  of  scarification  and  iodin 
is  uncertain.  Antistreptococcic  serum  is  of  very  doubt- 
ful value,  cases  so  treated  being  discharged  about  the 
seventeenth  day.  There  is  a great  need  for  research  to 
find  a specific  causative  strain. 

Dr.  Jay  F.  Schamberg,  in  discussion,  said  that  erysipe- 
las is  a disease  presenting  numerous  interesting  prob- 
lems of  etiology  and  treatment.  Most  acute  diseases 
depend  for  their  virulence  upon  the  character  of  the 
infecting  strain,  while  chronic  diseases  such  as  tubercu- 
losis, syphilis,  etc.,  depend  for  their  virulence  upon  the 
degree  of  the  individual’s  resistance.  Erysipelas  is  an 
exception  to  the  rule  of  acute  diseases,  for  while  self- 
limiting  in  some,  in  others  it  may  be  long  continued, 
with  relapses,  the  chronicity  and  outcome  depending 
upon  the  patient’s  resistance.  It  is  questionable  whether 
or  not  erysipelas  is  due  to  a specific  strain,  for  patients 
often  develop  this  disease  from  their  own  streptococci 
from  the  oral  cavity  or  nose.  It  has  recently  been 
found,  also,  that  a large  percentage  of  persons  carry 
streptococci  on  their  normal  skin. 

No  method  of  treatment  has  any  definite  effect  upon 
erysipelas.  Alany  old  remedies  are  useless,  since  sur- 
face applications  cannot  stop  migration  in  subcutaneous 
tissues,  except  perhaps  those  which,  in  the  ambulatory 
type  of  the  disease,  cause  compression.  Inunctions  of  a 
mercurial  ointment  rubbed  well  in  beyond  the  border 
may  be  beneficial.  In  exceptional  cases,  antistreptococ- 
cic serum  gives  results.  There  is  as  yet  no  remedy  for 


the  systemic  infection,  hence  there  is  a fertile  field  for 
investigation,  either  along  the  lines  of  specific  therapy 
or  the  individual  resistance. 

Dr.  Abbott  thinks  this  a most  puzzling  disease,  since 
rarely  is  the  same  strain  found  in  two  cases,  and  the 
same  organism,  injected  into  one  animal,  will  cause 
erysipelas,  in  another,  multiple  abscesses.  Natural  re- 
covery confers  no  immunity,  but  rather  is  the  individual 
more  susceptible,  a point  which  increases  his  skepticism 
on  specific  therapy. 

Dr.  Huntoon  said  that  Rivers  had  produced  erysipelas 
by  the  intracutaneous  injection  of  streptococci,  and  that 
90%  of  the  streptococci  isolated  from  erysipelas  lesions 
fall  into  one  serological  class  and  produce  a toxin.  Rab- 
bits become  immune  by  repeated  intracutaneous  injec- 
tion, and  serum  from  them  prevents  the  spread  of  ery- 
sipelas. It  does  not  interact  with  the  scarlet-fever 
toxin  to  cause  neutrality.  The  present  need  is  to  find  a 
combined  antibody  and  bacterial  serum.  The  serum  we 
now  have  is  only  antibactericidal  and  hence  does  not 
work  in  cases  of  toxemia. 

Dr.  James  Anders  said,  regarding  the  degree  of  viru- 
lence of  cases  of  erysipelas,  that  the  severity  and  dura- 
tion depend  largely  on  the  general  condition  of  the 
patient  rather  than  upon  the  virulence  of  the  organism. 
Observation  teaches  that  in  nearly  all  cases  the  general 
condition  is  below  par,  and  mortality  occurs  in  those 
with  previous  chronic  lesions  such  as  chronic  inter- 
stitial nephritis,  chronic  heart  lesion,  and  arteriosclerosis. 
An  effective  treatment,  therefore,  is  often  tincture  of 
ferric  chlorid  with  quinin  sulphate,  since  this  raises  the 
resisting  powers  of  the  system. 

Dr.  Doane  said  that  palliative  treatment  only  is 
needed  in  the  facial  variety.  Individual  cases  do  well 
on  serum  therapy,  but  he  is  inclined  to  think  this  due 
to  a nonspecific  protein  reaction  from  the  horse  serum. 

Dr.  John  G.  Clark  and  Dr.  Frank  B.  Block:  Recent 
Experiences  in  the  Treatment  of  Uterine  Fibromata. — 
This  paper  endeavored  to  express  the  present  opinion  of 
the  University  of  Pennsylvania  Gynecological  Staff  on 
the  treatment  of  uterine  fibroids.  In  the  old  teaching, 
three  plans  were  advised — operation,  irradiation,  or 
mere  observation,  which  last  was  considered  best  in  most 
cases.  The  discovery  of  a tumor  does  not  necessitate 
operation.  In  1891  Goodell  was  teaching  that  fibroids 
should  be  treated  by  hypodermics  of  ergot,  incision  of 
the  tumor  capsule  through  the  cervix,  and  evulsion,  or 
complete  hysterectomy.  At  that  time  the  best  record 
was  a mortality  of  three  in  thirty-eight  cases  of  hys- 
terectomy. Radium  was  an  epoch-making  discovery,  but 
its  early  use  was  much  hindered  by  its  cost  and  by 
exaggerated  press  reports.  At  present  the  question  is : 
how  can  radium  improve  on  hysterectomy,  when  mor- 
tality from  the  latter  has  become  less  than  2%. 

Radium  is  contraindicated  when  the  tumor  is  larger 
than  a four-months’  pregnancy,  when  it  is  accompanied 
by  disease  of  the  adnexa  or  when  there  are  pressure 
symptoms,  when  there  is  cachexia  out  of  proportion  to 
the  loss  of  blood,  when  it  is  a large  submucous  tumor, 
when  there  is  rapid  growth,  or  when  the  patient  is 
under  thirty-five  years.  Radium  should  always  be  ad- 
ministered by  a gynecologist,  who  can  proceed  to  a 
hysterectomy  if  necessary,  and  preliminary  curettage, 
with  examination  of  scrapings,  is  always  to  be  done. 
Radium  is  the  best  treatment  for  those  over  forty. 

Of  275  such  cases,  Watkins  had  only  six  who  needed 
repetition  of  radium  treatment,  and  only  two  who  showed 
cystic  degeneration  of  the  ovary.  Burnham  reports  on 
thirty  cases  of  large  tumors  (4-7  months’  pregnancy). 
After  five  years,  fifteen  had  returned  to  normal-sized 
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uteri,  four  to  uteri  the  size  of  a six-weeks’  pregnancy, 
eleven  resulted  in  complete  amenorrhea  and  two  grew 
again.  Pregnancy  is  possible  after  careful  irradiation, 
nor  has  there  been  any  case  of  a deformed  child  re- 
ported. 

Fibromata  present  a large  field  for  surgery — either 
myomectomy  or  hysteromyomectomy.  Vaginal  hyster- 
ectomy is  unsuitable  unless  the  tumor  is  small  and  there 
is  an  associated  prolapse.  Subtotal  hysterectomy  is  best. 
In  195  total  hysterectomies  there  were  three  deaths;  in 
284  subtotal,  five  deaths.  The  x-ray  is  to  be  used  only 
in  those  cases  too  large  for  radium  and  where  there  are 
contraindications  to  operation.  In  an  analysis  of  436 
cases  from  1922  to  1924  there  seemed  to  be  an  increas- 
ing tendency  to  operate.  Myomectomy  is  usual,  with 
conservation  of  the  ovaries.  Of  324  uncomplicated 
cases,  there  were  no  deaths,  a 3%  mortality  occurring 
in  complicated  cases.  Radium  was  used  in  84%  of  the 
patients  over  41  years,  of  whom  89%  were  cured,  two 
improved,  six  had  a hysterectomy  subsequently,  and 
three  required  a second  irradiation.  There  was  no  mor- 
tality in  this  group.  Operated  cases  showed  94%  cured, 
radium,  89.1%. 

In  discussion,  Dr.  McGlynn  cited  harm  done  from  de- 
ferred operations,  after  a famous  surgeon  had  stated 
that  too  many  operations  were  being  done.  In  stating 
that  55%  of  fibroids  do  not  need  operation,  the  types 
should  be  carefully  specified.  Complete  hysterectomy  is 
rarely  necessary  and  involves  greater  risk,  especially 
danger  of  injury  to  the  ureters. 

Dr.  Clark  stated  that  those  cases  which  were  ex- 
cluded from  treatment  were  kept  under  observation. 
There  are  four  signs  in  cases  of  fibroid  which  should 
cause  apprehension : (1)  hemorrhage;  (2)  malodorous 
or  increased  discharge;  (3)  rapid  growth  without 
symptoms;  (4)  omaphobia — that  is,  tumor  in  an  ap- 
prehensive woman.  The  menopause  may  act  as  does 
irradiation,  causing  a disappearance  of  the  tumor.  In 
over  1,500  hysterectomies  for  straight  fibroid  tumor, 
there  has  been  no  case  of  sarcoma  of  the  cervical  stump. 

Lt.  Commander  B.  W.  Brown,  M.C.,  U.  S.  N.  (by 
invitation):  Observations  in  Acute  Lead  Poisoning  by 
Inhalation  during  the  Dismantling  of  Battleships  at  the 
Navy  Yard  in  Philadelphia. — Lead  poisoning  is  the  most 
important  of  industrial  poisonings,  and  occurs  very  fre- 
quently among  the  gas  welders  during  the  scrapping  of 
old  ships.  After  the  internal  fittings  and  smokestacks 
are  removed,  and  the  bolts  on  the  decks  are  punched  out 
by  hydraulic  presses,  the  ship  is  cut  up  into  steel  plates 
two  feet  square  by  oxyacetylene  torches,  which  create  a 
dense  smoke  containing  volatilized  lead  from  the  paint 
that  covers  the  metal  thickly.  Of  221  men  employed  for 
this  work,  37.5%  were  admitted  to  the  hospital  for  lead 
poisoning,  26.5%  had  a second  attack,  7.2%  a third, 
and  1.2%  a fourth.  An  average  of  17.7%  working  days 
were  lost.  The  workers  averaged  28.6  years  of  age  and 
the  plumbism  corresponded.  The  time  of  exposure  be- 
fore the  symptoms  were  evident  ranged  from  six  days 
to  thirteen  months,  the  usual  time  being  two  and  a half 
months.  The  first  recurrences  came  in  about  1.8  months. 
Most  of  the  cases  were  of  the  mild  variety,  with  mod- 
erate constipation,  fatigue,  griping  pain  about  the  navel, 
nausea  and  vomiting  lasting  about  two  days,  a metallic 
taste,  a blue  line  in  the  gums,  basophilia  above  4%, 
casts  in  the  urine,  0.54  mgm.  of  lead  in  2,000  c.c.  of 
urine.  No  palsy  occurred,  and  the  patients  were  dis- 
charged to  work  in  about  fifteen  days. 

The  cases  fall  into  three  groups : active,  borderline 
(those  with  positive  clinical  or  laboratory  signs  and 
with  suggestive  symptoms),  and  those  with  clinical 
symptoms,  such  as  basophilia,  only.  Recurrences  are 


similar  to  first  attacks,  nor  has  there  been  any 
tendency  to  chronic  disability  or  any  indication  of 
wrist  drop  or  palsy.  Anesthesia,  paresthesia,  ocular 
and  auditory  symptoms  were  absent.  The  average  dis- 
ability was  twenty  days,  though  during  this  time  the 
patients  were  ambulatory.  Basophilia  occurred  in 
87l^%  of  108  cases  examined,  and  stippling  in  64%  of 
42  cases  who  were  free  from  complaint.  Basophilia 
among  workers  may  indicate  the  onset  of  plumbism. 
Anemia  was  more  prevalent  than  is  generally  reported: 
72j4%  showed  a hemoglobin  of  less  than  80%.  The 
blue  line  appeared  in  51.8%,  although  this  may  be  less 
marked  in  those  with  well-kept  teeth.  No  hypertension 
was  found.  The  cases  were  too  acute  for  a chronic 
nephritis.  An  average  of  0.4  mgm.  of  lead  per  2,000 
c.c.  of  urine  is  nearly  always  found.  There  is  a ques- 
tion whether  the  fine  lead  particles  are  rapidly  absorbed 
by  the  pulmonary  alveoli,  or  are  dissolved  by  the  saliva 
and  swallowed.  Prevention  of  plumbism  calls  for  a 
physical  examination  before  employment,  frequent  re- 
e.xaminations,  and  the  constant  use  of  a gas  mask, 
preferably  of  the  canister  type,  while  at  work. 

In  discussion,  Capt.  J.  B.  Dennis,  M.C.,  U.  S.  N., 
said  that  the  reports  from  the  California  shipyard  were 
practically  identical  with  these  from  Philadelphia. 
Masks  must  have  a filter : chemicals  are  worthless. 
He  thinks  the  problem  entirely  one  of  inhalation,  as 
are  so  many  of  our  industrial  poisoning  problems.  The 
effect  of  toxic  dusts  depends  largely  upon  the  method 
of  elimination.  Preventive  measures  must  be  taken  by 
the  employers,  with  compulsory  insurance  against  occu- 
pational diseases. 

Dr.  lurist  cited  cases  of  lead  poisoning  resulting 
from  wine  made  in  an  old  white-lead  barrel,  from  cheap 
utensils,  from  the  eating  of  paint  by  a child. 

Dr.  Brown  said  that  experiments  at  the  Harvard 
Medical  School  showed  that  as  much  lead  was  absorbed 
in  a day  by  respiration  as  in  a week  through  the  gastro- 
intestinal tract.  There  is  a question  whether  or  not  the 
nose  and  throat  may  be  a portal  of  entry. 

Dr.  A.  A.  Cairns:  The  Smallpox  Situation  in  Phila- 
delphia at  Present.- — Dr.  Cairns  first  presented  a case 
vffio,  although  he  had  the  disease  thirty-five  years  ago, 
developed  a very  successful  vaccination.  In  1900,  there 
were  in  this  city  26  cases;  in  1901,  1,159  cases;  in  1902, 
1,342;  in  1903,  1,537;  in  1904,  8,807,  and  from  then 
until  1924  there  were  only  280  cases.  Since  January  5, 
1925,  there  have  been  161  cases  (105  white,  56  negro), 
with  19  deaths.  There  were  six  cases  under  one  year, 
with  four  deaths ; 37  cases,  1-6  years,  none  vaccinated, 
with  five  deaths ; 1 case  15  years,  vaccinated  9 years 
previously ; 28  cases  (22  not  vaccinated)  15-20  years, 
with  1 death ; 25-35  years,  32  cases,  18  not  vaccinated, 
with  3 deaths  among  these;  35-50  years,  28  not  vacci- 
nated, 1 death,  17  vaccinated,  3 deaths;  50-65  years, 
14  cases,  of  the  twelve  vaccinated,  2 deaths;  65-75 
years,  5 cases,  four  not  vaccinated,  one  vaccinated.  The 
death  rate  in  the  group  was  11.8%.  There  were  8.13 
cases  per  100,000.  Two  hundred  and  fifty-four  block 
quarantines  were  placed  throughout  the  city. 

This  year.  New  York  City  has  had  five  cases,  Balti- 
more seven,  Wilmington  one,  and  throughout  the  state 
of  Pennsylvania,  there  have  been  43  cases,  with  none  in 
Bucks,  Montgomery,  Delaware  or  Chester  Counties. 
Camden,  a city  of  126,000,  has  had  132  cases,  with 
27.5%  deaths,  or  104.8  cases  per  100,000.  There  has 
been  some  pernicious  propaganda,  and  very  exaggerated 
reports  have  been  broadcast  by  the  antivaccinationists. 
It  is  the  duty  of  the  physician  to  see  that  his  families 
are  vaccinated. 
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Dr.  Schambcrg  paid  tribute  to  Dr.  Cairns  for  his 
splendid  work  in  the  prevention  of  smallpox.  There 
seem  to  be  two  strains  of  smallpox  at  present,  one  that 
attacks  the  unvaccinated,  with  a longer  period  of  in- 
cubation, an  abbreviated  course,  and  mortality  less  than 
1%:  and  the  other,  a European  strain,  which  produces 
hemorrhagic  cases  and  a high  mortality.  The  first  will 
not  infect  the  vaccinated,  the  second  will.  It  is  unif|ue 
that  two  strains  should  so  coexist  without  a reversion 
of  the  mild  to  the  virulent  form.  Differentiation  must 
be  made  between  the  hemorrhagic  form  and  purpura. 
Much  unvaccination  is  due  to  ignorance  or  indifference, 
but  if  the  disease  is  not  stamped  out  now,  a large  epi- 
demic may  result  in  the  cold  months.  Careful  inspec- 
tion of  each  vaccination  should  be  made  and  the  pa- 
tient instructed  as  to  its  care. 

Dr.  Jurist  advised  that  the  patient  be  asked  “arm  or 
leg?”  instead  of  “do  you  care  to  be  vaccinated?”  It  is 
the  duty  of  the  patient  to  the  public  to  be  vaccinated. 

Dr.  Cairns  added  that  the  main  point  in  vaccinating 
is  a thorough  rubbing  in  of  vaccine  that  has  been  kept 
on  ice. 

June  10,  1925 

Dr.  Moses  Behrend,  vice-president,  in  the  chair. 

DIAGNOSTIC  VALUES 

Dr.  Ward  Brinton:  Loss  of  Weight  and  Exhaustion. 
— Fatigue,  a term  preferable  to  exhaustion,  is  one  of 
the  commonest  symptoms  of  tuberculosis,  and  one  of  the 
earliest,  and  indicates  either  excess  wasting  in  the  body 
or  too  little  food.  Its  onset  is  insidious,  since  the  poison 
is  not  acute,  but  gradual.  In  nearly  every  case  the  deep 
bronchial  glands  are  enlarged,  and  the  physical  signs  are 
difficult  to  distinguish.  There  may  be  fatigue  coming 
on  in  the  afternoon,  a slight  loss  of  weight,  and  the 
diagnosis  is  proved  by  x-ray.  When  there  is  any  dem- 
onstrable activity  in  the  lung,  the  case  has  become  an 
advanced  one,  the  infection  having  traveled  out  through 
the  bronchial  glands.  Subsequent  infection  may  be  the 
cause  of  the  breakdown  of  these  glands : hence  the 
cases  of  tuberculosis  occurring  in  later  life. 

Children  10-15%  undernourished,  with  an  afternoon 
temperature  of  perhaps  99°,  listless,  with  signs  of 
fatigue,  are  of  the  pretubercular  type.  The  cause  of 
fatigue,  therefore,  should  always  be  determined.  It 
may  be  traced  to  a sinus,  teeth,  or  tonsils,  but  always 
it  is  an  important  symptom  and  should  be  considered. 
X-ray  of  the  chest  is  indicated  in  the  absence  of  any 
other  explanation,  and  until  the  diagnosis  is  established, 
the  patient  should  be  put  to  rest  every  afternoon  and 
extra  nourishment  given. 

Dr.  Robert  G.  7'orrey:  Pain. — Pain  is  an  important 
symptom  in  pulmonary  tuberculosis,  due  usually  to  a 
pleuritis.  A pleuritis  in  the  apices  may,  however,  be 
painless.  Tuberculosis  is  the  cause  of  90%  of  pleurisy, 
and  in  a careful  study  of  “idiopathic”  pleuritis  made  in 
the  Massachusetts  General  Hospital  in  1907,  40%  were 
found  to  have  advanced  tuberculosis.  Animal  inocula- 
tion of  pleuritic  fluids  yields  a positive  test  for  tuber- 
culosis. Landis  now  considers  that  primary  pleuritis, 
formerly  thought  to  be  very  commonly  due  to  exposure 
to  cold,  is  usually  tuberculous.  Pleuritis  is  seldom 
caused  except  by  pulmonic  disease.  Pleurisy  may  occur 
in  the  course  of  a systemic  disease,  but  when  such  is 
absent,  tuberculosis  is  usually  the  cause. 

Diaphragmatic  pleurisy  may  yield  no  pain,  or  the 
pain  may  be  referred  to  the  lower  chest,  abdomen,  neck, 
or  shoulder.  Pain  in  tuberculosis  precedes  hemoptysis, 
and  disappears  after  the  hemorrhage.  Pleural  pain  can 
be  distinguished  by  the  patient  from  parenchymal  pain. 


Tenderness  and  superficial  hyperesthesia  may  or  may 
not  be  present.  Pain  may  occur  in  pneumothorax,  and 
it  forms  the  distinguishing  feature  in  laryngitis  of 
tuberculous  origin.  Acute  pleurisy  in  an  apparently 
healthy  individual  calls  for  a most  careful  examination 
and  x-ray  of  chest,  repeated  sputum  examinations,  and 
careful  weight  and  temperature  charts.  An  early  and 
accurate  diagnosis  is  essential  in  tuberculosis,  and  noth- 
ing should  be  overlooked.  It  should  be  borne  in  mind 
that  in  a high  percentage  of  cases,  chest  pains  are  an 
early  symptom. 

Dr.  Andrew  Callahan:  Temperature,  Pidse,  and 

Respiration. — There  are  two  groups  of  symptoms  in 
tuberculosis — the  general,  due  to  toxicity,  and  the  local, 
which  are  subjective,  from  organic  changes.  Of  the 
constitutional  symptoms,  fever  is  the  most  important, 
since  by  it,  it  is  possible  to  trace  the  destructive  proc- 
esses of  the  disease  from  their  incipiency  to  the  end. 
A subsidence  of  fever  is  an  evidence  of  the  arrest  of 
the  disease  or  a quiescence.  At  first,  there  is  a slight 
elevation  of  temperature,  one  degree  or  more,  daily,  or 
every  second  or  third  day,  increased  by  exercise  and  dis- 
appearing on  rest.  If  the  elevation  persists  after  the 
patient  is  put  to  bed,  it  means  poor  resistance  or  ex- 
tensive involvement.  A subnormal  temperature  may 
occur  in  advanced  cases,  evidencing  a “temporary 
quiescence”  which  is  really  a low  vitality.  Increase  in 
temperature  may  or  may  not  occur  with  pulmonary 
hemorrhage.  In  the  afebrile  type  of  tuberculosis,  any 
indiscretion  of  the  patient  may  bring  on  fever.  Acute 
bronchitis  shows  a higher  temperature  than  tuberculosis. 
In  nonarrested  tuberculosis,  the  fever  is  usually  high, 
and  when  new  areas  are  involved,  continuous,  inter- 
mittent, or  remittent.  Inverted  temperature  usually 
means  a rapid  progression  of  the  disease  and  a miliary 
form.  The  lobar-pneumonia  type  of  temperature  may 
be  simulated,  with  acute  onset,  high  fever  for  two  or 
three  weeks,  falling,  however,  by  lysis  and  often  fol- 
lowed by  a hectic  temperature.  A careful  study  of  the 
temperature  curve  in  pulmonary  tuberculosis  is,  there- 
fore, an  important  diagnostic  and  prognostic  aid. 

Increase  in  pulse  rate  is  an  early  symptom,  and  is  in 
proportion  to  the  advance  of  the  disease.  The  pulse 
pressure,  is  usually  low. 

Shortness  of  breath  is  a frequent  complaint,  but  the 
dyspnea  is  not  in  proportion  to  the  lung  pathology.  It 
is  often  neurotic.  Diaphragmatic  or  pleuritic  involve- 
ment may  bring  on  shortness  of  breath.  Dyspnea  oc- 
curs in  advanced  cases  on  exertion. 

Dr.  Chas.  S.  Aitken:  Bleeding. — Hemorrhage  from 
the  lung  should  be  considered  tuberculous  until  proved 
otherwise.  Bleeding  from  the  oral  cavity  may  have  a 
number  of  sources — cardiac,  as  in  mitral  stenosis,  pneu- 
monia, influenza,  pneumokoniosis,  lues,  gangrene,  aneu- 
rysm, trauma,  foreign  body,  varicose  veins,  rheumatic 
diathesis,  or  vicarious  menstruation.  Careful  consid- 
eration must,  therefore,  be  given  this  symptom  before 
drawing  erroneous  conclusions.  The  quantity  of  blood 
lost  varies  from  a specking  to  pints,  but  the  term 
hemoptysis  is  used  for  more  than  a teaspoonful. 

Hemorrhage  from  the  lung  may  be  called  an  initial 
symptom  in  tuberculosis  because  it  is  frequently  the 
first  sign  that  draws  the  patient  to  the  doctor  or  brings 
the  doctor’s  attention  to  the  disease.  But  it  is  not  an 
early  symptom.  Usually  the  first  hemorrhage  is  small, 
but  later  on,  larger  ones  occur.  Nine  per  cent  of  742 
cases  of  tuberculosis  at  Blockley  had  hemorrhage,  and 
the  low  percentage  may  be  due  to  thrombi  formation 
in  the  vessels  of  cavities.  A careful  differential  diag- 
nosis is  necessary  in  hemoptysis. 
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Dr.  Elmer  H.  Funk:  Cough. — Cough  in  these  cases 
is  very  common,  and  is  an  important  symptom,  though, 
in  itself,  it  may  or  may  not  be  serious.  It  is  a protec- 
tive mechanism,  and  its  treatment  is  not  as  important 
as  its  consideration.  While  Mackenzie  thought  that 
there  is  cough  only  when  the  secretion  is  brought  up 
to  the  region  of  the  larynx,  it  has  been  demonstrated 
clinically,  through  the  bronchoscope,  that  there  is  sensi- 
tiveness below  the  larynx,  although  in  this  region  tol- 
erance to  irritation  is  soon  established.  This  may  ex- 
plain the  frequency  of  cough  on  change  of  position, 
shifting  the  secretion  in  the  lung,  and  also  the  morning 
cough,  on  the  assumption  of  the  upright  posture.  Tire 
cough  is  largely  involuntary,  and  a clearing  of  the 
throat  is  significant. 

Cough  may  be  due  to  extrarespiratory  factors,  as 
esophageal  lesions.  Cough  is  classified  as  dry,  produc- 
tive, painful,  constant,  croupy,  etc.,  and  in  tuberculosis 
it  is  often  early  and  persistent,  although  it  may  be  en- 
tirely absent,  or  improve  and  decrease  as  the  later  .stages 
come  on.  It  is  not  in  proportion  to  the  extent  of  the 
lesions  or  activity.  Its  duration  and  occurrence  in  the 
morning  are  characteristics.  Its  presence  calls  atten- 
tion to  the  respiratory  tract,  and  herein  lies  its  value. 

Dr.  A.  J.  Cohen:  Laboratory. — Considering  the  labo- 
ratory as  a diagnostic  aid,  from  the  standpoint  of  the 
clinician  it  seems  sometimes  as  though  there  is  an  over- 
abundance of  laboratory  work,  much  of  it  unnecessary, 
and  that  undue  importance  is  placed  on  the  laboratory 
as  a diagnostic  aid  in  tuberculosis.  The  sputum 
clinches  the  diagnosis  when  positive,  but  in  65-75%  of 
early  cases  it  is  negative.  Considering  the  method  of 
collection  of  sputum,  we  can  hardly  believe  the  number 
of  tubercle  bacilli  per  field  to  be  a prognostic  index,  as 
is  sometimes  claimed.  A negative  sputum  is  valueless, 
except  when,  in  cases  of  known  advanced  pathology  in 
the  lung,  it  indicates  a condition  other  than  tuberculosis. 

The  tuberculin  test  is  of  no  value.  In  clinically  non- 
tuberculous  children  between  two  and  fourteen  years, 
95%  yield  a positive  tuberculin  test.  The  reaction  of 
adults  is  positive  in  less  proportion,  as  some  immunity 
is  established.  The  complement-fixation  test  is  not  re- 
liable. The  blood  picture  is  not  characteristic.  Basal 
metabolism  is  of  no  value.  The  x-ray  laboratory  has 
its  place  in  diagnosis,  but  its  value  is  very  much  over- 
estimated. The  fluoroscope  is  good  in  cases  of  pneumo- 
thorax. Far  more  important  than  the  laboratory  tests, 
are  a careful  history,  clinical  phenomena,  and  physical 
signs. 

Dr.  John  D.  McLean:  X-ray. — The  x-ray  is  exceed- 
ingly valuable  as  a part  of  the  picture,  if  it  is  inter- 
preted by  the  clinician.  Dr.  McLean  showed  slides  of 
five  cases  all  diagnosed  tuberculosis,  which  slides  proved 
it  another  condition.  Four  were  cases  of  lung  abscess, 
and  one  of  aneurysm  or  gumma.  He  would  have  every 
clinician  see  his  patient’s  plates  himself. 

Dr.  Funk  thought  that  inasmuch  as  in  four  of  the 
five  plates  the  apices  were  clear  and  the  lesions  exten- 
sive so  that  tubercle  bacilli  would  surely  have  been  in 
the  sputum  were  it  tuberculosis,  the  correct  diagnosis 
should  have  been  attained  without  the  x-ray. 

Dr.  C.  B.  Hershey,  of  Gap,  Pa.,  asked  the  value  of 
the  bovine  tuberculin  test,  but  Dr.  Cohen  could, not  tell 
him  the  figures  on  this. 

Dr.  Brinton  said  that  no  one  sign  or  symptom  should 
be  considered  alone,  but  the  whole  subject  should  be 
borne  in  mind  by  the  practitioners,  who  so  often  send 
cases  to  the  specialist  too  late. 

Dr.  Torrey  thought  the  sputum  vitally  important  in 
early  diagnosis,  since  it  confirm's  the  diagnosis  in 
15-20%.  Repeated  examinations  should  be  made  by  an. 


experienced  worker.  The  number  of  bacilli  present  in 
repeated  specimens  is  at  least  important  in  the  relation 
of  the  patient  to  other  people. 

Dr.  Funk  said  that  the  skillful  diagnostician  makes 
his  diagnosis  as  a result  of  the  sum  total  of  evidence. 

Mary  A.  Hipple,  M.D.,  Reporter. 


SOMERSET— MARCH-MAY 

The  March  meeting  of  the  Somerset  County  Medical 
Society  was  a complete  failure,  to  the  utter  disgust  of 
the  four  members  who  were  there,  three  from  the  south 
of  the  county,  and  the  president  from  the  north  of  the 
county.  No  quorum;  no  business;  adjourned  to  meet 
on  the  19th  of  May — ^not  a flattering  report,  but  a true 
one ! 

The  May  meeting  of  the  Society  was  held  in  the 
grand  jury  room  of  the  courthouse  at  Somerset,  on  the 
19th  inst.,  with  a few  more  than  one-fourth  of  the 
members  present.  An  individual  appeal  to  the  members 
by  the  secretary  was  enclosed  with  the  call  for  this 
meeting.  This  may  have  had  something  to  do  with  the 
greater  attendance  at  this  meeting,  but  it  is  more  than 
likely  the  fact  that  Dr.  Mary  Riggs  Noble  was  to  be 
with  us  that  was  the  drawing  card. 

Dr.  Noble,  with  two  lieutenants,  was  present  and  gave 
a very  interesting  and  instructive  address  on  the  “Trav- 
eling Dental  Clinic  for  Preschool  Children,”  which 
clinic  will  be  in  the  county  soon.  She  laid  stress  on  the 
importance,  the  benefit,  the  necessity  of  such  a clinic, 
and  asked  the  cooperation  of  the  members  in  making 
this  clinic  the  success  it  ought  to  be.  Her  time  was 
shortened  somewhat  by  a late  call  to  order  and  her 
other  engagements. 

A vote  of  thanks  was  tendered  Dr.  Noble  with  the 
assurance  that  all  present  would  do  all  they  could  to 
make  the  clinic  a success. 

Then  followed  a lively  discussion  on  toxin-antitoxin, 
most  of  the  members  taking  part.  Dr.  F.  E.  Sass  of 
Boswell,  County  Health  Officer,  was  plied  with  ques- 
tions on  the  subject,  and  he  gave  statistics  and  successes 
in  the  use  of  toxin-antitoxin,  its  co.st,  and  how  and 
where  to  obtain  it. 

The  small  attendance  at  the  time  of  the  March  meet- 
ing brought  out  quite  a spirited  discussion,  and  we  are 
looking  forward  to  a time  of  greater  interest,  and  espe- 
cially so  since  we  are  to  have  Dr.  Lawrence  Litchfield, 
a past-president  of  the  State  Medical  Society,  and  now 
Councilor  of  this  district,  with  us  at  our  July  meeting. 

Dr.  Hugh  Morrow  of  Elk  Lick,  a member  of  this 
Society,  has  left  Elk  Lick,  but  failed  to  leave  his  new 
address,  so  that  his  whereabouts  are  unknown  to  us. 

Dr.  M.  W.  Kuhlman  of  Jenners,  a member  of  this 
Society,  has  received  a card  of  dismissal  with  the  inten- 
tion of  depositing  it  with  the  Cambria  County  Society, 
but  up  to  this  time  we  have  no  notice  of  his  being  re- 
ceived by  that  society. 

H.  C.  McKineey,  M.D.,  Secretary-Reporter. 


WARREN— APRIL-MAY 

The  April  meeting  of  the  Warren  County  Medical 
Society  was  held  at  the  Conewago  Club,  Warren,  with 
Dr.  C.  W.  Schmehl  as  host. 

The  Society  pledged  its  support  to  the  campaign  for 
inoculation  with  toxin-antitoxin  of  the  school  children 
under  the  direction  of  the  State  Department  of  Health. 

A number  of  cases  were  reported  by  the  members, 
and  thoroughly  discussed.  Dr.  Robertson  mentioned 
that  the  symptom  of  fecal  vomiting,  occurring  in  ap- 
pendicitis, is  usually  followed  by  death.  Gastric  lavage 
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at  the  time  of  operation,  in  one  case  ended  in  recovery. 
A death  was  reported,  caused  by  miliary  abscess  of  the 
liver  following  a gall-bladder  operation.  These  cases 
were  reported  as  part  of  the  staff  meeting  of  the  local 
hospital.  Such  a meeting  is  to  be  held  each  month,  in 
conjunction  with  the  Society  meeting,  for  the  purpose 
of  considering  the  month’s  work  at  the  hospital. 

The  May  meeting  was  held  on  the  25th,  at  the  State 
Hospital,  with  Dr.  H.  W.  Mitchell  as  host.  Several 
cases  of  a puzzling  nature  were  reported. 

Dr.  Mitchell  spoke  of  an  illness  occurring  in  a physi- 
cian. The  symptoms  were  mainly  those  of  a mild  influ- 
enza; but  an  examination  of  the  blood  showed  a high 
leukocyte  count — 26,000 — and  mostly  of  the  mononu- 
clear lymphatic  variety.  The  blood  picture  resembled 
an  acute  leukemia,  but  the  patient  recovered  promptly 
and  completely.  There  was  nothing  present  to  explain 
the  peculiar  increase  in  the  lymphocytes,  which  would 
have  been  overlooked  had  there  not  been  a differential 
count. 

A specimen  of  carcinoma  of  the  stomach  was  shown, 
and  a peculiar  vomit,  containing  numerous  bud-  or 
fiowerlike  substances  which  had  been  vomited  on  three 
or  four  occasions.  These  substances  resembled  the  tops 
of  dandelions,  but  the  patient  had  been  on  an  almost 
exclusive  milk  diet  for  four  months,  and  had  been  con- 
fined to  his  bed  during  that  time.  There  was  no  history 
of  anything  resembling  this  substance  ever  having  been 
ingested.  At  the  autopsy,  about  a pint  of  fluid,  con- 
taining a dozen  or  more  of  these  buds  or  flower  tops, 
was  found. 

Dr.  Africa  reported  the  sudden  death  of  an  adult  in 
whom  slight  convulsions  suggested  a uremic  cause.  No 
autopsy  was  held. 

Dr.  Hyer  reported  the  death  of  a four-year-old  child, 
the  blue  discoloration  of  whose  skin  suggested  acet- 
anilid  poisoning.  An  autopsy  failed  to  reveal  any  other 
cause,  and  it  was  impossible  to  obtain  a history  of  the 
child  having  access  to  this  drug.  The  pulse  was  46, 
and  the  patient  developed  a stuporous  condition  and 
died  within  an  hour  after  the  first  symptoms  developed. 

Dr.  Robertson  mentioned  the  finding  of  bloody  fluid 
on  aspirating  the  pleura  in  several  cases  in  which  cancer 
of  the  lung  was  found  primarily  or  secondarily.  Six 
such  cases  were  reported,  and  he  stated  that,  in  his 
opinion,  it  was  pathognomonic  of  this  condition.  A 
patient  now  in  the  hospital  has  presented  this  bloody 
fluid,  and  the  x-ray  picture  would  seem  to  indicate  a 
lung  cancer. 

Seventeen  members  attended  the  meeting.  Dinner 
was  served  at  the  Conewango  Club. 

M.  V.  Bai.Iv,  M.D.,  Reporter. 


PENNSYLVANIA  NEWS  ITEMS 

DEATHS 

Mrs.  Helen  Hornick,  wife  of  Dr.  L,.  W.  Hornick, 
Johnstown,  died  at  the  Mercy  Hospital  on  April  27. 

Dr.  Joseph  Villone,  of  Scranton,  died  recently.  Dr. 
Villone  was  born  in  1859.  and  was  graduated  from  the 
University  of  Naples,  Italy,  in  1888. 

Dr.  Ernest  Harold  Hickman,  of  Kane,  aged  47 
years,  died  on  May  18.  He  was  graduated  from  the 
Starling  Medical  College,  Columbus,  Ohio,  in  1903. 

Dr.  Wilson  Potter  Ard,  of  Woodward,  aged  80 
years,  died  on  April  9.  He  was  a graduate  of 
Jefferson  Medical  College  of  Philadelphia,  class  of 
1880. 


Dr.  Daniel  H.  Lockard,  of  Plymouth,  aged  73  years, 
died  on  April  20.  He  was  a graduate  of  Jefferson  Med- 
ical College  of  Philadelphia,  class  of  18^. 

Dr.  Stephen  Fugate,  of  Dubois,  who  was  grad- 
uted  from  the  University  of  Michigan  Medical  School, 
Ann  Arbor,  in  1877,  died  on  May  17,  aged  66  years. 

Dr.  James  C.  Higgins,  of  Philadelphia,  died  recently. 
He  was  born  in  1875  and  was  graduated  from  the 
Medico-Chirurgical  College  of  Philadelphia  in  1904. 

Dr.  Will  H.  Woodworth,  of  Philadelphia,  who  was 
graduated  from  the  College  of  Physicians  and  Surgeons, 
Baltimore,  Md.,  in  1890,  died  of  heart  disease  on  May 
5,  aged  59  years. 

Dr.  Marie  R.  O.  Quaas,  of  Philadelphia,  wife  of 
Joseph  Philshka,  died  on  May  30.  Dr.  Quaas  was 
graduated  from  the  Woman’s  Medical  College  of  Penn- 
sylvania, Philadelphia,  in  1907. 

Dr.  Frank  F.  Drueding,  of  Philadelphia,  died  re- 
cently. Dr.  Drueding  was  born  in  1859,  and  was  grad- 
uated from  Jefferson  Medical  College  of  Philadelphia 
in  1883.  By  his  will,  an  estate  valued  at  $200,500  is 
bequeathed  to  his  widow. 

Dr.  Henry  F.  Pflueger,  of  Philadelphia,  aged  60 
years,  died  on  May  25  of  cerebral  hemorrhage.  Dr. 
Pflueger  was  graduated  from  the  Medico-Chirurgical 
College  of  Philadelphia  in  1895.  He  was  formerly 
instructor  in  pediatrics  at  the  Temple  University  De- 
partment of  Medicine,  and  at  one  time  was  on  the  staff 
of  the  Samaritan  Hospital. 

Dr.  Isaac  Minis  Hays,  of  Philadelphia,  aged  77 
years,  died  suddenly  on  June  5,  of  heart  disease.  Dr. 
Hays  was  a graduate  of  the  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia,  class  of  1868.  He 
was  secretary-general  of  the  International  Medical  Con- 
gress in  1876,  and  was  formerly  secretary  of  the 
American  Philosophical  Society.  He  was  a member  of 
many  scientific  societies ; the  author  of  chronology  of 
Benjamin  Franklin  and  other  books;  editor  of  the 
American  Journal  of  Medical  Sciences,  1869-1890,  The 
Medical  News,  1869-1889,  and  American  editor  of  Soel- 
berg  Wells  on  Diseases  of  the  Eye. 

marriages. 

Dr.  S.  R.  Davison  and  Mrs.  Elizabeth  Owen,  of 
Johnstown,  were  married  on  May  4. 

Dr.  Jeremiah  J.  Sullivan  and  Miss  Josephine  Mae 
Caiman,  both  of  Steelton,  were  married  on  May  20. 

Dr.  Ralph  Somers  Walter  and  Miss  Verda  DeLaney 
Weatherby,  both  of  Harrisburg,  were  married  on 
June  3. 

Dr.  Frederick  William  Sunderman  and  Miss  Clara 
L.  Bailey,  both  of  Philadelphia,  were  married  on  June  2. 

Dr.  Paul  E.  Loudenslager,  of  Harrisburg,  and  Miss 
Mary  E.  Houston,  of  Philadelphia,  were  married  on 
April  29. 

Dr.  Allen  A.  Berlin,  of  Newfoundland,  and  Miss 
Mary  Elizabeth  Lance,  of  Scranton,  were  married  on 
May  23. 

Dr.  Duma  Carroll  Arnold,  of  Roebling,  N.  J.,  and 
Dr.  Ann  Whelan,  of  Philadelphia,  were  married  on 
May  16  at  St.  Ignatius  Church,  New  York. 

The  marriage  of  Miss  Christine  Rehn,  of  German- 
town to  Dr.  J.  Monroe  Thorington,  son  of  Dr.  and 
Mrs.  James  Thorington,  of  Philadelphia,  took  place 
on  June  12.  Dr.  Thorin^on  and  his  bride  sailed  for 
England,  where  Dr.  Thorington  will  lecture  in  London. 

ITEMS 

Dr.  W.  a.  Blair,  of  Spangler,  recently  spent  two 
weeks  in  Canada  on  a fishing  trip. 

Dr.  S.  C.  King,  of  Watsontown,  has  recovered  from 
a recent  operation  for  appendicitis. 
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Dr.  C.  E.  Hays,  of  Johnstown,  recently  spent  two 
weeks  in  Texas  where  he  witnessed  the  annual  round-up. 

Dr.  and  Mrs.  Guorgi:  B.  Kunkel  and  son  Lewis,  of 
Harrisburg,  have  completed  plans  for  a trip  to  Alaska 
during  the  summer. 

Dr.  John  R.  Jeppson,  of  Philadelphia,  is  now  asso- 
ciated on  the  medical  division  of  the  staff  of  the  Ash- 
land State  Hospital. 

Dr.  and  Mrs.  T.  H.  Weaber,  of  Allentown,  and  Dr. 
and  Mrs.  H.  E.  Klingaman,  of  Emaus,  sailed  from 
New  York  on  May  20  for  Europe. 

Dr.  and  Mrs.  H.  Maxweee  Langdon  and  Miss 
Charlotte  Langdon,  of  Ardmore,  sailed  on  the  Leviathan 
on  July  4 for  a two  months’  trip  abroad. 

Dr.  Leroy  H.  Saxe,  formerly  of  Telford  and  Fan- 
nettsburg,  recently  retired  from  general  practice,  and 
is  now  located  at  Shippensburg. 

Dr.  Ross  V.  Patterson,  Dean  of  Jefferson  Medical 
College  of  Philadelphia,  was  operated  upon  for  appen- 
dicitis at  the  Jefferson  Hospital,  June  12. 

The  degree  oe  Doctor  of  Science  was  conferred  upon 
Dr.  Ross  Hall  Skillern,  of  Philadelphia,  at  the  Ursinus 
College  commencement  on  June  8. 

Mrs.  Frank  Lehman,  of  Bristol,  is  convalescing 
from  an  operation.  Their  daughter,  Mary,  has  just 
completed  a year  at  the  Woman’s  Medical  College. 

At  the  recent  annual  meeting  of  the  American 
Proctologic  Society  held  at  Atlantic  City,  Dr.  John 
Alexander  Campbell,  of  Williamsport,  was  elected  a 
member. 

The  annual  June  fete  for  the  benefit  of  the 
Abington  Memorial  Hospital,  Abington,  held  at  the 
Huntingdon  Valley  Country  Club,  June  6,  netted  more 
than  $20,000. 

Dr.  Aaron  Brav,  of  Philadelphia,  sailed  for  Europe 
on  July  1,  on  the  Aquitania.  Dr.  Brav  will  also  visit 
the  Holy  Land  and  London,  returning  the  early  part  of 
September. 

Drs.  Bortz,  Prothero,  Reed,  and  Griffith,  of 
Greensburg,  represented  the  Westmoreland  County 
Medical  Society  at  the  recent  meeting  of  the  American 
Medical  Association  held  in  Atlantic  City. 

On  Saturday,  June  13,  ground  was  broken  for  the 
new  Laboratory  of  Anatomy  and  Physiological  Chem- 
istry adjoining  the  Laboratory  Building  of  the  ^School 
of  Medicine  of  the  University  of  Pennsylvania. 

Dr.  Edward  B.  Heckel,  Pittsburgh,  was  elected 
Chairman  of  the  Board  of  Trustees  of  the  American 
Medical  Association  and  a member  of  its  Executive 
Committee  at  the  Atlantic  City  Session. 

Dr.  Walter  F.  Donaldson,  Pittsburgh,  Secretary  of 
the  State  Society,  was  appointed  by  President  Haggard 
as  a member  of  the  Committee  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Association. 

Dr.  J.  a.  Murray,  of  Patton,  Dr.  R.  C.  Davis,  Dr. 
L.  H.  Mayer  and  Dr.  and  Mrs.  L.  M.  Gurley,  of  Johns- 
town, were  members  of  the  Interstate  Postgraduate 
Assembly  Clinic  Tour  to  Canada,  British  Isles,  and 
France. 

Dr.  J.  LeRoy  Foster,  formerly  of  Blawnox,  has  re- 
turned from  Boston,  where  he  took  a postgraduate 
course  in  pediatrics  in  the  Medical  School  of  Harvard 
University,  and  has  now  opened  offices  in  the  Highland 
Building,  Pittsburgh. 

Dr.  W.  j.  Hertz,  of  Allentown,  left  for  Vienna  on 
June  12.  He  is  a member  of  the  fifth  group  of  phy- 
sicians being  taken  to  Vienna,  Austria,  for  an  intensive 
course  in  otolaryngology  by  Dr.  George  W.  Mackenzie 
of  Philadelphia. 


The  twenty-fifth  annual  banquet  of  the  South 
Branch  of  the  Philadelphia  County  Medical  Society 
was  held  at  McAllister’s  on  the  evening  of  June  2 with 
seventy  members  in  attendance.  Dr.  Eugene  C.  Murphy, 
Chairman  of  the  Branch,  acted  as  toastmaster. 

The  fifteen-year-old  daughter  of  Dr.  J.  M.  Quig- 
ley, of  Clearfield,  was  severely  poisoned  recently  by 
drinking  a solution  of  lye  that  had  been  carelessly  left 
standing  by  a servant.  She  has  been  under  prolonged 
treatment  by  Dr.  Chevalier  Jackson,  of  Philadelphia. 

Charles  L.  Youngman,  son  of  Dr.  and  Mrs.  C.  W. 
Youngman,  of  Williamsport,  was  a member  of  the  1925 
graduating  class  of  the  School  of  Medicine  of  the  Uni- 
versity of  Pennsylvania.  Mr.  Youngman  has  planned 
to  spend  a year  as  an  intern  at  the  Geisinger  Hospital, 
Danville. 

Dr.  George  M.  Coates,  of  Philadelphia,  is  vice- 
president  of  the  American  Laryngological,  Rhinological 
and  Otological  Society,  and  also  is  chairman  of  the 
eastern  section  which  will  meet  in  Philadelphia  in  Janu- 
ary, 1926. 

Dr.  William  Hardin  Sears,  of  Huntingdon,  received 
the  highest  mark  for  his  thesis  presented  to  the  Council 
of  the  American  Laryngological,  Rhinological  and  Oto- 
logical Society  at  the  meetings  held  in  Atlantic  City  in 
May,  1925. 

Dr.  and  Mrs.  George  W.  Stimson,  of  Pittsburgh, 
with  their  two  daughters,  sailed  on  June  13  for  Rot- 
terdam. Dr.  Stimson  will  spend  several  months  attend- 
ing the  clinics  in  Vienna,  while  Mrs.  Stimson  and  their 
daughters  will  divide  their  time  between  Vienna  and 
European  travel. 

The  cornerstone  of  the  Shriners’  Hospital  for 
Crippled  Children,  Lu  Lu  Temple  Unit,  Philadelphia, 
was  laid  June  24,  1925,  by  R.  W.  Samuel  M.  Goodyear, 
Grand  Master  of  the  Grand  Lodge  of  Pennsylvania. 
The  Hospital  site  is  situated  on  the  Roo.sevelt  Boulevard 
near  Pennypack  Park. 

The  following  members  of  the  Clearfield  County 
Medical  Society  attended  the  recent  meeting  of  the 
American  Medical  Association  in  Atlantic  City : Dr.  H. 
Albert  Blair,  of  Curwensville,  and  Drs.  S.  J.  Water- 
worth,  W.  G.  Falconer,  G.  B.  Yeaney,  John  W.  Gor- 
don, and  George  D.  Fussell,  of  Clearfield. 

Dr.  and  Mrs.  R.  B.  Hayes,  of  Jersey  Shore,  sailed 
from  New  York,  May  22,  in  company  with  a large 
number  of  physicians  and  their  wives,  for  an  extended 
tour  of  Europe.  The  physicians  will  attend  clinics  and 
visit  the  important  hospitals  in  the  course  of  their 
journey.  They  will  be  gone  three  months. 

Dr.  P.  Brooke  Bland,  assistant  professor  of  gyne- 
cology at  the  Jefferson  Hospital,  Philadelphia,  has  been 
appointetl  professor  of  obstetrics  to  succeed  Dr.  Edward 
P.  Davis,  who  resigned  last  December.  The  Board  of 
Trustees  also  appointed  Dr.  Norris  Wistar  Vaux  clin- 
ical professor  of  obstetrics. 

Dr.  John  Walter,  Mayor  of  Lebanon,  was  taken  to 
the  Jefferson  Hospital,  Philadelphia,  May  18,  for 
treatment  for  complications  resulting  from  poisoning 
biought  about  by  tasting  water  in  making  a personal 
inspection  of  an  infected  well.  His  physician.  Dr. 
Franklin  B.  Witmer,  is  also  a patient  at  the  same  hos- 
pital. 

Dr.  Anna  S.  KuglEr,  a graduate  of  the  Woman’s 
Medical  College  of  Pennsylvania,  and  known  as  the 
oldest  medical  missionary  in  India,  has  recently  returned 
from  that  country  after  forty-three  years  of  continuous 
service  among  the  natives.  During  her  stay  she  headed 
the  erection  of  the  largest  hospital  in  Southern  India. 

Dr.  Edward  A.  Strecker,  Philadelphia,  has  been  ap- 
pointed professor  of  nervous  and  mental  diseases  at 
Jefferson  Medical  College  to  succeed  Dr.  Francis  X. 
Dercum,  who  resigned  last  April,  and  Dr.  William  M. 
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Sweet,  of  the  same  city,  has  been  elected  to  the  chair 
of  ophthalmology  to  fill  the  vacancy  left  by  the  resigna- 
tion of  Dr.  Howard  F.  Hansell. 

Dr.  Ross  Hali,  Skillern,  of  Philadelphia,  was  chair- 
m.an  of  the  National  Board  of  Examiners  in  Otolaryn- 
gology which  examined  all  recent  candidates  for  certifi- 
cates of  proficiency,  making  them  eligible  for  entrance 
into  the  national  societies  of  these  specialties.  One  hun- 
dred and  seventy-five  applicants  were  examined,  the 
majority  of  whom  were  successful  in  securing  certifi- 
cates. 

FI^'E  MAJOR  HOSPITAL  PROJECTS  are  under  way  in 
Pittsburgh,  including  a new  Children’s  Hospital  to  cost 
$1,500,000;  an  addition  to  the  Homeopathic  Hospital 
costing  $500,000;  a seventy-four  room  addition  to  the 
Pittsburgh  Hospital,  costing  $226,000;  a $1,000,000 
Nurses’  Training  School  for  the  Mercy  Hospital,  and 
a new  Montefiore  Hospital,  which  will  cost  $2,000,000. 

Dr.  J.  Basil  Hall,  president  of  the  British  Medical 
Association,  master  of  the  Queen’s  Hospital  and  surgeon- 
in-chief  of  the  Royal  Infirmary  at  Bradford,  was  the 
guest  of  honor  of  the  Medical  Club  of  Philadelphia  at 
a reception  in  the  Bellevue-Stratford,  May  27.  Dr. 
William  Harley  Smith,  former  president  of  the  Acad- 
emy of  Medicine  of  Toronto,  also  addressed  the  meeting. 

The  following  members  of  the  Lycoming  County 
Medical  Society  attended  the  recent  meeting  of  the 
American  Medical  Association  in  Atlantic  City : Dr.  G. 
A.  Poust,  of  Hughesville ; Dr.  and  Mrs.  W.  E.  Turner 
and  family  of  Montgomery;  Dr.  W.  E.  Glosser,  Dr. 
H.  F.  W.  Flock,  and  Dr.  and  Mrs.  P.  H.  Decker,  of 
Williamsport ; also  Dr.  J.  W.  Gordner,  of  Jerseytown, 
a member  of  the  Columbia  County  Medical  Society. 

Miss  Mary  E.  Heller,  daughter  of  Dr.  and  Mrs.  C. 
E.  Heller,  of  Williamsport,  was  one  of  the  five  young 
women  graduated  from  the  School  of  Medicine  of  the 
University  of  Pennsylvania  at  its  recent  commencement. 
Miss  Heller,  after  a brief  vacation,  will  enter  the  Meth- 
odist Hospital,  Philadelphia,  to  act  as  intern  for  one 
year.  She  will  then  locate  in  Williamsport  and  practice 
with  her  father. 

Dr.  Mabel  E.  Elliott,  member  of  the  staff  of  the 
Woman’s  Medical  College  Hospital,  Philadelphia,  has 
been  appointed  head  of  the  new  public  health  depart- 
ment of  the  American  Hospital  at  Tokyo,  Japan.  Dr. 
Elliott  has  been  decorated  several  times  by  foreign  gov- 
ernments for  services  in  relief  work  in  the  Near  East. 
One  of  her  achievements  was  the  evacuation  of  refugees 
from  Marash,  Anatolia,  after  the  capture  of  that  city 
by  the  Turks. 

Dr.  Rufus  B.  Weai^er,  professor  of  anatomy,  and 
Dr.  Clarence  Bartlett,  professor  of  medicine,  have  been 
retired  from  the  faculty  of  the  Hahnemann  Medical 
College,  because  of  the  decision  of  the  board  of  trustees 
to  establish  65  years  as  the  age  of  retirement.  Dr. 
Weaver  is  84  years  old.  He  has  been  connected  with 
the  college  for  fifty-five  years,  and  is  credited  with  hav- 
ing dissected  the  entire  spinal  nervous  system.  The 
model  of  this  dissection  is  in  the  college  museum  and 
was  exhibited  at  the  World’s  Fair  at  Chicago  and  the 
St.  Louis  Exposition.  Dr.  Bartlett  is  66  years  of  age. 
He  has  been  professor  of  medicine  for  forty-six  years. 
He  is  the  author  of  several  medical  surveys  and  medical 
books. 

The  School  of  Medicine  of  Temple  University  held 
its  annual  Alumni  Day  celebration  Thursday,  June  19, 
1925.  In  the  afternoon  the  new  wing  of  the  Samaritan 
Hospital  was  dedicated.  This  is  the  teaching  hospital 
of  Temple  University.  The  new  building  was  erected 
at  a cost  of  $560,000.  The  Hospital  now  has  a capacity 
of  305  beds.  Dr.  R.  D.  McKinnon,  of  Philadelphia, 
was  elected  president.  At  the  Alumni  Dinner  Dr.  D.  J. 
Donnelly,  class  of  1906,  of  Philadelphia,  was  awarded 


the  Alumni  loving  cup,  which  is  awarded  annually  to 
the  alumnus  having  rendered  the  greatest  service  dur- 
ing the  year  to  his  Alma  Mater.  At  the  commencement 
held  June  19,  1925,  the  degree  of  Doctor  of  Medicine 
was  conferred  on  forty-eight  graduates,  twenty  of 
whom  were  recipients  of  prize  awards. 


WOMAN’S  COLLEGE  ANNIVERSARY 

The  Woman’s  Medical  College  of  Pennsylvania,  cele- 
brating the  seventy-fifth  anniversary  of  its  founding, 
marked  the  occasion  with  interesting  events.  The  out- 
standing feature  of  the  celebration  week  was  the  com- 
mencement exercises  held  June  3d.  Thirty  graduates 
received  their  medical  degrees.  In  his  message  to  the 
graduating  class.  Dr.  Chevalier  Jackson  advised  the 
young  physicians  to  practice  as  well  as  preach  the  laws 
of  correct  living. 

Dr.  Ann  Catherine  Arthurs,  of  Baltimore,  a graduate 
of  Bryn  Mawr  College,  won  the  coveted  highest  honors 
in  the  class.  She  was  graduated  “cum  laude”  and  won 
the  Leo  Bernd  prize  in  senior  surgery  and  the  good  fel- 
lowship award,  given  upon  recommendation  of  the  stu- 
dents and  faculty.  Katherine  Bayless  was  awarded  the 
Rodman  prize  in  junior  surgery,  and  to  Helen  Angelucci 
went  the  Kendig  medallion  in  materia  medica  and 
pharmacy. 

Students  of  the  college  presented  the  pageant,  “The 
Woman  Physician,”  composed  by  Dr.  Jean  Crump.  It 
traced  the  evolution  of  women  in  medicine.  From  an- 
cient Greece  to  our  modern  civilization,  the  part  that 
v/omen  played  in  the  field  of  medicine  was  portrayed. 
It  was  concluded  by  a procession  of  deans  of  the  col- 
lege, including  Dr.  Martha  Tracy,  the  present  dean. 

Distinguished  guests  and  alumnae  attended  various 
meetings  and  receptions.  Dr.  Anna  S.  Kugler,  who  re- 
cently returned  to  this  country  after  forty-three  years 
of  medical  missionary  work  in  India,  spoke  of  the  need 
for  women  physicians  in  India.  Dr.  Edith  Barrett, 
noted  Australian  physician,  decorated  by  the  British 
Government;  Dr.  Daisy  Ring  Robinson,  major  in  the 
United  States  Public  Health  Service,  were  among  the 
guests.  Dr.  Rose  Hirschler,  specialist,  read  a paper  at 
the  meeting  of  the  alumnae  association,  on  skin  diseases ; 
and  Dr.  Rosalie  S.  Morton,  of  the  class  of  1897,  who 
was  decorated  by  the  Serbian  Government  for  her  work 
in  the  World  War,  spoke  on  the  “Value  of  Medical 
Education  in  World  Service.” 

The  Woman’s  Medical  College  of  Pennsylvania  was 
the  first  college  in  the  world  regularly  organized  for 
the  education  of  women  for  the  medical  profession.  It 
was  incorporated  by  Act  of  Assembly  in  Pennsylvania 
on  March  11,  1850,  under  the  title  of  “Female  Medical 
College  of  Pennsylvania.”  The  title  was  changed  in 
1867  to  its  present  name. 

FELLOWSHIP  IN  NEUROPSYCHIATRY 

Five  fellowships  in  neuropsychiatry  are  available  in 
the  Graduate  School  of  Medicine  of  the  University  of 
Pennsylvania.  These  fellowships  have  been  established 
for  the  period  of  three  years  from  October  12.  1925,  by 
the  Commonwealth  Fund  of  New  York.  No  definite 
fellowship  stipend  has  been  fixed,  but  it  will  in  each 
case  approximate  $2,200  per  annum.  The  precise  sti- 
pend will  in  each  case  be  designated  by  the  fellowship 
committee. 

The  minimal  qualifications  for  applicants  are  : (a)  age, 
from  25  years  to  35  years,  inclusive;  (b)  graduate  of  a 
class-A  medical  school;  (c)  one  year’s  appraved  intern- 
ship; (d)  satisfactory  references;  (e)  approval  of 
personal  and  professional  status. 

Applications  are  invited  for  these  fellowships  and 
should  be  addressed  to  “Dean,  Graduate  School  of  Med- 
icine, University  of  Pennsylvania,  Philadelphia.” 

A synopsis  of  the  plan  of  study,  etc.,  under  the  fel- 
lowships follows : 
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General 

Each  fellowship  is  upon  the  basis  of  three  years’  (36 
months)  work — one  year  fundamental,  one  year  prac- 
tical, one  year  investigative. 

Special 

I.  Begin  in  mid-October  and  continue  until  mid- 
June  with : 

(a)  Laboratory  studies  of  comparative  anatomy,  hu- 
man embryology,  neuro-anatomy,  neurophysiology, 
neuropathology  and  autopsies — two-thirds  of  scheduled 
time  for  period ; 

(b)  Erench  or/  and  German  and  psychology  (psycho- 
metric, vocational) — one  sixth  of  scheduled  time  for 
period; 

(c)  Selected  neurologic  and  psychiatric  and  child- 
guidance  clinics,  instruction  in  the  latter  to  include 
method  and  theory  of  social  case  work — one  sixth  of 
scheduled  time  for  period ; 

(d)  Unscheduled  work  in  pertinent  medical  literature, 
meetings  of  neurologic  and  psychiatric  societies,  and 
study — two  hundred  to  four  hundred  unscheduled  hours 
for  period. 

II.  Continue  until  mid-October  as  resident  in  psy- 
chiatric hospital— full  time  for  period. 

III.  Continue  until  mid-June  with; 

(a)  Laboratory  studies  of  biochemistry,  serology, 
and  neuropathology  with  special  reference  to  psychiatric 
problems — three  eighths  of  scheduled  time  for  period ; 

(b)  Handling  of  patients  in  psychiatric,  child  guid- 
ance and  neurologic  clinics  and  wards — three  eighths  of 
scheduled  time  for  period ; 

(c)  Preparation  of  a text  or  monograph  upon  an 
assigned  pertinent  subject  and/  or  original  paper  for 
publication — one  quarter  of  scheduled  time  for  period; 

(d)  Duplicate  of  I (d). 

IV.  Duplicate  of  II. 

V.  Continue  until  mid-June  with : 

(a)  Research  and  preparation  of  publication  thereon 
in  field  of  child  guidance  from  the  standpoint  of  the 
specially  trained  psychiatrist — one  half  to  three  quarters 
of  scheduled  time  for  period; 

(b)  Child  guidance  clinic  work — one  quarter  to  one 
half  of  scheduled  time  for  period; 

(c)  Duplicate  of  I (d). 

VI.  Triplicate  of  II. 

VII.  The  herein  fellows  shall  be  candidates  for  the 
degree  of  Doctor  of  Medical  Science  [Sc.D.  (Med.)] 
for  graduate  work  in  neuropsychiatry,  said  degree  con- 
ferable  in  mid-February  following  the  completion  of  the 
36  months’  candidacy  as  above;  but  the  candidate  is 
not  expected  to  remain  in  University  attendance  in  the 
period  from  mid-October  to  mid-February.  During  the 
candidacy  the  fellow  must  comply  with  customary  aca- 
demic regulations.  The  most  important  of  these  is  that 
if  the  work  of  the  fellow  is  unsatisfactory,  the  fellow- 
ship, etc.,  must  terminate.  Appraisals  of  work  will 
usually  occur  at  the  termini  of  the  sex  periods  men- 
tioned above.  For  example,  the  candidate  would  be 
unsatisfactory  if  the  monograph  presented  by  him 
showed  him  to  be  unfitted  properly  to  consult  medical 
literature  and  make  a creditable  critical  review  thereof, 
etc. 

VIII.  Physicians  who  can  present  the  minimal  quali- 
fications and  who  can  in  addition  present  qualifications 
paralleling  certain  of  those  intended  for  him  to  acquire 
during  his  candidacy,  will  be  given  appropriate  time  and 
subject  credits;  but  the  maximum  time  credit  would  be 
24  months,  and  no  subject  credit  could  exclude  the  re- 
search requirement. 

IX.  The  fellowships  shall  be  administered  by  a joint 
committee  composed  of  the  following  persons : Dr.  G. 
H.  Meeker,  Dean,  Graduate  School  of  Medicine,  Uni- 
versity of  Pennsylvania;  Dr.  T.  H.  Weisenburg  and 
Dr.  Edward  A.  Strecker,  of  the  Graduate  School  of 
Medicine;  Miss  Mildred  C.  Scoville,  The  Common- 
wealth Fund;  Dr.  Frankwood  E.  Williams,  Medical 


Director,  the  National  Committee  for  Mental  Hygiene; 
Dt.  Ralph  P.  Truitt,  Director,  Division  on  Prevention 
of  Delinquency,  The  National  Committee  for  Mental 
Hygiene. 

The  functions  of  the  fellowship  committee  shall  be 
as  follows : 

(a)  The  selection  of  fellows; 

(b)  Determination  of  the  amounts  of  fellowship 
awards ; 

(c)  Specification  of  time  assigned  to  subjects  within 
the  group-time  allotments ; 

(d)  Termination  of  fellowship  awards; 

(e)  To  rule  as  necessary  upon  points  within  the  fel- 
lowships ; 

(f)  To  make  such  changes  in  the  plan  as  may  be 
found  to  be  desirable. 


GENERAL  NEWS  ITEMS 

The  Inter-State  Postgraduate  Assembly  of  Amer- 
ica will  be  held  at  St.  Paul,  Minnesota,  October  12  to  16, 
inclusive,  1925. 

Dr.  Edwin  F.  Leman,  of  East  Orange,  N.  J.,  who 
for  the  last  thirteen  years  has  devoted  himself  to  the 
study  of  radium  rays,  died  on  the  evening  of  June  7, 
a martyr  to  the  advancement  of  science.  He  was  noted 
for  his  ability  to  recover  pure  radium  from  its  ore. 

The  Eugenics  Society  of  the  United  States  of 
America  is  established  with  the  idea  of  forwarding  the 
practical  application  of  eugenic  principles  to  the  im- 
provement of  the  American  population.  Any  one  inter- 
ested may  communicate  with  Margaret  Andrus,  Asst. 
Treas.,  460  Prospect  St.,  New  Haven,  Conn.  All 
membership  dues  include  subscription  to  the  Eugenical 
News. 

Dr.  Antoine  Depage,  distinguished  Belgian  surgeon, 
died  on  June  10.  Dr.  Depage  was  head  of  the  La 
Panne  Hospital,  which  he  built,  with  the  aid  of  the 
American  Red  Cross,  six  miles  back  of  the  front-line 
trenches  at  Vinckem  early  in  the  War.  He  also  made 
invaluable  findings  in  the  fields  of  lung  surgery,  frac- 
tures and  skull  surgery  in  the  War  period.  He  earned 
distinction  in  the  War  by  having  patients  walking  on 
artificial  limbs  two  weeks  after  amputations.  Dr.  De- 
page’s wife  was  drowned  in  the  sinking  of  the  Lusitania 
in  1915.  She  had  been  in  the  United  States  to  collect 
funds  for  Belgian  relief  and  was  returning  to  her  coun- 
try with  $100,000  contributed  by  Americans. 

The  Ithaca  Conservatory  of  Music,  with  the  desire 
to  stimulate  the  study  of  music  and  elocution,  offers  100 
scholarships  valued  from  $80  to  $600  each,  to  deserving 
applicants  from  any  state  in  the  Union,  and  which  will 
entitle  them  to  instruction  for  the  term  of  seventeen 
weeks  beginning  with  the  opening  of  the  school  year, 
September  22,  1925,  in  any  of  the  following  depart- 
ments : Voice,  Violin,  Piano,  Composition,  Elocution, 
Band  Instruments  and  Public  School  Music.  These 
scholarships  are  awarded  upon  competition  which  is 
open  to  any  one  desiring  a musical  or  literary  education. 
Any  one  wishing  to  enter  the  competition  or  desiring 
information  should  write  to  Mr.  B.  L.  Johnson,  Secre- 
tary of  the  Ithaca  Conservatory  of  Music,  Ithaca,  N.  Y., 
before  September  1,  1925. 

Retaliatory  action  taken  by  the  New  Jersey  State 
Board  of  Medical  Examiners  at  its  May  meeting  in  re- 
fusing to  reco^ize  internship  in  Pennsylvania  hospitals 
as  a qualification  for  admission  to  the  New  Jersey  ex- 
aminations for  licenses  to  practice  medicine  has  been 
modified  to  the  extent  that  it  will  not  be  retroactive. 

Candidates  who  began  serving  internship  in  Pennsyl- 
vania prior  to  May  7th,  when  the  board  adopted  its 
retaliatory  resolution,  will  be  admitted  to  the  examina- 
tions in  New  Jersey,  provided  they  comply  with  the 
other  requirements,  while  those  entering  subsequently 
will  not  be  admitted. 
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The  action  of  the  New  Jersey  Board  was  the  outcome 
of  a letter  by  Dr.  William  Pepper,  Dean  of  the  Univer- 
sity of  Pennsylvania  School  of  Medicine,  protesting 
against  the  action  of  the  New  Jersey  Board,  which,  he 
declared,  had  “blacklisted  every  hospital  in  the  State  of 
Pennsylvania”  merely  because  the  Pennsylvania  Board 
had  refused  to  recognize  “a  certain  hospital  in  New 
Jersey  as  upon  its  approved  list.” 

The  second  report  of  the  Committee  on  Accidents 
from  Zinc-Stearate  Dusting  Powders,  appointed  by  the 
Board  of  Trustees  of  the  American  Medical  Associa- 
tion, has  recently  been  published.  Copies  of  this  report, 
with  an  appendix  showing  the  opinions  of  thirty-four 
representative  pediatricians  on  the  therapeutic  value  of 
such  powders,  can  be  obtained  on  request.  Address, 
Committee  on  Zinc  Stearate  Dusting  Powders,  Ameri- 
can Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois,  enclosing  a self-addressed,  stamped 
envelope. 

There  were  reported  to  the  Committee  131  accidents 
from  the  inspiration  of  zinc-stearate  dusting  powders 
by  infants.  Twenty-eight  of  the  victims  died.  The 
Committee  conferred  with  representatives  of  certain 
distributors  concerning  the  dangers  incident  to  the  use 
of  such  powders  on  infants.  Following  a meeting  held 
at  the  headquarters  of  the  American  Medical  Associa- 
tion, these  distributors  agreed  to  cooperate  by  adopting 
self-closing  containers  for  the  powders  they  distribute, 
and  agreed  that  cautionary  labels  are  desirable.  Opin- 
ions were  secured  from  thirty-four  representative  pedi- 
atricians concerning  the  therapeutic  value  of  zinc- 
stearate  dusting  powders.  Thirty-one  believe  that  such 
powders  have  no  advantage  over  other  dusting  powders, 
that  they  constitute  a hazard  to  infant  life,  and  that 
their  use  should  be  discouraged. 


CORRESPONDENCE 


Christian  Science  Committee  on  Pubeication 
FOR  THE  State  of  Pennsylvania 

212-214  N.  Third  Street 
Harrisburg 

To  the  Editor  of  The  Atlantic  Medical  Journal, 
Harrisburg,  Pa. 

Your  June  issue  carries  the  question,  “Are  not  our 

Christian  Science  friends  practicing  ‘medicine’? 

and  ought  they  to  be  permitted  to  continue  without  an 
adequate  training  in  the  science?” 

The  question  thus  asked  appears  to  have  its  basis  in 
the  fact  that  some  definitions  of  the  term  “medicine” 
are  so  broad  as  to  cover  all  kinds  of  healing.  Owing 
to  this,  legislatures  in  more  than  thirty  states  have  ex- 
empted, either  specifically  or  in  general  terms,  the  prac- 
tice of  Christian  Science  from  acts  passed  governing 
medical  practice.  The  reasons  for  such  exemptions  are 
many,  but  to  the  Christian  Science  practitioner,  who  is 
not  without  training  in  his  line  of  work,  the  main  rea- 
son for  not  undergoing  medical  education  and  training, 
as  commonly  understood,  is  that  such  education,  includ- 
ing its  mental  therapeutics,  psychology  and  metaphysics, 
has  nothing  in  common  with  the  teaching  and  practice 
of  Christian  metaphysics,  either  in  basis  or  method.  If 
it  had,  the  former  would  take  the  Bible  as  its  principal 
textbook,  as  does  the  Christian  Scientist.  The  other 
books  on  Christian  Science,  as  written  by  Mrs.  Eddy, 
are  used  mainly  to  gain  an  understanding  of  the  spir- 
itual metaphysics  of  the  Bible. 

The  wide  divergence  between  medical  teaching  and 
Christian  Science  may  be  seen  at  a glance  when  one 


considers  passages  of  Scripture  involved  in  the  latter ; 
such  as  “Henceforth  know  we  no  man  after  the  flesh” ; 
“The  children  of  the  flesh,  these  are  not  the  children  of 
God” ; and,  “This  is  life  eternal,  that  they  might  know 
Thee,  the  only  true  God,  and  Jesus  Christ  whom  Thou 
hast  sent.”  God,  said  Jesus,  is  Spirit  (R.  V.),  and  John, 
the  beloved  disciple,  said  He  is  Love.  Spiritual  healing, 
therefore,  involves  an  understanding  of  God  in  these 
terms.  On  page  113  of  Science  and  Health,  Mrs.  Eddy 
writes,  “The  vital  part,  the  heart  and  soul  of  Christian 
Science,  is  Love.” 

It  would  be  of  no  advantage  to  a Christian  Scientist 
to  undergo  a course  of  training  that  leads  directly  away 
from  spirit  to  matter ; from  the  teaching  and  practice 
of  Christ  Jesus,  who  Mrs.  Eddy  declared  and  proved 
“was  the  most  scientific  man  that  ever  trod  the  globe” 
(Science  and  Health,  p.  313).  Medical  training  would 
hardly  enable  the  pastor  of  a church  to  pray  more  suc- 
cessfully for  the  sick.  And  our  constitutional  guar- 
antees of  religious  liberty  would  be  a mockery  if  a 
Christian  were  forbidden  to  practice  prayer  on  behalf 
of  the  sick  until  taking  a medical  course. 

I submit  that  the  respect  which  our  medical  friends 
usually  and  freely  accord  to  a Christian  who  prays  for 
the  sick,  with  little  success  perhaps,  should  not  cease 
when  such  prayer  has  a scientific  basis  in  Christian 
metaphysics  as  taught  by  Christ  Jesus,  nor  should  they 
attempt  to  put  limitations  upon  it  when  it  becomes  ef- 
fective in  healing.  If  we  cannot  agree  in  methods,  we 
may  at  least  accord  to  another  the  rights  lawfully  be- 
longing to  him. 

As  to  adequate  training,  I venture  to  say  without 
much  risk  of  successful  contradiction,  that  many  a child 
taught  in  a Christian  Science  Sunday  school,  would, 
without  taking  the  further  instructions  provided  to  fit 
him  for  the  practice  of  Christian  Science,  pass  a better 
examination  in  Christian  metaphysics  than  the  graduate 
of  your  best  medical  college.  Aaron  E.  Brandt. 

June  16.  1925. 


THE  RELATION  OF  CHRONIC  FOCI  OF 
INFECTION  TO  KIDNEY  INFECTION 

Haden  (Amer.  Jour.  Med.  Sci.,  Mar.,  1925)  sum- 
marizes as  follows : Pyogenic  kidney  infection  is  almost 
always  of  hematogenous  origin.  The  pathological  pic- 
ture is  variable  and  cannot  be  determined  from  the 
clinical  symptoms.  The  so-called  pyelitis  in  the  absence 
of  obstruction  is  almost  always  a pyelonephritis.  The 
colon  bacillus  is  probably  seldom  the  primary  invader 
except  possibly  in  cases  of  lower  urinary-tract  ob- 
struction. The  infecting  agent  is.  usually  a streptococcus 
or  staphylococcus  which  produces  lesions  by  reason  either 
of  great  virulence  or  an  especial  affinity  for  kidney 
tissue  acquired  in  a chronic  focus.  In  a great  majority 
of  cases  of  chronic  pyogenic  kidney  infection  the  or- 
ganism is  fed  into  the  blood  stream  from  chronic 
foci  of  infection.  Six  cases  are  reported  in  which 
kidney  lesions  similar  to  those  from  which  the  patient 
suffered  were  produced  in  animals  by  the  intravenous 
injection  of  organisms  recovered  from  infected  teeth. 
The  need  for  the  proper  consideration  of  chronic 
focal  infection  in  treating  such  cases  of  kidney  in- 
fection is  apparent. 


Arcus  senilis  is  by  no  means  an  indication  of  senility. 
It  may  occur  in  early  life,  and  yet  the  patient  may  live 
to  a good  old  age. — Taylor. 
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EXTRA-UTERINE  PREGNANCY  FROM 
THE  STANDPOINT  OF  A COUNTRY 
PRACTITIONER* 

JOSEPH  BRINGHURST,  M.D. 

FELTON,  DEE. 

Some  time  ago,  a retired  physician,  a man  of 
wide  experience,  keen  intellect,  and  good  judg- 
ment, told  me  that  he  had  never  seen  a case  of 
ectopic  pregnancy  in  his  practice.  My  recollec- 
tion of  my  own  early  years  in  medicine  also 
fails  to  include  any  such  cases. 

The  question  is,  were  there  none,  or  did  we 
fail  to  recognize  them?  I am  inclined  to  the 
latter  view,  and  am  regretfully  sure  that  we 
signed  some  death  certificates  as  “peritonitis”  or 
“inflammation  of  the  bowels”  that  should  have 
read  “ectopic  pregnancy.”  These  diagnoses 
were  all  too  common  twenty-five  years  ago. 

During  the  past  five  years,  I have  seen  nine 
cases  of  my  own,  one  in  consultation,  and  five 
others  whom  I etherized  for  their  operations  at 
the  Milford  Emergency  Hospital. 

My  first  case  was  that  of  a young  woman  who 
had  excruciating  pelvic  pain  and  tenderness  over 
McBurney’s  point.  I took  her  the  next  day  to 
the  Methodist  Hospital  in  Philadelphia,  where 
Dr.  L.  J.  Hammond  operated  upon  her.  She 
had  the  appendicitis  I had  diagnosed,  but  also  a 
ruptured  ectopic  pregnancy  of  the  right  tube, 
with  abdomen  full  of  clots.  I was  surprised,  for, 
as  one  of  my  Sussex  County  friends  would  say, 
she  did  not  “belong  to  have  it,”  as  she  was  not 
married. 

At  this  point  I should  like  to  record  an  ob- 
servation of  mine  which  I am  sure  is  not  new — 
the  frequency  of  appendicitis  associated  with 
ectopic  gestation.  This  has  occurred  in  a large 
proportion  of  my  casesj  and  is  accounted  for  by 
the  direct  anatomical  and  physiological  connec- 
tion of  the  appendix  with  the  right  ovary,  and 
the  indirect  connection  with  the  left,  through  the 
right  ovary. 

My  next  patient  was  a colored  woman  who 

*Read  before  the  Medical  Society  of  Delaware,  Milford,  Octo- 
ber 15,  1924. 


thought  herself  to  be  pregnant.  She  had  uterine 
bleeding,  a dilated  cervix,  an  enlarged  womb, 
difficulty  in  emptying  her  rectum,  and  pelvic 
pain.  On  digital  examination,  I felt  a mass 
which  I took  to  be  a pregnant  uterus.  Thinking 
it  a case  of  abortion,  I obtained  a nurse,  chloro- 
formed the  patient,  and  undertook  to  empty  the 
womb,  but  there  was  nothing  in  it.  A more 
careful  examination  under  the  anesthesia  dis- 
closed the  mass  posterior  to  the  uterus,  and  the 
next  day,  on  operation  at  the  Methodist  Hospital, 
it  proved  to  be  a hematoma  of  the  broad  liga- 
ment which  had  followed  the  rupture  of  a left 
tubal  pregnancy.  She  also  had  a right  tubal 
pregnancy,  unruptured. 

About  this  time  I had  begun  to  think  that  all 
such  patients  were  ectopics,  and  sent  one  to  the 
hospital  that  turned  out  to  be  an  ordinary  mis- 
carriage. Thus  are  we  apt  to  go  to  extremes ! 

I shall  not  go  into  particulars  with  all  my 
cases,  but  will  describe  two  of  them  that  were 
outstanding,  the  first  on  account  of  its  rarity. 

I was  called  to  see  Mrs.  M.  about  6 a.  m., 
November  25,  1922.  She  had  had  very  severe 
pain  low  down  on  the  right  side  for  over  an 
hour,  for  which  she  required  an  immediate  hypo- 
dermic of  morphin.  Her  history  was  suggestive 
of  pus  tubes.  Arrangements  were  made  for  her 
to  go  to  the  Milford  Emergency  Hospital  that 
afternoon,  but  before  she  went,  she  had  another 
acute  attack  of  pain,  this  time  on  the  left  side. 
The  following  notes,  dictated  at  the  time  of  the 
operation  by  Dr.  Hammond,  will  explain  her 
condition : 

“Median  incision ; characteristic  bloody  colora- 
tion of  the  peritoneum  which,  when  opened,  lib- 
erated free  blood  clots.  The  right  tube  immedi- 
ately back  of  the  fimbria  was  ruptured,  and  was 
the  source  of  the  primary  attack  of  pain  and 
bleeding.  The  left  tube  was  ruptured  at  its 
fimbriated  extremity,  the  entire  end  of  which  held 
a blood  clot  that  was  probably  the  means  of  pre- 
venting fatal  hemorrhage  from  this  source.  The 
middle  of  the  tube  contained  an  adherent  mass, 
the  surface  of  which  resembled  a blood  clot,  but 
the  base  of  which  was  clearly  decidual  mem- 
brane. The  condition  was  one  of  double  rup- 
tured tubal  pregnancy,  with  an  unruptured  preg- 
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nancy  of  the  left  tube.  The  appendix  was  in- 
volved and  was  also  removed.  This  was,  then, 
a case  of  triple  extra-uterine  pregnancy.” 

The  only  fatal  case  I have  had  was  Mrs.  W. 
On  May  4,  1923,  I was  called  early  in  the  morn- 
ing, and  obtained  a history  of  severe  abdominal 
pain  and  obstruction.  The  patient  was  unable 
to  secure  bowel  action,  liad  had  pain  since  noon 
the  day  before,  and  had  been  taking  medicine 
from  the  drug  store  for  “cramps.”  The  woman’s 
age  was  40,  and  the  fact  that  she  was  a grand- 
mother and  that  her  youngest  child  was  12,  com- 
bined with  the  preliminary  drug-store  treatment 
and  the  stress  laid  on  the  bowel  condition,  threw 
me  completely  off  the  track,  and  it  was  not  until 
the  second  visit  at  noon,  after  she  had  had  another 
severe  attack  of  localized  pain  with  evidence  of 
internal  bleeding,  that  I suspected  the  real  con- 
dition and  had  her  removed  to  the  hospital  as 
quickly  as  possible.  She  was  exsanguinated 
when  taken  to  the  operating  room,  and  died  on 
the  table.  The  hemorrhage  was  stopped  at  once 
by  clamping  the  ovarian  artery,  saline  solution 
was  given  intravenously,  and  adrenalin  was  in- 
jected directly  into  the  heart  muscle,  but  all  to 
no  avail.  In  this  case,  valuable  time  was  lost  by 
self-medication  on  the  one  hand,  and  by  my 
inability  to  make  a diagnosis  on  the  other.  A 
woman  would  have  to  be  well  past  the  meno- 
pause before  I should  again  fail  to  consider 
ectopic  pregnancy  if  she  had  severe  pelvic  pain. 

The  symptoms  of  tubal  pregnancy  are  more  or 
less  vague  until  rupture  causes  severe  pain  on 
one  side,  accompanied  by  symptoms  of  shock. 
Most  of  the  cases  had  some  degree  of  uterine 
bleeding,  which  is  a very  suggestive  symptom; 
some  had  difficulty  in  emptying  the  rectum ; 
often  there  was  only  slight  pain  and  discomfort. 
One  woman  cut  and  shocked  corn  for  a week 
previous  to  the  rupture.  Digital  examination  is 
at  times  a great  help ; and  again  it  discloses  very 
little. 

The  main  thing,  after  all,  is  to  recognize  in 
time  that  a surgical  condition  is  present.  Of 
course,  it  is  desirable  to  make  a correct  diagnosis, 
but  immediate  operation  is  the  important  factor, 
for  I do  not  agree  with  those  who  advise  waiting. 

THE  NEED  OF  ACCURATE  DIAGNOSIS, 
FOR  SUCCESSFUL  TREATMENT 
OF  NERVOUS  BREAKDOWN* 

ABSTRACT 

TOM  A.  WILLIAMS,  M.B.,  C.M. 

WASHINGTON,  D.  C. 

If  the  thyroid  gland  is  overactive,  the  patient 
becomes  exhausted,  asthenic,  loses  his  ambition, 

'Read  before  the  Medical  Society  of  Delaware,  Milford,  Octo- 
ber 15,,  1924. 


etc.  Breakdown  is  caused  by  failure  to  meet 
stress,  and  it  may  show  itself  in  some  condition 
of  the  eye,  throat,  or  chest,  as  well  as  in  general 
debility. 

The  school  child  may  have  no  focal  infection, 
yet  may  fail  to  react  properly  to  stress.  This 
may  be  caused  by  excessive  strain,  by  malnour- 
ishment,  by  insufficient  rest,  by  friction  between 
the  father  and  mother.  It  would  be  wrong  to 
say  that  that  child  is  perfectly  healthy. 

Adult  neurasthenia  may  be  due  to  domestic 
unhappiness,  as  when  a man  thinks  his  wife  is 
unfaithful,  or  when  he  has  a sick  child. 

A good  example  of  this  type  of  case  is  a young 
girl  whom  I saw  recently.  She  had  been  ill  for 
some  time,  with  a progressive  longing  for  rest, 
and  had  been  in  the  hands  of  various  physicians. 
In  addition  to  asthenia,  which  was  due  to  endo- 
crine hypoplasia,  she  was  overambitious  and 
desirous  of  “making  something”  of  herself. 
This  girl  had  been  told : “There  is  nothing  the 
matter  with  you ; get  out  and  ride  horseback, 
play  tennis,  etc.”  The  result  was  overstress. 
Now,  superficially,  she  is  perfectly  well  and  is 
able  to  work;  but  if  she  goes  beyond  her 
strength,  she  becomes  debilitated  at  once. 

Another  woman  had  had  some  little  affair 
which  upset  her  emotionally;  but  neuritis  due 
to  lumbar  radiculitis  was  the  real  cause  of  her 
pain. 

People  break  down  if  the  stress  is  great 
enough,  and  every  doctor  should  refrain  from 
encouraging  patients  to  do  things  beyond  their 
strength  because  nothing  appears  to  be  wrong. 
If  the  trouble  is  not  physical,  it  is  psychological. 

Diagnosis  is  the  essential  preliminary  to  pro- 
per treatment.  “Nervous  breakdown”  is  not  a 
diagnosis.  See  “Dreads  and  Besetting  Fears” 
(Little,  Brown  & Co.,  1923),  “The  Rehabilita- 
tion of  Young  Women”  {Virginia  Medical 
Monthly,  1923),  “Differential  Diagnosis  and 
Neurasthenia”  {Medical  Record,  1922),  and 
many  other  publications  in  which  the  need  of 
proper  diagnosis  is  shown  forth  with  numerous 
illustrations. 

DISCUSSION 

Dr.  L.  CoNwfiLi,  (Camden,  Del.)  : I do  believe  that 
sometimes  people  get  beyond  nervous  irritation,  so  that 
there  is  no  danger  of  a nervous  breakdown. 


EDITORIAL 


BOTH  WRONG 

It  is  with  considerable  regret  that  we  learn 
from  recent  issues  of  the  Atlantic  Medical 
Journal  and  the  Journal  of  the  American  Med- 
ical Association  that  the  comity  that  should  pre- 
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vail  between  adjoining  states  in  things  medical  is 
not  all  that  it  should  be,  meaning  particularly  the 
somewhat  strained  relations  that  seem  to  exist 
between  the  boards  of  medical  examiners  of 
Pennsylvania  and  New  Jersey.  It  seems  to  be  a 
long  story,  and  no  two  interested  versions  of  it 
will  agree  perhaps,  yet  it  seems  to  us,  who  can 
fairly  be  said  to  be  disinterested,  that  there  is 
some  right  and  some  wrong  on  both  sides. 

It  apj>ears  that  during  the  war  period  Pennsyl- 
vania took  good  care  to  see  to  it  that  the  with- 
drawal of  young  physicians  from  practice  did 
not  leave  her  hospitals  without  interns,  and  she 
accordingly  altered  her  law  in  such  manner  as  to 
provide  that  no  one  was  eligible  to  take  the  state 
board  examination  who  had  not  spent  one  year 
in  an  approved  hospital.  The  crux  in  this  law, 
as  in  all  such  regulations,  lies  in  the  construction 
placed  upon  the  word  “approved,”  in  this  case  it 
meant  those  hospitals  approved  by  the  Pennsyl- 
vania board,  the  hospitals  being  compelled  by  the 
law  to  provide  certain  courses  of  intern  training, 
and  certain  clinical  and  laboratory  facilities.  The 
standard  was  admittedly  high,  which  was  desir- 
able even  in  the  rush  of  war  time,  and  had  there 
been  an  impartial  administration  of  the  law  at 
that  time,  the  present  position  taken  by  Pennsyl- 
vania would  be  invulnerable. 

But  we  in  Delaware  have  good  reason  to  be- 
lieve that  the  law  was  not  administered  with 
absolute  fairness.  One  of  the  largest  hospitals  in 
Wilmington  was  at  first  placed  on  their  approved 
list  and  then  later  stricken  from  the  list,  be- 
cause the  interns  did  not  get  a specific  amount 
of  instruction  in  the  laboratory  and  in  the  x-ray 
department.  The  local  schedule  of  duties  of  the 
interns  provided  for  this  instruction,  but  when 
the  intern  on  ward  duty  was  sick  or  absent,  the 
intern  from  the  laboratory  had  to  go  back  to 
the  wards,  at  least  for  a while.  Thus  it  hapj>ened 
that  the  regulation  specifying  the  exact  number 
of  hours  required  by  Pennsylvania  for  the  x-ray 
room,  for  instance,  was  not  actually  complied 
with,  though  the  men  were  given  a moderate 
amount  of  work  there.  Even  so,  Pennsylvania, 
under  her  law,  could  refuse  to  admit  such  in- 
terns to  her  examinations,  and  did  do  so.  One 
particularly  desirable  man  was  at  first  refused, 
but  finally  admitted  on  reciprocity  only  after  con- 
siderable protest  and  correspondence  between  the 
Delaware  and  Pennsylvania  boards. 

Technically,  Pennsylvania’s  position  was-  cor- 
rect, so  far  as  this  hospital  was  concerned,  but 
their  board  was  not  a bit  technical  when  it  came  to 
considering  the  applications  of  interns  from  some 
Pennsylvania  hospitals  whose  conduct  had  been 
exactly  the  same  as  that  of  the  Delaware  Hos- 
pital. We  learned  at  that  time  that  the  hospitals 


in  Chester,  Coatesville,  Lancaster,  and  Harris- 
burg had  done  what  the  Delaware  Plospital  had 
done,  and  that  their  interns  had  not  the  requi- 
site number  of  days  in  the  x-ray  room,  etc.,  but 
they  were  admitted  to  the  examinations  without 
quibble,  the  board  evidently  accepting  the  mere 
statement  of  the  hospital  authorities  that  the 
courses  were  provided.  This  is  the  rank  injus- 
tice which  we  intimated  above,  and  we  must 
admit  that  Pennsylvania,  under  the  Baldy 
regime,  did  not  increase  the  friendliness  of  her 
neighbors.  We  understand  that  New  Jersey  re- 
ceived the  same  dose  as  Delaware.  Since  the 
advent  of  the  Metzger  r%ime  the  relations  with 
Delaware  have  improved  somewhat,  and  bid  fair 
to  be  entirely  satisfactory  in  the  near  future. 

New  Jersey,  on  the  other  hand,  apparently 
piqued  at  the  stringent  attitude  of  the  Pennsyl- 
vania board  in  rating  the  New  Jersey  hospitals, 
has  recently  advised  Pennsylvania  that  until  the 
New  Jersey  rating  is  accepted  by  Pennsylvania, 
no  intern  from  a Pennsylvania  hospital  will  be 
admitted  to  the  New  Jersey  examinations,  or  by 
reciprocity.  This  sort  of  thing  hurts  the  whole 
profession,  and  would  do  credit  to  a pack  of 
school  boys.  It  is  particularly  short-sighted,  be- 
cause the  first  victim  happens  to  be  a New 
Jersey  boy  who  wants  to  practice  at  home,  but 
who  has  been  for  the  past  two  years  an  intern  at 
the  Episcopal  Hospital  in  Philadelphia.  The 
Jersey  decision  is  practically  retroactive  in  this 
case,  which  adds  to  its  viciousness,  and  we  enter- 
tain serious  doubts  as  to  the  constitutionality  of 
the  action  taken.  The  reply  of  the  Pennsylvania 
board  showed  a much  greater  breadth  of  view,  in 
that  they  will  take  any  applicant  from  any  Jersey 
hospital  that  is  on  the  Pennsylvania  approved  list. 
This  is  certainly  the  “retort  courteous,”  and  will 
probably  in  time  effect  a reconciliation.  We  hope 
so,  for  while  Delaware  has  had,  we  believe, 
sliabby  treatment  at  the  hands  of  the  Pennsylva- 
nia board  in  the  past,  the  disposition  at  present 
is  to  be  as  broad  and  as  lenient  as  the  law  will 
possibly  permit. 

The  thing  to  do  is  obvious : increase  the  stand- 
ards of  the  Delaware  and  the  Jersey  hospitals 
so  that  there  can  be  no  question  possible  over 
the  eligibility  of  the  interns  from  these  hospitals 
to  take  any  examination  anywhere.  This  is  a 
fundamental  projx)sition,  and  will  take  a long 
time  perhaps,  but  with  so  many  agencies  trying 
to  improve  medical  schools,  hospitals,  medical 
laws,  public  health,  and  cognate  items,  it  can  and 
must  be  done. 

In  the  meantime  we  feel  profoundly  sorry  for 
the  poor  chap  who  aroused  the  sympathy  of 
Dean  Pepper.  But  after  all,  it  is  clear  that 
neither  side  in  this  controversy  is  in  a jX)sition  to 
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say  “boo”  to  the  other:  Pennsylvania  has  been 
technical,  New  Jersey  has  been  vindictive;  and 
rather  than  have  them  fight  it  out  in  Boyle’s 
Thirty  Acres,  we  will  invite  them  both  to  Dela- 
ware, give  them  the  glad  hand,  make  them  eat 
at  the  same  table,  deliberate  over  the  same  box 
of  cigars,  and  then — sign  the  Treaty  of  Wil- 
mington. 
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MANUAL  FOR  DIABETICS.  By  Gladys  L.  Boyd, 
M.D.,  and  Marion  D.  Stalsmith,  Dietitian.  Funk  & 
Wagnalls  Company,  Publishers,  354-360  Fourth  Ave- 
nue, New  York,  N.  Y. 

The  brevity  of  this  little  manual  recommends  it. 
The  subject  matter  is  dependable  and  up-to-date.  The 
advice  is  sound  and  timely,  with  the  one  exception  that 
to  put  in  patients’  hands  as  a warning  test  for  approach- 
ing acidosis,  the  ferric  chlorid  test  for  diacetic  acid  is 
far  preferable  to  the  sodium  nitroprussid  test  for 
acetone. 

As  a handbook  for  patients,  chapter  VI  starts  off 
very  well  with  a quotation  from  Joslin,  but  it  becomes 
awkward  and  unpractical  with  the  table  on  page  33, 
which  is  adapted  to  a dietitian’s  laboratory  and  not  to 
a patient’s  pocket.  For  the  patient,  fruit  and  nuts 
should  be  grouped  like  vegetables  under  5,  10,  15,  and 
20%.  In  practice,  the  inaccuracies  balance  each  other. 
The  table  on  page  33  implies  that  each  fruit  has  a value 
that  must  be  learned.  Patients  will  not  do  this ; if 
they  try  to  do  so,  they  become  hopeless  hypochondriacs. 
Later  in  the  same  chapter,  why  give  a patient  four 
grades  of  cream?  He  might  as  well  be  given  ten 
grades.  Why  not  teach  the  patient  to  get  40%  cream, 
or  20%  cream?  The  more  simple  the  rules,  the 
smaller  the  number  of  groups,  the  greater  attention  the 
average  patient  will  give  to  the  subject  of  diet — then 
the  more  satisfaction  he  will  get  in  trying  to  be  accurate 
and  conscientious. 

Chapters  VII  and  VIII  on  diabetic  recipes  and  menu 
planning  are  both  very  valuable. 

DIABETIC  DIET;  A HANDBOOK  FOR  DIA- 
BETICS. By  A.  Doris  McHenry,  B.A.  and  Marjorie 
M.  Cooper,  B.A.  Harper  Bros.,  Publishers,  New 
York  and  London. 

The  sixty  pages  in  this  little  manual  are  given  to  a 
very  valuable  collection  of  diabetic  recipes.  There  is  a 
page  or  two  of  timely  warning,  a few  pages  of  valuably 
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suggestions  to  the  dietitian,  brief  but  explicit  directions 
for  the  patient  to  enable  him  to  examine  his  own  urine, 
weigh  his  own  food,  and  calculate  its  value.  Proper 
emphasis  is  put  upon  the  fact  that  conscientious  accuracy 
in  dieting  is  even  more  important  to  the  patient  who  is 
taking  insulin  than  to  one  who  is  not. 

THE  ESSENTIALS  OF  HEALTHFUL  LIVING. 
By  William  S.  Sadler,  M.D.,  F.A.C.S.,  formerly 
Professor  at  the  Postgraduate  Medical  School  of 
Chicago ; Senior  Attending  Surgeon  to  Columbus 
Hospital,  etc.  Cloth,  octavo  of  481  pages.  Price 
$3.50.  Published  1925,  by  the  Macmillan  Co.,  New 
York. 

“The  masses  you  alone  through  masses  can  subdue,” 
opined  Goetbe.  One  Dr.  Gunn  believed  this  when  he 
contributed  his  “Family  Medicine,”  and  our  ancestors, 
despite  the  scoffer  who  sneered  that  all  it  contained 
was  “sulphur,  molasses,  and  the  family  doctor,”  had 
confidence  in  his  book.  Dr.  Sadler,  in  the  “Essentials 
of  Healthful  Living,”  is  creating  a messenger  calculated 
to  convey  to  the  ordinary  mind  what  constitutes  health, 
and  how  it  is  obtained  and  maintained.  Worthy  of  note 
is  the  attention  given  to  tobacco,  tea,  coffee,  and  alcohol 
as  impairers  of  health,  as  well  as  the  more-feared 
opium  and  cocain.  The  various  diseases  are  discussed 
in  a simple  but  pleasant  literary  manner,  and  prevention, 
hygiene,  and  sanitary  measures  are  presented  in  consis- 
tency with  the  most  recent  and  most  reasonable  scien- 
tific knowledge.  The  author  wisely  cautions  against 
health  fads,  warns  us  not  to  make  a reli^on  out  of 
hygiene,  and  to  look  out  for  the  fanatical  “health 
puritans  and  hygienic  nihilists.” 

The  reviewer,  however,  has  a poor  opinion  of  the 
sanitarianism  of  Moses,  the  patriarchs,  and  the  prophets. 
Where  orthodoxy  exists  to-day  is  to  be  found  the  most 
insanitary  environment,  and  one.  Job,  probably  owed  his 
boils  to  a close  association  with  his  favorite  dunghill. 
Neither  Mecca  nor  Jerusalem  would  take  a medal  for 
being  clean,  healthy  abodes  of  living  to-day. 

While  the  author  is  right,  so  far  as  he  goes,  on  the 
venereal  question,  he  does  not  go  far  enough.  Celibacy 
and  chastity  are  enjoined  necessarily  by  civilization, 
but  is  there  not  something  wrong  with  a civilization  in 
which  so  many  of  the  best  type  of  women  and  men 
must  voluntarily  adopt  sexual  starvation?  The  ancient 
Babylonians,  Heroditus  tells  us,  on  the  days  of  their 
great  fair,  arranged  marriages  between  those  not  mated. 
The  only  attempts  along  the  same  line  have  been  es- 
sayed lately  in  Russia  and  Hungary,  with  more  or  less 
sneering  on  the  part  of  the  rest  of  the  world,  which  is 
at  the  old  inefficient  game  of  “weeding  out  prostitution 
and  venereal  disease,”  without  doing  anything  to  correct 
the  very  situation  that  so  largely  incubates  them  and 
nullifies  the  institution  of  marriage  in  great  part.  Why 
not  make  marriage,  as  well  as  health,  contagious.  Dr. 
Sadler  ? 

A TEXTBOOK  OF  PRACTICAL  THERAPEU- 
TICS. By  Hobart  Amory  Hare,  B.Sc.,  M.D.,  LL.D., 
Professor  of  Therapeutics,  Materia  Medica,  and 
Diagnosis  in  the  Jefferson  Medical  College  of  Phila- 
delphia. Nineteenth  edition,  enlarged,  thoroughly 
revised  and  largely  rewritten.  Illustrated  with  144 
engravings  and  8 plates.  Philadelphia  and  New 
York:  Lea  & Febiger,  1925.  Price  $7.00. 

In  the  practice  of  medicine  therapeutics  must  ever 
advance,  as  the  study  of  medicine  is  progressive.  Each 
year  sees  the  introduction  of  new  remedies,  new  ob- 
servations on  old  remedies  and  the  abandonment  of 
those  that  have  proved  of  no  value. 

In  the  19th  edition  of  Professor  Hare’s  book  we  find 
exemplified  all  that  we  have  stated  above.  Much  of 
the  material  in  former  editions  that  is  now  obsolete  is 
omitted.  All  of  the  newer  remedies  which  the  author 
believes  to  be  worthy  of  employment,  have  been  in- 
cluded in  this  volume.  He  is  not  sparing  in  his  dis- 
cussion of  remedies  of  doubtful  value,  and  in  his  usual 
way  points  out  those  which  have  proved  of  greater 
value. 


In  the  cross  references  of  this  volume  one  may  gain 
a correct  idea  of  the  best  use  of  remedies  in  detail. 
The  first  portion  of  the  book  deals  with  drugs  and 
the  latter  with  diseases,  thus  coupling  up  a treatment 
for  each  affection  for  which  the  busy  practitioner  is 
seeking  a remedy.  We  find  in  this  work  a ready- 
reference  volume,  brought  up-to-date,  with  the  distinct 
style  which  the  author  has  followed  for  many  years. 

We  commend  this  work  not  only  to  those  who  are 
dealing  with  special  lines  of  work  in  medicine,  but 
also  to  the  doctor  who  needs  the  best  and  latest  in 
practical  therapeutics. 

FROM  INFANCY  TO  CHILDHOOD.  By  Richard 
M.  Smith,  M.D.,  Assistant  Professor  of  Child  Hy- 
giene, Harvard  University.  Boston : - The  Atlantic 
Monthly  Press.  Price  $1.25. 

This  book  of  105  pages  will  be  of  particular  interest 
to  those  who  have  followed  Dr.  Smith’s  earlier  book, 
“The  Baby’s  First  Two  Years.” 

Chapter  I emphasizes  the  importance  of  the  coopera- 
tion of  doctor,  mother,  and  nurse,  and  stresses  the 
necessity  of  systematic  examinations  at  regular  intervals 
— every  six  months  if  possible.  Separate  chapters  are 
devoted  to  the  nursery,  physical  development,  care  of 
the  body,  clothes,  food,  daily  routine,  sickness,  training 
and  education. 

As  is  well  known.  Dr.  Smith  has  paid  unusual  at- 
tention to  the  care  and  development  of  the  infant  and 
child,  and  his  books  can  with  profit  be  read  by  the 
mother  who  wishes  to  acquire  up-to-date  information 
on  the  bringing  up  of  her  children. 

THE  CRIPPLED  HAND  AND  ARM.  By  Carl 
Beck,  M.D.  Cloth,  243  pages,  with  302  illustrations. 
Price  $7.00.  Philadelphia : J.  B.  Lippincott  Com- 
pany, 1925. 

This  work  of  Dr.  Beck’s  is  an  excellent,  though  brief, 
outline  of  the  treatment  of  the  hand  crippled  at  birth 
or  by  injury  or  disease,  including  chapters  on  the  lesions 
of  the  whole  arm  that  affect  the  hand.  There  is  nothing 
particularly  new  or  original  in  the  work,  but  the  text 
is  lucid  and  readable,  a combination  of  orthopedic  and 
plastic  surgery  forming  the  major  portion.  There  are 
some  very  interesting  case  reports  also.  As  a terminal 
treatment  for  some  of  the  joint  lesions  the  author  seems 
slightly  partial  to  arthroplasties,  a method  which  in 
his  hands  seems  to  have  produced  some  surprisingly 
good  results,  results  which,  however,  may  not  always 
be  duplicated  by  the  general  run  of  surgeons.  We  can 
recommend  the  book  to  all  surgeons,  particularly  those 
especially  concerned  with  industrial  cases. 

THE  DIAGNOSIS  OF  CHILDREN’S  DISEASES. 
By  Professor  Dr.  E.  Feer,  Director  of  the  Univer- 
sity Children’s  Clinic,  Zurich,  Switzerland.  Trans- 
lated by  Carl  Ahrendt  Scherer,  M.D.,  F.AjC.P. 
J.  B.  Lippincott  Company,  Philadelphia. 

If  any  adverse  criticism  could  be  made  of  this  book, 
it  is  that,  as  stated  in  the  preface,  “treatment  is  not 
considered  except  when  it  is  essential  for  diagnosis.” 
Three  editions  in  three  years,  with  translations  into  three 
different  languages,  surely  speak  well  for  the  merits 
of  the  book,  and  should  more  than  warrant  this  trans- 
lation into  English. 

The  arrangement  of  the  list  of  illustrations  accord- 
ing to  diseases  is  very  wise,  and  the  limiting  of  space 
allotted  to  rare  conditions  in  order  to  devote  more  space 
to  the  common  and  important  diseases  is  much  in  its 
favor.  Perhaps  one  of  the  strongest  points  in  favor 
of  this  book  is  its  devotion  to  those  symptoms 
that  differ  essentially  from  the  manifestations  in  the 
adult,  although  perhaps  an  almost  equally  important 
point  is  the  absence  of  any  more  than  mere  reference 
to  rare  symptoms  and  the  omission  of  self-evident 
facts. 

The  work,  from  the  publisher’s  standpoint,  is  very 
good.  The  type  is  very  clear  and  comfortably  read ; 
while  the  illustrations  are  especially  clear  and  distinct. 
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AN  INTRODUCTION  TO  DERMATOLOGY.  By 
Sir  Norman  Walker.  Eighth  edition  with  92  plates 
and  80  illustrations  in  the  text.  New  York:  William 
Wood  and  Company,  1925.  Price  $7.00. 

In  the  preface  to  the  first  edition,  the  author  states 
that  the  work  is  practically  a reproduction  of  his  lec- 
tures, and  it  does  not  profess  to  be  a complete  system. 
This  statement  apparently  applies  to  the  eighth  edition. 

The  commoner  diseases  are  fully  described,  and  less 
completely  the  relatively  uncommon  ones,  while  the 
rare  diseases  are  omitted.  The  presentation  is  in  the 
narrative  style,  which  makes  the  book  easy  reading. 
A valuable  asset  of  the  publication  is  the  92  colored 
plates  of  very  excellent  character. 

Interesting  points  in  the  work  are  the  statements 
that  “it  cannot  be  too  definitely  laid  down  that  arsenic 
is  not  a universal  remedy  for  skin  diseases ; it  should 
be  used  in  those  diseases  where  it  is  known  to  be  of 
value,  and  in  them  only”;  and  that  “eczema  is  a name 

which  is  a cloak  for  ignorance By  using  in  its 

stead  the  word  dermatitis  (without  any  adjective)  we 
admit  our  ignorance  and  constantly  remind  ourselves 
of  the  necessitv  of  searching  out  the  cause  of  the  in- 
flammation.” The  author  gives  tuberculin  a high  place 
in  the  treatment  of  lupus  vulgaris.  He  also  employs  a 
“vaccine”  prepared  from  minced  tuberculous  glands 
(human  and  bovine),  and  recommends  ichthyol,  admin- 
istered internally,  as  the  most  valuable  drug  in  the  treat- 
ment of  urticaria. 

The  cutaneous  aspects  of  syphilis  are  covered,  en- 
tirely too  briefly,  in  four  and  one-half  pages  with  four 
colored  plates,  one  of  which,  bullous  congenital  syph- 
ilide,  is  extremely  rare.  The  treatment  of  syphilis  is 
discussed  in  only  two  pages,  too  briefly  to  be  of  prac- 
tical value. 

No  mention  is  made  of  a valuable  agent — electro- 
fulguration — in  the  chapter  on  the  treatment  of  skin 
cancer.  Therapy  of  skin  diseases  is  not  discussed  in 
detail,  but  nevertheless,  is  amply  discussed.  A con- 
siderable number  of  prescriptions  are  given. 

The  volume  is  not  a reference  book  of  the  diseases 
of  the  skin,  but  is  rather  a good  practical  presentation 
of  the  commoner  skin  diseases. 

INFECTION.  IMMUNITY  AND  INFLAMMA- 
TION. By  Fraser  B.  Gurd,  M.D.,  C.M.,  F.A.C.S., 
Lecturer  in  Applied  Immunologv  and  in  Surgery, 
McGill  University,  Montreal.  The  C.  V.  Mosby 
Company,  St.  Louis,  1924,  pp.  321.  Price  $5.00. 

This  is  an  interesting  as  well  as  an  entertaining 
exposition  of  the  known  facts  about  infection,  immunity, 
immunization,  inflammation,  the  infectious  diseases  and 
their  treatment.  It  is  written  in  a style  easy  for  the 
general  practitioner  to  read  and  understand,  and  is 
replete  with  the  practical  aspects  of  the  subject,  based 
upon  the  experiences  and  opinions  of  the  author. 

It  assumes  an  acquaintance  with  the  subject  treated, 
such  as  any  recent  graduate  of  medicine  possesses,  but 
to  refresh  his  memory,  and  to  fill  any  gap  in  the 
knowledge  of  an  earlier  graduate,  it  briefly  reviews 
each  subject,  giving  the  elementary  facts  about  it  before 
proceeding  to  the  more  difficult  and  complex. 

To  the  author,  and  therefore  to  his  reader,  the  ques- 
tions treated  are  not  of  academic  interest  only,  but 
also  practical  and  useful.  Unlike  most  works  upon 
these  subjects,  there  is  no  lengthy  presentation  of 
the  method  of  performing  the  Wassermann  reaction, 
but  instead  a thorough  explanation  of  what  it  means 
and  what  it  is. 

Much  space  is  devoted  to  the  phenomenon  of  anaphy- 
laxis, but  it  is  for  the  purpose  of  enabling  his  reader 
to  understand  its  bearing  upon  infection,  and  to  appre- 
ciate the  nature  of  the  “serum  disease,”  and  the  sudden 
and  sometimes  fatal  “anaphylactic  shock.” 

He  is  carried  a\vay_by  no  enthusiasms,  consistently 
points  out  the  limitations  of  the  serum  and  vaccine 
treatments  of  disease,  and  does  not  hesitate  to  mention 
that  the  Pasteur  treatment  of  rabies  is  not  always 
successful,  and  may  be  attended  with  danger. 


The  book  is  without  illustrations,  but  it  does  not  need 
any.  It  has  no  lengthy  bibliography,  as  the  useful 
references  are  given  as  footnotes. 

It  is  less  a book  of  reference  than  a guide,  and  it 
should  be  read  consecutively  and  entirely,  and  not 
occasionally  looked  into. 

LECTURES  ON  PATHOLOGY.  Delivered  in  the 
United  States,  1924,  by  Ludwig  Aschoff,  M.D.,  Pro- 
fessor of  Pathological  Anatomy  in  the  University  of 
Freiburg,  Germany.  Paul  B.  Hoeber,  Inc.,  New 
York,  1924,  pp.  358.  Price  $5.00. 

To  those  who  had  the  pleasure  of  hearing  these  lec- 
tures it  will  be  a satisfaction  to  possess  them;  to  those 
who  did  not,  it  will  be  a privilege  to  read  them  in 
book  form. 

Fourteen  lectures,  each  a monograph  from  the  pen 
of  the  best-known  living  pathologist,  and  each  contain- 
ing his  review  of  the  literature  of  the  subject,  his 
personal  experiences  and  experiments,  together  with 
his  critical  comments,  constitute  a rare  source  of  in- 
formation and  inspiration. 

How  can  any  one  afford  to  neglect  what  he  has  to 
say  about  such  outstanding  matters  of  interest  as  the 
“Reticulo-endothelial  System,”  “Arteriosclerosis,”  “The 
Origin  of  Gall  Stones,”  “The  Relation  of  Mucosal 
Erosions  to  the  Development  of  Ulcer  of  the  Stomach,” 
the  “Ckiiter  Problem,”  or  “Renal  Secretion  and  Renal 
Disease”? 

AMERICAN  RED  CROSS  ABRIDGED  TEXT- 
BOOK ON  FIRST  AID.  Industrial  Edition.  A 
manual  of  instruction  by  Col.  Charles  Lynch,  M.C., 
U.  S.  A.,  and  Lt.  Col.  M.  J.  Shields,  M.R.C.,  U.  S.  A. 
Third  revised  edition.  Prepared  for  the  American 
Red  Cross.  P.  Blakiston’s  Son  & Co.,  Philadelphia. 
A simple,  well-arranged,  and  highly  useful  paper- 
covered  book  of  262  pages,  with  explanatory  illustra- 
tions, suitable  for  the  education  of  the  industrial  worker 
in  the  vitally  necessary  principles  and  practice  of  first 
aid.  It  is  to  be  regretted  that  a fatalistic  attitude  is 
assumed  in  regard  to  sports:  “The  risks  run  are  but 
part  of  the  game  and  should  be  accepted  as  such.” 
Elsewhere  one  is  relieved  to  find  a reversed  attitude. 

lodin  applications  to  wounds,  reduction  of  certain 
named  dislocations,  and  in  eyeball  injuries  the  counte- 
nancing of  cold-water  applications,  “while  boiled  water 
is  safer”  are  not  measures  that  can  be  satisfactorily 
entrusted  to  first-aiders  in  the  opinion  of  the  reviewers. 
The  gradual  application  of  heat  in  frostbite  is  an 
archaic  notion,  not  scientifically  correct. 

The  printing  is  clear.  Commaphobia  is  too  frequent. 
On  page  153,  “soda-mint  tablet  added  to  it”  is  vague; 
on  159,  “diluted  blood-vessels”  is  a palpable  error;  on 
206,  “Injures”  should  read  “Injuries,”  in  one  of  the 
headings ; and  on  214,  “perssure”  should  be  “pressure.” 
Approbation  of  the  Red  Cross  or  any  other  organi- 
zation in  the  assumption  of  the  stellar  role,  where  the 
fundamental  workers,  physicians  and  surgeons,  are 
relegated  to  a secondary  place,  is  withheld.  Too  much 
like:  “P.  T.  Barnum  presents  Jenny  Lind”  or  “Julius 
II  presents  Michael  Angelo!” 

THE  MEDICAL  CLINICS  OF  NORTH  AMERICA. 
Volume  VIH,  Number  V,  March,  1925.  (Boston 
Number.)  Octavo  of  247  pages  and  21  illustrations. 
Philadelphia  and  London : W.  B.  Saunders  Company. 
This  number  comprises  22  interesting  articles  by 
clinicians  of  Boston,  and  the  following  array  of  titles 
and  names  renders  commendations  of  reviewers  super- 
fluous : Some  Clinical  Similarities  between  Patients 

with  Pernicious  Anemia  and  those  with  Polycythemia, 
by  H.  A.  Christian ; A Case  of  Generalized  Enlarge- 
ment of  Lymph  Nodes  and  Hypertrophy  of  Spleen, 
Associated  with  Chronic  Focal  Infection,  by  G.  R. 
Minot ; Certain  Clinical  Aspects  of  Pulmonary  Em- 
physema, by  F.  W.  Peabody ; The  Problem  of  Rheu- 
m.atism,  by  C.  Frothingham ; Clinical  Problems  in  the 
Diagnosis  and  Treatment  of  Diabetes  Mellitus,  by  R. 
Fitz ; Exophthalmic  Goiter,  by  C.  C.  Sturgis ; Primary 
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Pulmonary  Actinomycosis,  by  F.  T.  Lord ; Basal  Me- 
tabolism Studies  on  1,000  Cases,  by  W.  R.  Ohler  and 
L.  J.  Ullian ; Clinical  Significance  of  Venous  Pressure, 
by  H.  L.  Blumgart ; Five  Cases  of  Diabetes  and  Coma, 
by  W.  P.  Murphy;  Acute  Respiratory  Infection  with 
Gastro-intestinal  Symptoms,  by  F.  B.  Talbot;  Ptosis — 
Operated,  Streptococcus  Septicemia  Treated  by  Intra- 
venous Medication,  Intestinal  Influenza,  by  G.  Blake ; 
Splenomegaly  in  Infants  and  Children,  by  T.  E.  Buck- 
man;  Treatment  of  Malnourished  Children  in  Private 
Practice,  Obscure  Continued  Fever  Due  to  Starch  Indi- 
gestion, Importance  of  lodophilic  Bacteria  in  the  Stools, 
Iron  in  the  Infant’s  Diet,  by  L.  W.  Hill;  Angina 
Pectoris  by  J.  T.  Wearn ; Three  Cases  Simulating 
Nephritis,  by  H.  Jackson,  Jr.;  The  Redundant  Colon, 
by  F.  W.  White;  How  Much  Do  We  Know  About 
the  Relationship  between  Uric  Acid  and  Gout?  by  H. 
Berglund. 

SURGICAL  CLINICS  OF  NORTH  AMERICA. 
New  York  Number.  February,  1925.  Vol.  V,  No.  1. 
Philadelphia  and  London : W.  B.  Saunders  Company, 
publishers. 

The  February  number  is  full  of  good  practical  mate- 
rial for  the  general  surgeon.  The  papers  cover  many 
varieties  of  surgery — toxic  goiter,  sarcoma,  gall-bladder 
and  gastric  diseases,  as  well  as  traumatic  surgery. 
There  is  a long  list  of  contributors.  A mere  glance 
at  the  names  would  awaken  the  interest  of  any  reader. 

A COMPEND  OF  GYNECOLOGY.  By  William 
Hughes  Wells.  Fifth  edition,  revised  and  enlarged 
by  William  Benson  Harer.  Philadelphia : P.  Blakis- 
ton’s  Son  & Company. 

The  writer  of  this  review  always  has  considered 
Wells’s  Compend  of  Gynecology  one  of  the  best.  The 
revision  by  Harer  is  most  commendable.  The  feature 
of  reviewing  the  anatomy  of  the  parts  before  discussing 
the  diseases  incident  thereto,  is  laudatory.  It  has  been 
found  necessary'  to  add  a number  of  new  subjects,  and 
to  enlarge  upon  other  subjects.  This  work  practically 
constitutes  a working  manual,  is  quite  up  to  date,  and 
affords  a very  valuable  quick  reference  for  the  prac- 
titioner. 

STUDIES  ON  THE  MORPHOLOGY  AND  MOR- 
PHOGENESIS OF  HUMAN  THORACOPAGIC 
MONSTERS.  With  special  reference  to  the  mal- 
formation of  the  heart.  Inaugural  dissertation  by 
Fredrik  Ysander.  Uppsala  1924,  Almqvist  & Wik- 
sells  Boktryckeri-A.-B. 

This  study  will  prove  interesting  to  teachers  of 
obstetrics  and  any  one  interested  in  teratology. 

THE  PRACTICAL  MEDICINE  SERIES.  Volume 
V,  Gynecology,  edited  by  Thomas  J.  Watkins,  M.D., 
F.A.C.S.  Obstetrics,  edited  by  Joseph  B.  De  Lee, 
A.M.,  M.D.  Series  1924.  Chicago:  The  Year  Book 
Publishers.  Price  $2.00. 

This  is  one  of  the  year  books  covering  the  literature 
of  gynecology  and  obstetrics  for  1924,  and  .is  looked 
forward  to  each  year  with  the  greatest  interest,  not  only 
for  the  selections  from  the  literature,  but  for  the  val- 
uable comments  that  are  made  by  the  editors,  in  bracket 
form,  at  the  end  of  each  article. 

MATERNITY  NURSING  IN  A NUTSHELL.  By 
Elizabeth  H.  Wickham,  R.N.,  Graduate  of  the  Boston 
City  Hospital,  and  Boston  Lying-in  Hospital  Train- 
ing School  for  Nurses.  With  28  illustrations.  Phila- 
delphia : F.  A.  Davis  Company,  Publishers,  1924. 
Price  $1.50  net. 

This  book  is  a very  concise  and  practical  textbook 
for  nurses.  The  author  is  to  be  commended  on  her 
outline  of  technic  to  be  used  in  the  preparation  of 
trays  used  in  the  puerperium,  but  she  has  an  excessive 
number  of  trays  prepared. 

The  nursing  care  of  an  eclamptic  patient,  as  outlined 
in  this  book,  is  very  modern  and  efficient,  and  is  of 


great  importance,  as  the  nursing  care  of  a patient  in 
such  a state  has  a great  deal  to  do  with  the  outcome 
of  the  case. 

One  other  point  in  this  book  that  is  commendable 
is  the  glossary  at  the  end.  The  definitions  given  are 
very  concise  and  yet  answer  the  purpose  very  well,  and 
no  doubt  will  be  of  great  benefit  to  many  nurses.  If, 
however,  one  were  to  be  very  critical  as  to  the  defini- 
tions, exception  would  probably  be  taken  to  amenorrhea 
being  defined  as  an  “irregularity  or  a suppression  of 
menstruation.” 

MANUAL  OF  OBSTETRICS.  By  John  Cooke  Hirst, 
M.D.,  Associate  in  Gynecology  and  Obstetrics,  Gradu- 
ate School  of  Medicine,  University  of  Pennsylvania; 
Associate  in  Obstetrics,  School  of  Medicine,  Uni- 
versity of  Pennsylvania.  Second  edition,  entirely 
reset.  12mo  of  551  pages  with  229  illustrations. 
Philadelphia  and  London : W.  B.  Saunders  Company, 
1924.  Cloth,  $4.50  net. 

This  work  is  well  written  and  readable.  It  is  well 
indexed.  Extensive  references  are  omitted,  and  be- 
cause of  this  fact  and  the  brevity  of  the  theoretical 
side  of  obstetrics,  this  is  an  admirable  textbook  for  the 
student.  The  busy  medical  student  of  to-day  cannot 
possibly  “wade  through”  the  exhaustive  reference  book 
usually  prescribed. 

The  work  is  brought  up  to  date,  and  gives  briefly 
some  of  the  newer  advances  in  obstetrics,  such  as  the 
Rubin  test  for  sterility,  the  use  of  glucose  in  the 
toxemias  of  pregnancy,  technic  of  the  Potter  version, 
the  use  of  analin  dyes  in  disinfecting  the  blood  stream, 
etc. 

Many  will  take  exception  to  the  statement  that 
vaginal  hysterectomy  should  never  be  done  for  pro- 
lapsus uteri  unless  there  is  uterine  carcinoma.  Some 
of  our  best  teachers  prefer  hysterectomy,  especially  in 
elderly  patients.  Others  may  ask,  why  prohibit  nursing 
by  the  baby  in  puerperal  scarlet  fever?  Scrubbing  the 
abdomen  with  a brush  as  preparation  for  section  sounds 
out  of  harmony  with  the  otherwise  modern  tone  of 
this  book. 

THE  MEDICAL  SCIENCES  IN  THE  GERMAN 
UNIVERSITIES.  Translated  from  the  German 
of  Theodor  Billroth,  with  an  introduction  by  William 
H.  Welch.  New  York:  The  Macmillan  Company, 
1924,  pp.  292. 

This  book  will  be  most  interesting  and  most  useful 
to  those  interested  in  medical  education,  hospital  or- 
ganization, clinical  instruction,  state  board  examinations, 
and  medical  history. 

It  was  written  nearly  fifty  years  ago,  but  now,  for 
the  first  time  appears  in  an  English  translation.  If 
any  explanation  or  apology  is  required,  it  will  be  found 
in  the  excellent  and  interesting  introduction  from  the 
pen  of  Dr.  William  H.  Welch. 

For  a half  century,  more  or  less  consistent  efforts 
have  been  made  to  make  American  medical  education 
conform  to  the  standards  of  the  German  Universities, 
by  graduates  of  American  institutions  who  finished 
their  educations  abroad.  It  is,  therefore,  not  surprising 
to  find  how  sympathetic  the  ideas  of  Professor  Billroth 
are  with  most  of  our  own  ambitions  and  aspirations, 
though  it  is  disappointing  to  appreciate  that  after  half 
a century  of  earnest  effort,  we  are  just  beginning  to 
realize  the  standards  that  obtained  in  Germany  when 
we  began.  In  our  country,  with  its  opportunities  and 
resources,  we  should  have  surpassed  them  a generation 
ago ! 

But,  to  reflect  upon  our  progress  and  remaining  defi- 
ciencies after  the  perusal  of  Billroth’s  pages  may  be 
wholesome,  and  in  his  closing  paragraph  the  writer 
of  the  introduction  says: 

“While  it  is  naturally  to  be  expected,  with  the  lapse 
of  half  a century,  some  modification  and  correction  of 
Billroth’s  statements  and  conclusions  must  be  made, 
and  with  the  progress  of  medical  science  new  educa- 
{ Concluded  on  page  xiv.J 
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ORIGINAL  ARTICLES 


THE  DIAGNOSIS  OF  TUBERCULOSIS 
IN  CHILDHOOD* 

CHARLES  HENDEE  SMITH,  M.D. 

NEW  YORK,  N.  Y. 

Tuberculosis  in  childhood  presents  a very  dif- 
ferent clinical  picture  from  that  seen  in  adults. 
To  the  laity,  and  perhaps  to  many  physicians,  the 
word  tuberculosis  brings  to  mind  a disease  of 
the  lungs  characterized  by  a cough  and  physical 
signs  in  the  chest.  But  this  is  something  rarely 
seen  among  children,  and  so  the  general  practi- 
tioner grows  to  feel  that  tuberculosis  is  not  of 
great  importance  in  childhood.  He  does  see  a 
certain  number  of  cases  involving  the  cervical 
lymph  nodes,  an  occasional  bone  case  and  rarely 
a tuberculous  peritonitis.  But  these  are  nearly 
all  relatively  chronic  and  benign  conditions,  from 
which  the  child  usually  recovers  in  time.  When 
an  apparently  healthy  child  is  suddenly  stricken 
with  tuberculous  meningitis,  the  shock  of  the 
tragedy  often  merely  serves  to  distort  the  view 
of  the  whole  problem.  Yet  all  these  apparently 
isolated  phenomena  really  fit  into  a life  history 
of  the  disease  which  has  progressed  in  a more 
or  less  orderly  fashion  from  its  inception  to  its 
ultimate  localization  in  some  organ  where  it 
forces  itself  upon  the  attention. 

A brief  review  of  the  pathological  sequence  of 
events  which  take  place  during  infection  of  the 
individual  by  the  tubercle  bacillus  will  help  to 
make  clear  the  viewpoint  from  which  the  disease 
must  be  considered  in  childhood. 

In  the  first  place,  all  tuberculosis  begins  as  a 
local  or  initial  lesion  at  some  portal  of  entry. 
I'his  primary  lesion  may  be  so  small  as  to  give 
no  symptoms  or  signs,  and  may  be  discoverable 
only  by  the  most  careful  search  at  autopsy,  but 
it  has  been  found  in  about  95%  of  all  cases  in 
carefully  studied  series.  It  may  be  situated  in 
any  part  of  the  body,  most  often  in  the  lung, 
intestine,  tonsil,  or  adenoid.  In  this  lesion  there 
is  tubercle  formation,  which  goes  on  either  to 
activity  and  caseation,  and  perhaps  extension  to 

’Read  before  the  Section  on  Pediatrics  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  9,  1924. 


adjacent  parts,  or  to  cure  by  cicatrization  and 
calcification. 

From  this  primary  lesion,  no  matter  what 
course  it  may  take,  the  tubercle  bacilli  always 
pass  into  the  lymphatics  and  are  carried  to  the 
regional  lymph  nodes.  Here  again  there  may  be 
active  disease  or  gradual  cure.  It  is  most  im- 
portant to  remember,  however,  that  these  nodes 
are  poor  filters  and  that  some  bacilli  pass  through 
them  to  involve  other  nodes  in  the  chain  and 
finally  enter  the  main  lymph  channels,  the 


Note  that  the  European  cities  show  a much  higher  percent- 
age than  any  of  the  American,  and  that  in  the  latter  the 
percentage  of  positive  reactions  never  gets  above  forty-five 
per  cent.  It  is  therefore  important  to  take  unusual  care  of 
every  child  with  a positive  reaction.t 

thoracic  duct,  and  the  great  veins.  They  then 
pass  into  the  pulmonary  circulation  and  enter  the 
lung  capillaries.  Here  another  protective  mecha- 
nism comes  into  play.  The  phagocytes  take  up 
some  of  these  bacilli  and  carry  them  out  of  the 
blood  stream  into  the  lymph  channels  of  the  lung. 
They  are  carried  then  to  the  lymph  nodes  along 

tReprinted  from  the  Bulletin  of  the  New  York  Tuberculosis 
Association,  Vol.  IV,  No.  2,  March-April,  1923. 
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the  main  bronchi,  or  to  the  tracheobronchial 
nodes  in  the  mediastinum,  or  to  the  pleura.  If 
arrested  l)y  the  nodes  along  the  bronchi,  they  may 
set  up  a local  tuberculosis  there,  and  by  exten- 
sion to  the  lung  parenchyma  or  by  rupture  into 
the  bronchus  and  asjdration,  the  lung  itself  may 
he  involved.  This  is  possibly  an  important  path- 
way by  which  pulmonary  tuberculosis  begins. 


Fig.  2. — A child  with  general  miliary,  pulmonary,  and  menin- 
gitic tuberculosis.  See  Fig.  7 for  x-ray  of  the  chest. 


From  the  above,  it  is  obvious  that  the  tracheo- 
bronchial nodes  form  the  last  barrier  of  de- 
fense, no  matter  where  the  portal  of  entry  has 
been.  If  these  filters  fail,  the  blood  stream  is 
again  invaded.  Moreover,  the  phagocytosis  in 
the  lung  capillaries  may  be  incomplete,  and  some 
bacilli  may  pass  through  the  lungs  to  the  gen- 
eral circulation,  eventually  reaching  any  organ 
in  the  body.  In  this  way,  through  transmission 
by  the  blood  stream,  the  meninges,  kidneys, 
bones,  and  so  forth,  may  become  involved,  or 
even  a general  miliary  process  occur. 

It  is  necessary  to  bear  in  mind  this  pathological 
sequence  of  events  in  considering  all  tuberculosis 
cases,  but  especially  so  in  children,  because  it  is 
now  believed  that  much,  if  not  all,  tuberculosis 
begins  in  childhood.  If  a child  acquires  tuber- 
culosis and  the  disease  progresses  actively  in  the 
local  lesion,  in  the  lymph  nodes,  or  in  other 
organs,  the  child  either  succumbs  or  gradually 
recovers  after  a tedious  struggle.  On  the  pther 
hand,  many  children  show  no  signs  from  the 
local  lesion,  but  the  disease  smolders  in  the  lymph 
nodes  for  a long  time,  only  to  flare  up  into 
activity  and  to  involve  other  organs  when  the 
resistance  is  lowered  by  other  illness  or  by  the 
.stress  of  early  adult  life.  The  site  pf  this 
lymphatic  involvement  may  be  .accessible  to  ex- 
amination (cervical,  inguinal,  mesenteric),  but 
when  the  tracheobronchial  nodes  are  involved, 
the  diagnosis  is  easily  overlooked.  These  deep- 
seated  nodes  are  probably  involved  in  every  case, 
in  addition  to  the  recognizable  groups. 

The  difficulty  in  diagnosis  of  this  tyi>e  of 


tuberculosis  has  led  to  the  use  of  two  misleading 
terms  by  writers  on  this  subject.  “Tuberculous 
disease”  is  used  in  speaking  of  any  easily  recog- 
nized, accessible,  or  active  disease.  “Tubercu- 
lous infection”  is  used  to  describe  individuals 
who  have  been  infected  but  in  whom  no  active 
disease  is  evident.  This  distinction  may  be  a 
practical  one  in  classifying  adults,  but  it  is  not 
without  danger  in  children.  The  child  who  has 
a positive  tuberculin  reaction,  but  no  easily  dis- 
coverable local  lesion  in  sui>erficial  lymph  nodes, 
lungs,  or  other  organs,  may  have  active  disease 
in  the  bronchial  nodes.  A diagnosis  of  merely  a 
“tuberculous  infection,”  in  such  a child,  may 
waste  priceless  time  in  instituting  treatment.  A 
safer  view  is  this : When  the  tubercle  bacillus 
has  invaded  the  body,  and  lived  and  grown  there, 
it  means  tubercle  formation  ; that  is,  some  tuber- 
culous disease,  at  least,  not  merely  “tuberculous 
infection”  in  the  sense  so  often  used.  The  fur- 
ther progress  may  be  described  as  active  disease, 
latency,  or  cure — an  older  terminology,  but  a 
safer  one.  Who  can  say  whether  the  process  is 
active,  latent,  or  cured  in  a deep  bronchial  node  ? 
A child  who  has  been  infected  must  always  be 
regarded  as  having  a latent  lymphatic  disease 
which  may  start  up  to  local  activity  or  to  the 
invasion  of  other  organs  at  any  time. 


Fig.  3.— -Aspect  of  a boy  of  three  with  tuberculosis  of  the 
tracheobronchial  lymph  nodes.  He  had  long  lashes,  lustrous 
eyes,  pouting  lips,  and  a complete  apathy,  never  smiling.  He 
had  irregular  fever,  and  signs  of  pressure  on  the  left  main 
bronchus.  After  a few  months  he  began  to  improve,  gained 
(from  19  to  26  lbs.),  and  became  active  and  merry.  IIis  aspect 
became  that  of  a normal  child. 
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Whether  the  tuberculosis  of  adult  life  is 
merely  a recrudescence  of  this  earlier  disease,  or 
whether  the  early  infection  is  cured  and  a rein- 
fection takes  place,  is  a question  still  unsettled. 


Fig.  4. — Apathetic  aspect  of  a colored  child  with  general  tu- 
berculosis. This  child  was  in  the  ward  for  several  months, 
but  it  was  never  possible  to  make  him  smile  or  take  any  in- 
terest in  his  surroundings. 

The  evidence  is  contradictory  in  some  respects, 
but  after  all,  the  difference  is  unimportant.  It  is 
generally  agreed  that  the  “army  of  the  adult 
tuberculous  is  recruited  from  the  ranks  of  those 
infected  in  childhood.” 

Another  common  misconception  exists  in  the 
minds  of  many  students  of  medicine,  practi- 
tioners as  well  as  undergraduates.  It  is  gen- 
erally believed  that  practically  all  children  are 
infected  by  the  time  of  puberty,  and  a very  large 
percentage  after  very  early  childhood.  This 
view  is  based  on  the  findings  in  Vienna  by  Pir- 
quet,  Hamberger,  and  others,  where  there  is  a 
very  high  incidence  of  tuberculosis.  Other  series 
in  European  cities  show  nearly  the  same  condi- 
tion (see  Figure  I),  about  90%  of  the  children 
giving  a positive  reaction  by  the  time  of  puberty. 
In  America,  however,  there  have  been  several 
series  rejwrted,  all  of  which  show  a much  lower 
percentage  of  infected  children,  as  judged  by  the 
skin  reaction,  not  over  40%  reacting  at  puberty. 
If  all  children  are  not  infected,  it  is  very  impor- 
tant to  recognize  those  who  do  harbor  the 
tubercle  bacillus,  because  they  are  the  potential 
victims  of  fatal  or  serious  tuberculosis,  either  in 
childhood  or  in  adolescence.  This  diagnosis 
must  be  made  early,  when  the  disease  is  in  the 


lymph  nodes,  which  are  connective-tissue  struc- 
tures easily  healed  by  fibrosis.  If  diagnosis  is 
delayed  until  more  important  organs  are  in- 
volved, it  may  be  too  late  to  save  life,  or  if  cure 
does  take  place,  the  scar  tissue  is  mutilating  to 
the  more  highly  developed  tissues. 

Therefore,  in  approaching  the  diagnosis  of 
tuberculosis  in  childhood,  it  must  constantly  be 
borne  in  mind  that : 

1.  The  disease  is  in  the  lymph  nodes  to  some 
extent  in  every  case,  and  only  rarely  may  it  be 
found  in  the  lungs  or  other  organs. 

2.  The  child  with  lymphatic  tuberculosis,  ac- 
tive or  latent,  is  a candidate  for  future  pul- 
monary, meningeal,  or  other  serious  forms  of 
the  disease. 

3.  Not  all  children  are  infected;  but  it  is  the 
physician’s  duty  to  recognize  and  care  for  those 
who  are,  before  serious  or  fatal  disease  occurs, 
if  this  scourge  of  humanity  is  to  be  stamped  out. 

DIAGNOSIS 

The  diagnosis  of  tuberculosis  divides  itself 
into  two  groups,  according  to  age.  In  infants 
the  disease  is  usually  rapidly  progressive,  in- 
volves the  tracheobronchial  nodes  massively,  and 
from  them  extends  to  the  lungs  by  contiguity  or 
aspiration.  General  miliary  and  meningeal 
tuberculosis  are  the  usual  terminations.  The 
diagnosis  is  difficult  at  times  and  the  signs  ob- 
scure. 


Fig.  5. — A Chinese  boy  with  advanced  pulmonary  and  general 
tuberculosis.  This  is  the  stage  in  which  a diagnosis  is  made 
too  late. 
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In  general,  these  infants  resemble  marasmus. 
There  is  wasting,  very  irregular  fever  with  no 
apparent  cause,  perhaps  a few  rales  in  the  axilla 
or  nipple  regions.  The  tuberculin  reaction  is 


Figr.  6. — Girl  with  a strongly  positive  intradermal  reaction.  She 
has  a droopy  look  about  the  eyes,  and  a petulant  expression 
about  the  mouth.  Her  nutrition  has  not  suffered  as  yet. 

This  is  the  time  to  make  the  diagnosis  of  tuberculosis,  be- 
fore vital  organs  have  been  attacked,  and  while  the  general 
condition  is  still  good.  With  watchful  care  and  every  effort 
to  keep  up  the  resistance,  this  type  of  case  does  very  well 
as  a rule. 

positive  except  in  overwhelmed  cases.  The 
x-ray  often  surprises  us  with  a picture  of  wide- 
spread miliary  or  bronchopneumonic  tubercu- 
losis, or  caseous  pneumonia,  even  when  the 
physical  signs  are  insignificant.  Since  nearly  all 
of  these  babies  die,  the  diagnosis  is  too  fre- 
quently merely  of  academic  interest. 

In  later  childhood,  the  diagnosis  is  vastly  more 
important,  because  these  children  do  very  well 
under  proper  care.  The  death  rate  from  tuber- 
culosis from  2 years  to  puberty  is  at  its  lowest 
level.  These  children  do  not  die  unless  some 
vital  organ  is  attacked.  The  disease  usually 
smolders,  waiting  to  flare  up  if  the  resistance  of 
the  patient  is  lowered. 

In  considering  a diagnosis  of  tuberculosis  in 
childhood,  three  aspects  of  the  case  must  be  in- 
vestigated : ( 1 ) Has  the  child  ever  been  in- 

fected? (2)  Is  the  disease  active  or  latent? 
(3)  What  is  the  site  of  the  disease? 

The  first  question  is  answered  by  the  tuberculin 
reaction.  The  skin  reactions  alone  have  survived 
as  practical  tests.  The  general  subcutaneous  test 
is  neither  necessary  nor  safe.  The  intradermal  or 
Mantoux  is  much  more  reliable  than  the  epider- 
mal or  Pirquet — nearly  twice  as  delicate,  in  our 


experience  at  Bellevue  Hospital.  Over  a period 
of  about  3^2  years,  in  2,732  cases,  we  obtained 
positive  intradermal  reactions  in  463  cases.  Only 
237  (51%)  of  these  gave  positive  Pirquet  tests. 
The  sole  disadvantage  of  the  intradermal  test  is 
the  necessity  for  making  the  dilutions  accurately. 
This  has  been  overcome  by  the  new  outfit  pre- 
pared by  the  New  York  Health  Department,  in 
which  1/100  c.c.  of  tuberculin  is  measured  into 
a capillary  tube,  and  may  be  mixed  with  10  c.c. 
of  salt  solution  at  the  time  of  making  the  test. 
This  dilution,  1 to  1,000,  is  most  convenient  for 
measuring  the  dose. 

For  infants  we  use  1/20  c.c.,  which  equals 
1/20  milligram.  For  children  we  use  1/10  c.c., 
which  equals  1/10  milligram.  This  is  injected 
into  the  skin,  not  under  it,  and  is  read  after  48 
hours  and  daily  thereafter  for  5 days,  or  on  the 
second  and  fourth  or  fifth  days.  Any  redness 
the  size  of  the  initial  wheal  or  larger  is  a posi- 
tive reaction.  The  positive  reactions  are  usually 
one  to  two  centimeters  in  diameter,  and  at  times 
are  very  intense,  even  becoming  vesicular.  If 
negative,  the  test  may  be  repeated  with  2/10, 
4/10,  6/10,  or  even  1 milligram.  Occasionally 
a patient  will  react  to  a larger  dose  when  nega- 
tive on  the  first  test,  but  this  is  true  in  only  a 
small  percentage  of  cases. 

A positive  tuberculin  reaction  means  that  the 
tubercle  bacillus  has  lived  and  grown  in  the  body. 


Fig.  7. — Chest  of  colored  child  shown  in  Fig. 2.  There  is 

disseminated  tuberculosis  of  the  entire  left  lung  and  lower 
part  of  the  right.  In  the  upper  part  of  the  right,  there  is 
a caseous  pneumonia,  with  cavitation.  This  type  of  tuber- 
culosis is  that  commonly  found  in  infants.  In  many  of 
these,  the  signs  in  the  lungs  are  remarkably  few,  and  the 
x-ray  surprises  the  observer. 
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It  does  not  indicate  whether  the  disease  is  ac- 
tive, latent,  or  cured ; nor  whether  the  lesion 
under  consideration  is  tuberculous.  But  it  is  of 
value  at  any  age  as  proof  that  the  individual  has 


Fig.  8. — ‘X-ray  of  chest  of  a boy  of  five  years  who  had  symp- 
toms suggesting  an  active  tuberculosis,  i.  e.,  failure  to  gain 
weight,  irregular  fever  at  times,  long  lashes,  hypertrichosis, 
tracheal  whisper  to  the  V dorsal  spine.  The  right  lung 
shows  small,  pale,  rounded  shadows  outside  the  hilus.  These 
are  not  seen  in  normal  chests  and  may  be  interpreted  as 
small  foci  of  tuberculosis,  either  in  the  small  lymph  nodes, 
or  possibly  in  the  lung.  This  boy  has  done  very  well 
under  extraordinary  care. 

been  infected  at  some  time.  A negative  reaction 
means  that  there  has  never  been  any  tuberculo- 
sis, with  certain  reservations.  Patients  who  are 
overwhelmed  with  tuberculosis  — moribund  — 
may  not  react.  Acute  febrile  disease,  measles, 
pneumonia,  etc.,  may  temporarily  suppress  the 
reaction.  There  are  also  certain  errors  due  to 
faulty  technic.  The  solution  must  be  fresh,  not 
over  a day  or  two  old,  and  should  be  kept  cold. 
There  must  be  some  of  the  solution  left  in  the 
epidermis,  although  a very  small  amount  often 
gives  a surprisingly  large  erythema,  showing  that 
the  reaction  is  not  quantitative.  Very  rarely 
there  is  a small  area  of  low-gradfe  infection  at 
the  site  of  puncture,  but  this  does  not  resemble 
the  true  reaction. 

The  second  question  must  next  be  considered 
in  the  case  of  every  child  who  gives  a positive 
reaction.  Is  the  disease  active?  Activity  is 
shown  by  general  symptoms  rather  than  by  local 
signs. 

Fever  is  the  most  important  symptom,  and 
the  rectal  temperature  should  be  carefully  taken 
several  times  a day.  The  characteristic  feature 
of  tuberculous  fever  is  its  irregularity.  Nearly 
all  of  the  charts  show  a curve  which  is  at  its 
height  at  a different  time  every  day.  It  must 
not  be  forgotten  that  a normal  child  may  have  a 
temperature  between  98°  and  100°  with  no  signs 
nor  symptoms  of  disease.  But  if  the  tempera- 
ture runs  to  100.5°  or  101°  or  more  at  some 
time  of  day,  tuberculosis  should  be  suspected. 


and  with  a positive  skin  reaction,  activity  of  the 
disease  is  probable. 

Failure  to  gain  and  grow  at  the  average  rate 
nearly  always  occurs  when  there  is  activity. 
This  soon  results  in  malnutrition,  and  eventually, 
if  the  activity  goes  on,  there  may  be  stunting  of 
growth  also.  There  is  generally  a secondary 
anemia. 

Languor,  irritability,  easy  fatigue  after  slight 
exertion  are  the  most  common  symptoms  of 
which  the  parents  complain.  The  child  wants  to 
sit  around  all  the  time,  has  no  ambition,  and  fre- 
quently has  a poor  appetite. 

The  aspect  of  these  children  is  characteristic. 
They  are  pale,  thin,  and  look  droopy  or  languid. 
Younger  children  often  have  a strained  or  anx- 
ious expression,  and  will  not  smile  or  play.  In 
some  children,  there  is  a thickening  or  swelling 
of  the  lips  which  gives  a peculiar  pouting  or 
petulant  look.  The  eyes  are  large  and  lustrous, 
with  very  long  lashes.  There  is  frequently 
marked  hypertrichosis  of  the  arms,  legs,  nape 
of  the  neck,  and  back.  (This  is  not  a pathogno- 
monic sign,  but  is  seen  also  in  many  other  chronic 
bacterial  diseases,  such  as  prolonged  surgical 
suppuration.) 

The  skin  lesions  known  as  tuberculides,  and 
phlyctenules  on  the  cornea  are  always  signs  of 
tuberculosis,  and  suggest  strongly  an  active 
process. 

Local  signs  of  activity  must  not  be  over- 
looked. Superficial  nodes  which  are  softening. 


Fig.  9. — X-ray  of  chest  of  a boy  with  positive  intradermal  re- 
action and  symptoms  suggesting  a tuberculous  infection,  but 
with  no  localizing  signs.  The  small,  dense  shadows  outside 
the  left  hilus  are  probably  small  calcified  nodes  along  the 
main  bronchi.  The  tracheobronchial  nodes  are  concealed  by 
the  central  shadow.  These  small,  dense  shadows  are  often 
the  only  abnormalities  found  by  the  x-ray.  They  are  not 
seen  when  the  tuberculin  reaction  is  negative. 
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or  abscesses  and  sinuses  mean  local  activity,  of 
course.  Tubercle  bacilli  in  the  sputum  are  rarely 
found,  but  of  course  show  active  lung  disease. 

The  third  question,  the  site  of  the  disease,  is 
the  most  difficult  to  answer.  It  may  be  impos- 
sible to  demonstrate  positively  a local  lesion  large 
enough  to  account  for  the  symptoms,  even  when 
the  physician  feels  quite  sure  that  the  child’s 
general  condition  is  due  to  active  tuberculosis 
somewhere  in  the  body.  It  is  not  necessary  to 
the  diagnosis  to  find  actual  signs  in  the  lungs  or 
bacilli  in  the  sputum.  Since  there  is  bronchial 
lymph-node  involvement  in  nearly  every  case, 
ne  is  justified  in  assuming  this  as  the  site  when 
no  other  can  be  found.  When  there  is  disease 
of  the  bones  or  joints,  of  the  peritoneum  or 
pleura,  or  of  the  superficial  glands,  the  diagnosis 
seldom  remains  long  in  doubt,  for  these  give 
physical  signs  which  are  easily  detected. 


quartz  lamp,  and  a careful  regime,  she  did  fairly  well  for  a 
time.  Late  in  June,  she  was  taken  to  the  country  and  al- 
lowed to  run  wild.  She  gained  no  weight,  and  so  in  September 
and  October  she  was  given  a complete  rest  cure,  sun  baths, 
and  forced  feeding.  The  result  was  almost  miraculous,  and 
after  this  good  start  the  child  has  continued  to  do  well  for 
a year.  This  illustrates  the  necessity  of  a complete  rest  for 
children  with  fever,  even  though  no  localization  of  the  process 
can  be  made  out. 

Pulmonary  tuberculosis  in  older  children  is 
not  very  common,  but  when  it  does  occur,  it  fol- 
lows the  general  course  of  a rather  rapidly  pro- 
gressive adult  case.  The  prognosis  is  very  bad ; 
few  of  these  children  do  well.  It  is  important 
to  differentiate  these  children  from  the  not  un- 
common cases  of  fibrosis  and  bronchiectasis, 
which  are  regularly  mistaken  for  tuberculosis. 
Many  of  these  children  are  sent  to  sanatoria, 
where  excellent  results  are  obtained,  but  they 
also  do  very  well  in  ordinary  surroundings. 
The  physical  signs  of  infiltration  and  cavitation 
suggest  tuberculosis,  but  the  patients  are  gen- 
erally well  nourished,  give  a history  of  early 


severe  pneumonia,  empyema,  foreign  body  in  the 
bronchus,  or  lung  injury,  and  have  a persistently 
negative  sputum.  It  is  safe  to  say  that  a child 
who  is  in  good  condition,  gaining,  and  growing 
normally,  with  a profuse  expectoration  which 
shows  no  tubercle  bacilli  on  repeated  examina- 
tion, has  not  tuberculosis. 

The  cervical  lymph  nodes  are  easily  examined 
and  offer  no  great  obstacle  to  diagnosis,  yet  it 
cannot  be  determined  positively  that  these  nodes 
are  tuberculous,  even  when  much  enlarged,  with- 
out microscopic  section.  Mistakes  are  made  in 
both  directions.  The  mesenteric  nodes  are  deep 
seated  and  palpable  only  when  much  enlarged. 

The  tracheobronchial  nodes  are  in  the  most 
inaccessible  region  of  the  body,  and  give  very 
few  physical  signs.  Direct  percussion  is  almost 
impossible,  although  there  is  at  times  a lowering 
of  the  upper  limit  of  normal  pulmonary  reso- 
nance in  the  interscapular  region.  There  is  nor- 
mally a change  in  note  at  about  the  level  of  the 
spine  of  the  scapula.  When  this  is  displaced 
downward  or  is  asymmetrical,  we  may  suspect 
changes  in  the  mediastinum.  There  are,  how- 
ever, definite  and  valuable  physical  signs,  due  to 
altered  transmission  of  the  voice  and  whisper, 
and  occasionally  of  the  breath  sounds,  from  the 
trachea  through  the  vertebral  column.  The  most 
useful  signs  are  the  whispered  voice  and  the  sign 
called  by  the  name  of  D’Espine,  which  is  a whis- 
pered sound  heard  with  and  after  the  spoken 
voice.  When  a child  whispers,  “one,  two,  three,” 
or  “three  trees,”  there  is  heard  over  the  cervical 
spines  a tubular  sound  called  tbe  tracheal  whis- 
per. Over  the  lower  chest  and  low  dorsal  spines, 
the  whisper  is  vesicular.  The  normal  level  of 
transition  from  vesicular  to  tracheal  may  be  any- 
where from  the  seventh  cervical  to  the  third 
dorsal,  occasionally  as  low  as  the  fourth  dorsal. 
Wffien  this  ’level  is  below  the  fourth  dorsal 
spine,  there  is  practically  always  some  medias- 
tinal abnormality,  some  increase  in  the  density 
of  the  structures  which  transmit  the  sound  from 
the  trachea  to  the  vertebral  column.  There  may 
be  tuberculous  tracheobronchial  nodes  or  nodes 
enlarged  by  simple  swelling,  Hodgkin’s  disease, 
leukemia,  or  syphilis,  or  there  may  be  changes  in 
the  lung  density,  or  fibrosis  of  the  pleura  or 
mediastinal  connective  tissues.  But  in  the  ab- 
sence of  other  known  cause,  tuberculosis  may  be 
inferred.  The  true  D’Espine,  or  whisper  heard 
after  the  spoken  voice,  is  less  constant ; it  may 
be  absent  in  a normal  child.  The  level  of  its 
disappearance  corresponds  roughly  to  the  change 
from  tracheal  to  vesicular  whisper,  although 
either  sign  may  extend  slightly  lower  than  the 
other.  Other  signs,  such  as  Eustace  Smith’s  and 
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tender  cervical  spines,  have  been  of  no  value  in 
my  hands.  Compression  of  a bronchus  occa- 
sionally gives  signs — feeble  or  absent  breathing 
over  a lobe  or  whole  lung,  and  sometimes  brassy 
or  i^ersistent  cough  resembling  pertussis. 

'I'he  final  appeal  is  to  the  x-ray  to  help  in  diag- 
nosing the  presence  and  in  localizing  the  extent 
of  tuberculous  lesions  in  the  chest.  But  while 
it  frequently  gives  brilliant  aid,  it  is  also  often 
disappointing,  mainly  because  too  much  is  ex- 
pected of  it.  The  shadows  of  the  bronchial 
nodes  are  obscured  by  those  of  the  sternum, 
vertebrae,  heart,  and  great  vessels,  and  it  takes 
an  enormous  enlargement  to  be  visible  outside 
the  central  shadow.  The  hilus  shadows  vary 
greatly  in  all  chest  plates,  and  mere  irregularities 
in  their  shape,  size,  or  density  must  not  be  given 
any  importance,  except  in  the  case  of  very  dense 
or  calcified  foci  showing  through  the  hilus 
shadow. 

The  most  common  and  most  valuable  finding 
in  children  who  have  positive  tuberculin  reac- 
tions is  the  presence  of  small  rounded  shadows 
outside  the  hilus.  These  have  been  shown  by 
autopsy  to  be  small  tuberculous  foci  in  the  lung 
or  along  the  bronchi.  They  may  be  very  faint 
if  the  tubercles  are  young,  denser  if  fibrosed, 
very  dense  if  calcified.  They  may  be  very  few, 
just  outside  the  hilus,  or  may  be  scattered 
throughout  the  lung  in  small  numbers,  or  may 
be  numerous.  These  small,  mottled  shadows  are 
not  seen  when  the  tuberculin  reaction  is  nega- 
tive. They  are  nearly  always  present  when 
the  tracheal  whisper  is  transmitted  lower  than  the 
fourth  dorsal  spine.  It  is  not  claimed  that  the 
presence  of  these  small  foci  is  responsible  for 
the  increased  whisper  transmission,  but  they  are 
probably  “sentinels,”  showing  that  there  are 
greater  changes  in  the  mediastinum  due  to  lymph 
nodes  or  lung  involvement. 

Pleural  thickenings,  especially  interlobar  plas- 
tic pleurisy  or  effusions,  always  suggest  tubercu- 
losis. Infiltrations  of  the  lung  tissue  with  many 
small  or  large  shadows  are  seen  in  disseminated 
or  bronchopneumonic  tuberculosis  and  in  general 
miliary  tuberculosis.  The  lung  involvement 
often  starts  from  the  hilus  region.  A true 
caseous  pneumonia  casts  an  even  shadow  involv- 
ing a part  or  all  of  a lobe.  It  rarely  has  the 
distribution  of  a lobar  pneumonia.  Fibrosis, 
cavitation,  and  all  the  later  changes  are  also  occa- 
sionally seen  in  older  children. 

From  the  foregoing,  it  is  evident  that,  in  a 
child,  tuberculosis  in  the  bronchial  nodes  is  the 
most  frequent  lesion  found,  and  is  at  the  same 
time  very  easily  overlooked.  Like  many  other 
obscure  conditions  in  medicine,  one  has  to  think 
of  its  possible  presence  in  order  to  make  the 


diagnosis.  When  a child  is  seen  who  is  pale  and 
droopy,  distinctly  undernourished,  or  with  a his- 
tory of  loss  of  weight,  with  bright  eyes,  long 
lashes,  and  hairy  arms  and  nape,  tuberculosis 
should  be  suspected.  A positive  tuberculin  test 
will  show  that  the  child  harbors  the  bacillus. 
Then  a temperature  record  should  be  kept  to  see 
if  there  is  activity  of  the  process.  A careful 
physical  examination,  with  especial  attention  to 
the  interscapular  region,  will  often  show  a 
tracheal  whisper  to  the  fifth  or  sixth  dorsal  spine, 
and  occasionally  an  asymmetrical  upper  line  of 
pulmonary  resonance.  The  lungs  should  also  be 
examined  with  great  care,  especially  in  the  nip- 
ple region  and  axilla,  for  persistent  rales  here 
are  suggestive,  as  are  signs  of  dry  pleurisy  or 
effusion.  The  superficial  nodes  must  all  be  pal- 
pated, and  the  abdomen  carefully  searched  for 
masses  or  ascites.  The  spine  and  bones  must  be 
thoroughly  examined.  Signs  of  early  meningitis, 
such  as  crossness,  headache,  and  vomiting,  must 
not  be  forgotten.  The  x-ray  plate  may  show 
definite  lesions,  but  even  when  it  is  quite  nor- 
mal, we  are  justified  in  localizing  the  disease  in 
the  bronchial  nodes  in  the  absence  of  other  defi- 
nite findings. 

The  only  signs  may  be  a positive  skin  test,  the 
aspect  of  the  child,  a failure  to  gain  weight,  a 
slight  irregular  fever,  a lowered  transmission  of 
the  tracheal  whisper,  and  a few  small,  dense 
shadows  outside  the  hilus.  This  makes  a symp- 
tom complex  which  is  definite  enough,  once  the 
evidence  is  all  put  together.  Such  children  need 
care,  and  need  it  at  once,  before  the  trouble  ex- 
tends to  vital  organs.  They  do  wonderfully  under 
a proper  regime,  but  may  do  very  badly  if  neg- 
lected. A few  weeks  or  months  of  rest  cure, 
with  sun,  air,  and  proper  food,  will  often  bring 
the  temperature  down  to  normal,  start  a rapid 
gain  in  weight,  and  change  the  entire  appearance 
and  future  progress  of  the  child.  Yet,  sad  to 
say,  many  such  children  are  up  and  about,  driven 
to  school  or  to  play,  when  the  word  tuberculosis 
is  written  up>on  their  very  faces  to  one  with  see- 
ing eyes. 

The  hope  of  stamping  out  this  plague  lies  in 
attacking  it  here  in  its  true  incipient  stage,  while 
the  results  of  treatment  are  apt  to  be  good,  in- 
stead of  waiting  for  the  serious  and  almost  hope- 
less later  stages  to  develop.  When  all  physicians 
learn  to  be  alert  for  these  early,  curable  cases, 
the  conquest  of  tuberculosis  will  be  near  com- 
pletion. 

44  East  61st  Street. 

DISCUSSION 

Dr.  J.  Claxton  Cuttings  (Philadelphia,  Pa.):  Dr. 
Smith  has  covered  this  subject  so  thoroughly  that  there 
is  nothing  further  to  add.  This  is  literally  true,  and 
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not  a mere  form  of  speech.  The  way  in  which  he  has 
approached  the  subject  of  tuberculosis  in  childhood,  the 
thoroughness  with  which  he  has  studied  the  various 
phases  of  it,  and  the  richness  of  the  supply  of  material 
which  he  has  had  at  his  disposal  have  reduced  this  phase 
of  tuberculosis  in  early  life  almost  to  what  one  would 
call  a fixed  science.  To  discuss  it,  therefore,  would  be 
a work  of  supererogation. 

Dr.  Charles  H.  Miner  (Wilkes-Barre,  Pa.)  : Dr. 
Smith  has  presented  a wonderful  paper  on  tuberculosis 
in  childhood,  and  one  of  the  most  valuable  points  em- 
phasized is  the  importance  of  the  skin  reaction.  There 
has  been  a tendency  by  many  men  of  prominence  to 
ignore  these  tests,  although  they  are  of  great  value  in 
children  and  a considerable  help  in  adults. 

Dr.  Percival  Nicholson  (Ardmore,  Pa.)  : Dr.  Smith 
would  confer  a favor  upon  the  Section  if  he  would  de- 
scribe more  in  detail  the  amount  of  quartz-light  treat- 
ment he  uses  in  tuberculosis  cases,  the  period  covered, 
and  the  actual  technic  of  the  treatment. 

Dr.  Alexander  Armstrong  (White  Haven,  Pa.) : A 
report  has  been  circulated  from  the  large  cities  that  the 
incidence  of  tuberculosis  has  decreased  about  forty-five 
per  cent  in  the  last  ten  years.  Will  Dr.  Smith  please 
tell  us  whether  his  experience  with  the  tuberculin  test 
would  enable  him  to  verify  this  statement? 

Dr.  Robert  K.  Rewalt  (Williamsport,  Pa.) : I 

should  like  to  ask  Dr.  Smith  where  the  most  reliable 
tuberculin  for  the  intradermal  test  may  be  obtained  at 
the  present  time. 

Dr.  Smith  (in  closing)  : Very  few  of  the  tubercu- 
losis sanatoria  in  this  country  make  tuberculin  tests  on 
children.  This  is  unfair  to  the  taxpayers,  for,  while  it 
is  well  to  send  undernourished  children  to  the  country 
as  a prophylactic  measure,  if  they  are  not  tuberculous, 
they  do  not  belong  in  a tuberculosis  sanatorium.  Such 
institutions  should,  at  least,  require  a positive  reaction 
for  admission. 

There  are  many  cases  of  pulmonary  fibrosis,  most  of 
which  are  due  to  bronchopneumonia  in  the  first  few 
years  of  life.  In  such  cases,  signs  of  pulmonary  infil- 
tration or  even  cavitation  are  present,  and  the  patients 
expectorate  enormously  but  never  show  any  tubercle 
bacilli.  Dr.  James  A.  Miller,  of  New  York,  says  that  a 
chronic  cough  with  profuse  expectoration,  in  which  the 
sputum  is  negative  on  repeated  examinations,  does  not 
mean  tuberculosis  of  the  lung. 

It  is  not  possible  to  say  whether  or  not  the  incidence 
of  the  positive  reaction  has  diminished.  There  are  no 
statistics  for  this  country  over  a long  enough  period. 
No  large  series  of  children  were  ever  tested  in  the  past, 
and  indeed  it  is  very  difficult  to  secure  a large  group 
of  children  to  test.  The  word  tuberculosis  strikes  dread 
into  the  hearts  of  average  parents,  and  so  they  will  not 
permit  their  children  to  be  tested.  It  is  sometimes  pos- 
sible to  evade  this  by  doing  a Schick  test  on  one  arm 
and  a tuberculin  reaction,  as  a control,  on  the  other. 
This  is  justifiable  because  it  saves  the  mother  worry  if 
the  reaction  is  negative.  If  positive,  it  is  of  course 
necessary  to  tell  her,  in  most  cases. 

No  definite  information  is  available  in  regard  to  the 
incidence  twenty  years  ago.  The  death  rate  has  been 
diminished  by  one  half,  so  it  must  be  that  the  incidence 
has  decreased.  The  statistics  on  the  ward  population 
at  Bellevue  Hospital  go  back  four  years.  Every  child 
has  one,  two  or  three  intradermal  tests,  the  yearly  aver- 
age of  positives  being  16%,  including  all  ages.  The 
incidence  runs  from  5-7%  the  first  year,  from  4-5% 


the  second  and  third  years,  gradually  rising  to  20%  from 
the  fifth  to  the  eighth  years,  and  to  35%  from  the  eighth 
to  the  tenth  years,  with  an  average  of  40%  at  puberty. 
The  chance  for  error  must  be  relatively  small,  as  the 
curve  is  almost  identical  for  each  of  the  four  years  the 
record  has  been  kept.  The  incidence  of  positive  reac- 
tions does  not  appear  to  have  been  diminished  very 
much  during  this  period. 

Almost  any  of  the  tuberculins  on  sale  are  reliable. 
Their  manufacture  seems  to  be  fairly  well  standardized, 
as  tuberculin  seldom  fails  to  react  except  when  it  is  too 
old.  The  Parke,  Davis  product  is  sold  in  capillary  tubes, 
and  a rough  dilution  may  be  made  by  mixing  a very 
small  drop  from  the  tube  with  ten  c.c.  of  salt  solution. 
The  entire  contents  of  the  tube  is  too  much. 

Last  spring  the  New  York  City  Health  Department 
made  up  an  outfit  similar  to  that  made  for  the  Schick 
test.  This  consists  of  a capillary  tube  containing  1/100 
c.c.  of  O.  T.,  and  a vial  of  10  c.c.  of  salt  solution. 
With  this  outfit,  it  is  very  easy  to  make  up  the  proper 
solution. 

As  to  quartz-light  therapy,  the  children  should  be 
tanned  as  much  as  possible,  though  care  should  be  used 
to  increase  the  dose  very  slowly  at  first.  The  treatment 
may  be  begun  with  two  minutes  at  thirty  inches,  and  in- 
creased as  rapidly  as  the  skin  will  bear  it  until  pigmen- 
tation begins,  when  the  dose  may  be  increased  to  thirty 
minutes  at  twenty  inches. 


PRELIMINARY  REPORT  OF  A STUDY 
OF  INFANT  MORTALITY  IN  A 
CERTAIN  COMMUNITY* 

JOHN  D.  DONNELLY,  M.D. 

HARRISBURG,  PA. 

For  some  time,  the  Secretary  of  Health  has 
been  cognizant  of  the  high  infant  mortality  rates 
in  certain  communities  throughout  the  State.  In 
an  endeavor  to  lessen  the  annual  number  of  baby 
deaths,  nine  cities  and  towns  were  selected,  and 
the  interest  and  cooperation  of  the  local  health 
authorities,  physicians,  and  laity  were  secured. 

Donora  was  assigned  to  the  writer.  In  this 
town  during  1922,  approximately  one  out  of 
every  nine  babies  born  alive  died  before  reaching 
the  age  of  one  year,  an  infant  mortality  rate  of 
108.  The  entire  State  averaged  about  one  death 
under  a year  out  of  every  twelve  living  births. 
In  1923  the  infant  mortality  rate  fell  to  92. 

According  to  the  1920  census,  Donora  is  cred- 
ited with  a population  of  14,131. 

Donora  Entire  State 


Percentage  of  native  whites 63.6  80.8 

Percentage  of  foreign-born  whites  30.4  15.9 

Percentage  of  negroes 6.0  3.3 

Percentage  of  illiterates  8.0  4.6 

Of  native  parents,  there  were 3,216 

Of  foreign  parents,  there  were  . . . 4,921 

Of  mixed  parents,  there  were  ....  845 

Under  the  age  of  one  year,  there 
were  486 


*Eead  before  the  Section  on  Pediatrics  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  7,  1924. 
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Donora  Entire  State 

Under  the  age  of  five  years,  there 


were  2,344 

Estimated  school  enrollment  3,200 

Each  house  and  apartment  averaged 

about  7 inhabitants 

Languages  and  dialects  spoken 15  or  more 


DESCRIPTION  OF  TOWN 

Donora  is  comparatively  young.  It  is  a one- 
industry  town,  depending  chiefly  upon  an  Ameri- 
can Wire  and  Steel  Company  Plant.  Its  eco- 
nomic life  parallels  that  of  the  steel  industry. 
As  elsewhere,  there  has  been  little  expansion, 
and  few  homes  have  been  built  since  1919.  This 
has  resulted  in  a fair  degree  of  overcrowding; 
basements  and  what  was  formerly  spare  space 
have  been  converted  into  living  quarters.  Fami- 
lies who  formerly  occupied  an  entire  house,  now 
share  it  with  one  or  more  other  families. 

The  town  has  a good  water  supply,  an  ade- 
cpiate  sewage  system,  and  safe  milk.  The  council 
is  active  and  progressive  in  the  interests  of 
health.  The  Board  of  Health  functions  effi- 
ciently. A full-time  health  officer  performs  his 
duties  diligently.  Twelve  capable  physicians 
serve  this  community.  There  is  an  active  Baby 
Health  Center  with  a physician  in  charge.  There 
are  four  full-time  nurses,  a community  nurse, 
a school  nurse,  and  two  plant  nurses  who  visit 
the  employees’  homes.  There  is  no  “midwife 
situation”  such  as  is  found  to  exist  elsewhere. 

VITAL  statistics 

In  the  study,  the  deaths  have  been  divided 
into  two  groups ; those  under  a year,  and  those 
between  the  ages  of  one  and  six  years.  This 
study  has  been  confined  to  deaths  occurring  in 
1922,  1923,  and  the  first  seven  months  of  1924. 

Approximately  40%  of  all  deaths  were  under 
one  year  of  age.  Over  50%  of  deaths  occurred 
before  the  sixth  birthday. 

analysis  of  deaths  under  one  year 

Forty  to  fifty  per  cent  were  noted  as  being 
due  to  prematurity,  congenital  diseases,  and  de- 
fects and  diseases  of  the  newborn.  Twenty-five 
to  forty  per  cent  of  the  deaths  were  due  to 
respiratory  infections.  In  1922,  gastro-intestinal 
diseases  caused  25%  of  deaths;  in  1923,  they 
totaled  7%  ; up  to  August  1,  1924,  they  showed 
as  6%  of  the  causes  of  death. 

Over  half  of  the  deaths  were  among  babies  of 
foreign-born  parents,  a third  among  babies  of 
native-born  parents,  and  the  remainder  occurred 
among  those  of  mixed  parentage. 

More  infant  deaths  occurred  during  the  first 
four  months  of  the  year  than  during  the  four 
summer  months. 


Three  fourths  of  premature  deaths  occurred 
in  24  hours  or  less  after  birth.  One  third  of 
infants  dying  from  congenital  diseases,  or  de- 
fects and  diseases  of  the  newborn,  died  within 
24  hours ; while  three  fifths  died  in  48  hours 
or  less.  Of  those  dying  from  other  causes,  one 
third  died  between  the  ages  of  three  and  six 
months,  a fifth  died  between  the  ages  of  six  and 
nine  months,  while  one  seventh  died  between  the 
ninth  and  twelfth  months. 

Those  infants  dying  from  prematurity  and 
congenital  defects  were  under  medical  care  from 
birth.  Forty  per  cent  of  the  infants  who  died 
from  respiratory  infections,  gastro-intestinal  dis- 
turbances, and  other  causes  had  a physician  in 
attendance  only  24  hours  or  less,  while  10%  had 
medical  attention  48  hours. 

ANALYSIS  OF  DEATHS  FROM  ONE  TO  SIX  YEARS 

Three-fifths  were  due  to  respiratory  infections 
One  seventh  were  due  to  shock  from  burns.  One 
tenth  were  due  to  gastro-intestinal  disturbances. 
One  twelfth  were  due  to  miscellaneous  causes. 

In  this  group  of  forty-nine  deaths,  nine  were 
coroner’s  cases.  Seven  deaths  were  due  to  shock 
following  accidental  burns  and  scalding.  There 
was  one  drowning,  and  one  case  of  tetanus  which 
had  not  received  medical  attention. 

The  racial  stock  of  these  children  was  propor- 
tioned the  same  as  that  of  those  who  died  under 
one  year. 

Duration  of  medical  attendance  before  death 
was  twice  as  long  as  that  accorded  the  infants. 

In  this  group,  the  bulk  of  deaths  occurred  be- 
tween the  ages  of  one  and  three  years,  three 
fourths  of  the  deaths  occurring  in  this  period. 

The  stillbirth  rate  in  Donora  is  43  per  1,000 
births.  Twice  as  many  stillbirths  occurred 
among  foreign  mothers  as  among  native  mothers. 

The  birth  rate  was  30.7 ; the  State  rate  24.6. 
Three  fifths  of  the  babies  born  were  of  foreign 
parents. 

COMMENTS 

Maternal  disease,  systemic  conditions,  and 
certain  unknown  factors  interfere  with  intra- 
uterine development  and  nutrition,  and  become 
causes  of  prematurity  and  stillbirths.  To  these 
must  be  added  the  mothers’  unbalanced  diet,  in- 
sufficient food,  trauma,  hard  work,  lack  of  rest, 
worry,  and  poor  hygiene. 

Among  congenitally  defective  infants  dying 
within  the  first  ten  days  of  life  must  be  classed 
physical  weaklings  bom  at  or  near  term. 

Usually,  premature  babies  arrive  in  the  world 
without  any  special  preparations  having  been 
made  for  their  reception.  Consequently,  expo- 
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sure  cannot  be  avoided.  Proper  facilities  for 
caring  for  prematures  are  frequently  absent. 

It  is  not  uncommon  for  a family  to  have  two 
or  three  doctors  treat  their  baby  in  the  course  of 
the  same  illness,  because  the  first  physician 
called,  failed  to  cure  the  bahy  within  a day  or 
so,  when  the  child  had  probably  been  ill  several 
days  or  more  before  he  was  called.  Such  a baby 
is  usually  quite  ill,  and  has  little  physical  reserve. 
I'he  absence  of  the  “family  doctor”  in  many 
families  handicaps  the  prospects  of  good  indi- 
vidual health  work. 

Few  women  enjoy  thorough  prenatal  care. 
They  prefer  to  let  “nature  take  its  course,”  and 
call  medical  assistance  at  the  last  minute.  There 
is  urgent  need  of  enlightening  the  public  as  to 
the  fact  that  physicians  have  more  valuable  serv- 
ices to  offer  than  prescription  writing.  A com- 
plete physical  examination  early  in  the  prenatal 
period  would  dispel  mystery  and  reveal  the  truth 
concerning  the  mother’s  health,  and  help  to  guide 
her  to  a safe  delivery  of  a healthy  baby. 

Artificial  feeding  is  common  among  children 
of  foreign-born  parents. 

Many  babies  who  died  had  been  ill  several 
days  or  more  before  a physician  was  called.  Be- 
cause a baby  cannot  locate  or  describe  his  ail- 
ments, the  seriousness  of  his  condition  is  liable 
to  be  overlooked. 

Any  program  for  reducing  infant  deaths  must 
be  based  upon  general  health  work,  including 
children  of  all  ages  and  the  community  as  a 
whole.  It  must  be  sufficiently  flexible  to  meet 
local  conditions  from  time  to  time.  To  make  it 
effective,  it  should  be  supp>orted  by  welfare  work, 
among  the  real  indigent.  As  sick  habies  are  po- 
tential deaths,  if  infant  mortality  is  to  be  les- 
sened, every  health  program  should  include  pro- 
vision for  getting  sick  babies  early  under  the  care 
of  a physician. 

Prevention  must  be  aimed  at  the  simple  under- 
lying and  contributory  causes  of  death.  These, 
parents  will  appreciate  if  we  drive  over  our  ex- 
planation in  plain  language  which  they  can  un- 
derstand. 

method  of  procedure 

Meetings  were  held  with  the  local  health 
authorities,  physicians,  and  health  and  welfare 
agencies,  and  the  problem  at  hand  was  presented, 
d'he  pastors  of  all  churches  were  calldd  upon, 
and  their  cooperation  and  help  secured  for  reach- 
ing mothers  of  child-bearing  age  in  their  congre- 
gations. The  Board  of  Health  secured  from  the 
Council  an  appropriation  of  one  thousand  dollars 
to  be  used  in  lessening  the  infant  death  rate  and 
to  pay  part  of  the  salary  of  the  community  nurse. 


The  physicians  pointed  to  the  mother  as  being 
the  principal  factor  (directly  or  indirectly)  in 
the  production  of  live  births,  and  healthy,  vig- 
•orous  babies.  As  such,  the  immediate  problem 
resolved  itself  primarily  into  an  individual  fam- 
ily problem,  with  the  mother  as  the  dominant 
factor.  After  further  conferences  with  the 
physicians,  a plan  was  proposed  and  accepted  by 
them  and  all  cooperating  agencies. 

PEAN  OF  COOPERATION 

Object:  To  aid  in  lessening  infant  mortality 
by  disseminating  information  as  to  contributing 
causes  and  demonstrating  methods  of  prevention. 

1.  All  activities  to  radiate  from  the  Baby 
Health  Center  under  the  direction  of  Dr.  C.  T. 
Graves. 

2.  An  advisory  committee  to  be  appointed  by 
the  physicians  to  cooperate  with  Dr.  Graves  and 
the  Donora  Public  Health  Committee  in  formu- 
lating policies,  and  to  furnish  medical  guidance. 

3.  The  following  agencies  to  codperate,  with 
representation  on  the  Public  Health  Committee : 
Red  Cross;  Tuberculosis  Committee,  Donora 
Club ; Board  of  Health ; Community  Nurse  ; 
Welfare  Department;  A.  S.  & W.  Co.;  United 
Clubs  ; Metropolitan  Life  Insurance  Company ; 
School  Superintendent;  Pastors  of  Catholic 
Churches ; Pastors  of  Protestant  Churches 
(Ministers’  Ass’n)  ; Council  of  Jewish  Women; 
Catholic  Women  of  Donora. 

4.  The  work  of  the  school  nurse,  the  welfare 
nurses  of  the  A.  S.  & W.  Co.,  and  the  commu- 
nity nurse  to  be  so  arranged  as  to  reduce  over- 
lapping to  a minimum,  and  to  be  of  such  sort 
as  to  meet  with  the  approval  of  the  physicians 
and  the  public. 

5.  The  medical  care  and  treatment  of  sick 
babies  to  be  exclusively  in  the  hands  of  the  local 
physicians,  the  Health  Center  to  give  no  medical 
treatment.  When  defects  or  other  medical  con- 
ditions are  found  which  need  correction,  babies 
to  be  referred  to  their  physicians  for  correction 
and  medical  care.  Parents  who  can  afford  to  pay 
a fee  should  be  encouraged  to  place  their  babies 
under  the  observation  of  their  doctors. 

6.  The  Health  Officer  is  already  cooperating 
with  the  physicians  and  the  Health  Center. 

7.  The  work  of  the  Health  Center  can  reach 
the  public  through  the  above  agencies,  news- 
papers, and  the  moving  pictures. 

8.  The  object  of  this  movement  can  be  brought 
to  other  groups  by  the  cooperating  agencies, 
through  talks  and  demonstrations  in  schools, 
churches,  societies,  clubs,  and  other  organiza- 
tions. 
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9.  The  State  Department  of  Health  will  co- 
operate, and  will  provide  information  and  help 
in  midwifery;  infant,  preschool,  and  school 
hygiene ; dental  hygiene ; restaurant  hygiene ; 
^•enereal  diseases-;  communicahle  diseases  ; tuber- 
culosis ; nursing ; drugs ; publicity  material ; 
literature  ; statistics  ; water ; sewers ; housing ; 
milk ; and  general  sanitation. 

PROPOSED  STEPS 

First  step:  organization  of  the  movement  as 
suggested  above. 

Second  step:  an  intensive  publicity  campaign, 
to  include : ( 1 ) Setting  forth  conditions  as  they 
actually  exist.  (2)  A comparison  of  the  number 
of  infant  deaths  with  total  adult  deaths,  and  the 
common  contributing  causes.  (3)  A plea  for 
bettering  these  conditions  and  taking  an  active 
interest  in  the  health  of  babies.  (4)  A plea  for 
early  medical  attention  in  the  beginning  of  all 
illnesses  among  infants  and  children.  (5)  Pres- 
entation of  the  fact  that  every  ill  baby,  no  mat- 
ter how  trifling  the  illness,  may  become  a sick 
baby,  and  hence  a potentially  dead  baby.  (6) 
Signs  of  early  illness  among  children.  (7)  Value 
of  keeping  babies  well.  (8)  Methods  of  keeping 
babies  well.  (9)  Value  of  prenatal  care.  (10) 
Value  of  trained  medical  attendance  in  confine- 
ments. (11)  Value  of  breast  feeding.  (12) 
Proper  feeding  for  babies  and  children  of  all 
ages.  (13)  Necessity  for  clean  milk,  and  safe- 
guarding it  after  delivery.  (14)  Need  for 
guarding  babies  and  children  from  dangers — 
street  accidents,  falling  into  hot  water,  and 
poisons.  (15)  Harmful  effects  of  contagious 
diseases.  (16)  Value  of  quarantine.  (17)  Value 
and  necessity  of  medical  care  during  disease  and 
the  convalescent  period.  (18)  Practical  methods 
of  improving  existing  housing  conditions.  (19) 
Other  phases  suggested  for  emphasis  by  the  ad- 
visory medical  committee. 

DISCUSSION 

Dr.  Wilmer  R.  Batt  (Harrisburg,  Pa.)  : Dr.  Don- 
nelly’s findings  in  Donora  coincide  very  closely  with  the 
findings  in  other  sections  of  the  State.  In  any  cam- 
paign for  the  reduction  of  infant  mortality,  such  a sur- 
vey is  of  value  because  it  reveals  the  underlying  causa- 
tive conditions,  and  indicates  the  direction  in  which 
greatest  effort  is  needed.  The  three  factors  that  corre- 
late most  closely  with  a high  infant  mortality  are  a 
high  percentage  of  foreign-born  population,  a conse- 
quent high  birth  rate,  and  a high  percentage  of  illiteracy, 
and  the  mortality  figures  emphasize  their  extreme  sig- 
nificance. These  conditions  complicate  every  effort  to- 
wards betterment  because  they  are  not  readily  met  by 
the  ordinary  methods  of  education  and  cooperation. 

The  seasonal  incidence  of  infant  mortality  is  quite 
variable.  This  his  been  particularly  emphasized  by  the 
decline  in  gastro-intestinal  diseases  during  the  past  two 
or  three  years.  Much  credit  for  this  is  due  to  popular 


educational  work  on  infant  feeding  and  early  infant 
care.  On  the  other  hand,  the  meteorological  conditions 
which  have,  in  the  past,  been  found  so  conducive  to  a 
high  infant  mortality  have  not  recently  been  present. 
Hot,  dry  periods  have  been  decreased  for  the  past  sev- 
eral years.  Variation  in  infant  mortality  from  month 
to  month  is  also  due  to  a monthly  variation  in  the  birth 
rate.  This  is  explained  by  the  facts  that  in  a population 
like  that  of  Donora  the  birth  rate  per  month  will  vary 
from  ten  to  thirty-five  or  forty,  and  that  the  greatest 
contributors  to  infant  mortality  are  the  premature  births 
and  other  congenital  conditions. 

The  work  done  in  Donora  is  pointing  the  way  for 
future  campaigns  to  combat  a too  high  infant  mor- 
tality. Such  a campaign  must  be  based  on  constructive 
work  in  which  all  the  independent  agencies  which  are 
found  in  every  community  have  been  brought  together 
for  a common  end. 

Dr.  H.  Brooker  Miles  (Philadelphia,  Pa.)  ; Dr. 
Donnelly  mentioned  the  decline  in  the  death  rate  of  in- 
fants from  gastro-intestinal  diseases,  and  the  inerq^se 
in  the  death  rate  from  respiratory  diseases.  It  is  prob- 
able that  artificially  fed  infants  are  more  predisposed 
towards  unhealthy  respiratory  conditions  than  are  the 
breast-fed,  and  I should  like  to  inquire  if  any  studies 
were  made  as  to  the  relative  morbidity  and  mortality  in 
these  classes. 

Dr.  William  N.  Bradley  (Philadelphia,  Pa.)  : It 
has  been  our  experience  that  the  death  rate  among  in- 
fants has  been  higher  in  hot,  humid  weather  than  in  hot, 
dry  weather,  as  stated  by  Dr.  Batt. 

Dr.  Donnelly’s  figures,  showing  that  the  greatest  mor- 
tality occurs  at  the  time  of  birth,  emphasize  the  need  of 
better  prenatal  care,  with  more  and  better  attention  to 
the  newborn. 

In  the  work  in  a Philadelphia  foreign  section,  it  has 
been  noticeable  that  many  of  the  mothers  run  a low 
blood  pressure.  This  conclusion  is  based  on  many 
thousands  of  readings  which  show  that,  independent  of 
the  age  of  the  mother,  during  and  up  to  the  last  two 
weeks  of  pregnancy,  many  women  have  a low  blood 
pressure.  This  certainly  must  react  upon  the  vitality 
of  the  baby,  and  in  consequence,  it  increases  the  impor- 
tance of  the  feeding  problem. 

More  attention  should  be  paid  to  prenatal  work.  Not 
only  should  the  blood  pressure  and  the  urine  be  carefully 
watched,  but  it  is  of  equal  importance  that  the  vitality 
of  the  mother  should  be  built  up.  This  care,  together 
with  better  obstetric  technic,  should  to  a great  degree 
lessen  the  present  infant  mortality. 

Dr.  Paul  Cassidy  (Philadelphia,  Pa.)  : I should  like 
to  ask  Dr.  Bradley  what  he  found  to  be  the  average  of 
the  blood  pressures. 

’ Dr.  William  N.  Bradley  (Philadelphia,  Pa.)  : An- 
swering Dr.  Cassidy’s  question : the  average  blood  pres- 
sure is  more  nearly  100  or  102,  running  up  to  110;  but 
by  far  the  greatest  number  of  readings  are  110  or  under. 

Dr.  Donnelly  (in  closing)  ; Dr.  Mill’s  question 
covers  a point  that  was  not  worked  out  at  the  time  this 
study  was  made.  In  field  work,  it  is  tedious  and  diffi- 
cult to  gather  accurate  medical  histories,  especially 
among  those  who  do  not  speak  English  and  who  have 
had  several  physicians  in  the  course  of  one  illness.  It  is 
hoped  to  embody  in  a final  report  information  in  regard 
to  the  relative  morbidity  among  breast-fed  and  arti- 
ficially fed  infants. 
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PARANASAL  SINUSITIS  IN  CHILDREN* 
WARREN  B.  DAVIS,  M.D. 

PHII,ADEI.PHIA,  PA. 

Increasing  knowledge  of  the  anatomy  of  the 
paranasal  sinuses  and  the  extent  of  their  devel- 
opment in  infants  and  children  is  resulting  in 
more  careful  routine  examinations  of  these  areas, 
not  only  by  rhinolaryngologists,  but  also  by 


Fig.  1. — Specimen  from  a child  eight  days  old.  (Series  D, 
No.  1.)  By  sagittal  sections,  removing  the  lateral  portion  of 
frontal  bone,  lamina  papyracea  of  ethmoid,  and  lateral  portion 
ot  maxilla,  the  sinus  maxillaris,  cellulae  ethmoidales,  anterior  and 
posterior,  infundibulum  ethmoidale,  and  the  primitive  sinus  fron- 
talis are  brought  into  view.  S.  front.,  primitive  sinus  frontalis; 
Duct.  na.  lacr.,  ductus  nasolacrimalis;  S.  max.,  sinus  maxil- 
laris; Cel.  eth.  post.,  cellulae  ethmoidales  posterior;  Cel.  eth. 
ant.,  cellulae  ethmoidales  anterior;  Infund.  eth.,  infundibulum 
ethmoidale. 

pediatrists  and  ophthalmologists,  in  their  search 
for  etiologic  factors  bearing  on  either  local  or 
systemic  conditions. 

Briefly  to  summarize  the  average  extent  of 
paranasal  pneumatization  present  at  birth : The 
ethmoid  cells  fill  the  lateral  ethmoidal  masses 
(Fig.  If).  The  maxillary  sinuses  at  that  time 
average  8.2  millimeters  anteroposteriorly,  3.3 
millimeters  vertically,  and  2.8  millimeters  later- 
ally. Sphenoidal  sinuses  (Fig.  2)  average  2.8 
millimeters  vertically,  2 millimeters  laterally, 
and  1.5  millimeters  anteroposteriorly.  Frontal 
sinuses  are  not  present  at  birth,  but  in  all  cases 
have  their  origin  from  the  anterior  ethmoidal 
areas.  Usually  by  the  end  of  the  first  year  or 
during  the  second  year,  the  development  of  the 
ethmoid  cells  toward  and  into  the  inferior  por- 
tion of  the.  frontal  bone  is  sufficient  to  indicate 
which  cells  will  become  frontal  sinuses  (Fig.  3). 
Thus,  paranasal  pneumatization  is,  from  earliest 
infancy,  sufficient  to  make  sinusitis  a condition 
always  to  be  considered,  not  only  in  the  readily 
demonstrable  nasal  infections,  but  also  in  the 
search  for  obscure  focal  infections. 


‘Read  before  the  Section  on  Pediatrics  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania,  Reading  Session,  October  9, 
1924. 

Illustrations  are  from  Development  and  Anatomy  of  the 
Nasal  Accessory  Sinuses  in  Man  (Warren  B.  Davis),  by  cour- 
tesy of  the  W.  B.  Saunders  Company. 


The  average  relation  of  the  floor  of  the  maxil- 
lary sinus  to  the  nasal  floor  during  the  years  of 
childhood  is  of  clinical  importance  in  determining 
the  point  and  direction  for  making  punctures  of 
the  medial  wall,  when  indicated  for  diagnostic 
or  therapeutic  purposes.  A careful  study  of  our 
series  of  146  dissections  of  lateral  nasal  walls 
from  children  under  fourteen  years  of  age  shows 
that  at  one  year  of  age  the  sinus  floor  averages 
4.2  millimeters  above  the  floor  of  the  nasal  fossa. 
This  difference  in  the  levels,  decreases  0.5  milli- 
meters each  year  (Fig.  4)  until  about  the  ninth 
year,  at  which  time  the  floors  are  usually  ap- 
proximately on  the  same  level  (Fig.  5). 

The  sphenoidal  sinuses  develop  more  rapidly 
posterolaterally  than  they  do  directly  posteriorly. 
The  lateral  wall  of  the  average  sinus  becomes 
1 millimeter,  or  less,  in  thickness  at  the  end  of 
the  second,  or  during  the  third  year,  thus  bring- 
ing the  lateral  wall  of  the  sinus  into  rather  close 
relation  to  the  cranial  nerves  passing  laterally  to 
the  body  of  the  sphenoid. 

The  superior  extent  of  the  frontal  sinuses  in 
the  third  year  averages  3.8  millimeters  above  the 
level  of  the  nasion,  and  the  vertical  development 
is  at  an  average  rate  of  1.5  millimeters  each  year 
until  the  fifteenth  year  (Fig.  6). 

Infections  of  the  paranasal  sinuses  in  children 
are  most  frequently  due  to  acute  colds,  the  acute 
infectious  diseases  of  childhood,  influenza,  pneu- 
monia, and  sometimes  diphtheria.  We  are  con- 
vinced that  sinus  infections  are  much  more  apt 
to  develop  as  complications  or  sequelae  of  these 
conditions  in  children  who  have  previously  had 
some  persisting  degree  of  intranasal  congestion, 
due  to  hindrance  of  drainage  and  ventilation  by 
infected  tonsils  and  enlarged  adenoids.  These 


Fig.  2. — Specimen  from  a child  eight  days  old.  (Series  D. 
No.  1.)  Sagittal  section  in  median  line  through  frontal  and 
maxillary  bones,  and  3 mm.  to  left  of  median  line  through 
sphenoid  bone.  Shows  the  left  lateral  nasal  wall,  the  ascending 
and  the  descending  rami  of  the  meatuses,  also  the  extent  of 
development  of  the  sinus  sphenoidalis.  Note  that  the  antero- 
inferior wall  of  the  sinus  sphenoidalis  (concha  sphenoidalis  or 
ossiculum  Bertini)  is  well  ossified.  Aff,  na.,  agger  nasi;  Ca. 
inc.,  canalis  incisivus;  Rami  desc.,  rami  descendens  of  ethmoidal 
meatuses;  Ost.  tub.  aud.,  ostium  tubae  auditivae;  Hypoph.,  hypo- 
physis; S.  sph.,  sinus  sphenoidalis;  Rami  asc.,  rami  ascendens 
of  ethmoidal  meatuses. 
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Fig.  3. — Specimen  from  a child  two  years,  six  months,  and  twelve  days  old.  (Series  D,  No. 
2S.)  Lateral  view  of  left  frontal,  ethmoidal,  and  maxillary  sinus  areas.  Note  advance  of  sinus 
frontalis  into  the  vertical  bone.  Cel.  b.  eth.,  Cellulae  bullae  ethmoidales;  Cel.  eth.  post.,  cellula 
ethmoidalis  posterior;  For.  eth.  post.,  foramen  ethmoidale  posterius;  For.  optic.,  foramen  opticum; 
A.  car.  int.,  arteria  carotis  interna;  S.  cav.,  sinus  cavernosus;  5.  sphenopar.,  sinus  spheno- 
parietalis;  For.  rotundum,  foramen  rotundum;  N.  max.,  sinus  maxillaris;  Infund,  eth.,  infundi- 
bulum ethmoidale;  Cel.  infund.,  cellulae  infundibulares;  S.  front.,  sinus  frontalis. 


obstructions  favor  accumulation  and  retention 
of  secretions  in  the  nasal  passages  (Fig.  7). 
Foreign  bodies  in  the  nasal  passages,  by  their 
obstruction  and  by  the  excoriation  of  mucous 
membrane  produced,  are  also  etiologic  factors  in 
some  cases.  Occasionally  septal  deviations, 
ridges  (Fig.  8),  spurs,  or  hypertrophied  turbi- 
nates develop  to  a degree  sufficient  . 
to  produce  distinct  obstruction,  and 
thus  become  etiologic  factors. 

The  order  of  frequency  of  loca- 
tion in  which  infections  occur  in  the 
sinuses  of  children  is,  in  descending 
order,  ethmoidal,  maxillary,  sphe- 
noidal, frontal.  The  common  symp-  P 
toms  are  nasal  discharge,  some  de- 
gree of  nasal  obstruction  from  con- 
gestion, frequently  recurring  colds, 
epiphora,  cough,  orbital  cellulitis, 
sometimes  arthritic  pains,  occasion- 
ally epistaxis.  Neuralgic  pain  in 
the  distribution  of  the  fifth  nerve 
may  occur,  but  not  so  frequently  as 
in  adult  cases.  Upon  inspection, 
there  is  usually  mucopurulent  or 
purulent  exudate  (according  to  the 
type  of  infection)  in  one  or  both 
nasal  cavities.  Discharge,  however, 
is  not  always  present.  If  the  dis- 
charge has  persisted  long,  there  is 
usually  excoriation  about  the  ante- 


rior nares.  Most  cases 
show  enlarged,  in- 
fected tonsils  and  ade- 
noids. Transillumina- 
tion is  not  so  reliable  as 
a diagnostic  aid  in  chil- 
dren as  it  is  in  adults ; 
thus,  x-ray  examina- 
tions should  be  made 
and  interpreted  by  a 
s.ca.v.  competent  roentgen- 
ologist. X-ray  plates, 
f rontal  and  lateral 
views,  should  always 
b e carefully  studied 
before  making  an  ex- 
ploratory puncture 
into  the  antrum,  or  be- 
fore any  other  opera- 
tive procedures  on  the 
sinuses.  Besides  be- 
ing of  great  diagnostic 
importance,  the  size 
and  extent  of  the 
sinuses,  and  the  rela- 
tion of  developing 
teeth  to  the  maxillary 
floor  can  thus  be  determined  in  advance  of 
operation. 

The  examination  of  spreads  and  cultures 
practically  always  shows  mixed  infection.  Any 
of  the  organisms  frequenting  the  respiratory 
tract  may  be  found.  In  our  cases,  pneumococci 
have  been  the  dominating  organisms. 


.iatraorb. 


Fig.  4. — Specimen  from  a child  three  years,  five  months,  and  eight  days  old. 
(Series  D,  No.  32.)  Posterior  view  of  corona  section  cut  28.5  mm.  posterior 
to  nasion,  .showing  the  extent  of  lateral  and  supero-inferior  development  of  sinus 
ma.xiliaris,  the  osseous  ridge  beneath  nervus  infra-orbitalis,  cellulae  ethmoidales 
posterior,  and  small  conchal  cells  developing  in  each  concha  nasalis  superior. 
The  ostia  maxillaria  are  larger  than  usual  in  the  anteroposterior  diameter.  Note 
deflection  of  septum  nasi  and  its  influence  on  each  concha  media.  C.  sup.. 
Concha  superior:  Cel.  eth.  post.,  cellulas  ethmoidales  posterior;  C.  med.,  concha 
media;  N.  infaorb.,  nervus  infra-orbitalis;  C.  inf.,  concha  inferior;  Proc.  unc., 
processus  uncinatus;  Cart.  scp.  na.,  cartilago  septi  nasi;  Lam.  perpend.', 
lamina  perpendicularis. 
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Fig.  5. — ^Specimen  from  a child  nine  years,  ten  months,  and  nineteen  days  old. 
(Series  D,  No.  65.)  Anterior  view  of  corona  section,  cut  20  mm.  posterior  to  the 
nasion,  showing  the  size  and  relations  of  the  sinus  maxillaris,  the  ostium  maxillare, 
and  its  manner  of  communication  with  the  infundibulum  ethmoidale,  the  bulla  eth- 
moidalis,  processus  uncinatus,  and  cellulje  ethmoidales  anterior.  Cr.  gal.,  crista 
galli;  Proc.  unc.,  processus  uncinatus;  Injund.  eth.,  infundibulum  ethmoidale; 
Ost.  max.,  ostium  maxillare;  S.  max.,  sinus  maxillaris;  N.  infraorb.,  nervus  infra* 
orbitalis;  Cel.  b.  eth.,  cellula  bulla  ethmoidalis;  Lam.  papyr.,  lamina  papyracea. 


nasal  operative  procedures  is  very 
small.  Only  rarely  are  septal  de- 
flections, ridges,  and  spurs  of  a 
degree  to  require  operation  found 
in  children. 

Emphasis  must  be  placed  on 
the  importance  of  early  treat- 
ment, since  in  infants  the  destruc- 
tion of  the  surrounding  bony  tis- 
sue may  be  exceedingly  rapid. 
We  have  seen  necrotic  destruc- 
tion of  the  anterior  bony  wall  of 
the  maxillary  sinus,  in  an  infant 
thirteen  days  old,  within  one 
week  after  the  beginning  of  sinus 
infection.  In  another  case,  eight 
weeks  old,  there  developed  an 
orbital  abscess,  following  necrosis 
of  the  ethmoid,  within  two  weeks 
after  the  beginning  of  the  infec- 
tion. Both  of  these  cases  ter- 
minated fatally — the  first  from 
pyemia,  multiple  abscesses  and, 
septic  pneumonia ; the  second 
from  meningitis.  Early  treat- 


The  vast  majority  of 
acute  and  subacute  sinus 
infections  in  children  re- 
spond to  conservative 
treatment.  As  a rule,  the 
most  satisfactory  treat- 
ment consists  in  shrink- 
ing the  congested  mucosa 
with  an  application  of 
some  mildly  astringent 
oil  solution,  followed  by 
15%  argyrol  solution, 
freely  applied  with  a 
dropper  every  three  or 
four  hours.  The  inter- 
nal administration  of 
small  doses  of  atropin, 
we  believe  to  be  of  dis- 
tinct benefit  in  acute 
cases.  The  use  of  mixed 
pneumococcic  vaccines, 
the  dosage  in  proportion 
to  the  age  and  size  of  the 
child,  we  have  also  found 
beneficial.  If  the  infec- 
tion has  persisted  and 
passed  into  subacute  or 
chronic  stages,  the  tonsils 
and  adenoids  should  be 
removed  and  nasal  treat- 
ment continued.  By  such 
a course,  the  percentage 
of  cases  requiring  any 
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Fig.  6. — Specimen  from  a child  twelve  years,  nine  months,  ami  twelve  days  old.  (Series 
D,  No.  69.)  Anterior  view  of  a coronal  section  cut  12  mm.  posterior  to  the  nasion,  to  show 
superior  and  lateral  extent  of  the  sinus  frontales,  also  the  relations  of  the  cellulae  frontales. 
The  frontal  sinuses  and  all  cells  shown  in  this  illustration  have  their  ostia  medial  to  the 
uncinate  processes.  Note  the  relations  of  the  ductus  nasolacrimalis.  S.  front.,  sinus  frontalis; 
Sept,  front.,  septum  frontale;  Ccl.  front.,  celluls  frontales;  Fos.  sac.  lacr.,  fossa  sacci 
lacrimalis;  For  infraorb.,  foramen  infra-orbitalis;  Duct.  na.  lacr.,  ductus  nasolacrimalis. 
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duration  of  many 
sinus  infections. 

3.  Removal  of  in- 
fected tonsils  and 
enlarged  adenoids 
decreases  nasal  con- 
gestion, and  conse- 
quently improves 
the  ventilation  and 
drainage  of  sinuses. 

4.  Some  cases  re- 
quire nasal  oper- 
ative procedures, 
which  should  be  as 
conservative  as  the 
extent  of  obstruc- 
tion, the  amount  of 
polypoid  degenera- 
tion, or  the  necrosis 
of  bone  will  allow. 


Fig.  7. — Specimen  from  a child  six  years  old.  Sagitta  section  showing  extent  of  sphenoidal 
pneumatization.  (Series  D,  No.  46.)  The  child  from  whom  this  specimen  was  taken  died  of  nasal 
diphtheria.  Note  areas  of  submucous  hemorrhages.  The  nasal  cavities  were  completely  filled  with 
pseudomembrane,  as  were  also  the  frontal  sinuses  and  ethmoidal  cells,  while  the  maxillarj-  and  sphe- 
noidal sinuses  were  approximately  half  filled.  Also  note  the  enormous  tonsilla  pharyngea,  which 
nearly  fills  the  posterior  naris.  C.  sup.,  concha  superior;  C.  supr.  I,  concha  suprema  I;  S.  sph., 
sinus  sphenoidalis;  Hypoph.,  hypophysis;  Ton.  phar.,  tonsilla  pharyngea;  F.  phar.  has.,  fascia 
pharyngobasilaris;  C.  inf.,  concha  inferior;  C.  med.,  concha  media. 


135  S.  18th  St. 

DISCUSSION 

Dr.  James  A.  Bab- 
bitt ( Philadelphia, 
Pa.)  : One  expects 

from  Dr.  Davis  a pa- 


ment  would  probably  have  saved  both  cases. 

Sinus  infections  which  resist  conservative 
treatment  require  operative  procedures.  Details 
of  operations  cannot  be  considered  here,  other 
than  to  say  that  the  object  is  to  establish  drain- 


per  both  scientific  and  logically  presented,  and  this  belief 
has  been  justified.  The  otorhinologic  care  of  any  con- 
siderable number  of  children  in  routine  hospital  service, 
emphasizes  the  intense  need  of  more  light  on  basic 
etiology  in  chronic  purulent  rhinitis.  Tonsil  and  ade- 
noid removal,  on  the  one  hand,  and  patient  routine  ef- 


age  and  to  maintain  ventila- 


tion. Necrotic  bone  and  polyp- 
oid tissue  must  be  removed 
with  the  least  possible  damage 
to  the  nasal  mucosa  and  the 
lateral  nasal  walls.  Septal 
deviations,  ridges,  and  spurs, 
when  producing  distinct  ob- 
struction to  ethmoidal  ventila- 
tion, may  require  operation, 
but  operations  should  be  of 
more  conservative  types  in 
children  than  in  adults  in  order 
to  avoid  interfering  with  nasal 
development  and  the  possible 
production  of  external  de- 
formities. 

CONCLUSIONS 

1.  Paranasal  sinusitis  occurs 
more  frequently  in  children 
than  is  generally  recognized. 


2.  Most  acute  and  subacute 
cases  respond  to  conservative 
treatment.  Closer  cooperation 
between  pediatrists  and  rhi- 
nologists  would  shorten  the 


Fig.  8. — Specimen  from  a child  thirteen  years,  six  months,  and  nineteen  days  old. 
(Series  D,  No.  72.)  Posterior  view  of  a coronal  section  31  mm.  posterior  to  the  nasion, 
showing  maxillary  sinuses,  bullar  and  posterior  ethmoidal  cells.  Note  the  influence  of 
septal  ridge  and  deviation  of  septum  ujKin  the  form  of  each  concha  media;  also  upon 
the  degree  of  medial  inclination  of  each  processus  uncinatus,  thus  producing  a marked 
difference  in  the  width  of  the  hiatus  semilunaris  and  the  infundibulum  ethmoidale  of 
each  side.  Cr.  gal.,  crista  galli;  Cel.  eth.  post.,  cellulae  ethmoidales  posterior;  C.  med., 
concha  media;  Cel.  b.  eth.,  cellula  bullse  ethmoidalis;  Proc.  unc.,  processus  uncinatus; 
C.  inf.,  concha  inferior;  S.  max.,  sinus  maxillaris;  C.  sup.,  concha  superior. 
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fort  in  suppurative  otitis  media,  on  the  other,  still  fail 
to  reach  focal  invasion  in  an  alarmingly  large  number 
of  cases.  Dean,  of  Iowa  City,  has  produced  much 
valuable  literature  on  the  subject,  and  has  emphasized 
the  fact  that  not  only  the  colds,  orbital  cellulitis,  and 
arthritis,  cited  by  the  writer  as  frequent  symptoma- 
tology, are  important,  but  recurrent  fever  without 
apparent  cause,  periodic  vomiting,  gastro-intestinal  dis- 
turbance, acute  cervical  adenitis,  suppurative  otitis 
media,  phlyctenular  conjunctivitis,  even  pyelitis,  menin- 
gitis, brain  abscess  and  retrobulbar  neuritis,  are  possible 
sequellae  of  paranasal  sinus  disease. 

The  autopsy  instruction  has  too  infrequently  included 
a careful  investigation  of  the  accessory  nasal  cavities. 
They  require  of  the  pediatrist  the  same  careful  exami- 
nation as  the  ear  in  obscure  cases.  This  investigation 
is  not  too  simple,  for  an  adequate  x-ray  examination  in 
very  young  children  is  difficult. 

In  a recent  paper,  the  speaker  discussed  the  question 
of  antecedent  intranasal  malformations  and  the  question 
of  cautious  preventive  surgery,  with  full  realization  of 
its  delicacy.  Rosenheim  has  already  reported  on  some 
intranasal  child  surgery.  Traumatism,  faulty  dentition, 
the  overdevelopment  of  premaxillary  bones,  and  the 
common  Waldeyer-ring  obstruction  may  bring  about 
this  nasal  antecedent.  Other  writers  have  discussed 
rachitis,  the  excessive  development  of  the  vomer,  and 
the  unequal  development  of  adjacent  turbinates  and 
facial  bones.  The  result  is  identical  in  presenting  an 
intranasal  invitation  to  parasinus  trouble. 

The  situation  demands  a more  uniform  procedure  in 
paranasal  investigation,  and  the  contribution  of  Dr. 
Davis  is  a timely  one. 

Dr.  Myer  Sous-Cohen  (Philadelphia,  Pa.)  : In  ad- 
dition to  the  physical  factors  mentioned  by  Dr.  Davis, 
the  bacteriological  factors  should  be  considered.  In 
many  cases,  disease  of  the  sinus  is  secondary  to  infection 
elsewhere,  the  tonsils,  as  Dr.  Davis  said,  frequently 
being  the  primary  focus.  Among  the  symptoms  are  fre- 
quent attacks  of  fever,  combined  with  coryza  and  ton- 
sillitis (so-called  grip),  asthma,  maldevelopment,  asthe- 
nia, inability  to  gain  in  weight,  enlarged  bronchial 
lymph  glands,  and  nontuberculous  pulmonary  infiltration. 

The  treatment,  of  course,  includes  removal  of  the  pri- 
mary focus,  but  this  does  not  insure  the  removal  of  all 
bacteriologic  foci.-  If  the  organisms  causing  the  disease 
are  present  in  the  upper  respiratory  tract  and  the  child’s 
resistance  is  poor,  he  will  not  recover  until  his  blood 
develops  bactericidal  power  against  these  organisms. 
The  mixed  pneumococcic  vaccine  treatment  mentioned 
by  the  speaker  is  probably  nonspecific  vaccine  therapy. 
Preferable  to  this,  however,  is  a raising  of  the  bacteri- 
cidal power  specifically  against  the  particular  infecting 
organism  or  organisms. 

Many  organisms  are  present  in  the  nose  that  are  not 
pathogenic  to  the  particular  patient  harboring  them, 
and  of  which  the  patient  is  merely  a carrier.  By  the 
following  method  it  is  possible  to  determine  whether  or 
not  the  organisms  present  are  pathogenic  for  their  host : 

In  addition  to  an  ordinary  culture,  a smear  is  made 
on  the  bottom  of  an  empty,  sterile  test  tube.  Three  to 
five  cubic  centimeters  of  blood,  drawn  from  the,  child’s 
veins,  are  then  placed  in  the  tube  overlaying  the  smear. 
This  is  incubated  for  twenty-four  hours.  At  the  end 
of  this  time  a drop  of  this  inoculated  blood  is  plated, 
and  the  organisms  that  have  grown  up  are  identified. 
The  only  organisms  present  will  be  those  that  the  blood 
has  failed  to  kill ; in  other  words,  those  against  which 
the  patient  has  little  or  no  bactericidal  power.  The  or- 
ganisms of  which  he  is  merely  a carrier  will  be  killed 
by  his  blood. 


Often,  the  organism  causing  the  infection  is  present 
in  such  small  numbers  in  proportion  to  the  nonpatho- 
genic  organisms  that,  on  the  ordinary  culture,  it  will  be 
choked  out  and  killed  by  the  nonpathogenic  organisms, 
so  that  the  latter  are  the  only  ones  that  grow  in  the 
culture.  This  is  the  reason  for  the  failure  of  vaccine 
therapy  in  many  instances. 

Many  cases  of  sinusitis  in  children  recover  without 
any  treatment  of  the  nose,  m.erely  by  the  removal  of 
the  primary  focus  in  the  tonsils,  combined  with  the  re- 
moval of  the  bacteriologic  focus  by  the  administration 
of  a properly  prepared  vaccine. 

Dr.  Davis  (in  closing)  : I am  glad  that  Dr.  Babbitt 
and  Dr.  Cohen  mentioned  additional  symptoms  and  re- 
sults of  sinus  infections.  Because  of  the  limitation  of 
time  for  our  paper  we  enumerated  only  those  most  fre- 
quently encountered. 

As  to  the  effect  of  tonsillectomy  and  adenoidectomy 
on  sinus  infections,  we  stated  that  after  operation,  local 
treatments  of  the  nasal  area  must  be  continued.  The 
tonsil  and  adenoid  operation  not  only  removes  that  much 
infected  tissue,  but,  by  relieving  obstruction,  improves 
the  ventilation  and  favors  drainage. 

The  method  of  vaccine  therapy  mentioned  by  Dr. 
Cohen  is  very  interesting.  We  have  used  autogenous 
vaccines  made  by  the  usual  method,  but  found  the  re- 
sults were  not  so  uniformly  good  as  those  which  we 
secured  from  the  use  of  mixed  stock  vaccines.  Of 
course  there  may  be  types  of  bacteria  in  these  vaccines 
not  pathogenic  to  the  individual.  Some  rhinologists, 
however,  are  convinced  that  they  derive  distinct  benefit 
from  the  use  of  bacillus  coli  vaccines  in  sinus  infections, 
thus  showing  that  nonspecific  protein  therapy  may  be  of 
value. 


BULLOUS  KERATITIS  ASSOCIATED 
WITH  SINUS  DISEASE* 

J.  MILTON  GRISCOM,  M.D. 

PHIEADELPHIA,  PA. 

The  type  of  corneal  disease  characterized  by 
the  formation  of  blebs  or  vesicles  is  sufficiently 
rare  to  be  interesting  from  a clinical  standpoint, 
especially  with  regard  to  its  etiology.  Vesicular 
keratitis  and  herpes  of  the  cornea  have  been  dis- 
cussed frequently  in  the  literature  of  the  past 
twenty  years  and  their  neuropathic  origin  has 
apparently  been  well  established.  The  investi- 
gations of  Head  and  Campbell,  and  later  Wil- 
brand  and  Saenger,  concerning  herpes  zoster  have 
demonstrated  that  the  corneal  symptoms  are  de- 
pendent on  a lesion  of  the  gasserian  ganglion  and 
possibly  of  the  ciliary  ganglion.  In  these  cases, 
alterations  in  the  sensitiveness  of  the  cornea  and 
variations  in  the  intra-ocular  tension  bear  evi- 
dence of  the  degree  to  which  the  sensory  and 
sympathetic  nerve  supply  is  affected. 

A form  of  vesicular  keratitis  which  has  re- 
ceived less  attention  is  that  of  bullous  keratitis, 
and  in  the  majority  of  cases  reported,  the  eye 
affected  has  finally  been  enucleated.  Although 

•Read  before  the  Section  on  Eye,  Ear,  Nose  and  Throat  Dis- 
eases of  the  Medical  Society  of  the  State  of  Pennsylvania,  Read- 
ing Session,  October  7,  1924. 
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this  disease  is  seen  usually  in  eyes  totally  or  par- 
tially blind  from  chronic  glaucoma  or  irido- 
choroiditis,  the  corneal  symptoms  are  those  of 
an  exaggerated  herpetic  vesicle,  and  in  the 
writer’s  opinion,  may  be  explained  by  the  same 
neuropathic  changes.  Whether  the  edema  be- 
neath the  corneal  epithelium  is  due  to  pathologic 
disturbances  in  the  sympathetic  nerve  supply, 
causing  trophic  changes  in  the  corneal  cells,  or 
whether  the  irritation  of  the  fifth  nerve  produces 
efferent  nerve  impulses  which  cause  an  acid  re- 
action at  the  nerve  terminals  in  the  cornea,  as 
suggested  by  Verhoeff,  yet  remains  to  be  demon- 
strated. From  a clinical  standpoint,  that  in  cer- 
tain cases  the  recurring  formation  of  large  blebs 
on  the  cornea  may  be  prevented,  and  a comfort- 
able eye  with  relatively  useful  vision  conserved, 
the  following  cases  illustrate : 

Case  1. — M.  G.,  aged  58,  female,  white,  came  to  the 
Wills  Hospital  on  May  20,  1922,  complaining  that  her 
left  eye  had  been  painful  and  vision  diminished  during 
the  past  eight  weeks.  On  examination,  the  left  eye 
showed  some  conjunctival  and  slight  ciliary  congestion. 
The  lower  third  of  the  cornea  was  occupied  by  a large 
pendulous  bleb  which  could  be  readily  moved  by  pres- 
sure with  the  lower  lid.  The  anterior  chamber  was 
somewhat  shallow,  the  iris  discolored,  and  the  pupil 
small  and  sluggish.  The  tension  with  the  Schiotz  tono- 
meter was : right  eye,  37 ; left  eye,  57.  Vision ; hand 
movements.  The  patient  stated  that  previous  to  the 
present  condition  the  left  eye  had  been  useful  and  com- 
fortable. 

Eserin,  holocain,  and  a bandage  were  ordered.  After 
a few  days’  treatment,  although  the  tension  was  lowered, 
the  corneal  condition  and  the  pain  continued  unchanged. 
Under  cocain  anesthesia,  the  detached  corneal  epithelium 
was  removed  and  the  base  touched  with  tincture  of  iodin. 
Since  this  produced  no  relief,  one  week  later  the  area 
occupied  by  the  bleb  was  touched  with  the  galvano 
cautery.  No  improvement  was  noted,  and  on  July  15, 
1922,  an  iridectomy  was  performed.  In  spite  of  these 
measures,  bullae  on  the  cornea  continued  to  form  and 
rupture.  The  patient,  in  the  meantime,  requested  that 
the  eye  be  removed,  since  the  pain  had  become  unbear- 
able. At  this  time,  a nasal  examination  was  made  in 
Dr.  Skillern’s  clinic,  and  an  acute  purulent  ethmoiditis 
discovered.  After  a few  treatments,  the  sinus  condition 
cleared  up  and  at  the  same  time  the  eye  became  quiet 
and  free  from  any  corneal  disturbance.  The  patient 
has  reported  frequently  during  the  past  year,  and  there 
has  been  no  recurrence  of  her  keratitis. 

Case  2. — H.  M.  C.,  white,  male,  aged  62,  came  for 
treatment  on  September  26,  1922,  stating  that  his  left 
eye  had  been  sore  for  several  months.  The  vision  had 
been  reduced  to  light  perception  for  the  past  thirty 
years,  probably  secondary  to  an  attack  of  iridochoroi- 
ditis.  On  examination,  it  was  found  that  the  corneal 
epithelium  was  raised  in  a bullae  occupying  the  lower 
half.  The  anterior  chamber  was  slightly  shallow,  the 
iris  somewhat  degenerated,  the  pupil  3 mm.  and  immo- 
bile. The  lens  was  cataractous. 

Eserin,  holocain,  and  heat  failed  to  give  relief,  and 
the  patient  was  then  referred  for  nasal  and  sinus  ex- 
amination. It  was  reported  that  the  ethmoid  sinuses  on 
the  left  side  were  involved.  Treatment  of  the  sinusitis 


was  followed  by  the  return  of  the  corneal  epithelium  to 
normal  within  a short  time. 

Case  3. — G.  J.,  male,  colored,  aged  56,  came  to  the 
Wills  Hospital  on  January  10,  1924,  complaining  of 
great  pain  in  his  right  eye,  beginning  about  one  month 
previous.  He  stated  that  the  vision  in  this  eye,  which 
was  reduced  to  hand  movements,  had  been  normal  be- 
fore the  present  attack.  On  examination,  it  was  found 
that  the  central  half  of  the  cornea  was  occupied  by  an 
area  of  detached  epithelium,  forming  a pendulous  bleb 
which  was  freely  movable.  In  view  of  the  sinus  in- 
volvement in  the  two  previous  cases,  this  patient  was 
referred  to  the  nose  and  throat  department  of  the  Poly- 
clinic Hospital,  and  the  report  was  received  that  pus 
was  present  in  the  right  ethmoidal  cells.  After  about 
ten  days  of  nasal  treatment,  the  right  eye  became  quiet 
and  no  more  bullae  formed. 

This  brief  communication,  supported  by  the 
cases  reported,  is  designed  to  call  attention  to  a 
possible  underlying  etiology.  Treatment  in  most 
of  the  reported  cases  has  been  symptomatic,  and 
no  apparent  attempt  has  been  made  to  determine 
the  source  of  the  toxins  which  have  such  a pro- 
found effect  on  the  sensory  and  sympathetic 
nerve  supply  of  the  cornea.  The  prompt  and 
permanent  cures  which  followed  treatment  of 
the  purulent  sinusitis  in  these  three  cases  indi- 
cates the  possibility  that  the  toxins  responsible 
for  the  fifth  nerve  lesion  arise  from  some  near- 
by focus  of  infection. 

DISCUSSION 

Dr.  Wieliam  Hardin  Sears  (Huntingdon,  Pa.)  : A 
hasty  search  through  the  literature  for  the  past  few 
years,  as  embodied  in  Ophthalmic  Literature,  the  Oph- 
thalmic Year  Book,  and  the  International  Survey  of 
Ophthalmology  and  Otolaryngology,  revealed  a large 
number  of  papers  dealing  with  the  relation  of  disease 
of  the  nasal  accessory  sinuses  to  ocular  affections. 

The  greater  part  of  them  had  to  do  with  disease  of 
the  optic  nerve,  others  to  affections  of  the  retinal  and 
choroidal  membranes,  but  none  bearing  on  bullous  kera- 
titis were  found.  A thorough  review,  however,  would 
doubtless  bring  to  light  some  reference  to  this  associa- 
tion of  disease;  for  when  examining  the  literature  last 
year,  for  a discussion  of  Lemere’s  paper  on  “Nasal 
Accessory  Sinus  Disease  as  a Factor  in  the  Develop- 
ment of  Myopia,’’  it  was  surprising  to  find  that  Batten 
had  written  of  this  thirty  years  ago. 

This  discussion  might  include  those  forms  of  super- 
ficial keratitis  associated  with  the  formation  of  vesicles, 
which  at  times,  though  not  usually,  go  on  to  the  develop- 
ment of  blebs  or  bullae,  such  as  herpes  fibulae  corneae, 
herpes  zoster  corneae,  and  the  other  rarer  cases  which 
are  of  unknown  origin  but  are  suggestive  of  a nervous 
influence,  as  are  the  above-mentioned  types.  These 
lesions  have  for  their  anterior  wall  simply  the  corneal 
epithelium,  which  is  lifted  up  from  Bowman’s  mem- 
brane by  a limpid  fluid.  This  anterior  wall  is  accord- 
ingly very  frail,  and  its  rupture  in  such  vesicles  and 
bullae  readily  occurs,  so  that  usually,  upon  examination 
we  see  only  the  defects  left,  in  company  with  epithelial 
shreds  which  can  be  moved  about.  All  of  those  types, 
as  you  know,  develop  with  decided  irritation  symptoms, 
such  as  pain,  photophobia,  lachrymation,  and  ciliary 
congestion,  with  at  the  same  time  a lessened  sensitive- 
ness of  the  cornea. 
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In  marked  contrast,  from  a pathological  viewpoint, 
is  the  bullous  keratitis,  or  degenerative  pannus,  which  is 
classed  as  a dystrophy.  This  occurs  usually  in  eyes 
weakened  by  disease,  such  as  eyes  blind  from  glaucoma 
and  iridocyclitis. 

These  bullse  are  large,  tremulous,  quite  resistant  to 
touch  and  pressure,  and  are  characterized  by  a tendency 
to  recur  at  the  same  point  with  very  marked  symptoms 
of  irritation,  rupturing  after  several  days.  The 
strength  and  resistance  of  the  anterior  wall  is  due  to 
the  fact  that  it  is  made  up  of  a layer  of  connective 
tissue,  overlying  which  is  the  corneal  epithelium,  and 
underlying  which  is  Bowman’s  membrane.  The  devel- 
opment of  this  condition,  which  naturally  has  a distinct 
relation  to  any  etiological  factors  concerned  in  the 
genesis,  is  described  by  Fuchs. 

Degenerative  pannus  begins  with  the  formation  of 
small  gaps  in  Bowman’s  membrane,  probably  represent- 
ing the  places  where  the  corneal  nerves  go  through. 
They  become  filled  with  a fibrous  connective  tissue  con- 
taining numerous  nuclei. 

This  tissue,  overflowing  the  gap,  pushes  the  epithelium 
before  it  and  spreads  further  and  further  between  the 
epithelium  and  Bowman’s  membrane.  At  first,  this  tis- 
sue occurs  in  isolated  patches,  and  because  it  is  derived 
from  the  nonvascular  stroma,  is  itself  nonvascular. 
Later,  the  patches  may  become  confluent  and  be  vascu- 
larized from  the  limbus.  Liquid  collects  between  Bow- 
man’s membrane  and  this  connective-tissue  layer,  so  that 
the  latter  is  filled  up  with  the  epithelium  to  form  the 
anterior  wall  of  the  bleb.  Bowman’s  membrane,  itself, 
remaining  in  place. 

Let  us,  for  example,  take  an  eye  blind  from  iridocy- 
clitis, in  which  the  iridocyclitis  had  as  its  exciting  cause 
suppuration  of  the  paranasal  cells.  The  mechanism  of 
resistance  in  this  eye  has  been  largely  decreased,  its 
arterial,  venous,  and  lymph  circulation  sadly  altered, 
possibly  membranous  opacities  of  the  vitreous  and 
retinal  detachment  coexisting.  There,  the  opportunity 
for  further  inflammatory  change  or  dystrophic  develop- 
ment is  ever  present.  In  such  a case,  the  intimate  asso- 
ciation of  the  nasal-sinus  disease  with  the  affection  of 
the  eye  would  seem  to  show  a definite  relation  the  one 
to  the  other.  Especially  is  this  true,  if,  upon  removal 
of  the  nasal  focus  of  infection,  the  condition  of  the  eye 
is  ameliorated. 

In  a similar  case,  one  may  find  not  only  sinus  disease, 
but  focal  infection  of  the  teeth  and  tonsils  or  prostate, 
as  well  as  a luetic  taint.  Here,  naturally,  the  association 
of  other  factors  makes  the  problem  of  exact  etiologic 
diagnosis  more  difficult.  In  any  case,  the  ruling  out  of 
each  suspected  focus  of  infection,  as  well  as  search  for 
systemic  dyscrasias  and  metabolic  disturbance,  ought  to 
be  a part  of  the  routine  study. 

In  the  last  few  months  I have  seen  a case  of  degen- 
erative pannus  with  a large  bulla  in  a glaucomatous  eye, 
secondary  to  extraction  of  a piece  of  steel  from  the 
vitreous  chamber,  and  four  cases  of  vesicular  keratitis, 
all  of  which  had  associated  evidence  of  disease  of  the 
nasal  accessory  sinuses,  of  the  tonsils,  of  the  teeth,  or 
of  all  three. 

Treatment  of  the  nasal-sinus  disease  in  three  of  the 
cases  was  markedly  beneficial.  The  glaucomatous  eye 
came  to  enucleation. 

Dr.  S.  Lewis  Ziegeer  (Philadelphia,  Pi.) : I am 
glad  that  Dr.  Griscom  has  emphasized  the  interrelation 
of  this  condition  with  conditions  of  the  sympathetic 
nervous  system,  for  I have  always  thought  that  this  was 
the  underlying  cause.  In  fact,  a very  good  example  of 
it  was  thrust  upon  me  some  years  ago.  I had  a deep, 


boring  pain  over  the  eyebrow,  which  was  diagnosed  as 
incipient  herpes  zoster.  The  doctor  who  examined  me 
advised  intranasal  treatment,  which  gave  prompt  relief. 
This  etiology  has  often  been  confirmed  by  the  use  of 
“sympathetic  control,’’  a mixture  of  hyoscin,  morphin, 
and  pilocarpin.  An  injection  of  these  three  drugs  will 
modify  bullous  keratitis  if  disturbance  of  the  sympa- 
thetic is  the  underlying  cause. 

Dr.  William  Zentmayer  (Philadelphia,  Pa.) ; Using 
the  term  bullous  in  describing  some  of  these  cases  may 
lead  to  confusion.  Bullous  keratitis  and  vesicular  kera- 
titis have  a different  pathology.  In  bullous  keratitis, 
there  is  an  abnormal  condition  in  the  epithelium,  with 
a newly  formed  tissue  between  it  and  Bowman’s  mem- 
brane, as  pointed  out  by  Dr.  Shumway  some  years  ago, 
whereas  in  vesicular  keratitis  the  epithelium  is  normal. 

The  sources  of  the  toxin  may  be  varied.  Some  years 
ago.  Dr.  MacLeish  of  Los  Angeles  reported  a few  cases 
of  vesicular  keratitis  due  to  the  Bacillus  coli  communis. 
I have  recently  seen  two  cases  of  vesicular  keratitis,  in 
one  of  which  the  infection  was  apparently  from  a 
hyperspastic  mucous  membrane  in  the  ethmoids,  and  in 
the  other  the  source  of  the  infection  was  in  the  prostate. 
The  patient  had  repeated  attacks  of  uveitis,  and  not 
once  but  frequently  did  the  vesicles  appear  on  the  cornea 
of  the  eye  with  the  uveitis,  but  also  on  the  unaffected 
eye.  So  it  is  clear  that  there  may  be  several  sources  of 
the  toxin ; for  instance,  the  sinuses,  the  intestines,  or 
the  prostate. 


CEREBELLAR  ABSCESS* 

REPORT  OP  AN  interesting  CASE,  WITH  DE- 
SCRIPTION OF  therapy  as  practiced  by 
PROFESSOR  TOROK  OF  BUDAPEST 

WALTER  D.  CHASE,  M.D. 

BETHLEHEM,  PA. 

When,  during  an  acute  exacerbation  of  chronic 
otitis  media  (rarely  during  a severe  acute  attack 
of  middle-ear  disease),  one  of  the  group  of 
mixed  infecting  organisms  acquires  an  excep- 
tional virulence,  the  vicious  assault  of  this  newly 
activated  strain  sometimes  penetrates  the  bony 
limits  of  the  middle  ear,  passing  through  the 
internal  ear,  the  meningeal  covering  of  the 
brain,  and  entering  the  brain  substance  proper. 
At  this  depth,  when  there  is  a localizing  ten- 
dency, a brain  abscess  develops.  In  this  paper, 
abscess  of  the  small  brain,  or  cerebellum,  is  con- 
sidered. 

Etiology. — Males  are  more  often  affected 
than  females.^  The  age  period  of  predominance 
is  between  the  tenth  and  thirtieth  years.  Cere- 
bellar abscess  occurs  about  half  as  often  as  does 
temporal-lobe  abscess,  but,  under  ten  years  of 
age,  82%  of  brain  abscesses  are  cerebral  and 
18%  cerebellar.  Of  cases  arising  as  complica- 
tions of  chronic  otitis  media,  there  are  88%,  the 
other  12%  occurring  in  acute  otitis  media. 
Korner^  found  that  68.52%  of  his  cases  involved 

*Read  before  the  Section  on  Eye,  Ear,  Nose  and  Throat  Dis- 
eases of  the  Medical  Society  of  the  State  of  Pennsylvania,  Read- 
ing Session,  October  9,  1924. 
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the  right  side.  The  route  to  the  cerebellum,  in 
chronic  otitis  media,  is  usually  through  the  laby- 
rinth, sometimes  through  the  lateral  sinus ; 
while,  in  acute  otitis  media,  disease  of  the  lateral 
sinus  and  extradural  abscess  of  the  posterior 
cranial  fossa  lead  to  this  complication. 

In  1907,  Neumann^  published  a paper  in 
which  he  collected  all  the  cases  of  brain  abscess 
reported  since  1899,  and  to  these  he  added  the 
cases  seen  in  the  Politzer  Clinic  during  the  same 
period,  the  total  number  being  532.  Of  these, 
196,  or  36.6%,  were  in  the  cerebellum.  Koch’s 
statistics  show  the  cases  to  be  cerebellar  in 
34%;  Okada’s,  in  17%;  Korner’s,  in  40%; 
Heimann’s,  in  22%. 

The  pathway  of  infection  from  the  labyrinth 
is  stated  by  Neumann^  to  have  been  12  times 
by  way  of  the  internal  auditory  canal,  13  times 
by  the  aqueductus  vestibuli,  and  3 times  by  a 
deep  extradural  abscess.  In  his  report,  he  states 
that  Boesch  found  the  pathway  of  the  infection 
from  the  labyrinth  by  way  of  the  internal  audi- 
tory canal  in  49.2%  of  cases ; by  the  aqueductus 
vestibuli  in  33.84% ; by  the  porus  acusticus 
internus  and  the  aqueductus  vestibuli  in  Ij4%  ; 
by  the  aqueductus  cochleae  in  3%  ; and  by  fistula 
of  the  semicircular  canal  in  12.3%  of  his  cases. 

In  acute  otitis  media,  the  mucosa  remains  in- 
tact and  there  is  no  bone  destruction  to  open  a 
passageway  to  the  deeper  tissues.  In  chronic 
diseases  of  the  middle  ear,  however,  the  mucosa 
is  destroyed  and  the  anastomosing  vessels  of  the 
bone  and  mucosa  undergo  damage  together, 
necrosis  of  the  bone  walls  resulting.  Prolific 
granulations  and  cholesteatomata  block  the  exit 
paths  of  the  pus,  and  by  direct  pressure,  the 
cholesteatomata  destroy  the  adjacent  bone. 
Furthermore,  the  cholesteatomatous  material 
makes  an  agreeable  culture  medium  for  the 
germs. 

The  specific  organisms  which  cause  the  ab- 
scess include,  beside  the  ordinary  pus  cocci,  the 
meningococcus  Weichselbaum,  the  Streptococcus 
mucosus,  the  Diplococcus  lanceolatus.  Fried- 
lander’s  bacillus,  etc.  The  anaerobic  colon 
bacillus  accounts  for  the  foul  odor. 

Pathology. — This  includes  a consideration 
of  the  size,  location,  shape,  contents,  and  con- 
dition of  the  immediately  surrounding  tissue. 

Jansen  and  Kobrach®  describe  cerebellar  ab- 
scess as  occurring  at  the  posterior  pyramidal 
surface,  being  situated  near  the  sigmoid  sinus 
when  arising  from  sinus  disease  or  superficial 
extradural  abscess,  but  being  situated  more 
deeply,  toward  the  midline,  when  arising  from 
labyrinthine  disease  or  from  deep  extradural 
abscess,  near  the  aqueductus  vestibuli  and  the 
porus  acusticus  internus. 


The  size  of  cerebellar  abscess  is  never  so  great 
as  that  of  temporal-lobe  abscess,  as  death  occurs 
from  pressure  upon  the  vital  centers  before  such 
proportions  are  attained. 

In  shape,  abscess  of  the  cerebellum  is  very 
irregular.  Neumann^  states  that  in  9.4%  of 
cases,  the  abscess  is  multiple.  Fremel’s  splendid 
models,*  showing  the  actual  form  of  these  ab- 
scesses, have  thrown  new  light  on  this  subject. 
His  studies  have  demonstrated  that  the  abscess 
develops  as  a shallow,  undermining  lake  between 
the  cortex  and  medullary  layers.  It  is  here  that 
there  is  the  jx)orest  resistance  to  the  invading 
infection.  This  is  due  to  the  fact  that  the  pial 
blood  vessels  descending  through  the  cortex  do 
not  meet  with  and  anastomose  freely  with  the 
blood  vessels  of  the  medullary  tissue.  The  in- 
fecting microorganisms  travel  along  the  peri- 
vascular lymph  vessels  of  the  pia,  a shallow 
layer  of  encephalitic  tissue  resulting,  with 
upward-extending  areas  between  the  folds  of  the 
cortex.  Islands  of  this  area  liquify,  these  islands 
finally  coalescing  with  the  completion  of  the 
unilocular  abscess.  Therefore,  multilocular,  or 
multiple,  abscesses  are  probably  only  the  natural 
progress  towards  a single  abscess. 

The  contents  of  the  abscess  may  be  thin  or 
thick,  milky  or  clear,  and  of  red  tint  when  mixed 
with  blood.  Fragments  of  brain  are  sometimes 
seen.  The  foul  odor  is  usually  due  to  the  pres- 
ence of  the  colon  bacillus. 

Encapsulation,  sometimes  of  extensive  thick- 
ness, rarely  calcified,  is  found  in  the  cases  of 
long  duration.  In  recent  cases,  there  is  only 
the  necrotic  border  of  encephalitic  material,  no 
capsule  having  formed.  R.  Muller®  designates 
the  well-encapsulated  abscesses  as  “interstitial,” 
and  those  not  encapsulated  as  “parenchymatous.” 
Edema  of  the  bordering  brain  substance  is  some- 
times seen. 

Symptomatology. — Symptoms  occur  in  the 
initial,  manifest,  and  terminal  stages,  not  in  the 
latent  stage.  In  9.4%  of  cases,  there  are  no 
symptoms.  The  mastoid  condition  causes  pain 
and  may  also  be  the  cause  of  fever,  so  that  the 
symptomatology  of  the  given  case  has  as  its 
cause  both  the  mastoiditis  and  its  intracranial 
complications.  The  symptoms  may  be  divided 
into  general  and  local. 

Fremel  states  that  the  general  symptoms  are 
the  same  as  are  found  in  all  intracranial  compli- 
cations, and  are  due  to  the  increased  intracranial 
pressure. 

Muller®  states  that  in  the  interstitial  abscess 
there  is  always  fever,  which  increases  in  the 
evening,  and  that  the  accompanying  symptoms 
disappear  on  evacuation  of  the  abscess  ; whereas 
opening  of  the  parenchymatous  abscess  does  not 
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afford  the  same  prompt  decrease  of  symptoms, 
since,  in  this  unencapsulated  suppuration,  the 
surrounding  brain  cells  have  been  invaded  by  the 
edema  and  germ  products.  The  abscess  develop- 
ing in  glial  tissue,  no  granulation  tissue  forms, 
with  its  protecting  properties. 

S.  MacCuen  Smith®  says;  “Disturbances  of 
the  sensory  and  mental  state  are  always  present. 
At  first  the  patient  is  apathetic  and  drowsy. 
Periods  of  alertness  and  clearness  of  mind, 
alternating  with  an  apparently  unconscious  state, 
are  followed  by  failing  memory,  then  mental 
dullness,  ending  in  stupor  and  coma.” 

Vomiting,  without  gastric  or  other  abdominal 
cause,  occurs  early,  becoming  projectile  during 
the  late  stages  of  the  disease. 

Headache  is  apt  to  be  occipital,  but  frontal 
headache  is  also  possible,  due  to  the  fact  that 
branches  of  the  first  division  of  the  trigeminus 
supply  both  the  tentorium  and,  through  the  eth- 
moidal branches,  the  meninges  of  the  anterior 
fossa  and  the  forehead. 

Choked  disc  and  slow  pulse  are  the  result  of 
the  high  intracranial  pressure.  Early  in  the  dis- 
ease, the  pulse  has  been  found  irregular.  The 
slow-rising  pulse  wave,  like  a “digitalis  pulse,” 
is  found  later,  as  is  bradycardia  in  the  terminal 
stage. 

Local  symptoms  are  due  partly  to  lesion  of 
the  cerebellum  and  partly  to  the  pressure  upon 
the  medulla  oblongata.  The  lesion  of  the  cere- 
bellum causes  disturbances  of  coordination  of 
the  extremities  of  the  same  side.  Bradyteleoki- 
nesis  typifies  this ; that  is,  the  lagging  behind  of 
the  index  finger  of  the  diseased  side  in  the  finger- 
to-nose  test  as  that  finger  approaches  the  nose. 
Adiadokokinesis,  the  slower  and  more  awkward 
action  of  the  hand  of  the  diseased  side,  as,  with 
hands  held  in  front  of  the  body,  fingers  spread, 
they  are  rapidly  pronated  and  supinated,  is  an- 
other example  of  this  disturbed  coordination. 

There  is  a tendency  to  stagger  towards  the 
diseased  side  when  standing  or  walking  with  the 
eyes  closed,  and  Alexander^  has  demonstrated 
that  the  patient  cannot  walk  sidewise  in  the 
direction  of  the  affected  side.  The  falling  ten- 
dency is  not  influenced  by  the  direction  of  the 
nystagmus,  and  the  position  of  the  head,  if 
changed,  does  not  alter  the  direction  of  falling, 
as  it  does  in  labyrinthine  nystagmus. 

Experimental  nystagmus,  as  with  the  caloric 
test,  is  prevented  by  the  cerebellar  disease,  the 
paths  which  this  impulse  travels  having  been 
destroyed.  The  disease  also  causes  paralysis  of 
the  muscle-tonus  centers,  spontaneous  past- 
pointing in  the  wrong  direction  being  the  result. 
Often  the  patient  keeps  the  head  turned  towards 
the  diseased  side.  Turning  the  head  may  cause 


dizziness,  and  the  patient  sometimes  holds  the 
head  with  both  hands  on  getting  up  or  down. 
Rigidity  of  the  neck  is  usually  found,  but  no 
Kernig’s  sign.  Nystagmus  on  looking  in  the 
direction  of  the  diseased  side  is  always  present, 
but  the  nystagmus  changes,  sometimes  being  to- 
ward and  sometimes  away  from  the  diseased 
side.  When  there  has  been  a preceding  laby- 
rinthitis, the  nystagmus  produced  by  that  disease 
has  been  away  from  the  affected  ear.  If  the 
labyrinth  has  undergone  complete  destruction,  it 
will  not  respond  to  the  douching  or  turning  tests. 
A subsequent  return  of  nystagmus,  especially 
toward  the  diseased  side,  constitutes  Neumann’s 
sign,  and  strongly  suggests  cerebellar  abscess. 
Spontaneous  vertical  nystagmus  is  also  observed. 

Trifacial  neuralgia  and  trismus  are  due  to  the 
“remote”  effect  upon  the  gasserian  ganglion. 
Eye-muscle  faults,  such  as  pupillary  changes,  ab- 
ducens  paralysis,  strabismus,  and  ptosis,  are  also 
among  the  “remote”  effects.  Facial  paralysis 
can  also  result  from  this  pressure. 

Dysphagia  and  dysarthria  are  due  to  the  effect 
of  pressure  upon  the  pons  and  the  medulla  ob- 
longata, as  are  respiratory  disturbances.  As 
indicated,  the  speech  defect  is  of  the  bulbar  type. 

Uropoietic-system  manifestation,  retention  or 
incontinence,  are  sometimes  noted,  the  former 
occurring  in  the  late,  the  latter  in  the  early  stages 
of  the  disease. 

In  the  terminal  stage,  rapid  emaciation,  pallor, 
coated  tongue,  fetor  exore,  bulbar  speech  defects, 
failing  vision,  Cheyne-Stokes’s  respiration,  and 
coma  appear,  death  ensuing.  Rupture  of  the  ab- 
scess into  the  fourth  ventricle  or  upon  the  sur- 
face of  the  brain  causes  rapid  exitus,  pupils 
dilating,  pulse  advancing  to  120  or  140,  and  the 
temperature  rising  to  40°  or  42°  C. 

Diagnosis. — The  diagnosis  entails  differenti- 
ation from  lateral-sinus  thrombosis,  from  menin- 
gitis, from  abscess  of  the  temporal  lobe,  and 
from  cerebellopontine-angle  tumor. 

Sinus  thrombosis  is  accompanied  by  chills  and 
fever,  usually  repeated  many  times,  the  tempera- 
ture curve  having  the  traditional  saw-tooth  char- 
acter. The  patient,  also,  is  remarkably  little 
disturbed  by  his  illness,  the  euphoria  being 
marked.  Palpation  over  the  jugular  vein  will 
frequently  elicit  pain.  There  will  be  no  rigidity 
of  the  cervical  region,  although  motions  necessi- 
tating stretching  of  the  side  of  the  neck  involved 
may  be  limited  by  the  resultant  pain  of  such 
movements. 

In  meningitis,  there  will  be  more  fever  than  in 
cerebellar  abscess.  Stiffness  of  the  neck,  also 
Kernig’s  sign,  will  be  found.  The  spinal  fluid 
will  likely  be  under  increased  pressure,  and  will 
be  cloudy,  containing  pus  and  microorganisms. 


August,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


745 


The  patient  will  usually  show  marked  restless- 
ness, as  Alexander^  has  pointed  out,  the  bed 
being  disarranged,  due  to  his  disturbed  state. 
Sudden  decrease  of  hearing,  or  loss  of  this  func- 
tion also  speak  for  meningitis. 

In  temporal-lobe  abscess,  the  headache  is  more 
apt  to  be  in  the  vertex  than  it  is  in  cerebellar 
abscess.  There  is  not  the  marked  ataxia  that  is 
seen  in  cerebellar  lesions.  The  labyrinth  is  more 
apt  to  be  found  functioning  normally,  for  as 
Smith®  says,  “the  ability  to  elicit  vertigo  and 
past-pointing  after  stimulation  will  eliminate  the 
cerebellum  and  suggest  the  temporosphenoidal 
lobe  as  the  probable  site  of  trouble.”  Any  speech 
defect,  instead  of  having  a bulbar  character,  is 
aphasic,  if  the  abscess  is  on  the  speaking  side ; if 
the  third  temporal  convolution  has  been  invaded, 
anomia  appears ; if  the  second  convolution  is 
affected,  logorrhea  is  present ; and  if  the  first 
convolution  has  been  reached,  the  patient  is  mute 
and  unable  to  understand  what  is  said  to  him. 
The  auropalpebral  reflex  may  be  missing.  Papil- 
lary edema  is  not  so  apt  to  be  present  as  in  the 
cerebellar  lesion,  but  quadrant  hemianopsia 
should  be  searched  for  and  is  frequently  found. 
Nystagmus  is  not  usually  present.  The  spinal 
fluid  is  not  cloudy  so  frequently  as  in  cerebellar 
abscess,  and  its  pressure  is  not  so  frequently  in- 
creased. In  temporal-lobe  abscess,  80%  of  the 
patients  have  normal  fundi ; while  in  cerebellar 
abscess,  90%  of  the  cases  show  fundus  changes. 

Cerebellopontine-angle  tumor  lacks  the  history 
of  middle-ear  suppuration.  It  comes  on  very 
slowly,  and  the  symptoms  are  due,  not  to  de- 
structive intracerebellar  disease,  but  to  pressure 
upon  the  cerebellum,  the  pons,  the  medulla,  and 
the  basal  nerves.  The  headache  is  worse  in  cer- 
tain head  positions,  but  is  not  so  apt  to  be  worse 
at  night.  There  are  deafness  and  complete  un- 
irritability of  the  labyrinth,  papillary  edema, 
absence  of  corneal  reflex,  Oppenheim’s  sign,  and 
spastic  symptoms,  due  to  pressure  backward 
upon  the  pyramidal  tract.  Jansen  and  Kobrach® 
state  that  hemorrhage  of  the  retina  is  a constant 
symptom.  Equilibrium  disturbances  are  always 
found.  Cochlear  and  vestibular  disturbances  of 
the  opposite  side  may  be  found,  due  to  the  pres- 
sure, or  “remote”  action.  The  nystagmus  differs 
from  that  of  cerebellar  abscess  in  that  it  is  usu- 
ally bilateral  and  more  pronounced : in  looking 
toward  the  healthy  side,  the  beats  are  more  rapid 
and  the  oscillations  finer,  sometimes  spasmlike ; 
while  the  movements  are  slower  and  of  wider 
range  on  looking  toward  the  diseased  side.  The 
ataxia  may  be  more  marked  in  the  arm  than  in 
the  leg. 

Prognosis. — The  prognosis  is  very  unfavor- 
able. One  clinic — the  one  reporting  the  greatest 


number — has  had  twenty-four  cases  during  the 
last  four  years,  with  only  two  recoveries.  One 
reason  for  this  bad  outlook  is  the  late  diagnosis, 
due  to  the  difficulty  of  differentiating.  How- 
ever, Fremel  believes  that  the  greatest  danger  is 
due  to  the  facts  that  no  granulation  tissue  exists 
in  the  cerebellar  lesion,  only  glial  cells  forming 
the  groundwork  of  the  invaded  area ; that  the 
form  of  the  abscess  makes  adequate  drainage 
impossible ; and  that  meningitis  results  from 
transferring  the  infection  during  our  attempts 
at  operative  relief. 

Treatment. — Therapy  consists  in  eradicating 
the  diseased  structures  through  which  the  infec- 
tion has  traveled  to  the  cerebellum  by  such  means 
as  a well-done  mastoid  operation,  the  indicated 
treatment  of  any  sinus  thrombosis,  labyrinth 
operation,  etc.  For  the  abscess  itself,  many  sug- 
gestions are  made  as  to  the  best  method  of 
reaching  the  pus  collection  and  draining  this 
area.  Some  physicians  advocate  making  an 
accessory-drainage  opening  through  the  ocipital 
bone.  As  for  drains,  some  use  gauze,  some 
glass  tubes,  and  some  insert  nothing  into  the  ab- 
scess. At  present,  the  Neumann  Clinic,  it  is 
said,  separates  the  edges  of  the  abscess  opening 
at  each  dressing,  sponges  out  the  pus,  and  places 
gauze  at  the  wound  margins,  followed  by  appli- 
cation of  the  usual  other  dressings,  no  drain  of 
any  sort  being  inserted  into  the  abscess,  since  the 
physicians  of  the  Clinic  feel  that  a drain  acts  as 
a plug  in  this  particular  organ. 

Korner®  says : “Those  methods  are  best  which 
search  for  the  abscess  in  the  same  way  in  which 
it  has  proceeded  from  the  affected  ear  or  bone.” 
If  labyrinthitis  has  preceded  the  abscess,  the 
labyrinth  is  opened  up  after  the  radical  mastoid 
operation.  If  the  lateral  sinus  is  thrombosed, 
the  cerebellum  is  reached  through  the  sinus  or 
in  front  of  it.  Seldom  is  the  opening  made  be^ 
hind  the  sinus. 

Remembering  that  where  the  infection  travels 
beyond  the  temporal  bone,  its  passage  through 
the  dura  causes  a local  reaction  of  the  meninges 
which  is  followed  by  fusion  of  the  layers  at  this 
point,  our  exploration  for  pus  should  be  made 
through  this  fused  area  of  dura  and  the  other 
meningeal  layers.  If  an  incision  of  the  dura 
passes  beyond  this  fused  area,  meningitis  results. 
Professor  B.  Tdrok,  of  Budapest,  a follower  of 
the  early  Korner  technic,  uses  an  aspirating 
needle  to  locate  the  pus.  Then,  with  a narrow 
knife,  he  makes  an  incision  only  wide  enough  to 
admit  his  fenestrated  glass-tube  drain,  the  tube 
having  a diameter  of  four  or  five  millimeters. 
This  drain  is  inspected,  mobilized,  and  rester- 
ilized as  often  as  indicated  at  the  daily  dressings. 
His  statistics  show  nine  out  of  twelve  cases 
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cured^  To  witness  the  meticulous  manner  with 
which  he  cares  for  his  cases,  during  both  the 
operative  and  the  postoperative  periods,  con- 
vinces one  of  his  superior  ability. 

Following  is  the  report  of  a case  which  the 
writer  had  the  good  fortune  to  observe,  assisting 
at  the  first  operation,  while  working  in  St.  Janos 
Kurhaz,  Budapest,  through  the  courtesy  of  Pro- 
fessor Torok: 

Theresa  K.,  single,  aged  19  years,  houseworker,  en- 
tered the  hospital  May  24,  1923,  suffering  from  a disease 
diagnosed  by  the  attending  physician  as  meningitis. 
She  had  had  no  previous  ear  trouble.  Her  family  his- 
tory was  negative,  and  she  had  no  knowledge  of  a 
recent  causal  illness,  such  as  any  exanthem,  influenza, 
or  nasopharyngeal  infection. 

Her  present  illness  began  May  13,  1923,  with  pain  in 
the  right  ear  and  right  side  of  the  head.  Without  the 
occurrence  of  otorrhea,  this  pain  continued  until  May 
19,  the  temporal-bone  pain  becoming  more  and  more 
severe,  and  on  the  evening  of  this  date,  a mild  chill, 
nausea,  and  vomiting  occurred.  The  vomiting  was  re- 
peated several  times,  but  no  dizziness  or  turning  sensa- 
tion appeared,  nor  was  there  photophobia.  The  tem- 
perature was  not  taken  on  the  19th  and  20th  by  the 
home  physician,  but  it  had  been  recorded  as  38.4°  C. 
between  the  13th  and  19th  of  that  month.  On  the  20th 
and  21st,  the  patient  was  in  a clouded  mental  state,  and 
did  not  remember  how  much  pain  she  had  had  at  that 
time,  but  from  the  22d  on,  she  remembered  occurrences, 
stating  tliat  the  right  hemicrania  had  been  more  severe 
than  previously,  and  that  no  more  chills  or  vomiting  had 
occurred.  She  did  not  know  the  temperature  record 
during  this  period.  On  May  23,  another  doctor  was 
called.  At  this  time,  the  patient  complained  of  photo- 
phobia and  of  diplopia  on  looking  to  the  left.  A para- 
centesis was  done  on  the  right  side,  blood  and  pus 
escaping.  The  patient’s  ear  was  treated  with  peroxid 
instillations,  and  liquid  nourishment  was  prescribed. 
With  a diagnosis  of  otogenous  meningitis,  the  patient 
was  sent  to  the  hospital. 

Examination. — The  left  ear  was  normal.  In  the 
canal  of  the  right  ear,  a moderate  amount  of  purulent 
discharge  was  found.  The  posterior-superior  wall  of 
the  canal  was  so  much  swollen  that  the  tympanic  mem- 
brane could  not  be  seen.  Behind  the  ear  there  was 
moderate  redness  and  swelling,  but  the  ear  did  not  stand 
away  from  the  head.  The  greatest  swelling  was  at  the 
tip  of  the  mastoid  and  the  region  immediately  beneath, 
where  there  was  a mass  as  large  as  the  fist  of  a six- 
months-old  baby.  There  was  no  fluctuation  over  this 
mass.  Tenderness  was  present  over  the  whole  mastoid, 
being  most  pronounced  behind  the  border  of  the  mastoid. 
There  was  also  slight  tenderness  over  the  jugular  region. 

Hearing  Test. — The  left  ear  was  normal,  the  right 
ear  deaf  to  the  speaking  voice  and  all  forks. 

No  spontaneous  nystagmus  was  seen.  Symptoms  of 
fistula  were  not  obtained.  The  caloric  test  of  the  left 
ear,  using  120  c.c.  at  27°  C.,  elicited  nystagmus  to  the 
right.  It  is  noteworthy  that  response  was  not  obtained 
with  the  customary  80  c.c.  which  usually  produces  nys- 
tagmus, in  a healthy  ear.  On  the  right  side,  syringing 
with  1,500  c.c.  at  17°  C.  produced  no  result.  On  ac- 
count of  the  patient’s  general  condition,  the  rotation  test 
could  not  be  employed,  nor  were  ataxia  and  past- 
pointing determined. 

The  head  was  held  in  a right  torticollis  position.  The 


tongue  appeared  normal — moist  and  not  coated.  The 
lungs  were  normal.  Aside  from  a mild  heart  murmur 
(not  stated  where),  the  heart  was  normal.  The  abdo- 
men was  normal,  the  spleen  not  being  palpable.  Patellar- 
tendon  reflexes  were  not  obtained.  Abdominal  reflexes 
were  elicited  by  stroking  with  a rather  sharp  instru- 
ment. There  were  no  Babinsky,  and  no  tremors.  The 
neck  was  stiff.  Kernig’s  sign  was  positive.  Photo- 
phobia and  dermographia  were  present. 

Eyes. — On  both  sides  there  was  moderate  optic  neu- 
ritis. Left  abducens  paralysis  was  present,  there  being 
diplopia  to  the  midline  from  the  left. 

One  gained  the  impression  of  a patient  severely  ill, 
with  an  intracranial  complication. 

Lumbar  puncture  showed  high  pressure  and  a clear 
fluid,  25  c.c.  being  withdrawn.  Chemical  examination 
showed  moderate  plus  albumin.  The  cell  count  was 
normal,  and  no  bacterial  examination  was  made. 

On  May  25th,  the  maximum  temperature  was  37.6°  C., 
and  the  minimum  temperature  36.9°  C.  Pulse  108. 

Operation  was  done  on  May  25th.  The  usual  Torok 
skin  incision  (close  to  the  ear)  was  made,  with  the 
deeper  incision  at  the  orthodox  distance  behind  the 
auricle.  The  periosteum  was  found  to  be  adherent. 
There  was  no  fistula  through  the  cortex.  The  mastoid 
process  was  sclerotic,  diploitic  structure  existing  at  the 
tip.  The  antrum  was  opened  and  the  sinus  then  ex- 
posed. On  removing  the  osseous  wall  of  the  sinus,  out 
gushed  about  25  c.c.  of  pus,  pulsating.  About  five  or 
six  centimeters  of  the  osseous  wall  was  removed,  the 
middle  third  of  the  membranous  sinus  appearing 
necrotic.  Next,  the  internal  jugular  was  exposed  and 
ligated,  but  not  severed.  The  tissues  around  the  jugular 
were  much  infiltrated,  and  the  jugular  collapsed. 

Returning,  then,  to  the  sinus,  it  was  found  that  the 
necrotic-looking  middle  third  of  the  sigmoid  portion 
consisted  of  the  cerebellar  wall,  the  superficial  wall 
having  been  destroyed  during  the  process  of  the 
perisinus-abscess  formation.  The  sinus  wall  above  this 
was  split  to  the  point  where  slight  bleeding  occurred, 
and  below,  to  the  deepest  part  of  the  knee  of  the  sinus. 
As  is  the  custom  of  Professor  Torok  in  cases  of  sinus 
thrombosis,  the  bone  behind  the  entrance  to  the  bulb 
was  removed,  so  that  a probe  could  be  passed  directly 
forward  into  the  bulb — this  to  facilitate  after-treatment 
of  the  jugular.  It  is  his  habit  to  split  the  jugular  above 
the  ligatures,  longitudinally,  and  to  insert  a gauze  drain 
into  the  jugular.  He  never  attempts  irrigating  through 
the  jugular.  Not  cutting  across  the  jugular  between  the 
ligatures  keeps  the  vessel  taut,  so  that  any  treatment 
indicated  subsequently  is  much  easier  than  it  is  when  the 
severed  vessel  has  retracted  and  become  lax  and  more 
or  less  tortuous,  even  though  the  vessel  is  stitched  to 
the  skin.  After  tamponing  the  sinus  above  and  below, 
and  placing  a loose  tampon  in  the  antrum,  the  wound 
was  dressed  with  iodoform  gauze,  and  external  dressings 
were  applied. 

May  26th,  the  patient  was  better,  with  less  abducens 
paralysis.  The  maximum  temperature  was  37.9°  C. ; 
the  minimum,  37.3°  C.  Pulse  92. 

May  27th,  her  condition  was  still  better,  and  she  had 
an  appetite.  Her  maximum  temperature  was  37°  C., 
and  the  abducens  paralysis  was  reduced  to  a minimum. 
She  still  had  general  headache  and  photophobia. 

May  28th,  there  was  no  abducens  paralysis  to  be  de- 
tected, and  no  nystagmus.  The  caloric  (cold)  reaction 
on  the  diseased  side  was  typical.  She  heard  a conver- 
sational voice  at  10  cm.,  and  heard  forks  A and  C4. 
The  condition  of  the  wound  was  satisfactory.  The 
maximum  temperature  was  36.7°  C.,  and  the  pulse  76. 
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May  29th-30th,  there  was  headache  of  moderate 
severity  on  the  right  side.  The  patient  had  a good  appe- 
tite, and  had  slept  well  each  night  since  the  operation. 
No  fever.  Pulse  76.  Entire  changing  of  the  dressings 
each  day  had  revealed  normal  progress  of  the  wound. 

May  31st,  at  8 a.  m.,  the  patient  was  reported  to  have 
slept  well.  The  temperature  was  36.8®  C.,  the  pulse  80. 
At  10  a.  m.  the  temperature  was  36.6°  C.,  with  emesis. 
At  4 : 30  p.  m.,  the  pulse  was  70,  the  temperature,  36.5°  C. 
At  8 p.  m.,  the  pulse  was  64,  the  temperature  36.5°  C., 
with  emesis  and  slight  rotating  nystagmus  to  the  dis- 
eased side.  From  9 to  11  p.  m.  there  was  very  severe 
right  frontal  headache ; horizontal  nystagmus  to  both 
sides,  also  a slight  vertical  nystagmus ; and  the  menin- 
geal cry.  The  condition  of  the  patient  was  now  such 
as  to  make  observations  difficult.  At  11  p.  m.,  less  pain 
in  the  head  was  apparent,  there  was  no  outcry,  the  pa- 
tient was  soporous,  the  pulse  52,  and  a slow  upward 
vertical  nystagmus  was  present.  Marked  left  abducens 
paralysis  again  appeared,  and  adiadokokinesis  and 
bradyteleokinesis  were  elicited.  Past-pointing  could  not 
be  tested  for,  the  hands  falling  in  a sleepy  state.  There 
was  pain  over  the  entire  head  on  percussion,  but  not 
localized.  At  12  o’clock  midnight,  deeper  coma  devel- 
oped, with  a normal  temperature  and  pulse  48. 

The  patient  was  at  that  time  taken  to  the  operating 
room.  To  questions,  very  slow  and  brief  answers  were 
given.  Under  light  chloroform  anesthesia,  Trautman’s 
triangle  was  bared,  the  dura  being  found  very  red  and 
edematous.  At  the  anterior  edge  of  the  necrosed  sinus 
wall,  a needle  was  inserted  toward  the  posterior  cere- 
bellar region,  and  pus  was  found  at  eight  to  ten  milli- 
meters depth.  After  again  painting  this  puncture  area 
with  tincture  of  iodin,  an  incision  one-half  centimeter 
broad  was  made  through  the  spot  the  needle  entered 
and  in  the  direction  traversed  by  the  needle.  Into  this 
incision,  a fenestrated  glass  drainage  tube  four  milli- 
meters in  diameter  was  inserted.  About  40  c.c.  of  very 
thin,  fetid  pus  flowed  out,  under  strong  pressure,  pul- 
sating. The  wound  was  dressed  with  iodoform  gauze 
around  the  drainage  tube  and  plain  gauze  for  the  main 
dressing,  and  the  patient  returned  to  bed. 

One  hour  later,  no  abducens  paralysis  could  be  seen, 
nor  could  bradyteleokinesis  or  adiadokokinesis  be 
elicited.  Weak  nystagmus  in  all  three  directions  (up, 
to  left,  and  to  right)  was  seen.  The  pulse  was  80, 
there  was  no  headache,  and  questions  were  answered 
promptly. 

During  the  period  from  June  2d  to  15th,  the  routine 
daily  change  of  dressings  was  done,  with  mobilization 
or  change  of  the  drainage  tube.  On  one  occasion,  some- 
what severe  headache  occurred,  whereupon  the  drain 
was  promptly  removed  and  one  with  more  fenestra  was 
inserted.  The  patient’s  pulse  was  irregular,  but  all 
symptoms  quickly  subsided,  although  only  a drop  or  so 
of  pus  escaped  on  withdrawing  the  tube.  At  qo  other 
time  was  there  headache,  fever,  abnormal  pulse  or  other 
unfavorable  symptom,  except  that  on  the  first  and  sec- 
ond of  June,  minimal  rotary  nystagmus  to  the  right  and 
moderate  photophobia  were  reported. 

I had  expected  to  learn  by  correspondence  the  subse- 
quent course  of  events,  but  have  not  done  so.  However, 
I do  not  doubt  that  this  patient  recovered. 
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ABSTRACT  OF  DISCUSSION 

Dk.  George  W.  Mackenzie  (Philadelphia,  Pa.)  : In 
his  opening  paragraph.  Dr.  Chase  refers  to  an  acute 
exacerbation  of  chronic  suppurative  otitis  media,  due 
to  a newly  activated  strain  of  microorganism.  This 
fact  has  been  confirmed  in  the  experience  of  every 
careful  observer.  For  instance ; so  long  as  drainage  is 
favorable  in  chronic  suppuration  the  patient  is  com- 
paratively comfortable,  but  let  drainage  be  interfered 
with,  from  the  presence  of  detritus,  polyps  or  choleste- 
atomatous  material,  the  retained  microorganisms,  be- 
cause of  diminished  oxygenation,  becomes  more  virulent 
and  destructive.  If  the  retention  is  of  sufficiently  long 
standing,  the  patient  begins  to  manifest  irritative  symp- 
toms, from  congestion  or  serous  inflammation  of  neigh- 
boring structures  (labyrinth,  sinus,  meninges).  If  these 
warning  symptoms  are  recognized  as  such  and  drainage 
and  ventilation  promptly  effected,  they  become  quiescent. 
On  the  contrary,  if  they  are  not  heeded,  sooner  or  later 
the  irritative  symptoms  are  replaced  by  the  destructive, 
when  labyrinthine  suppuration,  infected  sinus  phlebitis, 
meningitis,  or  brain  abscess,  will  develop. 

The  essayist  has  pointed  out  the  preformed  laby- 
rinthine routes  of  infection  to  the  cerebellum;  from 
which  one  is  not  to  conclude,  in  the  presence  of  laby- 
rinth suppuration  and  the  more  general  symptoms  of 
abscess  of  the  brain,  that  the  abscess  must  be  in  the 
cerebellum  in  all  cases.  Dr.  Sears  and  I have  had  an 
opportunity  to  study  and  operate  upon  a case  in  which 
the  abscess  was  in  the  temporal  lobe. 

Dr.  Chase  is  entirely  right  when  he  refers  to  a cho- 
lesteatoma affording  an  agreeable  culture  medium  for 
germs.  The  contents  of  a noninfected  cholesteatoma 
are  free  of  bacteria  in  spite  of  the  presence  of  dead 
epidermis.  As  soon,  however,  as  bacteria  are  introduced 
through  an  opening  in  the  living  surface  epidermal  cov- 
ering, trouble  begins,  and  frequently  in  the  form  of 
complications.  It  is  because  of  this  danger  that  every 
cholesteatoma  is  potentially  a menace. 

Regarding  the  comparative  size  of  abscess  of  the 
cerebellum,  the  essayist  is,  in  the  main,  correct.  There 
are  exceptional  cases,  however,  of  very  large  cerebellar 
abscesses.  Burton  Hazeltine  reported  a case  of  a cere- 
bellar abscess  which  was  truly  enormous. 

Perhaps  the  most  classical  general  symptoms  of  brain 
abscess  of  the  cerebrum  or  cerebellum  are  those  which 
we  might  call  the  “subnormals” : (a)  subnormal  tem- 
perature, (b)  subnormal  pulse,  (c)  subnormal  respira- 
tion, (d)  subnormal  secretions,  (e)  slow  cerebration, 
(f)  stupor.  This  combination  resembles  quite  closely 
the  symptoms  of  opium  poisoning,  first  pointed  out  by 
MacEwen.  It  is  quite  instructive  to  watch  these  sub- 
normal symptoms  in  a case  of  brain  abscess  during  the 
after-treatment.  Whenever  retention  occurs,  this  char- 
acteristic group  of  symptoms  appears.  A few  minutes 
after  a redressing,  they  clear  up,  only  to  recur  again  if 
the  next  redressing  is  delayed. 

The  changing  character  of  the  nystagmus  in  cere- 
bellar abscess  is  marked.  During  the  early  irritative 
stage,  the  nystagmus  is  usually  horizontal  so  long  as 
the  cerebellar  hemisphere  is  involved,  and  is  directed  to- 
ward the  affected  side.  Later  on,  when  congestion 
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gives  way  to  suppuration,  the  direction  of  the  nystagmus 
is  reversed  toward  the  unaffected  side. 

By  way  of  differentiating  between  labyrinthine  nys- 
tagmus and  the  cerebellar  form,  we  find  that  in  the 
former  the  nystagmus  presents  a more  or  less  rotary 
character,  is  of  comparative  short  amplitude,  and  is 
accompanied  by  vertigo ; whereas,  in  the  latter,  tlie 
nystagmus  is  generally  horizontal,  of  wide  amplitude, 
and  is  not  accompanied  by  vertigo.  There  are  excep- 
tions in  the  case  of  circumscribed  horizontal-canal 
lesion,  which  produces  a nystagmus  that  is  horizontal. 
Again,  in  lesions  of  the  vermis  of  the  cerebellum,  the 
nystagmus  is  vertical. 

Otto  Marburg  is  of  the  opinion  that  many  of  the 
symptoms  of  cerebellar  abscess  are  due  to  pressure  on 
the  root  of  the  eighth  nerve.  If  this  were  true,  it 
would  seem  that  since  the  roots  of  the  seventh  and 
eighth  nerves  are  so  close  together,  the  seventh  nerve 
should  be  involved  quite  as  often  as  the  eighth  nerve. 
Since  this  is  an  infrequent  combination  in  brain  abscess 
and  common  in  cerebellopontine-angle  tumors,  Mar- 
burg’s supposition  cannot  be  accepted. 

Dr.  Chase  brings  out  a very  important  differentiation 
sign  in  the  statement  that  the  “falling  tendency  is  not 
influenced  by  the  direction  of  the  existing  nystagmus, 
and  changing  the  position  of  the  head  does  not  alter  the 
direction  of  falling  as  it  does  in  labyrinthine  nys- 
tagmus.” This  point  has  previously  been  referred  to 
by  Alexander  and  others,  who  observed  that  in  the  case 
of  cerebellar  abscess,  when  the  patient  showed  any  evi- 
dence of  equilibrium  failure,  it  was  toward  the  diseased 
side  and  due  to  hypertonus  of  the  muscles  of  the  homo- 
lateral side;  furthermore,  the  direction  of  falling  was 
not  influenced  by  changing  the  position  of  the  head,  as 
occurs  in  the  case  of  reaction  falling  from  labyrinthine 
disease. 

Concerning  the  diagnostic  value  of  past-pointing,  it 
is  interesting  to  note  that  a feeling  of  skepticism  is 
spreading. 

Cerebellar  abscess  is  ordinarily  accompanied  by  a 
group  of  symptoms  quite  characteristic;  in  spite  of 
which,  cases  occur  that  are  difficult  to  diagnose.  One 
particularly  hard  problem  is  presented  by  a case  in 
which  there  exists  a bilateral  chronic  middle-ear  sup- 
puration, with  destruction  of  the  labyrinth  on  one  side, 
while  the  cerebellar  abscess  is  located  in  the  opposite 
cerebellar  hemisphere,  and  the  nystagmus  is  quite  vari- 
able (changing  in  plane  and  direction). 

Dr.  Wiluam  Hardin  Sears  (Huntingdon,  Pa.)  : 
Konier’s  dictum,  that  an  intracranial  complication 
arises  near  the  focus  of  infection  from  which  it  has  its 
origin,  is  well  demonstrated  in  otitic  cerebellar  abscess. 
Eagleton,  in  his  book  on  Brain  Abscess,  cites  109  cases 
of  cerebellar  abscess,  99  of  which  arose  from  an 
otogenic  focus.  Many  of  these  cases  had  followed  laby- 
rinthitis, and  others  had  followed  lateral  sinus  throm- 
bosis. The  case  to  which  Dr.  Mackenzie  referred  is 
one  that  shows  how  an  otogenic  temporal-lobe  abscess 
may  develop  in  the  course  of  disease  which  usually  ter- 
minates in  cerebellar  abscess. 

This  case  was  unusual  in  several  particulars : It  fol- 
lowed an  acute  otitis  in  which  the  tympanic  process  was 
of  short  duration,  and  perforation  of  the  tympanic  mem- 
brane did  not  occur.  The  affection  progressed  to  the 
labyrinth  region,  instead  of  to  the  antrum  and  mastoid 
cells.  The  labyrinth  destruction  following  a suppura- 
tive labyrinthitis  was  complete  before  the  patient  came 
under  observation.  At  this  time,  the  functional  tests  of 


the  cochlear  nerve  and  caloric  stimulation  of  the  vesti- 
bular branch  evidenced  a “dead”  labyrinth.  These  facts 
indicated  a probable  progression  to  the  cerebellum,  and 
the  development  of  cerebellar  abscess,  to  account  for 
the  lowered  cerebration,  subnormal  temperature  and 
pulse,  and  papilledema. 

A radical  mastoidectomy,  followed  by  exenteration  of 
the  labyrinth  after  Neumann  was  done.  Incision  of  the 
cerebellum  failed,  much  to  our  surprise,  to  reveal  pus. 
The  temporal  lobe  was  then  explored  and  a large  ab- 
scess with  capsule  and  stalk  was  found. 

In  the  postoperative  course,  the  relation  that  pressure 
bears  to  subnormal  temperature  and  pulse  was  demon- 
strated very  beautifully.  After  the  first  twenty-four 
hours,  drainage  became  obstructed,  pus  refilled  the  ab- 
scess cavity,  and  the  patient’s  symptoms  immediately 
returned.  There  was  lowered  cerebration,  a lowered 
pulse,  and  a subnormal  temperature;  but  as  soon  as 
drainage  was  established,  these  symptoms  disappeared. 
This  recurred  three  times  before  continuous  and  unin- 
terrupted drainage  was  secured.  The  practically  simul- 
taneous relief  of  the  above  symptoms,  following  this 
emptying  of  the  abscess  cavity,  indicated,  in  this  case 
at  least,  that  pressure  alone  was  concerned  in  the  pro- 
duction of  subnormal  temperature,  slow  pulse  and  men- 
tal dullness,  and  that  infection  played  no  part. 

Dr.  Matthew  S.  ErsnEr  (Philadelphia,  Pa.)  : Is 
the  lowered  cerebration  due  to  the  pressure  or  to 
toxemia  ? 

Dr.  Chase  (in  closing)  : In  reply  to  Dr.  Ersner’s 
question,  it  seems  to  me  that  the  lowered  cerebration 
and  all  the  “subnormal”  symptoms,  as  Dr.  Mackenzie 
well  terms  them,  are  largely  due  to  the  pressure,  as  is 
illustrated  by  the  immediate  improvement  following  the  , 
dressing  of  a case.  I recall  one  patient  in  Dr.  Gustav 
Bondi’s  Clinic,  who  would  be  dull  and  semistuporous, 
always  brightening  up  after  the  change  of  dressings, 
frequently  accepting  a cigarette  and  smoking  it  with 
enjoyment,  and  conversing  with  the  staff. 

Fremel,  of  the  Neumann  Clinic,  who  is  doing  some 
wonderful  work  on  this  subject,  states  that  there  is 
always  fever  and  increased  pulse  in  the  early  stages  of 
this  complication,  due  to  the  intracerebellar  pressure 
and  the  toxemia.  Later  on,  the  “subnormal”  state  is 
apparently  due  to  the  pressure.  The  case  I presented 
illustrates  this,  the  temperature  being  37.9°  C.,  and  the 
pulse  108  on  the  day  the  patient  entered.  Later,  toward 
the  time  positive  cerebellar-abscess  symptoms  became 
manifest,  the  temperature  and  pulse  both  fell  below 
normal,  especially  the  pulse,  which  went  as  low  as  52. 

There  is  a great  divergence  among  different  clinics 
in  the  statistics  of  recoveries  following  operation  in  this 
disease.  It  has  been  said  by  one  expert  that  he  thinks 
some  of  these  cases  diagnosed  cerebellar  abscess  are 
subdural  abscesses  instead  of  intracerebellar  abscesses, 
as  he  thinks  genuine  cerebellar  abscess  does  not  recover 
so  often  as  is  reported  in  some  other  clinics. 

A most  noticeable  thing  is  the  different  methods  of 
treatment  employed  by  the  different  clinic  heads,  Tdrok 
exercising  the  utmost  moderation  in  the  incising  and 
drainage  methods,  while  others  incise  very  widely  and 
subsequently  spread  open  the  wound  with  forceps  at 
each  dressing.  There  is  evidently  much  still  to  be 
agreed  upon  as  to  the  wisest  and  safest  methods  to  fol- 
low, and  it  seems  that  there  should  be  a coming  together 
by  the  different  workers  and  an  adoption  for  fair  trial 
of  those  methods  found  to  give  the  best  results  in  the 
hands  of  acknowledged  able  operators. 
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TECHNICAL  ASPECTS  OF  ACUTE 
APPENDICITIS* 

GEORGE  P.  MULLER,  M.D. 

PHILADELPHIA,  PA. 

Perhaps  it  is  hardly  worth  while  to  add  to  the 
large  literature  already  existing  an  additional  pa- 
jier  on  acute  appendicitis,  particularly  one  based 
on  a very  small  series.  But  for  obvious  reasons 
it  is  well  for  surgeons  to  discuss  occasionally  the 
technical  aspects  of  the  most  common  disease 
they  are  called  upon  to  treat.  These  remarks 
are  based  upon  101  consecutive  cases  of  acute 
appendicitis  admitted  to  Division  B in  the  PIos- 
pital  of  the  University  of  Pennsylvania  from 
July  1,  1923,  to  July  1,  1924.  Every  patient 
admitted  was  operated  upon,  and  the  status  of 
the  case  as  acute  was  decided  upon  at  the  weekly 
conference  of  the  assistant  surgeons,  and  filed 
as  such.  The  diagnosis  was  based  largely  upon 
the  clinical  features  and  the  gross  pathology  at 
operation,  but  in  most  instances  was  checked  by 
the  report  from  the  pathologist. 

We  shall  not  discuss  the  clinical  aspects  nor 
dwell  in  detail  upon  the  pathology.  Some  scheme 
of  classification  is  necessary,  however,  in  order 
to  separate  various  phases  of  the  technic.  Usu- 
ally one  reads  of  simple  acute  appendicitis,  local- 
ized abscess,  diffuse  peritonitis  and  general  peri- 
tonitis. It  is  difficult  to  judge  the  extent  of  the 
peritonitis  at  the  operating  table,  particularly 
when  working  through  a small  incision.  Some- 
times the  clinical  evidence  convinces  one  that  the 
peritonitis  is  widespread,  and  the  mortality  usu- 
ally occurs  in  this  group,  but  an  accurate  estima- 
tion of  the  condition  is  scarcely  possible,  and 
perhaps  it  is  not  of  supreme  importance.  Only 
ten  patients  of  the  group  had  localized  abscess. 
But  even  in  these  there  was  always  some  evi- 
dence of  a spread  of  the  peritonitis  beyond  the 
confines  of  the  pus  sac.  The  most  important 
distinction,  is  (1)  whether  or  not  turbid  fiuid  is 
present,  and  (2)  whether  the  appendix  is  per- 
forated or  gangrenous  or  both.  Turbid  fluid  im- 
plies that  the  infecting  microorganisms  have  in- 
vaded the  free  cavity,  and  that  leukocytes  have 
migrated  to  assist  the  defense.  It  is  a sign  that 
the  disease  is  no  longer  entirely  appendiceal.  If 
the  infecting  organism  is  a streptococcus  the 
disease  is  more  severe. 

The  danger  from  a perforated  or  gangrenous 
appendix  lies  in  the  fact  that  an  enormous  dose 
of  different  kinds  of  microorganisms  are  injected 
into  the  cavity,  excite  a marked  reaction  with 
early  formation  of  thick  exudate,  and  predis- 
pose, not  only  to  a more  severe  peritonitis,  but 

*Read  before  the  Section  on  Surgery  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  9,  1924. 


also  to  the  formation  of  abscess  and  the  develop- 
ment of  dangerous  complications  such  as  fecal 
fistula  or  intestinal  obstruction. 

The  following  classification,  accordingly,  has 
been  adopted  : (1)  simple  appendicitis  (inflamed 
appendix),  38  cases;  (2)  appendicitis  with  puru- 
lent fluid,  22  cases  (one  with  localized  abscess)  ; 
(3)  perforated  or  gangrenous  appendicitis,  41 
cases  (9  with  abscess,  32  with  diffuse  perito- 
nitis). 

It  is  interesting  to  note  that  in  the  third  group, 
41.5%  acknowledged  having  taken  a purgative, 
while  of  the  others  only  16.4%  were  purged. 

A study  of  the  duration  of  the  disease  only 
confirms  well-known  observations ; 

table  I 

Inflamed  Perforated 
and  or 

Inflamed  Fluid  Gangrenous 


Within  24  hours  . . 

12 

IS 

8 

24  to  48  hours 

6 

3 

13 

18 

18 

21 

Within  48  hours  . . 

18 

18 

21 

Over  48  hours  .... 

20 

4 

20 

38 

22 

41 

The  fact  that  in  20  patients  operated  upon  late 
in  the  course  of  the  disease  the  lesion  was  purely 
local,  simply  brings  out  the  point  that  a certain 
percentage  will  recover  from  the  acute  attack 
without  operation.  But  who  can  prophesy  the 
outcome  in  each  patient  ? 

Of  the  101  patients  operated  upon,  5 died,  a 
mortality  of  4.9  per  cent.  The  following  sta- 
tistics from  large  clinics,  collected  rather  casually 
but  without  selection,  give  a general  idea  of  the 
present  mortality: 


Cases 

Deaths  tality 

Davis,  M.  G.  H.,  Boston 

260 

15 

5.8 

Morf,  Cook  Co.,  Chicago  . . . 

822 

58 

7.1 

Bancroft,  N.  Y.  Hosp.,  N.  Y. 

584 

25 

4.2 

Brockman,  Sheffield,  Eng.  . . . 

1,068 

51 

4.7 

Deaver,  Lankenau,  Phila.  . . . 

1,585 

67 

4.2 

Gatch,  Indianapolis,  Ind 

262 

23 

8.7 

Rulison,  Presbyterian,  N.  Y. 

622 

28 

4.5 

MacLaren,  St.  Paul,  Minn.  . . 

255 

13 

5.1 

5,458 

280 

5.1 

In  1906,  Coffey  collected 

13,445 

cases, 

with  a 

mortality  of  7.4  per  cent.  In  1913,  De  Quervain 
found  in  Swiss  Hospitals  a mortality  of  8.1  in 
5,097  cases.  Apparently  an  average  mortality  of 
5 per  cent  may  be  expected  at  the  present  time. 
The  constant  reiteration  of  the  folly  of  delay  and 
indiscriminate  purgation  in  abdominal  pain  seems 
to  be  bearing  fruit.  It  seems  worth  while,  there- 
fore, to  pay  more  particular  attention  to  the 
technical  features  of  the  operation  for  acute 
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appendicitis,  in  order  that  not  only  the  mortality 
may  be  further  reduced,  but  also  the  complica- 
tions incident  to  the  disease.  The  following  is 
a summary  of  the  features  of  importance  in  the 
fatal  cases  of  the  series  herein  reported. 

Case  1. — Male,  age  5/4  years.  Ill  four  days 
with  the  usual  symptoms  of  typical  appendicitis.  Had 
cathartic.  Temperature  was  99.8°,  pulse  146,  and  the 
respiration  28,  on  admission.  Immediate  operation  under 
ether  anesthesia.  McBurney  incision.  Turbid  semi- 
purulent  fluid  in  the  abdomen.  Appendix  perforated. 
Fluid  aspirated,  appendix  removed,  one  rubber  tube  and 
two  Mikulicz  drains.  Usual  postoperative  treatment. 
Temperature  progressively  rose  to  105°,  and  pulse  re- 
mained between  130  and  150.  Child  became  increas- 
ingly restless,  toxic,  and  died  36  hours  after  operation. 
No  autopsy. 

Comment. — This  child  was  seen  in  consulta- 
tion and  immediate  operation  advised,  although 
he  did  not  seem  to  be  acutely  ill.  Ether  was 
used  because  this  has  been  my  practice  with 
children  unless  special  contraindications  exist. 
The  operation  lasted  15  minutes.  The  only  ex- 
planation for  the  death  that  offers  itself  is  that 
the  operation  opened  up  paths  for  the  diffusion 
of  a virulent  infection.  No  cultures  were  made 
of  the  peritoneal  fluid,  so  it  is  uncertain  whether 
or  not  the  infection  was  streptococcic. 

Case  2. — Male,  age  31  years.  Frequent  mild 
attacks.  Present  attack  began  48  hours  previously. 
Freely  purged.  Admitted  acutely  ill,  suffering  from 
exquisite  tenderness  and  boardlike  rigidity  throughout 
the  abdomen.  Temperature  on  admission  was  100.8°, 
pulse  120,  respirations  20.  Immediate  operation  was 
performed  under  local  anesthesia.  Appendix  was  per- 
forated and  gangrenous.  The  abdomen  was  the  seat 
of  a diffuse  purulent  peritonitis  without  any  evidence 
of  localization.  Three  rubber  tubes  and  three  Mikulicz 
drains.  Usual  postoperative  treatment  with  the  addition 
of  blood  transfusion  following  operation  and  on  the  next 
day.  Free  use  of  intravenous  saline  infusion.  Tempera- 
ture and  pulse  progressively  rose,  and  death  occurred  48 
hours  after  operation. 

Comment. — The  first  decision  made  was  to 
postpone  operation,  but  later  we  were  prevailed 
upon  to  drain  the  abdomen  under  local  anes- 
thesia. I doubt  whether  any  form  of  treatment 
would  have  saved  this  patient. 

Case  3. — Female,  age  63.  Third  attack,  24  hours 
in  duration.  Has  been  a diabetic  for  11  years. 
Was  quite  obese.  Was  admitted  suffering  with  the 
usual  symptoms  of  acute  appendicitis,  although  an  alter- 
native diagnosis  was  made  of  ovarian  cyst  with  twisted 
pedicle.  Temperature  was  103°,  pulse  90,  and  respira- 
tions 20.  Immediate  operation  under  local  anesthesia, 
reinforced  with  gas.  Right  rectus  incision.  Appendix 
was  beneath  the  mesentery  of  the  ileum,  perforated, 
and  surrounded  by  an  abscess.  Abdomen  drained  with 
two  tubes,  two  Mikulicz  drains  and  a gauze  cofferdam. 
Twenty-four  hours  after  operation,  while  apparently 
doing  well,  patient  went  into  diabetic  coma,  and  died 
36  hours  after  operation. 


Comment. — A number  of  mistakes  were  made 
in  this  case,  although  probably  they  had  nothing 
to  do  with  the  outcome.  It  was  known  that  she 
was  a diabetic,  and  previous  to  operation,  the 
urine  showed  not  only  sugar  but  a trace  of  ace- 
tone and  diacetic  acid.  The  leukocyte  count  was 
12,000.  There  was  no  distention  of  the  abdo- 
men. There  was  no  reason  for  hurrying  this 
patient  into  operation.  Later  the  blood  sugar 
was  found  to  be  0.266,  and  immediately  after 
the  operation,  the  patient  was  placed  under  the 
care  of  Dr.  Miller  of  the  Medical  Staff,  who 
advocated  one  unit  of  insulin  to  each  3 gm.  of 
glucose  given.  The  patient  was  given  glucose 
solution  intravenously  at  the  time  of  operation, 
and  subsequently  was  given  glucose  by  procto- 
clysis. The  right  rectus  incision  lead  to  unnec- 
essary exposure  of  the  small  bowels,  increased 
the  time  of  operation,  and  placed  the  operator  at 
a disadvantage  in  regard  to  drainage. 

Case  4. — Woman,  age  24.  Typical  case  of  acute 
appendicitis  of  one  week’s  duration.  Her  physician  had 
advised  early  operation.  Admitted  acutely  ill,  with  ten- 
derness and  rigidity  and  a mass  in  the  right  abdomen. 
Temperature  was  103°,  pulse  124,  and  the  respiration  24 
on  admission.  Immediate  operation  under  gas-ether 
anesthesia.  McBurney  incision.  Perforated  appendix 
with  free  pus  in  the  abdominal  cavity.  One  rubber  tube 
and  four  Mikulicz  drains.  Patient’s  condition  became 
progressively  worse.  Blood  transfusion  given  on  the 
day  after  operation.  Death  occurred  36  hours  after 
operation. 

Comment. — The  time  of  operation  was  16 
minutes,  and  very  little  ether  was  used.  The 
only  point  at  issue  here  is  whether  or  not  delay 
would  have  placed  the  patient  in  a more  favor- 
able condition.  Probably,  a wait  of  about  12 
hours  would  have  been  worth  while,  during 
which  time  the  patient’s  circulation  might  have 
been  improved.  A note  on  the  record  states, 
“no  evidence  of  generalized  peritonitis,  but  con- 
dition seems  to  be  due  to  overwhelming  tox- 
emia.” At  operation,  however,  a generalized 
peritonitis  was  discovered. 

Case  5. — Woman,  age  56.  Attack  began  24  hours 
previously.  Was  purged.  Stated  that  no  urine 
had  been  voided  since  shortly  after  the  onset  of  the 
attack.  Catheterization  on  admission  yielded  only  one 
ounce  of  concentrated  urine.  Abdomen  was  distended. 
Peristalsis  absent,  and  a mass  found  in  the  right  side. 
Symptoms  were  those  of  diffuse  peritonitis.  Tempera- 
ture 99°,  pulse  110,  respirations  19.  Immediate  oper- 
ation under  gas  anesthesia.  Right  rectus  incision. 
Small  bowels  presented  in  the  wound,  and  free  pus 
found  between  the  coils.  Appendix  was  perforated  and 
gangrenous,  and  was  removed.  Two  rubber  tubes  and 
two  Mikulicz  drains.  Forty-eight  hours  later,  the  pa- 
tient voided  urine,  but  condition  was  not  good.  Glucose 
was  given  intravenously.  Four  days  after  operation, 
vomiting  occurred.  It  was  thought  that  the  patient  was 
suffering  from  spastic  ileus  due  to  the  peritonitis.  High 
jejunostomy  was  done  (Ravdin  technic)  followed  by 
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cessation  of  vomiting  and  great  drainage  of  jejunal  con- 
tents. Eight  days  after  operation,  kidneys  ceased  func- 
tioning and  total  suppression  occurred  until  death,  which 
took  place  11  days  after  operation. 

Comment. — It  is  difficult  to  comment  on  this 
case.  The  patient’s  abdominal  symptoms  were 
much  more  acute  than  the  record  would  indicate, 
and  the  abdomen  was  quite  distended.  It  was 
thought  that  the  peritoneal  infection  had  pro- 
duced the  urinary  suppression  and  that  the  kid- 
neys would  not  function  until  the  toxemia  was 
relieved.  Otherwise,  operation  would  have  been 
postponed  until  attempts  had  been  made  to  re- 
establish kidney  function.  After  operation,  the 
patient  was  treated  with  every  known  method  for 
stimulating  urinary  secretion.  The  blood  urea, 
which  was  40  the  morning  after  admission,  went 
to  54  and  then  to  70.  At  times,  the  patient  uri- 
nated as  high  as  28  ounces,  but  the  average  out- 
put was  between  12  and  15  ounces  per  day,  and 
for  48  hours  before  death,  only  four  ounces  was 
obtained. 

Immediate  vs.  Dee.wed  Operation. — The 
“pros”  and  “cons”  for  the  so-called  Ochsner 
treatment  were  fully  covered  by  Dr.  Hardt  last 
year.  Dr.  Deaver’s  experience  is  greater  than 
that  of  any  of  us,  and  he  advised  delay  in  the 
cases  of  spreading  peritonitis  seen  after  36  hours 
from  onset.  In  the  fatal  cases  of  this  series,  im- 
mediate operation  was  done  in  all.  Hardt  con- 
cluded that  delay  should  be  practiced  when  the 
patient  was  desperately  ill,  as  evidenced  by  a 
rapid  pulse,  extreme  abdominal  distention,  and 
cyanosis.  In  the  comment  on  the  fatal  cases  of 
this  series,  it  is  indicated  several  times  that  im- 
mediate operation  was  unwisely  decided  upon. 
An  unvarying  time  limit,  such  as  36  or  48  hours, 
should  certainly  not  be  the  dividing  line  as  de- 
termining for  or  against  immediate  operation, 
but  delay  is  often  of  distinct  advantage  to  the 
patient.  The  value  of  delay  is  not  merely  a mat- 
ter of  localization  in  the  abdomen,  but  the  prob- 
ability of  increasing  the  resistance  of  the  patient 
by  the  free  administration  of  water  (proctoclysis 
and  hypodermoclysis),  the  stimulation  of  the 
heart  by  digitalis,  and  the  quieting  of  peristalsis 
by  the  withholding  of  food  and  drink.  The  free 
use  of  morphin  never  does  harm,  and  has  great 
advantages  in  quieting  the  patient.  These  pa- 
tients are  admitted  suffering  with  pain,  anxiety, 
vomiting,  and  yet  continually  sipping  fluid.  Fre- 
quently they  have  been  purged,  and  auscultation 
reveals  excessive  peristalsis.  It  stands  to  reason 
therefore,  that  a few  hours’  delay  combined  with 
correct  preoperative  treatment  will  improve  the 
circulation,  increase  elimination,  and  allay  fear, 
fl'he  sitting  position  and  the  ice  bag  are  of  lesser 
importance  in  influencing  the  end  result.  The 


septic  focus  should  be  attacked  with  as  little  de- 
lay as  possible,  but  not  at  the  expense  of  shat- 
tering the  feeble  resistance  of  a septic  patient. 

Anesthesia. — Without  a doubt,  the  combina- 
tion of  local  infiltration  and  nerve  blocking  by 
novocain,  plus  sufficient  gas  to  keep  the  patient 
in  the  state  of  analgesia,  is  the  ideal  method  of 
anesthesia  in  acute  appendicitis.  I find  however, 
that  it  is  very  difficult  to  keep  toxic  patients  in 
a state  of  analgesia.  Even  small  quantities  of 
gas  soon  produce  straining  and  excessive  rigidity, 
making  operation  most  difficult.  Local  anesthe- 
sia was  used  only  eight  times  in  this  series;  gas 
was  used  26  times ; gas  reinforced  by  ether,  36 
times;  and  ether  alone,  31  times.  Curiously, 
the  five  patients  who  died  all  had  a different 
method  of  anesthesia.  It  could  be  argued  that, 
of  67  patients  given  ether  or  gas  and  ether,  two 
died — a mortality  of  3%  ; whereas,  of  34  pa- 
tients operated  upon  under  gas  alone  or  with  local 
anesthesia,  there  were  three  deaths  (8.8%). 
Naturally,  such  reasoning  would  be  fallacious. 

The  Incision. — The  McBurney  incision  was 
used  in  97  cases  of  this  group,  as  has  been  our 
custom  for  many  years  in  acute  appendicitis.  It 
has  these  advantages : the  approach  is  almost  in- 
variably through  the  infected  area,  and  if  the 
operation  is  properly  managed,  one  never  sees 
the  healthy  coils  of  intestine;  the  base  of  the 
cecum  is  beneath  the  opening,  and  here  is  the 
“theatre  of  operation” ; drainage,  lateral  to 
the  intestines,  will  best  emerge  in  the  outer  sur- 
face of  the  abdomen.  We  have  no  difficulty  with 
the  size  of  the  opening,  because  we  prefer  a small 
opening  as  a rule,  and  can  sufficiently  enlarge  the 
wound  in  one  of  several  ways  to  secure  ample 
room.  Even  if  the  internal  oblique  is  cut  across, 
it  can  be  sutured  without  serious  damage. 

The  Approach. — On  opening  the  peritoneal 
cavity,  one  is  usually  greeted  by  a gush  of  turbid 
fluid.  We  introduce  an  aspirator  at  once,  and 
throughout  the  operation  keep  it  more  or  less 
constantly  in  the  wound  sucking  the  pus  or  blood 
as  they  appear.  The  appendix  is  invariably  re- 
moved, unless  by  so  doing,  the  outer  coats  would 
be  torn  from  the  wall  of  the  ileum  or  cecum.  A 
point  of  cleavage  can  almost  invariably  be  found, 
and  the  organ  slowly  worked  out  with  the  finger. 
Undue  haste  and  rough  work  must  be  avoided, 
or  troublesome  hemorrhage  will  occur  from  the 
torn  meso-appendix  or  injured  mesentery  of  the 
ileum.  The  fear  that  the  appendix  may  be  part 
of  the  wall  of  the  abscess  is  greatly  exaggerated. 

Often  we  do  not  deliver  the  cecum,  but  do  the 
ligation  of  the  meso-appendix  and  appendix  in 
the  depths  of  the  wound.  Sometimes  the  stump 
is  ligated  only  and  not  inverted,  but  sufficient 
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stump  should  be  left  to  allow  a cauterization  of 
the  mucosa,  or  a fecal  fistula  is  liable  to  result. 

It  is  better  to  bury  the  stump  if  it  can  be  done, 
and  in  the  more  acute  cases  with  a soft,  edema- 
tous cecum,  the  Gould  infolding  suture  is  better 
than  the  purse-string  suture.  When  the  omen- 
tum is  wrapped  about  the  appendix,  we  often 
ligate  and  divide  it,  removing  the  appendix  with 
the  enveloping  omentum,  thus  avoiding  exposure 
of  a perforation  and  sure  soiling  of  the  wound. 
The  most  difficult  cases  to  handle  are  those  where 
the  perforation  is  close  to  the  cecum,  and  every- 
thing is  tight.  In  such  cases  it  is  necessary  to 
grasp  the  tip  and  cut  the  appendix  out,  putting 
successive  Kelly  hemostats  on  the  meso-appen- 
dix.  When  the  perforation  is  reached,  the 
appendix  usually  pulls  loose,  but  with  the 
aspirator  working,  no  harm  results.  The 
stump  is  then  trimmed  and  inverted  with  the 
Gould  suture,  without  ligature.  Sometimes 
omentum  may  be  pulled  over  the  cecum,  but 
this  is  not  generally  a wise  procedure.  When 
the  appendix  is  deep  and  adherent  to  the  sigmoid, 
one  has  a real  job  on  hand.  But  patience  and 
good  exposure  will  solve  the  difficulty.  We  never 
have  any  trouble  with  the  high  posterior  appen- 
dix so  often  mentioned  with  dread  by  surgeons. 
If  hard  to  reach,  the  muscles  may  be  cut  upward 
until  there  is  free  exposure,  and  then,  if  neces- 
sary, a tape  may  be  passed  around  the  base  of  the 
appendix  and  used  as  a retractor.  Curiously, 
these  cases  rarely  bleed  much,  although  occa- 
sionally loin  drainage  has  been  used  for  free 
bleeding  from  a high  abscess  with  necrotic  walls. 

A large  sponge  should  never  be  placed  in  the 
abdomen,  and  we  rarely  use  anything  except 
one  or  two  pieces  of  narrow  gauze  packing  to 
keep  the  omentum  away  and  the  cecum  rolled 
over  a trifle.  The  idea  that  two  or  three  large 
pads  wall  off  the  abdomen  from  bacterial  con- 
tamination is  a pure  delusion. 

Dr.-mnagE. — The  indications  for  drainage  and 
the  technical  management  of  drains  is  perhaps 
the  most  interesting  feature  of  the  treatment  of 
appendicitis.  In  this  series,  51  patients  were 
closed  without  drainage,  10  of  whom  had  in- 
flamed appendices  and  free  turbid  fluid ; in  one 
there  was  a perforated,  and  in  two  a gangrenous 
appendix,  also  with  turbid  fluid.  All  of  these  13 
patients  recovered.  There  were  50  drainage 
cases,  12  with  inflamed  appendix  and  turbid  fluid 
containing  flakes,  and  38  with  the  appendix  per- 
forated and  gangrenous.  Of  the  latter,  localized 
abscess  was  present  in  9 and  a diffuse  peritoni- 
tis in  29.  There  were  5 deaths  (10  per  cent). 
The  severity  of  the  group  is  often  judged  by  the 
results  in  the  drainage  cases.  Thus,  Bancroft 


reports  a mortality  of  0.83  per  cent  in  the  un- 
drained cases,  and  6.8  per  cent  in  those  drained. 
In  Rulison’s  series,  the  mortality  was  9.1  per 
cent  in  the  drained  cases,  and  in  444  cases  studied 
by  Brockman,  8.6  per  cent  were  fatal. 

What  are  the  indications  for  drainage?  The 
ancient  dictum  attributed  to  Tait  was,  “When  in 
doubt,  drain.”  Let  us  briefly  consider  the  path- 
ology of  the  peritoneum  when  subject  to  an  in- 
fection from  the  appendix.  It  is  undoubtedly 
true  that  microorganisms  may  migrate  through 
the  wall  of  the  appendix  and  produce  a perito- 
nitis without  gross  perforation.  If  the  latter 
occurs,  the  infection  is  rapid,  and  through  con- 
tinual feeding  becomes  widespread  unless  organi- 
zation of  the  exudate  localizes  the  appendix,  in 
which  case  abscess  occurs.  The  more  distant 
infection  is  taken  care  of  by  the  natural  defenses, 
especially  the  phagocytes.  Streptococcic  infec- 
tions, erysipelatouslike,  keep  spreading  and  are 
very  deadly.  The  spread  of  infection  is  met  by 
a gush  of  peritoneal  fluid  which  soon  becomes 
turbid  by  reason  of  phagocytic  activity.  This 
infected  fluid  spreads  by  capillary  diffusion,  aid- 
ed by  the  act  of  respiration  and  by  peristalsis. 
The  early  phenomena  of  toxemia  result  from 
the  direct  absorption  of  this  fluid  by  the  process 
of  osmosis  through  the  serous  lining  of  the  peri- 
toneum into  the  circulation  and  subperitoneal 
lymphatics.  As  the  fluid  thickens,  frank  pus  is 
developed,  the  bacteria  damage  the  endothelial 
coat  of  the  peritoneum,  and  in  patches,  thick 
exudate  forms  and  clings  tenaciously  to  bowel 
and  parietal  peritoneum.  In  this  exudate  addi- 
tional colonies  of  bacteria  are  propagated.  In 
favorable  cases,  the  exudate  glues  the  adjacent 
peritoneal  structures  together,  and  the  process 
becomes  localized. 

If  one  thinks  clearly,  it  becomes  apparent  that 
the  question  of  drainage  is  easily  answered.  It 
is  universally  acknowledged  that  the  general 
cavity  cannot  be  drained.  It  must  also  be  taken 
for  granted  that  the  sitting  position,  by  simple 
gravity,  favors  the  collection  of  fluid  in  the 
pelvis.  Drainage,  therefore,  may  be  considered 
as  having  only  a local  interest. 

If  the  pus  is  thick  and  therefore  largely  com- 
posed of  dead  leukocytes,  if  it  contains  definite 
flakes  of  coagulated  lymph,  the  indication  for 
drainage  exists.  If  the  peritoneum  covering 
bowel,  fossa,  or  pelvis  appears  injured  and  cov- 
ered with  adherent  patches  of  exudate,  the  proc- 
ess of  healing  will  result  in  free  discharge  of 
pus,  requiring  an  outlet.  If  the  fat  of  the  meso- 
appendix  or  the  tips  of  the  omentum  are  necrotic, 
it  will  float  off  later.  If  an  abscess  has  been 
entered,  its  walls  will  ap{)ear  necrotic  and  bleed- 
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ing.  Such  conditions  will  need  drainage.  But 
generally  it  is  c^uite  unnecessary  to  drain  for 
simple  turbid  fluid,  and  never  necessary  in  the 
presence  of  an  acute  condition  of  the  appendix, 
even  a gangrenous  one  if  there  is  no  spreading 
infection  as  evident  by  the  absence  of  reaction. 
Brockman  drains  those  cases  of  gangrenous  ap- 
pendicitis with  diffuse  dry  peritonitis.  Such  are 
accompanied,  judging  by  our  own  experience,  by 
a congested,  “scalded”  appearance  of  the  intes- 
tinal coils.  He  also  strongly  urges  that  children 
of  12  years  of  age  and  under,  with  a gangrenous 
appendix  and  purulent  fluid  in  the  pelvis,  will 
not  stand  closure. 

In  1922  Buchanan  reported  that  he  had  closed 
66  of  90  cases  of  acute  appendicitis,  with  4 
deaths  (6%).  In  1917  Long  reported  39  cases 
with  2 deaths  (5%).  In  1924  Brockman  re- 
ported a mortality  of  7.2  per  cent  in  192  cases 
of  acute  gangrenous  appendicitis  with  diffuse 
peritonitis  closed  without  drainage.  The  mor- 
tality is,  therefore,  appreciable,  and  great  care 
must  be  exercised  in  making  the  decision.  If 
the  general  condition  of  the  patient  is  at  all 
serious,  “it  would  seem  advisable  to  afford  the 
peritoneum  whatever  advantage  drainage  may 
give.”  This  advantage  is  probably  more  in  the 
nature  of  foreign-body  irritation  with  excessive 
reaction,  than  any  relief  of  tension. 

The  exudate  contained  in  the  fossa  and  pelvis 
should  invariably  be  aspirated  and  never  mopped 
out,  because  of  the  danger  of  injuring  the  endo- 
thelium. Occasionally  we  have  poured  ether  into 
the  pelvis  and  aspirated  it,  but  question  the  value 
of  the  procedure.  Neither  do  we  approve  of  irri- 
gation and  washing,  for  the  usual  well-known 
reasons.  Attempts  have  been  made  by  Wilkie, 
Carslaw  and  Wilenski  to  determine  the  indica- 
tions for  and  against  drainage  by  a microscopic 
examination  of  the  exudate  at  the  operating 
table,  but  nothing  worth  while  has  yet  come  from 
these  investigations.  Brockman  makes  an  inter- 
esting statement,  of  prognostic  value,  that  if 
there  is  a lack  of  large  mononuclear  cells,  a loss 
of  power  for  absorbing  stains,  and  the  abscence 
of  phagocytosis  in  the  exudate  (Wilkie),  the  case 
is  beyond  all  surgical  aid. 

As  to  the  method  of  drainage,  one  or  two 
rubber  tubes  may  be  introduced  into  the  pelvis, 
and  one  or  two  large  cigarette  drains  made  of 
gauze  covered  with  soft  rubber,  into  the  fossa 
beneath  the  cecum.  These  are  used  as  plugs  to 
hold  the  wound  open  and  better  permit  irriga- 
tion after  the  fifth  day,  at  which  time  they  are 
removed.  Occasionally  a tube  is  introduced  up- 
wards in  the  gutter  between  the  colon  and  lateral 
abdominal  wall.  Very  occasionally,  loin  drainage 


is  practiced,  but  only  when  the  appendix  is  well 
up  and  retrocolic,  and  a cavity  exists.  The  glass 
drain  does  not  appear  to  be  especially  advan- 
tageous. 

The  introduction  of  all  drains,  and  particularly 
of  the  pelvic  tubes,  requires  the  utmost  caution 
to  see  that  they  are  entirely  lateral  to  the  cecum 
and  ileum.  It  requires  some  practice  to  be 
able  to  slide  them  gently  into  the  proper  position 
without  pressing  upon  the  coils  of  gut.  The  tube 
should  never  be  allowed  to  impinge  against  the 
base  of  the  cecum.  The  soft  plugs  are  always 
interposed.  We  attribute  our  comparative  free- 
dom from  postoperative  fistulas  and  intestinal 
obstruction  to  the  careful  cultivation  of  this  point 
in  the  technic. 

As  has  been  said,  the  plugs  are  removed  about 
the  fifth  day,  and  at  the  same  time  the  tubes  are 
shortened  about  one  inch  each  day  thereafter. 
We  gently  irrigate  through  the  tubes,  and  suck 
up  all  thick  exudate.  The  premature  withdrawal 
of  the  tubes  will  favor  the  formation  of  second- 
ary collections.  The  external  wound  is  kept  clean 
by  mopping,  and  about  a dram  of  mercurochrome 
solution  ( 1 % ) spread  about  its  edges  at  the 
exit  of  the  drain.  This  is  done  with  the  thought 
of  preventing  secondary  staphylococcic  invasion. 

Postoperative  Treatment.  — Every  acute 
case  of  appendicitis  is  placed  on  a standardized 
postoperative  treatment  immediately  after  opera- 
tion. This  consists  of  the  semi-sitting  position, 
continuous  enteroclysis  of  tap  water,  continuous 
hypodermoclysis  of  normal  salt  solution  (Bart- 
lett method),  morphin  at  frequent  intervals,  and 
(until  recently)  hot,  wet  compresses  to  the  ab- 
domen (Crile).  The  hypodermoclysis  is  some- 
times omitted  in  the  case  of  those  patients  with 
only  moderately  inflamed  appendices.  Morphin 
is  given  every  six  hours  in  the  milder  cases,  and 
as  often  as  every  two  hours  in  the  more  severe. 
In  fact,  the  time  factor  is  of  but  little  importance 
in  the  very  weak  cases,  because  one  should  de- 
liberately aim  to  produce  the  effect  of  the  mor- 
phin evidenced  by  a reduction  in  the  respiratory 
rate  to  12  per  minute.  The  free  use  of  morphin 
after  operation  in  acute  appendicitis  cannot  be 
too  highly  praised.  Distention  practically  never 
occurs,  and  the  patient  at  all  times  is  comfortable 
and  free  from  pain.  We  have  had  some  trouble 
with  the  hypodermoclysis  because  in  three  cases 
an  abscess  developed  in  the  thigh,  requiring  in- 
cision and  drainage; 

Last  spring,  after  noting  that  two  of  the  fatal 
cases  had  died  following  a rapid  rise  in  the  tem- 
perature, and  also  having  noted  the  injurious 
effects  of  high  temi>erature  on  several  other  pa- 
tients, ice  bags  were  tried,  in  a manner  similar 
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to  that  advocated  by  Crile  in  the  treatment  of 
the  fever  following  thyroidectomy.  Four  ice 
bags  were  applied  when  the  temperature  was 
101°,  8 when  it  was  102°,  12  when  it  reached 
103°,  and  so  on.  This  is  a distinct  advance  in  the 
postoperative  management  of  peritonitis  cases. 
Also,  after  reading  Robertson’s  papers  on  ex- 
sanguination-transfusion,  blood  transfusion  of  all 
patients  seriously  ill  was  commenced.  About  a 
dozen  cases  in  all  were  so  treated.  Lately,  gen- 
tian violet  solution  (1%)  has  been  administered 
to  patients  with  advanced  peritonitis.  So  far,  it 
has  been  given  to  three,  and  they  have  all  re- 
covered. We  have  had  no  experience  with  the 
operation  of  Costain,  whereby  the  thoracic  duct 
in  the  neck  is  drained. 

All  of  these  methods  are  no  doubt  used  by 
the  members  of  this  Section,  but  one  is  some- 
times apt  to  omit  some  things  until  the  patient’s 
condition  is  alarming.  In  all  cases  where  the 
condition  at  the  operating  table  indicates  peri- 
tonitis, the  postoperative  treatment  should  be 
even' more  vigorous  than  the  pathology  appar- 
ently calls  for.  Naturally,  these  patients  are  not 
given  anything  by  mouth  until  out  of  danger 
from  the  peritonitis,  and  the  managment  of  the 
bowels  is  along  the  usual  lines  of  procedure. 
Purgatives  should  never  be  administered  in  any 
acute  case  of  appendicitis  until  at  least  a week 
has  elapsed  from  the  time  of  operation,  and 
never  if  drains  are  still  in  situ. 


The  following  complications 

occurred 

in  the 

series : 

COMPLICATIONS 

Fecal  fistula 

2 cases 

(2.1%) 

Intestinal  obstruction 

2 cases 

(2.1%) 

Pulmonary 

2 cases 

(2.1%) 

Secondary  collection 

1 case 

(1%) 

Acute  parotiditis 

1 case 

Wound  infection  (closed  wounds) 

2 cases 

(3.9%) 

Hypodermoclysis  abscess 

3 cases 

One  patient  with  fecal  fistula  subsequently  has 
been  operated  upon,  and  is  now  well,  but  the 
other  is  satisfied  to  remain  as  he  is  because  there 
is  only  an  occasional  slight  discharge.  One  case 
of  obstruction  spontaneously  subsided  after  a 
high  jejunostomy  was  done;  the  other  was  op- 
erated on  several  months  later,  and  an  angulated 
bowel  released  from  the  old  drainage  tract.  Pul- 
monary complications  consisted  of  one  case  of 
bronchopneumonia  and  one  of  pleurisy.  It  is  in- 
teresting to  note  that  approximately  only  4%  of 
wounds  closed  completely,  subsequently  showed 
infection  in  the  fat.  Many  surgeons  have' advo- 
cated drainage  of  the  abdominal  wall  in  order  to 
avoid  the  occurrence  of  this  complication.  The 
only  explanation  that  we  can  offer  for  the  infre- 
quency of  this  occurrence  in  our  series  is  the 


custom  of  washing  out  the  wound  with  ether 
after  closure  of  the  peritoneal  cavity.  The  sec- 
ondary collection  spontaneously  evacuated  itself. 
If  these  complications  are  analyzed  and  compared 
with  other  series  of  reported  cases,  the  result  in 
the  group  will  be  found  extraordinarily  good. 
The  mortality  is  not  so  pleasing,  however,  as  is 
the  morbidity. 

End  Results. — Of  the  97  patients  who  re- 
covered, 74  have  been  personally  examined  at 
varying  periods  since  operation.  Two  patients 
have  a hernia,  one  of  whom,  operated  on  in 
August  1923,  suffered  from  a perforated  appen- 
dix and  had  four  drains.  Drainage  was  not 
finally  removed  until  the  sixteenth  day.  The 
other  was  also  a case  of  perforated  appendix  in 
which  three  drains  were  inserted  and  were  re- 
moved on  the  tenth  day.  This  compares  very 
favorably  with  the  series  reported  by  Bancroft, 
in  which  hernia  occurred  in  9.8%.  In  a pre- 
vious study  of  200  cases,  made  in  1915,  we  found 
that  16%  of  the  drainage  cases  developed  post- 
operative hernia.  In  three  patients,  the  wound 
appeared  weak,  but  there  was  no  actual  bulge, 
nor  did  the  patient  complain.  All  of  these  pa- 
tients were  drained.  Evidently,  there  was  a 
deficiency  of  the  external  oblique  aponeurosis. 
Eleven  patients  complained  of  the  occasional  oc- 
currence of  abdominal  pain,  and  one  had  fre- 
c(uent  pain.  Nearly  all  of  them  stated  that  their 
digestion  was  considerably  improved  since  the 
operation  and  this  seemed  to  be  the  most  marked 
feature  of  the  follow-up  study.  Bancroft  states 
that  81.4%  of  his  cases  were  cured  of  digestive 
disturbances  by  the  operation. 

As  a result  of  the  intensive  study  of  this 
series  of  cases  during  the  year,  it  appears  that 
not  only  must  the  necessity  for  early  operation 
and  the  avoidance  of  catharsis  still  be  preached, 
but  also  that  the  surgeon  himself,  in  order  to 
avoid  complications,  must  individualize  his  pa- 
tients, and  push  to  the  limit  every  means  for  the 
proper  care  of  the  local  area  of  disease  and  for 
the  combating  of  the  constitutional  toxemia. 

1930  Spruce  St. 

ABSTRACT  OF  DISCUSSION 

Dr.  J.  M.  Wainwright  (Scranton,  Pa.)  : In  com- 
paring a recent  review  of  my  last  100  cases  of  appen- 
dicitis with  a review  of  my  first  100  cases,  it  appears 
that  the  incidence  of  late  operation  has  not  decreased 
substantially  in  the  past  twenty-three  years,  although, 
probably  due  to  improved  technic,  the  mortality  is  ap- 
preciably lower  now.  An  effort  to  secure  cases  for 
operation  earlier  is  much  needed. 

Dr.  G.  W.  Reese  (Shamokin,  Pa.) : Does  Dr.  Muller 
operate  on  what  is  known  as  the  “silent  belly’’  in  ap- 
pendicitis ? 

Dr.  J.  H.  Wilson  (Beaver,  Pa.)  : It  is  more  impor- 
tant to  impress  upon  the  family  doctor  than  upon  the 
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surgeon  the  necessity  for  an  early  diagnosis.  This  is 
illustrated  by  the  following  case: 

In  consultation  with  a country  doctor,  a little  boy, 
nine  years  old,  was  seen.  He  had  been  taken  sick  sev- 
eral days  before,  with  distended  abdomen,  complete 
absence  of  peristalsis,  and  very  rapid  pulse.  Immediate 
operation  was  advised  as  the  only  chance  for  life.  On 
operation,  a ruptured  appendix  was  found,  with  an 
abdomen  full  of  pus.  In  eight  hours,  the  child  was  dead. 

Dr.  Mosfis  Behrend  (Philadelphia,  Pa.)  : In  cases 
of  acute  appendicitis,  we  find  that  a dose  of  morphin 
before  operation  and  a dose  the  night  of  operation  is 
usually  sufficient. 

By  removing  the  drains  on  the  beginning  of  the  fifth 
day,  postoperative  fistula  can  be  avoided.  During  the 
past  five  years,  we  have  had  occasion  to  operate  upon 
but  one  case  of  postoperative  fecal  fistula,  which  is 
probably  due  to  better  technic. 

The  straight  incision,  which  can  be  lengthened  up  or 
down,  in  our  experience,  gives  as  good  exposure  in 
acute  cases  as  the  McBurney  incision.  The  so-called 
extraperitoneal  incision,  away  out  into  the  loin  in  very 
bad  cases,  is  also  a distinct  advance  in  operative  technic. 

Dr.  Evan  W.  Meredith  (Pittsburgh,  Pa.)  : Mc- 
Burney’s  incision  approaches  the  infected  area  by  the 
shortest  route  possible,  and  requires  no  extra  drainage. 
It  is  also  less  apt  to  be  followed  by  postoperative  hernia. 
For  these  reasons,  we  prefer  it. 

With  the  exception  of  a very  few  cases  which  justify 
a certain  amount  of  preoperative  preparation,  we  are 
not  in  favor  of  delaying  operation. 

For  drainage,  we  use  the  rubber  dam  entirely,  pre- 
ferring not  to  use  tubes  since  the  lumen  of  the  tube  does 
not  act  as  a drain,  and  they  may  be  a possible  source 
of  pressure  necrosis.  The  use  of  drains  probably  has 
nothing  to  do  with  fecal  fistula,  which  is  probably 
caused  by  partial  obstruction  due,  perhaps,  to  intestinal 
peritonitis. 

Although  the  reduction  of  temperature  may  be  desir- 
able, it  would  seem  that  the  use  of  ice  bags  is  akin  to 
the  former  treatment  of  typhoid  fever,  in  which  this 
method  was  employed  to  combat  the  fever.  We  use  heat 
and  friction. 

Dr.  William  P.  Walker  (Bethlehem,  Pa.)  : In  out 
locality,  cases  are  referred  earlier  than  formerly. 

One  of  the  greatest  mistakes  made  by  the  family 
physician  , is  the  giving  of  early  laxatives. 

In  general  peritonitis,  we  use  a pelvic  drain — usually 
a Mayo  drain.  More  fluid  seems  to  be  secured  with  a 
tube  of  that  type.  We  also  use  cigarette  drains.  Salt 
solution  is  of  value  in  this  condition. 

We  do  not  like  the  McBurney  incision  as  a routine. 

Dr.  George  M.  Boyd  (Philadelphia,  Pa.)  : Dpes  Dr. 
Muller  ever  resort  to  a median  longitudinal  incision  in 
operation  for  appendicitis  in  females?  It  is  not  always 
an  easy  matter  to  make  a diagnosis  in  these  cases,  and 
rot  infrequently  the  operator  finds  an  associated  tubo- 
ovarian  disease.  A median  incision  enables  one  better 
to  explore  the  appendiceal  region,  and  also  the  pelvis, 
in  the  doubtful  cases. 

Accuracy  of  diagnosis  in  appendicitis  is  exceedingly 
important  where  pregnancy  exists,  as  simple  appendec- 
tomy not  infrequently  may  be  followed  by  abortion. 

Eh?.  R.  L.  ScHAEEER  (Allentown,  Pa.)  : Dr.  Muller 
did  not  mention  the  use  of  hot  compresses.  We  be- 
lieve that  these  are  still  indicated  in  desperate  cases. 
They  quiet  the  patient,  so  that  so  much  morphin  is  not 
needed. 

The  use  of  ether  is  not,  in  our  opinion,  permissible 
in  desperate  cases  of  appendicitis.  Morphin  preopera- 


tively,  combined  with  novocain  infiltration  and  suffi- 
cient gas  merely  to  produce  analgesia,  are  preferable. 

D'R.  George  M.  Dorrance  (Philadelphia,  Pa.)  : Mis- 
sionary work  is  certainly  needed  to  convince  the  general 
practitioner  of  the  folly  of  giving  laxatives  and  cathar- 
tics to  patients  with  undiagnosed  abdominal  pain. 

Dr.  James  H.  Baldwin  (Philadelphia,  Pa.)  : It  is 
especially  noticeable  in  the  large  cities  that  the  general 
practitioners  who  refer  appendicitis  cases  late  for  op- 
eration are  those  who  fail  to  attend  the  medical-society 
meetings  or  read  medical  journals.  Of  course,  it  is  not 
always  the  doctor  who  is  to  blame;  delay  may  be 
caused  by  the  family  of  the  patient.  The  following 
case  is  illustrative: 

The  patient,  a boy,  was  treated  for  typhoid  fever  for 
two  weeks  before  he  was  brought  to  the  hospital.  It 
was  impossible  to  make  a positive  diagnosis  before 
(i])eration,  and  believing  that  it  might  be  an  ulcer  per- 
foration, a high  incision  was  made.  The  abdomen  con- 
tained two  or  three  quarts  of  pus  from  a ruptured 
appendiceal  abscess,  with  widely  diffused  peritonitis. 
The  appendix  had  ruptured  anteriorly  at  the  tip,  under 
the  liver,  and  the  pus  had  poured  down  over  the 
omentum  and  intestines  and  filled  the  pelvis.  At  each 
respiration,  an  ounce  or  more  gushed  from  the  high 
incision.  Several  cigarette  drains  were  used,  and  one 
large  rubber-tube  drain  was  placed  in  the  pelvis  for 
twenty-four  hours.  Through  this,^  the  pus  was  suc- 
tioned every  hour.  A can  of  ether  was  emptied  into 
the  abscess  cavity.  The  patient  was  discharged  from 
the  hospital  about  three  weeks  later  in  apparently  good 
condition,  though  at  first  there  had  seemed  no  hope  of 
his  recovery. 

Dr.  Muller  (in  closing)  : Dr.  Baldwin  has  called 
attention  to  an  important  point.  It  is  noticeable  that 
those  physicians  who  refer  patients  in  the  advanced 
stages  of  appendicitis  with  peritonitis  rarely  attend  the 
operation. 

We  do  use  hot  compresses  except  where  fever  is 
increasing,  in  which  case  we  follow  the  method  used 
by  Dr.  Crile  in  his  treatment  of  hyperthyroidism  and 
apply  increasing  numbers  of  ice  bags. 

It  is  difficult  to  conceive  that  any  one  who  practices 
the  McBurney  incision  and  who  understands  it  would 
ever  be  willing  to  use  the  straight  rectus  incision.  There 
is  no  smearing  or  handling  of  the  small  intestines.  I 
do  not  see  any  advantage  in  the  so-called  extraperitoneal 
incision  spoken  of  by  Dr.  Barrett,  though  probably,  I 
unconsciously  make  this  incision  when  doing  the  Mc- 
Burney in  cases  of  abscess.  The  principal  objection 
to  it  is  that  the  peritoneum  may  be  stripped  in  order 
to  get  outside  of  the  abscess,  and  one  is  liable  to  have 
troublesome  venous  hemorrhage  from  the  circumflex 
veins  with  possible  septic  thrombosis.  Dr.  Boyd  be- 
lieves that  the  McBurney  incision  will  cause  difficulties 
in  those  cases  where  the  patient  does  not  have  acute 
appendicitis  but  has  something  wrong  with  the  tube, 
such  as  an  ectopic  pregnancy.  We  have  operated  upon 
half  a dozen  such,  and  had  no  trouble  in  reaching  the 
pelvis  by  simply  swinging  the  incision  across,  somewhat 
after  the  method  of  Pfannensteil. 

We  are  strong  for  morphin,  and  push  it  to  the  point 
of  morphinism.  The  trouble  with  morphin  as  usually 
used  is  that  it  increases  distention,  but  if  given  regu- 
larly and  frequently  from  the  moment  of  operation, 
there  is  no  distention.  It  does  not  appear  to  interfere 
with  the  development  of  leukocytosis. 

We  never  use  pituitrin  or  eserin,  believing  that  they 
move  the  intestines  around  just  as  a dose  of  salts 
would  do.  We  prefer  the  “silent  belly,”  and  will  often 
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wait  from  twelve  to  twenty-four  hours  when  patients 
are  admitted  two  or  three  days  after  the  onset  of  the 
attack  and  with  whirling  peristalsis.  If  these  patients 
are  morphinized,  operated  on,  and  kept  morphinized,  they 
v.’ill  never  develop  distention,  and  there  is  no  necessity 
for  pituitrin. 

Drainage  does  not  seem  to  accomplish  much  in  the 
way  of  draining  the  free  cavity,  but  the  drainage  tube, 
acting  as  a foreign  body,  increases  local  resistance  and 
furnishes  a means  of  egress  for  the  broken  down  exu- 
date and  thick  pus  which  accumulates  in  the  right  iliac 
fossa  and  the  pelvis. 


THE  SURGICAL  TREATMENT  OF 
CHRONIC  SCIATICA* 

WILLIAM  J.  TAYLOR,  M.D. 

PHILADELPHIA,  PA. 

There  is  a certain  type  of  chronic  sciatica 
which  resists  all  attempts  at  relief  by  medical 
measures,  but  which  is  quickly  and  permanently 
henefited  by  a surgical  operation. 

By  chronic  sciatica  is  meant  a true  sciatic  neu- 
ritis in  which  there  has  been  a perineuritis  as 
well  as  the  formation  of  adhesions  binding  down 
the  nerve  at  one  or  more  points  and  which  drag 
upon  the  nerve,"  thus  producing  great  pain. 

In  all  cases  of  chronic  sciatica,  the  greatest  care 
must  be  exercised  to  exclude  from  the  considera- 
tion sacro-iliac  strain  and  organic  disease  of  the 
spine  and  hip  joints,  as  well  as  all  toxemias  and 
the  referred  pains  produced  by  acute  pelvic  in- 
flammation and  new  growths. 

While  many  writers  refuse  to  believe  in  sciat- 
ica as  an  entity  and  consider  it  only  a symptom 
of  some  one  of  the  causes  just  enumerated,  there 
are  a few  cases  in  which  the  lesion  is  in  or  about 
the  nerve  itself.  There  is  purely  neuralgic  form 
of  sciatica  in  which  pain  is  the  sole  symptom,  and 
a ncuritic  type  in  which  there  are  other  symptoms 
indicating  inflammation  of  the  sheath  of  the 
nerve  and  involvement  of  its  fibers,  and  accom- 
jianied  by  tenderness  and  sensory  and  vasomotor 
disturbances,  usually  slight  in  degree.  This  may 
be  regarded  as  an  interstitial  neuritis  or  a peri- 
neuritis. 

J.  Ramsay  Hunt  (American  Medicine,  April 
15,  1908)  records  the  postmortem  findings  in  a 
patient  with  true  sciatica  who  died  from  acute 
croupous  pneumonia.  He  found  the  nerve  trunk 
enlarged  and  thickened,  with  a deposit  in  the 
epineurium  and  epineural  fat  of  a firm  translu- 
cent substance  of  a gelatinous  consistency.  His- 
tological examination  of  the  nerve  was  negative, 
but  probably,  in  time,  this  would  have  produced 
adhesions.  I know  of  no  other  case  where.a  care- 
ful histological  and  pathological  study  has  been 
made.  What  knowledge  we  have,  has  been  de- 
rived from  the  examination  of  the  nerve  at  the 

‘Read  before  the  Section  on  Medicine  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  9,  1924. 
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time  of  operation  undertaken  for  stretching  or 
for  the  removal  of  adhesions. 

All  cases  of  chronic  sciatica,  even  in  this  lim- 
ited classification,  are  not  suitable  for  operation ; 
only  those  which  cannot  be  relieved  of  their  pain 
by  the  ordinary  medical  measures  (rest  in  bed, 
counterirritants,  salicylates,  baths,  baking,  and 
electricity)  and  which  are  affected  for  a suffi- 
cient length  of  time  to  eliminate  the  probability 
of  recovery  without  some  more  radical  procedure. 

There  are  three  types  of  cases  in  which  the 
question  of  operation  can  be  considered:  (1.) 

Those  quite  free  from  pain  while  at  rest,  but 
who  begin  to  have  pain  on  exercise  or  upon  as- 
suming some  special  position  in  bed.  (2.)  Those 
in  which  there  is  a certain  amount  of  pain  when 
at  rest,  but  which  becomes  really  intense  on 
exercise  or  on  assuming  a particular  position. 
(3.)  Those  in  which  the  pain  is  of  an  indefinite 
character,  present  at  rest  off  and  on,  and  some- 
times improving  to  a certain  extent  on  exercise. 

In  the  first  type,  inflammation  of  the  nerve  has 
subsided,  but  adhesions  have  developed.  These 
may  be  fine  or  fibrous,  and  the  mode  of  action 
is  clear ; they  drag  upon  the  nerve  and  produce 
pain.  This  is  the  type  best-suited  for  operation. 

In  tbe  second  type,  in  addition  to  adhesions 
about  the  nerve,  there  is  actual  inflammation  of 
the  nerve  itself.  Many  of  these  may  be  cured 
by  operation. 

The  pathology  of  the  third  type,  however,  is 
not  clear.  There  can  be  no  adhesions,  and  an 
operation  can  offer  little  hope  of  benefit. 

We  have  now  operated  18  times  upon  16  pa- 
tients, with  almost  uniformly  good  results,  re- 
lieving the  pain  and  permitting  the  individuals 
to  return  to  their  work.  All  of  them  had  suffered 
such  pain  that  they  could  not  continue  their  em- 
ployment. In  two  of  the  patients  it  was  neces- 
sary to  operate  a second  time,  as  the  first  at- 
tempt had  not  been  sufficiently  radical  and  the 
incision  was  not  long  enough  to  permit  explora- 
tion and  removal  of  all  the  adhesions. 

J.  Crawford  Renton  of  Glasgow  (Scottish  M. 
and  S.  L-,  Vol.  I,  1897,  p.  35.  Proceedings  Royal 
Soc.  of  Med.,  Vol.  I,  1907-08,  Surgical  Section, 
May  12,  1908)  has  reported  32  cases  upon  which 
he  has  ojDerated  for  this  condition  ; J.  Mills  Ren- 
ton of  Glasgow  (B.  M.  J.,  April  16th,  1921,  p. 
557)  has  reported  10  cases;  A.  Pers  of  Copen- 
hagen (Deutsche  med.  Wchnschr.,  1908,  XXIV, 
p.  1275)  has  reported  47  cases  ; making,  with  the 
16  herein  reported,  a grand  total  of  105  cases 
submitted  to  operation. 

In  the  majority  of  our  cases,  some  abnor- 
mality of  the  nerve  was  found.  All  had  been 
exposed  to  extremes  of  heat,  cold,  and  dampness, 
and  in  a few  there  was  a history  of  trauma. 
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OPERATION. 

A free  incision  is  made  from  the  gluteal  fold 
downward,  of  sufficient  length  to  expose  the 
nerve  as  far  as  the  pain  and  tenderness  extends 
on  the  thigh.  The  nerve  is  then  hooked  up  with 
the  finger,  and  the  adhesions  surrounding  it  care- 
fully dissected  away.  This  does  not  mean  stretch- 
ing, but  simply  lifting  the  nerve  up,  taking  great 
care  not  to  stretch  it.  No  muscleS  are  cut.  All 
adhesions  are  dissected  off  clean  with  a knife 
or  scissors  if  they  are  very  firm,  but  they  may 
be  so  fine  that  they  can  be  stripped  off  with  the 
fingers  or  a bit  of  gauze.  All  loose  ends  and 
tags  of  adhesions  must  be  removed.  It  is  very 
imjx)rtant,  if  the  j^ain  be  high  up,  to  free  the 
nerve  as  it  emerges  from  the  sacrosciatic  notch. 
Great  care  must  be  exercised  not  to  cut  any  of 
the  branches  of  the  nerve,  which  is  then  dropped 
back  into  its  bed,  the  muscles  adjusted  into  their 
places,  and  the  skin  sutured.  The  fascia  should 
be  carefully  sutured,  as  otherwise  the  scar  in 
the  skin  stretches. 

In  the  first  case,  there  was  a very  high  bifur- 
cation of  the  nerve,  with  firm  adhesions  binding 
the  two  branches  together  and  firm  adhesions 
surrounding  the  nerve. 

In  the  second  case,  there  was  an  anomalous 
branch  springing  from  the  anterior  surface  of 
the  nerve  and  passing  to  the  muscles  on  either 
side,  which  was  like  an  inverted  V overriding  the 
nerve.  Underneath  this,  there  were  dense,  acute- 
ly inflamed  adhesions.  The  man  had  suffered 
horrible  pain  for  eighteen  months  on  the  least 
movement.  He  exj>erienced  complete  relief  from 
the  moment  he  regained  consciousness  from  the 
anesthetic,  and  has  remained  so  for  thirteen 
years. 

The  patient  is  kept  in  bed  for  three  weeks  and 
no  splint  is  employed.  It  is  advisable  to  drain  the 
wound  for  twenty-four  to  forty-eight  hours  with 
a small  piece  of  rubber  dam,  as  in  one  instance 
when  this  was  not  done  there  was  an  accumula- 
tion of  wound  secretions  which  organized,  and 
a second  operation  was  necessary  some  months 
afterward. 

All  of  these  cases  had  been  treated  for  long 
periods  by  the  usual  medical  methods — rest, 
counterirritants,  salicylates,  baths,  and  electricity 
— without  in  any  way  giving  relief.  All  had 
been  submitted  to  the  most  rigid  examinations 
to  eliminate  any  possibility  of  mistake  in  diag- 
nosis. 

The  first  patient  was  operated  upon  in  1912, 
and  is  perfectly  well  to-day ; the  second  in  1913  ; 
the  third  in  1913;  the  fourth  in  1914;  the  fifth 
in  1915;  the  sixth  in  1915,  but  this  patient  died 
within  a year,  of  some  malady  entirely  uncon- 
nected with  his  sciatica  or  with  the  operation ; 


the  seventh  in  1915;  the  eighth  in  1920;  the 
ninth  in  1922 ; and  the  remainder  since  that  date. 
In  all  of  the  earlier  cases,  the  patients  have  re- 
mained well  and  free  from  pain,  and  while  the 
later  ones  have  been  relieved,  it  is  too  short  a 
time  since  the  operation  to  claim  that  they  are 
jiermanently  cured. 

The  first  two  cases  were  reported  in  1913 
(Morris  J.  Lewis  and  William  J.  Taylor,  Ther- 
apeutic Gaactte,  June  15,  1913),  and  eight  addi- 
tional cases  were  reported  at  a meeting  of  the 
Philadelphia  County  Medical  Society,  April  26, 
1922  (William  J.  Taylor,  New  York  Medical 
Journal  and  Medical  Record,  December  20, 
1922). 

As  J.  Mills  Renton  very  truly  says : “The 
benefits  from  surgical  treatment  have  not  been 
widely  recognized,  for  two  reasons : first,  a lack 
of  appreciation  of  the  type  of  case  suitable  for 
operation ; and  second,  the  performance  of  un- 
satisfactory operations  in  the  past,  such  as  nerve 
stitching.”  What  benefit  has  been  derived  from 
nerve  stitching  in  the  past  (and  this  has  been  so 
small  that  it  is  no  longer  practiced)  has  been  due 
to  tearing  off  the  adhesions  in  the  process  of 
stretching. 

There  have  been  no  mortality  or  complica- 
tions in  this  series,  all  the  patients  making  rapid 
and  uninterrupted  surgical  recoveries.  This 
method  of  treatment,  therefore,  is  well  worthy 
of  more  extended  trial  in  properly  selected  cases 
of  chronic  sciatica,  as  the  operation  is  free  from 
risk  of  life  and  offers  almost  certain  relief  from 
pain. 

1825  Pine  Street. 

ABSTRACT  OF  DISCUSSION 

Dr.  James  E.  Talcey  (Philadelphia,  Pa.)  : The  diffi- 
culty of  diagnosing  this  condition  is  great.  Many  years 
ago  Petren  pointed  out  that  in  certain  cases  of  sciatica 
the  tenderness  to  pressure  was  in  the  gluteal  muscles, 
and  not  over  the  sciatic  nerve  itself.  Yawger  later 
adopted  the  same  idea.  Muscle  spasm  may,  then,  be  the 
primary  cause  of  the  pain,  and  the  nerve  itself  secon- 
dary. 

In  ordinary  sciatica,  the  pain  may  be  in  the  upper 
sacral  region,  in  the  hip,  over  the  nerves  in  the  gluteal 
region,  in  the  popliteal  space,  and  about  the  external 
malleolus.  Any  or  all  of  these  regions  may  show  ten- 
derness to  pressure.  Various  conditions  diagnosed 
sciatica  may  be  due  to  static  change  and  muscle  spasm, 
simulating  this  picture. 

Lindstedt’s  experience  in  this  respect  could  easily  be 
duplicated.  In  100  cases  diagnosed  sciatica  at  various 
Stockholm  hospitals,  he  sought  for  causative  changes  in 
the  lower  extremities,  back,  and  pelvis.  In  91  cases,  he 
found  positive  results.  Among  the  findings  were  arthri- 
tis of  knee  and  hip  joints,  varices,  affections  of  the 
spine  (spondylitis  deformans,  fracture,  organic  deformi- 
ties), flat  feet,  traumatism  of  the  feet,  slackness  of  the 
knee  joint,  tumors,  salpingitis,  and  constitutional  static 
weakness.  Seven  of  his  cases  were  of  gonorrheal 
origin. 
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The  relation  between  these  abnormalities  and  the  pain 
in  calf,  thigh,  gluteal  or  lumbar  regions  was  not  acci- 
dental. The  pain  was  due  to  static  changes,  and  was 
was  on  the  same  side  as  the  pathologic  finding.  Thus 
sciatica  may  be  like  a referred  neuralgia. 

Nor  does  Lindstedt  exhaust  the  list.  Sharp  retroflex- 
ion, pregnancy,  diseases  of  the  pelvic  bones,  and  sacro- 
iliac disease  may  be  added.  Intra-abdominal  tumors, 
inguinal  hernia,  psoas-muscle  disease,  and  local  herpes 
have  all  caused  pain  suggesting  a sciatica.  In  diabetes, 
one  expects  a bilateral  pain.  Intermittent  limp  (festina- 
tion)  and  tabes  should  not  escape,  if  the  patient  is  care- 
fully examined.  In  advanced  arteriosclerosis,  the  same 
process  affects  the  vessels  supplying  the  sciatic  nerve, 
and  prepares  the  way  for  a sciatica. 

Much  has  recently  been  said  concerning  spondylitis 
deformans  as  a cause  of  sciatica.  In  patients  of  middle 
life  and  beyond,  x-ray  pictures,  in  a large  proportion  of 
cases,  show  slight  deformities  of  the  vertebrae.  The 
more  intense  the  change  and  the  greater  the  bony  defor- 
mity, especially  if  it  is  in  the  lumbosacral  region,  the 
more  likelihood  is  there  of  a connection  between  this 
condition  and  a sciatic  pain,  but  the  number  of  cases 
is  not  large.  That  such  changes  in  the  cervical  region 
can  cause  pain  in  that  region  by  reflex  muscle  spasm, 
Forestiere  disclosed  has  convincing  evidence.  The 
spondylitis  is  permanent,  but  the  pain  does  improve  or 
entirely  disappear,  even  in  the  sciatic  cases.  Thus, 
simple  spondylitis  is  not  enough  to  explain  the  symp- 
toms, but  the  added  muscle  spasm  and  final  relaxation 
seem  to  be  actual  entities  in  these  cases. 

Dejerine  apparently  thought  that  disease  of  the  nerve 
roots  and  their  meningeal  coverings  due  to  syphilis  was 
a common  cause  of  sciatica. 

It  is  interesting  to  know  that  Petren  and  Otterstrbm 
performed  lumbar  puncture  in  49  cases  of  sciatica,  and 
studied  the  spinal  fluid.  In  47  cases,  the  Wassermann 
reaction  was  negative.  Two  cases  were  syphilitic. 
They  conclude  that  in  ordinary  sciatica  the  cerebro- 
spinal fluid  seems  to  be  regularly  free  from  an  increase 
of  cells ; though  some  such  cases  may  show  a slight 
increase  in  pressure  and  albumin  content. 

Dr.  Taylor  (in  closing)  : In  all  the  cases  reported 
there  has  been  a very  careful  examination  to  elimi- 
nate doubt  as  to  diagnosis.  At  the  Philadelphia  Ortho- 
pedic Hospital  and  Infirmary  for  Nervous  Diseases, 
where  a large  number  of  patients  come  for  the  relief 
of  sciatic  pain,  there  are  not  more  than  two  or  three 
cases  a year  in  which  operation  is  even  to  be  con- 
sidered. Every  possible  case  of  disease  of  the  spine  and 
of  the  sacro-iliac  joints,  as  well  as  of  referred  pain,  is 
eliminated. 

Cases  described  in  my  paper  as  “Type  1”  are  the  most 
helped  by  operation.  Practically  every  known  method 
of  treatment  has  been  tried  in  these  cases,  and  the  con- 
clusion has  been  reached  that  in  a very  few  properly 
selected  cases,  radical  procedure,  such  as  this,  offers 
a very  distinct  hope  of  complete  relief.  This  has  been 
demonstrated  in  the  sixteen  cases  reported  above. 


SCIENTIFIC  EXHIBIT 

The  chairman  of  the  Scientific  Exhibit  for  the  Har- 
risburg Session,  October  5 to  8,  1925,  is  Dr.  Joseph  V. 
Klauder,  1934  Spruce  St.,  Philadelphia,  Pa.  Plans  are 
now  under  way  for  the  best  Scientific  Exhibit  ever  pre- 
sented by  the  State  Society,  and  all  who  wish  to  par- 
ticipate should  communicate  immediately  with  Dr. 
Klauder. 


THE  TREATMENT  OF  DIABETES  IN 
PRIVATE  PRACTICE* 

H.  G.  SCHLEITER,  M.D. 

PITTSBURGH,  PA. 

The  purpose  of  this  paper  is  to  present  cer- 
tain suggestions  for  the  treatment  of  diabetes 
outside  the  hospital,  where  laboratory  facilities 
other  than  urine  examinations  are  not  available, 
or  are  available  only  on  occasions,  and  where  no 
dietitian  is  at  hand  to  compute  the  diet  from  a 
formula.  The  majority  of  diabetics  cannot  be 
treated  in  hospitals.  Consequently  it  is  incum- 
bent on  their  physicians  to  be  acquainted  with 
methods  of  treatment  that  are  simple,  sufEciently 
accurate,  and  effective.  As  Joslin  has  remarked, 
“anyone  can  get  a diabetic  patient  sugar-free,  but 
the  education  of  a patient  to  care  for  himself  on 
leaving  the  hospital  constitutes  more  than  ninety 
per  cent  of  the  treatment.” 

Since  the  introduction  of  insulin  treatment  two 
facts  have  been  quite  generally  recognized : 

( I )  the  prime  importance  of  diet  regulation ; 
and  (2)  the  desirability  of  restricting  the  use  of 
insulin  to  a minority  of  cases,  namely,  those  with 
coma  or  impending  coma,  and  those  cases  which 
cannot  be  kept  sugar- free  on  a restricted  diet. 
Insulin  is  not  a cure,  nor  is  it  a talisman  that 
will  permit  a patient  to  eat  what  and  as  much  as 
he  pleases.  To  quote  Joslin  again,  “Every  one 
knows  it  requires  brains  to  live  long  with  dia- 
betes, but  to  use  insulin  successfully  requires 
more  brains.” 

The  successful  treatment  of  diabetes  still  de- 
pends on  those  dietetic  principles  which  were 
effective  before  insulin  was  discovered ; in  fact 
proper  insulin  therapy  has  only  served  to  empha- 
size their  usefulness.  They  are  in  the  main  as 
follows : 

( 1 ) A restricted  diet  with  fall  in  body  weight 
and  a consequent  rise  in  sugar  tolerance.  Even 
with  the  use  of  insulin,  it  has  not  been  shown 
that  great  gain  in  weight  is  necessary  or  desir- 
able. The  contrary  is  rather  the  case,  and  it  is 
believed  that  a diabetic  patient  will  live  longer 
and  more  comfortably  if  his  weight  is  kept  ten 
per  cent  to  twenty  per  cent  below  the  normal 
average. 

(2)  The  limitation  of  protein  intake  to  one- 
half  gram  to  one  gram  per  kilogram  of  body 
weight.  The  reasons  for  this  are  that  an  excess 
of  protein  increases  metabolism  and  interferes 
with  the  oxidation  of  glucose ; also  that  58% 
of  protein  is  itself  metabolized  as  glucose. 

(3)  The  maintenance  of  carbohydrates  and 
fats  in  a proper  keto-antiketogenic  relation,  or  in 

* Read  before  the  Section  on  Medicine  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  8,  1924. 
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other  words  not  giving  fat  in  such  great  amount 
that  the  carbohydrate  part  of  the  food  is  insuffi- 
cient to  oxidize  it,  and  ketone  bodies  result  in  the 
urine.  It  is  true,  as  Wilder  has  shown,  that  in 
the  so-called  “healthy”  diabetic  a considerable 
ketosis  may  exist  without  producing  acidosis ; 
but  the  severe  cases  can  be  more  readily  made 
sugar-free  if  the  fats  are  kept  well  within  the 
molecular  ratio  of  i : 2,  which  expressed  in 
grams,  represents  3 grams  of  fat  to  i gram  of 
carbohydrate. 

Concerning  the  use  of  insulin,  several  points 
should  be  borne  in  mind : 

( 1 ) The  majority  of  patients,  probably  three 
fourths,  do  not  require  insulin  at  all.  Such  are 
the  mild  obese  cases  which  may  be  controlled 
by  a moderate  reduction  of  their  usual  diet.  In 
this  group  are  also  the  more  advanced  cases  in 
which  sugar  disappears  on  a maintenance  diet, 
and  whose  diet  can  be  sufficiently  raised  above  the 
maintenance  to  allow  them  to  continue  at  work 
and  remain  sugar-free. 

(2)  It  should  be  used  under  the  careful  obser- 
vation of  patient  and  physician  and  with  an 
understanding  of  the  symptoms  of  insulin  shock, 
namely,  sudden  hunger,  faintness,  sweating, 
trembling,  pallor,  and  rapid  pulse. 

(3)  Before  administering  insulin,  the  patient’s 
glucose  tolerance  should  be  determined  as  a 
basis  for  dosage.  This  is  done  by  ascertaining 
the  sugar  value  of  the  diet — considering  100 
per  cent  of  carbohydrate,  58  per  cent  of  protein, 
and  10  per  cent  of  fat  as  glucose,  and  deducting 
from  the  sum  of  these  the  average  daily  excre- 
tion of  glucose  in  the  urine. 

(4)  Insulin  should  be  used  only  in  quantities 
sufficient  to  allow  the  patient  a diet  on  which  he 
may  perform  his  ordinary  duties  and  metabolize 
his  food.  Large  doses,  with  increased  diet  to  cor- 
respond, which  are  given  with  the  idea  of  a large 
gain  in  weight,  usually  fail  of  their  purpose. 
MacLeod  has  pointed  out  the  reason  for  this,  in 
that  the  effect  of  insulin  diminishes  per  unit  as 
the  amount  of  insulin  is  increased.  Furthermore, 
a patient  whose  diet  has  been  kept  excessively 
high  on  large  doses  of  insulin  is  less  resistant  to 
infections  and  other  complications,  and  is  in  im- 
minent danger  of  coma  if  the  supply  of  insulin 
should  for  any  reason  be  suddenly  discontinued. 
The  average  case  does  not  seem  to  need  more 
than  about  30  units  per  day,  and  it  fortunately 
happens  at  times  that  the  supply  may  later  be 
diminished  and  the  patient  remain  sugar-free. 

(5)  It  is  questionable  whether  it  is  really  nec- 
essary to  reduce  the  blood  sugar  to  normal. 
Many  observers  believe  that  it  is  sufficient  to 
render  the  urine  free  of  sugar.  Certainly  it  has 
seemed  to  the  writer,  in  some  cases  at  least,  that 


further  attempts  beyond  this  point  aimed  at 
lowering  blood  sugar  to  normal  required  a dis- 
proportionately large  amount  of  insulin,  and  were 
not  always  successful. 


TREATMENT  OF  PATIENTS  OUTSIDE  THE  HOSPITAL 


A short  stay  in  a hospital,  when  possible,  is 
of  the  greatest  advantage  to  a diabetic  on  account 
of  its  educational  features,  as  is  the  case  with  the 
stay  in  a sanitarium  for  tuberculosis.  Here  the 
patient  can  be  taught  the  meaning  of  the  words 
carbohydrate,  protein  and  fat ; to  compute  diets 
and  record  them ; to  understand  something  of 
caloric  requirements  and  the  relation  of  insulin 
to  food ; to  learn  the  technic  of  insulin  injec- 
tions and  what  symptoms  to  expect  from  an 
overdose,  and  what  to  do  in  case  of  a shortage  of 
insulin ; the  care  of  the  eyes,  teeth,  gastro-intes- 
tinal  tract  and  feet,  and  the  importance  of  taking 
care  of  infections  of  any  sort ; also  how  to  col- 
lect urine  and  make  qualitative  tests  for  sugar. 

Obviously,  where  a patient  is  not  able  to  go 
to  a hospital  or  does  not  live  in  a large  commu- 
nity, the  responsibility  for  treatment  falls  on  his 
physician.  I do  not  mean  to  imply  that  his  phy-. 
sician  can  or  should  be  expected  successfully  to 
treat  all  diabetics,  for  some  of  them  present  diffi- 
cult problems;  but  he  can  do  justice  to  the  ma- 
jority of  them  and  keep  them  sugar-free  and 
able  to  continue  at  their  work. 

The  first  thing  to  be  determined  is  whether 
the  patient  needs  insulin  or  not.  This  is  done 
by  giving  the  patient  a maintenance  diet  for  a 
week.  If  at  the  end  of  this  time  he  is  .sugar- 
free,  he  will  not  require  insulin.  If  he  is  not 
sugar-free,  insulin  should  be  administered. 

For  the  calculation  of  a maintenance  diet  there 
are  a number  of  comparatively  simple  methods. 
The  one  that  I employ  is  that  of  Campbell  by 
which  the  body  surface  in  square  meters  is 
found  on  a Du  Bois  height-weight  chart  and  this 
surface  multiplied  by  the  caloric  requirements 
per  square  meter  for  the  given  age  and  sex.  The 
diet  is  then  computed  as  follows : 


Protein=  2/3  gram  per  Kg. 


Total  calories  — 10  protein 
Carbohydrate= 


30 


Total  calories  protein 

Fat= 

10  2 


The  entire  calculation  takes  a few  minutes 
only.  Another  and  simpler  method  that  may 
be  used  is  to  allow  2/3  gm.  carbohydrate, 
2/3  gm.  protein  and  2 gms.  fat  per  Kg.  of  body 
weight. 

For  the  arrangement  of  a diet  from  the  for- 
mula thus  obtained  it  is  advisable  to  have  a 
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knowledge  of  the  composition  of  a certain  num- 
ber of  the  most  commonly  used  foods,  or  at  least 
to  have  at  hand  the  convenient  cards  devised  by 
Dr.  Joslin.* 

A simple  and  admirable  plan  is  that  arranged 
by  Mildred  C.  Cook  at  the  Chase  Diabetic  Sani- 
tarium in  Los  Angeles.  This  plan  comprises 


a so-called  skeletal  diet  for  all  ( 

:ases,  which 

may 

be  added  to  or 

subtracted  from  at  need. 

and 

provides  a convenient  starting  point.  This  diet 

consists  of  the  following: 

breakfast 

Carbohydrate 

Protein 

Fat 

120  gm.  20%  cream 

4 

4 

24 

15  gm.  oatmeal 

10 

2.5 

I 

coffee 

— 

— 

— 

3 bran  wafers 

— 

— 

— 

DINNER 

100  gm.  5%  salad 

vegetables 

3 

1-5 

100  gm.  5%  cooked 

vegetables 

3 

1-5 

60  gm.  ice  cream 

•5 

9 

1 cup  broth 

I 

1-5 

3 bran  wafers 

— 

— 

— 

SUPPER 

60  gm.  20%  cream 

2 

2 

12 

15  gm.  cereal 

10 

2.5 

I 

100  gm.  5%  vege- 

tables  uncooked 

3 

1-5 

100  gm.  10%  vege- 

tables  cooked 

6 

1-5 

I cup  broth 

I 

1-5 

3 bran  wafers 

— 

— 

— 

Total 

43 

20.5 

47 

This  diet  may  be  added  to  as  follows ; 

ADDITIONAI,  CARBOHYDRATE 
If  less  than  9 gms.  add  10%  fruit 
If  more  than  9 gms.  add  bread  and  fruit 

ADDITION AE  PROTEIN 
If  less  than  6 gms.  add  crisp  bacon 
If  6 gms.  add  an  egg 

If  more  than  6 gms.  add  egg  and  bacon  or  meat 
ADDITIONAE  FAT 

If  less  than  14  gms.  add  butter 

If  more  than  14  gms.  add  butter,  mayonnaise  and  40% 
cream 

An  equally  good  plan,  and  probably  as  simple, 
is  the  use  of  the  test  and  maintenance  diets  of 
Joslin.  The  patient  should  further  have  some 
guide  for  the  actual  preparation  of  foods  such  as 
appears  in  the  Diabetic  Manuals  of  Joslin  and  of 
Wilder  and  Foley. 

If  the  urine  is  not  sugar-free  on  the  mainte- 
nance diet  after  a period  of  one  week,  insulin  is 
indicated,  and  its  dosage  calculated  from  the 


* These  cards  can  be  obtained  from  Thomas  Groom  & Com- 
pany, Inc.,  105  State  St.,  Boston,  particularly  forms  J-6  and 


sugar  excretion  in  the  urine,  counting  one  unit 
of  insulin  to  2 gms.  of  sugar.  If  the  average 
excretion  of  sugar  during  the  week  is  lo  gms., 
5 units  of  insulin  per  day  will  be  required.  After 
the  urine  has  become  sugar- free  the  diet  may 
be  slowly  increased  according  to  the  patient’s 
needs  by  adding  additional  carbohydrate  and 
fat  (the  protein  remaining  unchanged)  and 
giving  sufficient  insulin  to  take  care  of  the 
additional  diet.  If,  for  example,  10  gms.  of  car- 
bohydrate and  20  gms.  of  fat  are  added,  they  rep- 
resent an  additional  sugar  value  of  10+2=12, 
requiring  6 additional  units  of  insulin.  If,  after 
these  measures,  the  urine  still  contains  sugar,  it 
may  be  advisable  to  call  for  a consultation  or 
send  the  patient  to  a hospital. 

If  the  daily  amount  of  insulin  is  small,  it  may 
be  given  before  breakfast;  if  upwards  of  15 
units  a day,  it  may  be  divided  into  three  portions 
and  given  from  one-half  hour  to  twenty  minutes 
before  each  meal.  In  order  to  avoid  a possible 
mild  insulin  reaction  it  may  be  found  advisable 
to  divide  the  diet  so  that  the  bulk  of  carbohy- 
drate is  given  for  breakfast  and  supper,  and  to 
give  the  day’s  supply  of  insulin  in  two  doses — 
^ before  breakfast  and  before  supper. 

Blood-sugar  determinations,  wliile  desirable 
and  of  great  help,  are  not  indispensable,  par- 
ticularly if  the  urine  is  frequently  examined.  In 
the  beginning  this  should  be  done  after  each 
meal.  The  continued  absence  of  sugar  is  an 
indication  for  increasing  the  diet  or  reducing  the 
amount  of  insulin.  If  insulin  is  begun  in  small 
doses  and  slowly  increased  to  the  point  of  dis- 
appearance of  sugar,  an  insulin  reaction  is  not 
greatly  to  be  feared.  However,  the  patient 
should  be  acquainted  with  the  symptoms,  and  on 
their  appearance  be  instructed  to  take  the  juice 
of  an  orange  or  a few  lumps  of  sugar.  Even 
in  the  treatment  of  diabetic  coma,  blood-sugar 
determinations  are  not  absolutely  necessary. 
During  the  administration  of  insulin  in  these 
cases,  Joslin  recommends  a catheter  left  in  the 
bladder,  with  frequent  examinations  of  the 
urine  for  sugar.  Since  sugar  disappears  from 
the  urine  long  before  the  blood  sugar  becomes 
lowered,  the  disappearance  of  urinary  sugar,  to- 
gether with  evidences  of  clinical  improvement  in 
the  patient  will  be  a sufficient  guide  for  stopping 
insulin  or  lowering  its  dose. 

COM  PLICATIONS 

If  the  sugar  tolerance  is  very  low,  the  patient 
should  be  kept  continuously  in  bed  to  avoid  a 
serious  Joss  of  weight. 

If  diarrhea  occurs  in  a patient  who  is  receiv- 
ing insulin,  there  is  danger  of  hypoglycemia.  He 
should  immediately  go  to  bed  and  call  his  physi- 


August,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


761 


cian.  He  should  have  his  bowels  cleared,  take 
plenty  of  water,  and  in  place  of  his  previous  diet, 
eat  strained  oatmeal  gruel.  Insulin  should  be 
decreased  until  sugar  begins  to  appear  in  the 
urine. 

In  severe  infections  of  any  sort,  it  will  prob- 
ably become  necessary  to  give  very  large  doses 
of  insulin  to  control  the  glycosuria.  One  hun- 
dred units  or  more  per  day  may  be  necessary. 

In  case  of  severe  acidosis  the  patient  should  be 
put  to  bed  at  once  and  kept  warm.  The  bowels 
should  be  cleared  and  large  quantities  of  water 
administered,  together  with  oatmeal  gruel  and 
orange  juice.  The  dosage  of  insulin  should  be 
increased  and  given  at  more  frequent  intervals 
until  sugar  in  the  urine  begins  to  decrease  and 
disappear. 

If  coma  occurs,  there  is  need  for  the  greatest 
persistence  and  vigilance.  Patients  seen  in  the 
early  stages  of  coma  can  almost  surely  be  saved. 
If  the  coma  is  deep,  the  prospects  of  recovery 
diminish  with  the  length  of  time  that  coma  has 
existed.  The  doses  of  insulin  should  be  large ; 
if  the  case  is  dangerous,  scarcely  less  than  loo 
units  the  first  day,  and  it  may  be  that  they  will 
have  to  be  greater  than  this.  Glucose  should  be 
given  intravenously  for  two  reasons : first,  to 
prevent  hypoglycemia ; second,  because  it  is  be- 
lieved that  it  helps  to  increase  the  oxidizing 
power  of  the  insulin.  The  amount  of  glucose  in 
grams  may  be  equivalent  to  one  half  the  number 
of  units  of  insulin  employed.  Salt  solution 
should  be  given  freely  by  rectum  or  hypodermi- 
cally to  prevent  dehydration  of  the  tissues. 

hygienic  directions 

The  patient  should  be  taught  to  take  at  least 
lo  hours  rest  out  of  the  24.  He  should  also 
exercise  freely,  as  this  helps  to  oxidize  the  carbo- 
hydrates. If  exercise  is  cut  off  for  any  reason, 
the  carbohydrate  in  the  diet  should  also  be  re- 
duced. 

He  should  be  instructed  in  the  importance  of 
caring  for  his  teeth  and  eyes,  to  keep  his  feet  in 
good  condition,  and  to  give  immediate  attention 
even  to  the  most  trivial  kind  of  infection. 

The  patient  should  also  know  the  dose  of  in- 
sulin in  units  and  be  instructed  in  the  technique 
of  administering  insulin  himself,  or  of  having 
it  done  by  some  one  in  his  house.  If  the  supply 
of  insulin  should  be  cut  off,  it  is  best  to  reduce 
the  diet  immediately  by  one  third  or  one  half. 

Possibly  one  of  the  most  important  things  that 
a diabetic  patient  can  do,  and  one  that  will  enlist 
his  intelligent  interest  and  cooperation,  is  to  keep 
daily  a systematic  notebook.  This  he  should 
present  on  all  his  visits  to  the  doctor,  together 
with  a sample  of  a 24-hour  collection  of  urine. 


The  notebook  should  contain  a record  of  urine 
tests  and  weight,  a systematic  record  of  the  kinds 
of  food  taken  each  day,  together  with  its  caloric 
value  and  its  content  in  terms  of  carbohydrate, 
protein  and  fat.  If  this  plan  is  followed,  the 
patient  will  receive  the  maximum  benefit  from 
his  visits,  and  the  doctor  will  be  furnished  with 
reliable  data  upon  which  to  base  his  further 
advice. 

In  conclusion,  it  may  be  emphasized  that  the 
objects  to  be  attained  in  treating  diabetes  are: 
first,  to  keep  the  urine  sugar-free  and  to  lower 
the  blood  sugar  as  near  to  normal  as  practicable ; 
second,  to  prevent  acidosis ; third,  to  maintain 
a satisfactory  weight. 

One  should  not  be  satisfied  with  merely  re- 
ducing the  quantity  of  urinary  sugar,  nor  main- 
taining the  patient  with  a trace  of  sugar.  Unless 
the  urine  can  be  kept  completely  sugar-free,  the 
first  element  of  the  satisfactory  treatment  of 
diabetes  has  not  been  attained. 

5004  Jenkins  Arcade  Building. 

DISCUSSION 

Dr.  George  M.  Piersoe  (Philadelphia,  Pa.)  : I never 
listen  to  a paper  on  the  treatment  of  diabetes,  such  as 
this,  without  a feeling  of  humiliation  and  chagrin  as  I 
recall  some  of  the  misguided  methods  by  which  we 
handled  diabetics  in  those  dark  days  when  diabetes 
represented  one  of  the  most  difficult  and  hopeless  types 
of  disease  that  came  to  the  attention  of  the  physician. 
Today  the  entire  aspect  of  the  disease  has  changed, 
thanks  to  the  epoch-making  studies  of  Joslin,  Allen, 
Woodyatt  and  a host  of  others,  and  more  recently  to 
the  discovery  of  insulin. 

The  astonishing  fact  remains  that,  in  spite  of  this 
tremendously  improved  therapeutic  armamentarium,  a 
host  of  diabetics  are  still  treated  unscientifically  and 
unsuccessfully.  One  reason  for  this  is  because  the 
successful  treatment  of  the  diabetic  requires  a great 
deal  of  time  and  study  on  the  part  of  the  doctor,  and 
much  forbearance  and  intelligence  on  the  part  of  the 
patient.  A second  reason  is  the  widespread  miscon- 
ception that  it  is  sufficient  if  there  is  not  too  much 
glycosuria  present.  An  example  of  this  attitude  re- 
cently came  to  my  attention  in  the  case  of  an  estimable 
old  lady  who  had  a moderate  percentage  of  sugar  in 
her  urine,  but  nevertheless,  insisted  that  “all  old  people 
have  a little  diabetes”  and  that  she  would  rather  die 
than  alter  any  of  her  diatetic  habits — a wish  which  she 
is  in  a fair  way  to  have  fulfilled  in  the  near  future. 

It  is  well  to  remember  that  there  is  no  such  thing 
as  a person  with  diabetes  who  is  not  seriously  sick. 
Every  diabetic  is  a potential  case  of  coma,  and  every 
day  that  his  carbohydrate  metabolism  is  overstrained 
lessons  his  chances  of  recovery.  It  is  unfair  to  the 
patient,  as  well  as  unintelligent,  to  be  satisfied  with 
simply  reducing  the  amount  of  sugar  in  the  urine. 
Every  effort  should  be  made  not  only  to  abolish  the 
glycosuria,  but  if  possible,  to  see  that  the  blood  sugar 
is  brought  down  to  a normal  level  and  kept  there. 
In  order  to  accomplish  this,  careful  individual  study 
of  each  patient  is  essential.  There  is  no  such  thing 
as  a universal  diabetic  diet  that  can  be  passed  out 
indiscriminately  to  every  one  who  has  sugar  in  his 
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urine.  Each  case  of  diabetes  represents  a special 
personal  problem.  What  is  good  for  one  is  not  good 
for  another.  Much  of  the  failure  to  reduce  the  number 
of  diabetics  is  due  to  the  fact  that  we  fail  to  individual- 
ize enough  in  managing  our  patients.  Until  it  is  more 
widely  understood  that  every  diabetic  must  be  indi- 
vidually studied  and  handled  in  accordance  with  his  or 
her  special  individual  requirements,  we  cannot  hope 
for  the  uniform  success  that  we  should  attain  in  the 
management  of  this  group  of  cases. 

Even  the  introduction  of  insulin  has  not  altered  the 
situation,  in  so  far  as  the  importance  of  dietetic  treat- 
ment is  concerned.  The  idea  that  insulin  is  a panacea 
for  every  case  is  entirely  erroneous,  as  has  been  pointed 
out  by  all  writers  on  the  subject.  That  insulin  has 
been  and  is  a life-saving  measure  is  true,  but  that 
every  case  is  suitable  for  insulin  is  not  true.  Un- 
doubtedly every  case  of  actual  or  threatened  coma 
requires  insulin  therapy,  and  active  insulin  therapy  at 
that.  There  is  no  use  in  approaching  a case  of  coma 
and  not  giving  adequate  doses  of  insulin  because  there 
has  been  no  opportunity  to  estimate  the  blood  sugar. 
No  patient  would  be  in  coma  if  the  blood  sugar  were 
not  very  high. 

Another  type  of  cases  in  which  insulin  is  indicated 
is  in  patients  undergoing  surgical  operations  in  the 
presence  of  diabetes.  A third  group  includes  those  cases 
of  diabetes  which  are  complicated  with  hyperthyroidism. 
Still  another  group  comprises  those  instances  of  severe 
diabetes  that  cannot  be  rendered  sugar-free  under 
reasonable  dietary  restrictions.  The  tuberculous  pa- 
tient represents  another  class  that  requires  adequate 
nutrition  in  order  to  maintain  sufficient  strength,  and 
there  is  a group  of  mild  diabetics  who  need  insulin  in 
order  to  be  able  to  metabolize  enough  food  to  bring 
up  the  body  weight  and  maintain  nutrition. 

Dr.  Schleiter  mentioned  keeping  diabetic  patients 
in  the  hospital  for  a certain  period.  This  is  important. 
I think  one  important  factor  in  the  unsuccessful  treat- 
ment of  diabetics  by  some  men  is  their  refusal  to 
handle  patients  unless  these  patients  can  be  placed  in 
a hospital  for  study.  Such  observation  is  a point  of 
departure  in  every  instance.  I know  of  nothing  so 
futile  as  to  try  to  treat  a diabetic  casually,  without 
knowing  what  the  sugar  tolerance  is  or  what  the 
caloric  needs  and  intake  are.  Along  such  lines  an 
initial  stage  of  hospital  treatment  is  of  great  impor- 
tance to  the  diabetic. 

The  question  of  blood  sugar  has  been  touched  upon. 
Its  estimation  is  an  important  help  in  any  case,  al- 
though not  always  obtainable.  Although  in  some  cases 
blood-sugar  determinations  cannot  be  done,  by  care- 
fully watching  the  urinary  sugar  one  can  frequently 
draw  reasonably  accurate  conclusions  as  to  whether 
the  blood  sugar  is  too  high.  It  must  be  remembered, 
however,  that  in  some  cases,  such  as  the  arterioscle- 
rotics  and  nephritics,  there  is  a high  renal  threshold, 
and  conversely  there  are  young  people  and  others  who 
are  mild  diabetics  whose  threshold  is  low  and  who  will 
have  a high  urinary  sugar  with  a low  blood  sugar. 
In  the  former  group  there  is  a distinct  danger,  be- 
cause while  the  urinary  sugar  is  not  so  high,  without 
suspecting  it  we  may  be  dealing  with  a case  of  serious 
hyperglycemia. 

Any  one  who  attempts  to  treat  cases  of  diphtheria 
without  antitoxin  or  to  handle  smallpox  without  vacci- 
nation is  open  to  censure,  and  yet  they  are  no  less  open 
to  censure  than  those  who  attempt  to  treat  diabetics 
in  a casual  way.  In  view  of  what  we  know  can  be 
accomplished  by  the  use  of  insulin  and  careful  dietetic 
study,  it  would  seem  that  all  are  open  to  criticism  who 


neglect  these  things.  This  is  all  the  more  true  when 
we  realize  that  every  diabetic,  no  matter  how  slight 
the  degree  of  the  affection,  when  carelessly  treated  is 
being  allowed  to  go  down  the  path  to  inevitable  dis- 
aster. 

Dr.  R.  Max  Goepp  (Philadelphia,  Pa.)  ; There  are 
one  or  two  practical  points  in  the  employment  of  insu- 
lin that  should  be  emphasized.  In  the  examination  of 
the  urine  in  cases  where  the  urinary  sugar  is  below 
I or  2 per  cent,  it  is  useful  to  examine  several  speci- 
mens a day — one  after  each  meal — and  not  be  content 
with  examining  only  the  twenty-four-hour  quantity.  In 
this  way  it  is  sometimes  found  that  all  the  sugar  of  the 
day’s  output  is  contained  in  one  specimen,  apparently 
caused  by  the  meal  preceding  the  collection  of  that 
specimen.  In  this  way  one  gets  an  idea  of  the  proper 
distribution  of  the  doses  of  insulin.  I have  one  patient 
who  takes  four  doses  instead  of  three  a day  because  I 
found  that  it  was  apparently  his  morning  urine  which 
contained  the  sugar,  and  by  giving  an  extra  dose  at 
bedtime  I was  able  to  clear  up  his  urine. 

Another  point  relates  to  those  very  interesting  cases 
of  gangrene  which  we  have  occasion  to  see  for  our 
surgical  confreres.  I have  seen  several  of  these  cases, 
and  usually  they  respond  to  treatment  very  well  when 
they  are  being  prepared  for  operation,  and  stand  the 
operation  fairly  well.  I have  a case  now  in  the  hospital 
which  brings  up  a point  that  I think  we  do  not  always 
consider  in  these  cases,  and  perhaps  in  the  advice  we 
may  give  to  our  surgical  consultants — that  is  the  im- 
portant factor  of  arteriosclerosis  in  addition  to  the 
diabetes  in  these  old  patients  with  gangrene  of  the 
extremities.  In  this  case  there  was  a very  small  patch 
of  gangrene  on  one  toe,  and  we  gave  the  patient  a 
week  of  treatment  in  the  hope  of  avoiding  amputation. 
In  a week  we  took  off  the  toe  and  he  recovered  very 
well  from  the  operation,  but  the  wound  did  not  heal. 
Einally  it  was  decided  to  take  the  leg  off  above  the 
knee.  In  the  specimen  it  was  interesting  to  note  that 
the  artery  was  in  fairly  good  condition  above  the  knee, 
but  below  the  knee  was  almost  completely  occluded. 
It  felt  like  a wire  from  the  knee  to  just  above  the 
ankle;  below  that  the  artery  was  again  permeable.  In 
this  case  the  arteriosclerosis  was  quite  as  important  a 
factor  as  the  gangrene. 

Another  word,  about  the  preparations  on  the  market 
which  are  said  to  be  efficacious  when  taken  by  mouth : 
I had  a patient  who  had  begged  me  to  permit  him  to 
take  one  of  these  preparations,  because  he  had  been 
told  that  it  was  very  effective.  I had  heard  from 
other  patients  and  from  one  consultant  that  they  had 
obtained  good  results  with  this,  and  I finally  allowed 
this  patient  to  use  it.  After  that  experience  I am  fully 
convinced  that  these  preparations  are  absolutely  value- 
less, and  I think  we  should  condemn  them  absolutely, 
as  many  patients  depend  upon  them  as  a panacea  for 
their  diabetes. 


TWELVE  RULES  FOR  HEALTH 

1.  Do  some  setting-up  exercises  daily.  2.  Play  some 
adult  athletic  game  three  times  each  week.  3.  Spend 
one  afternoon  in  the  open  each  week.  4.  Walk  a brisk 
mile  or  two  daily.  5.  Breathe  deeply  several  times 
daily.  6.  Sleep  with  windows  open  eight  hours  daily. 
7.  Eat  some  fruit  and  coarse  vegetables  daily.  8.  Chew 
all  food  well  before  swallowing.  9.  Drink  two  quarts 
of  water  daily.  10.  Have  a bowel  movement  once  or 
twice  daily.  11.  Take  a bath  or  a vigorous  rub  daily. 
12.  Celebrate  your  birthday  by  having  a health  exami- 
nation by  a competent  physician. 
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SELECTIONS 

SOME  REMARKS  ON  KUMMELL’S 
DISEASE 

WITH  THE  RECORD  OF  AN  INTERESTING  CASE 
A.  EDWARD  COLCHER,  M.D. 

PHILADELPHIA,  PA. 

Post-traumatic  spondylitis,  or  KiimmeH’s  dis- 
ease, was  first  brought  forcibly  to  the  attention 
of  the  medical  profession  in  1895,  when  Kiim- 
niell,  in  the  Deutsche  Medidnische  Wochen- 
schrift,  made  the  pronouncement  that  compres- 
sion fracture  of  the  spinal  bodies  is  frequently 
undiagnosed  or  incorrectly  diagnosed  at  the  time 
of  the  injury.  Supplementing  his  assertion,  he 
had  published  a series  of  six  cases,  in  which  he 
described  at  great  length  the  clinical  behavior  and 
the  pathological  findings  in  this  important  class 
of  cases. 

Wfith  the  recognition  of  this  new  clinical  en- 
tity, a different  interpretation  was  placed  upon  a 
number  of  conditions  affecting  the  spinal  column. 
A differential  diagnosis  was  thereafter  to  be 
made  betwen  KiimmeH’s  disease,  on  the  one  hand, 
and  “railway  spine,”  Pott’s  disease,  neuroses, 
back  sprain,  contusions  and  ankylosing  spondy- 
litis on  the  other.  Thus,  the  new  entity  took  on 
added  significance,  because  it  invoked  the  best 
thought  of  the  general  clinician,  the  orthopedic 
surgeon,  the  neurologist  and  the  roentgenologist. 

For  some  time  before  his  public  announcement, 
Kiimmell  had  been  making  a searching  study  into 
the  true  condition  of  post-traumatic  spondylitis, 
so  that  his  studies  were  entirely  independent  of 
the  x-rays,  the  latter  discovery  being  given  to 
the  world  at  about  the  same  time  as  KiimmeU’s 
first  publication  in  the  German  medical  press. 

As  Kummell’s  disease  is  not  infrequently  sus- 
tained in  the  discharge  of  duties  at  industrial 
plants,  the  importance  of  its  correct  interpreta- 
tion becomes  at  once  apparent,  when  one  con- 
templates the  role  it  plays  in  suits  for  damages. 

In  all  cases  of  post-traumatic  spondylitis,  the 
underlying  cause  is  injury.  This  may  be  mild  or 
severe,  and  the  force  applied  directly  or  indirect- 
ly. The  production  of  the  fracture  is  usually  the 
result  of  the  force  being  trasmitted  through  the 
long  axis  of  the  spine,  or  while  the  patient  is  in 
an  attitude  with  the  spine  flexed. 

As  such  injuries  are  to  be  found  where  elas- 
ticity of  the  spine  is  greatest,  that  is,  where  the 
size  and  thickness  of  the  intervertebral  discs  are 
most  pronounced,  we  naturally  find  them  com- 
mon at  the  dorsolumbar  or  the  lumbar  regions. 

Again,  as  a rule,  fractures  occur  only  in  the 
portion  of  the  vertebrae  having  a supporting 
function,  that  is,  in  the  bodies : and,  depending 


upon  the  violence  and  the  direction  of  the  ap- 
plied force,  may  result  in  flattening  or  crushing 
of  the  vertebral  bodies.  However,  when  the 
force  is  insufficient  to  cause  such  immediate 
crushing  damage,  it  may,  nevertheless,  be  capable 
of  causing  a contusion  of  the  spongy  texture  of 
the  vertebral  segment,  with  a resultant  gradual 
bony  atrophy  and  a collapse  of  these  segments  at 
a later  period  (KiimmeH’s  disease.) 

In  order  to  clarify  a much  misunderstood  sub- 
ject, it  is  well  to  adhere  to  the  clear-cut  clinical 


Fig.  1.  Kummeirs  Disease.  Kyphosis  noted  one  year  after 
injury. 


stages  in  which  Kiimmell  places  all  classes  of 
this  affection;  (1)  The  stage  of  initial  injury, 
with  its  varying  degree  of  surgical  shock.  (2)  A 
stage  of  latency  wherein  the  patient  attends  to 
his  usual  routine  duties.  (3)  The  third  stage, 
where,  after  an  interval  of  weeks,  months  or 
years,  an  angular  kyphosis  is  evidenced,  asso- 
ciated ofttimes  with  enough  pain  to  confine  the 
individual  to  his  bed. 

In  association  with  this  pain,  there  is  usually 
localized  tenderness,  asymmetry  of  the  spinous 
processes,  perhaps  some  paraplegia,  but  rarely 
involvement  of  the  bladder  and  rectum. 

Another  point  not  to  be  lost  sight  of,  is  the 
fact  that  there  may  or  may  not  be  nerve  symp- 
toms, there  may  or  may  not  be  paralysis,  all  of 
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which  depends  upon  the  site  and  the  extent  of  the 
injury.  We  must  remember  that  the  cord  ter- 
minates at  the  level  of  the  first  lumbar  vertebra, 
and  that  because  unusual  disability  or  paralysis 
does  not  exist,  we  are  not  to  infer  that  the  injury 
is  not  of  serious  moment. 

Indeed,  Kiimmell  pointed  out  long  since  that 
while  the  condition  may  not  be  one  of  immediate 
fracture,  yet  contusion  of  the  vertebral  spongi- 
osa,  with  bony  atrophy  and  gradual  compression 
of  the  segments,  will  ultimately  result  in  frac- 
ture and  deformity  just  as  great  as  an  immediate 
crush  fracture  from  a violent  force. 

Compression  fractures  of  the  vertebral  bodies 
may  be  classified  as  follows  : ( 1 ) Compression 
fracture  of  the  body  of  the  vertebra,  with  com- 
plete paralysis  and  practically  no  return  of  func- 
tion. (2)  Fracture  of  the  same  type,  with 
partial  or  apparently  complete  recovery.  (3) 
Delayed  compression  fracture,  with  symptoms 
(Kiimmell’s  disease). 

Early  in  Kummell’s  disease,  that  is,  a short 
time  after  the  reception  of  the  injury,  the  x-ray 
plate  may  be  negative,  and  there  may  be  appar- 
ently nothing  abnormal  in  the  condition  as  appre- 
ciated by  the  clinician. 

Nevertheless,  x-ray  examinations  should  be 
made  in  every  case  of  spinal  injury,  and  should 
the  roentgenologist  or  physician  be  asked  for  an 
expression  of  opinion,  a guarded  reply  should  be 
forthcoming.  Among  some  clinicians,  injuries 
to  the  spine  are  so  seriously  regarded  that  they 
treat  all  of  these  cases  as  they  would  fractures  in 
this  region. 

As  before  stated,  this  class  of  injury  is  pecu- 
liar in  the  frequent  lateness  of  appearance  of 
pathological  conditions,  so  that  it  is  not  an  error, 
in  our  present  state  of  knowledge,  to  regard 
many  of  these  cases  of  compression  fracture  as 
being  of  no  particular  import  at  first,  especially 
when  there  is  no  demonstrable  lesion  on  the  plate. 
Later,  as  the  osseous  changes  are  manifest,  the 
diseased  condition  is  established. 

There  is,  and  has  been,  much  speculation  as 
to  the  reason  why  the  true  condition  is  for  a long 
time  thus  masked.  It  is  asserted  that  possibly 
the  technic  may  be  at  fault,  and  that  clearness  of 
definition  is  often  lacking  in  this  region  upon  the 
sensitized  plate.  Much,  of  course,  depends  upon 
the  skill  of  the  roentgenologist  in  his  correct  in- 
terpretations.^ Be  this  as  it  may,  early  roent- 
genograms of  compression  fractures  are  usually 
negative. 

The  kyphosis  may  be  marked,  slight,  or  appar- 
ently entirely  absent.  One  word  just  here  seems 
pertinent.  Although  the  force  delivered  in  many 
of  these  cases  is  sufficient  to  cause  a compression 
fracture,  yet  there  is  little  if  any  permanent  im- 


pairment of  the  nerves,  as  evidenced  in  loss  of 
motor  power.  True,  in  many  of  these  cases, 
there  is  a temporary  paralysis,  but  this  is  often 
due  to  inflammation  and  consequent  edema, 
which,  affecting  the  segments  of  the  cord  and  the 
exits  of  the  nerves,  may  interfere  with  locomo- 
tion. But  as  this  exudate  is  absorbed  and  the 
inflammatory  symptoms  disappear,  the  paralytic 
symptoms  likewise  vanish.  This,  however,  is 
not  a signal  that  the  injury  is  not  one  for  serious 
consideration. 

It  is  believed,  therefore,  that  the  most  feasible 
theory  is  that  one  which  presupposes  that  such 
injury  to  the  spine  causes  at  least  a certain 
amount  of  injury  to  the  body  of  the  vertebra, 
and  that  a gradual  destruction,  resulting  ulti- 
mately in  a crushing  of  the  vertebral  body,  must 
occur. 

It  is  asserted  that  much  suffering  and  danger 
may  be  avoided  if,  either  at  the  onset  or  at  the 
time  of  the  accident,  x-ray  pictures  are  taken. 

In  this  very  brief  consideration  of  a subject 
worthy  of  serious  study  and  thought,  a history 
is  detailed  about  a rather  unusual  case  of  Kiim- 
mell’s  disease  occurring  in  the  cervical  region. 
In  an  earlier  part  of  this  paper,  attention  is  di- 
rected to  the  occurrence  of  this  affection  in  the 
dorsolumbar  and  lumbar  regions,  setting  forth 
the  reasons  for  its  occurrence  at  these  particular 
locations.  In  all  literature,  a careful  search  has 
revealed  but  two  instances  of  Kiimmell’s  disease 
in  the  cervical  regions.^  These  were  noted  in 
clinics  abroad,  and  do  not  appear  to  have  been 
reported  in  this  country.  For  this  reason  the 
following  case  is  appended : 

A.  D.,  age  23,  brakeman,  on  the  evening  of  October 
23,  1920,  was  thrown  to  the  floor  of  a freight  car,  as  a 
result  of  a collision  with  another  car. 

He  fell  on  the  shoulder  and  right  side  of  the  head, 
and  lay  for  about  five  minutes  stunned  but  not  uncon- 
scious. He  cried  loudly  for  help.  Aid  came  to  him,  and 
he  was  transported  to  a hospital,  where,  after  five  days, 
he  was  discharged  from  the  institution.  No  x-ray  was 
taken. 

At  that  time  he  suffered  a peculiar  discomfort  in  the 
arm  and  shoulder,  and  he  complained  of  slight  stiffness 
in  the  neck.  There  was  no  paralysis. 

About  five  months  later,  he  developed  new  symptoms 
and  was  examined  by  Dr.  J.  W.  McConnell  who  re- 
ported, among  other  things : 

Inability  to  abduct  the  right  arm,  weakness  in  exten- 
sion and  flexion  of  the  forearm  at  the  elbow  joint, 
incomplete  wrist-drop,  incomplete  ulnar  palsy,  disturb- 
ances of  sensation,  hyperesthesia,  etc.  The  left  arm 
appeared  very  weak.  The  left  lower  extremity,  thigh 
and  leg  were  weaker  than  the  right.  There  was  paraly- 
sis of  right  upper  extremity,  involving  muscles  supplied 
by  some  branches  of  the  brachial  plexus.  There  was 
some  atrophy  of  the  tissues  of  the  upper  extremity,  and 
some  disturbance  of  sensation  corresponding  to  the  area 
of  certain  nerve  distributions.  The  neck  was  freely 
movable  without  pain. 
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In  March,  1921,  the  patient  was  referred  by  Dr.  A. 
VV.  Hammer  for  roentgenological  examination  of  the 
cervical  spine.  A compression  fracture  of  the  sixth 
cervical  vertebra  was  found,  with  slight  angulation  to 
the  right.  (Fig.  2.) 


Fig.  2.  Compression  fracture  of  the  sixth  cervical  vertebra, 
with  slight  angulation  to  the  right. 

Because  of  its  special  interest,  the  case  was  followed 
up,  and  the  patient  examined  in  the  early  part  of  1923, 
and  in  January,  1924  (Fig.  3). 

At  this  time,  a complete  ankylosis  of  the  anterior  por- 
tions of  the  bodies  of  the  fifth  and  sixth  cervical  verte- 
brae was  present.  Thus,  nature  had  operated  upon 
herself,  united  the  bones,  and  strengthened  this  part  of 
the  spinal  column.  The  cervical  kyphosis  was  then 
m.anifest. 


It  seems  fitting,  in  concluding  this  paper,  to 
mention  the  fact  that  after  twenty-six  years, 
Ktimmell  came  forward  with  a second  pro- 
nouncement upon  the  same  subject.®  He  states 
that  it  is  not  correct  to  consider  this  disease  a 
rarefying  osteitis  following  traumatism  to  the 
spine, t but  that  there  are  varied  graduations, 
etiologically  considered,  in  which  compression 
fracture  is  merely  one  of  the  contributing  fac- 
tors. In  the  lighter  forms,  he  maintains,  there 
may  be  an  inconsequential  contusion  of  the 
spongiosa,  and  in  addition,  hemorrhagic  infiltra- 
tion and  periosteal  thickening.  He  emphasizes 
the  fact  that  no  lesions  may  be  demonstrable 
clinically,  immediately  following  the  reception  of 
the  injury. 


Since  Kiimmell’s  first  paper,  about  120  cases 
of  this  disease  have  been  reported.  With  the 
exception  of  nine,  these  cases  have  been  pub- 
lished chiefly  in  German  literature,  and  a few  in 
the  French  press. 

The  first  case  reported  in  this  country  was  in 
Frazier’s  Treatise  on  Surgery  of  the  Spine  and 
Spinal  Cord,  in  1918;  then  Baker,  in  Surgery, 
Cvnecologv  and  Obstetrics,  in  1920,  rejwrted  7 
ca.ses ; Jones,  in  the  Journal  of  the  American 
Medical  Association  for  December,  1922,  re- 
ported one  case,  with  a most  thorough  review  of 
the  literature  on  the  subject.  The  youngest  pa- 
tient on  record  was  a child  eight  years  old,  re- 
ported by  Hergens  at  Leipzig  in  1900.  I have 
had  three  cases,  one  involving  the  twelfth  dorsal, 
one  the  eighth  dorsal,  and  the  other,  the  sixth 
cervical  vertebrae. 

To  summarize:  In  all  cases  of  Kummell’s  dis- 
ease, the  underlying  cause  is  injury,  mild  or 
severe,  directly  or  indirectly  applied. 

The  supporting  part  of  the  vertebra,  i.e.,  its 
body,  is  the  {)ortion  where  the  p:)athological 
changes  are  wrought. 

In  crushing  injuries,  the  vertebral  body  is 
likely  to  be  flattened  or  crushed.  In  less  severe 
injury,  contusion  of  the  spongiosa  with  bony 
atrophy  and  collapse  of  the  segments  is  prone 
to  occur. 


Fig.  3.  Complete  ankylosis  of  the  anterior  portions  of  the 
bodies  of  the  fifth  and  sixth  cervical  vertebrae. 


tKummell  has  described  a form  of  rarefying  osteitis  of  the 
spine,  induced  apparently  by  injury.  It  is  characterized  by  pain 
and  weakness,  referred  to  the  back,  and  by  a rounded  kyphosis 
of  the  dorsal  region.  Motor  disturbances  of  the  lower  extremi- 
ties are  frequent. 


In  cases  of  KiimmeH’s  disease,  there  may  be 
no  clinical  manifestations  at  first.  There  is  a 
period  of  latency  e.xisting  over  weeks,  months  or 
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years,  before  the  diagnostic  signs  are  manifest. 

Repeated  x-ray  examinations  are  always  nec- 
essary. Extremely  good  plates  are  necessary, 
and  the  roentgenologist  should  be  skilled  in 
interpretation.  Paralysis  and  motor  disability 
usually  come  at  a later  time,  but  a transient 
paralysis  and  motor  impairment  are  often  caused 
by  an  inflammatory  and  an  edematous  exudate 
of  the  cord,  or  around  the  nerve  exits.  These 
symptoms  usually  clear  up  quickly. 

There  is  much  to  be  learned,  and  much  to  be 
studied  concerning  this  affection.  Kiimmell 
made  his  first  announcement  in  1895.  In  1921, 
just  twenty-six  years  later,  he  felt  called  upon 
to  explain  the  disease  more  fully,  and  to  correct 
many  prevalent  misapprehensions. 

2100  Walnut  Street. 
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PITTSBURGH  ACADEMY  OF 
MEDICINE 


ABSTRACTS 


INFANT  FEEDING 
J.  K.  EVERHART,  M.D. 

That  w’hich  is  commonplace  very  frequently 
is  neglected.  To  an  old  Roman  philosopher  is 
credited  this  bit  of  advice;  “Let  not  things  be- 
cause they  are  common  enjoy  for  that  the  less 
share  of  our  consideration.” 

Proper  feeding  during  infancy  and  early  child- 
hood never  has  received  the  general  attention  it 
deserves.  Pediatricians  long  have  recognized  the 
fact  that  so  much,  affecting  the  entire  life  of  the 
individual,  depends  upon  correct  feeding  and 
upon  the  establishment  of  proper  food  habits, 
but  it  must  be  admitted  that  from  the  profession 
as  a whole  the  subject  has  not  been  given  the 
care  it  should  have. 

Kerley  states  concisely  that  “the  child  is  here 
through  no  choice  of  his  own.  He  is  to  have  a 
future.  His  health,  vigor,  powers  of  resistance, 
happiness,  and  usefulness  as  a citizen  are  deter- 
mined in  no  small  degree  by  the  nature  of  his 
care  during  the  first  years  of  his  life.  He  has  a 
right  to  demand  that  such  care  will  be  given  him 
as  will  be  conducive,  at  least,  to  a sound,  well- 
developed  body,  and  this  should  be  our  first 
thought  and  object  regarding  him.  The  most 
important  factor  in  the  inaking  of  men  and 
women  is  nutrition.” 

The  handicaps  imposed  upon  the  child  because 
of  poor  nutrition  may  follow  him  throughout 


life.  Poorly  nourished  children  are  children 
with  lowered  vitality  and  weakened  resistance. 
It  is  quite  impossible  to  form  an  estimate  as  to 
morbidity  and  mortality,  directly  and  indirectly 
due  to  bad  feeding.  To  consider  only  one  of 
the  deficiency  diseases  of  children,  rickets,  with 
its  results  as  remote  as  adult  life,  should  be  suffi- 
cient to  convince  us  of  the  necessity  for  better 
feeding.  Rickets  and  its  effects,  both  direct  and 
remote,  are  largely  preventable,  and  by  compara- 
tively simple  means.  This  disease  frequently 
leaves  its  mark  upon  the  individual  for  life,  and 
its  existence  renders  the  child  susceptible  to 
intercurrent  diseases. 

Most  of  the  nutritional  disturbances  of  infancy 
and  early  childhood  are  preventable.  One  may 
even  go  so  far  as  to  say  that  almost  all  illness  in 
infancy,  aside  from  acute  infections,  is  either  the 
direct  or  the  indirect  result  of  improper  feeding. 

What  are  some  of  the  conditions  which  arise? 

The  newborn  infant  thrives  and  grows  nor- 
mally when  he  receives  sufficient  amounts  of 
breast  milk,  properly  given.  When  this  supply 
is  interfered  with  or  stopped  entirely,  artificial 
feeding  must  be  instituted.  Many  of  the  dis- 
orders of  nutrition  may  be  traced  to  the  early 
discontinuance  of  breast  milk.  Either  through 
an  unwise  choice  of  food,  or  because  of  an  un- 
suitable mixture,  or  other  disregard  of  fixed 
feeding  principles,  the  child’s  tolerance  for  food 
finally  becomes  so  lowered  that  it  becomes  im- 
possible to  administer  sufficient  food  to  maintain 
life.  These  are  the  so-called  marasmic,  atrophic, 
or  athreptic  infants,  the  type  we  all  know  as  the 
most  difficult  to  handle.  Practically  all  infants 
who  reach  this  stage  have  been  fed  improperly 
during  the  first  three  months  of  life,  and  most 
of  them  have  been  deprived  of  breast  milk  very 
early  in  life. 

One  hesitates  to  quote  statistics,  but  figures 
perhaps  will  help  us  to  understand  more  defi- 
nitely the  risk  which  accompanies  artificial  feed- 
ing. 

Of  43,000  infants  dying  under  one  year,  85% 
were  entirely  artificially  fed,  while  only  15% 
were  wholly  or  partly  breast  fed.  Infants  fed 
artificially,  as  a class,  do  not  gain  as  rapidly  as 
breast-fed  infants,  and  are  more  prone  to  dis- 
turbances of  nutrition,  the  injurious  effects  many 
times  lasting  into  adult  life. 

Both  laymen  and  physicians  have  at  times  been 
too  eager  for  the  institution  of  artificial  feeding. 
It  is  generally  agreed  that  breast  feedings  offer 
the  infant  the  best  food  obtainable  and  that  in- 
fants so  fed  are  less  liable  to  disturbances.  Why, 
then,  so  many  bottle-fed  infants? 

(1)  An  actual  inability  of  the  mother  to  nurse 
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her  infant.  When,  through  total  failure  of  breast 
milk,  it  becomes  impossible  for  the  mother  to 
feed  her  baby,  obviously  an  artificial  food  must 
be  supplied. 

(2)  An  insufficient  amount  of  breast  milk  to 
nourish  the  infant  on  the  breast  alone.  This  is 
a cause  of  weaning  in  a large  number  of  in- 
stances, since,  being  hungry,  the  baby  cries,  is 
said  to  have  colic,  or  “the  milk  disagrees,”  and 
breast  feedings  are  entirely  stopped.  These  fur- 
nish a large  number  of  the  unnecessarily  weaned 
infants,  when,  with  a little  knowledge  of  the 
situation  and  the  proper  encouragement  and  as- 
sistance on  the  part  of  the  physician,  the  infant 
could  be  spared  the  dangers  of  artificial  feeding. 
Hunger  produces  just  as  lusty  a cry  as  pain. 
I have  seen  many  an  infant  whose  mother  stoutly 
insisted  that  her  baby  had  colic,  when  the  child 
simply  was  hungry.  A full  stomach  works  won- 
ders in  treating  this  type  of  infant. 

(3)  Unwillingness  on  the  part  of  the  mother 
to  nurse  her  infant.  Until  the  young  girl  is  edu- 
cated, especially  by  mothers  and  physicians,  to 
understand  fully  that  the  natural  food  is  breast 
milk,  that  all  artificial  foods  are  inferior,  and 
that  almost  all  mothers  can  and  should  nurse 
their  babies,  there  will  be  many  who  will  refuse 
to  do  so.  There  is  an  apparently  increasing  num- 
ber of  mothers  who,  through  selfish  reasons, 
have  definitely  made  up  their  minds  that  they  do 
not  intend  to  nurse  their  babies.  Perhaps  the 
less  said  about  this  type  of  mother  the  better,  but 
the  physician  has  not  fulfilled  his  obligation  until 
he  has  at  least  pointed  out  the  dangers  and  the 
difficulties  of  artificial  feeding. 

(4)  Overfeeding  (too  much  milk).  This  de- 
mands the  same  attention  as  underfeeding. 
Iffiese  are  the  infants  who  nurse  too  long  and  too 
often,  whose  stools  are  green,  acid,  and  watery, 
and  who  cry  a great  deal.  The  more  they  cry 
the  oftener  they  are  fed,  and  so  the  child  is 
weaned  because  “the  milk  disagrees.”  Regular 
three  or  four-hour  feedings,  depending  upon  the 
age  of  the  baby,  will  go  far  towards  preventing 
these  occurrences. 

(5)  False  teaching  and  advertising  to  laymen. 
Many  mothers  have  come  to  believe  that  it  is  so 
“easy  to  give  the  bottle.”  We  are  all  fa- 
miliar with  the  proprietary  food  advertisement. 
Scarcely  is  the  baby  born  before  the  mother  her- 
self receives  literature,  samples,  and  instructions. 
These  are  so  alluring  and  make  it  appear  so  easy, 
that  the  mother  is  convinced  it  can  be  done. 

All  babies  are  not  cut  from  the  same  pattern. 
They  are  as  individual  as  their  clothes,  and  it 
has  always  been  a mystery  how  a manufacturer 
in  Boston  can  successfully  direct  the  feeding  of 
an  infant  in  California,  simply  by  means  of  a 


label  on  his  package.  The  wrecks  produced  by 
such  haphazard,  generalized  information  are 
familiar  to  us  all. 

As  a prophylactic  procedure  in  infancy,  no 
single  measure  approaches  breast  feeding.  As 
stated  by  Carpenter,  “when  physicians  give  as 
much  study  and  thought  to  breast  feeding  as  to 
artificial  feeding,  it  will  be  only  a short  time  be- 
fore all  infants  will  be  breast  fed,  at  least  until 
they  are  six  months  old.” 

Breast  feeding  can  be  continued  even  though 
the  mother  does  not  have  sufficient  milk  to  meet 
all  the  baby’s  needs.  The  simple  procedure  of 
weighing  the  baby  before  and  after  feeding, 
without  removal  of  clothing,  will  determine  the 
deficiency  in  food,  and  this  can  be  met  by  com- 
plementary feedings.  To  be  of  any  value,  the 
weight  should  be  taken  before  and  after  feedings, 
over  a period  of  twenty-four  to  forty-eight 
hours.  Weighing  before  and  after  only  one  or 
two  feedings  is  worth  very  little.  There  is  not 
the  same  amount  secreted  at  every  feeding.  This 
procedure  is  also  valuable  when  one  suspects 
overfeeding.  There  are  definite  instances  in 
which  babies  cannot  be  breast-fed,  but  it  is  im- 
portant not  to  deprive  the  infant  of  its  rightful 
supply  of  food  unless  for  adequate  reasons. 

Most  of  the  definite  indications  for  weaning 
may  be  given  briefly:  (1)  tuberculosis  of  the 
mother;  (2)  sepsis;  (3)  insanity;  (4)  epi- 
lepsy; (5)  diabetes;  (6)  severe  kidney  disease  ; 
(7)  severe  heart  disease;  (8)  any  severe  infec- 
tion, such  as  pneumonia,  typhoid,  scarlet  fever  or 
diphtheria;  (9)  pregnancy  beyond  the  first  few 
months. 

When  artificial  feeding  is  necessary,  it  is  of 
the  greatest  importance  that  a proper  food  be 
chosen.  As  an  alternative  feeding,  we  must  use, 
in  some  form  or  other,  cow’s  milk. 

Fresh  cow’s  milk  is  to  be  preferred  to  any 
other,  when  a clean  supply  is  available.  Milk  is 
so  easily  contaminated,  and  if  not  carefully  pro- 
duced and  handled,  may  be  the  cause  of  so  much 
trouble,  that  the  only  safe  way  of  handling  this 
necessary  food  is  to  boil  it.  Even  so-called  “cer- 
tified milk”  may  be  dangerous  at  times.  Boiling 
is  a prophylactic  measure  of  first  importance.  All 
bacteria  are  killed,  and  with  the  majority  of  chil- 
dren boiled  milk  is  more  readily  digested.  There 
are  only  two  objections  to  boiled  milk : ( 1 ) vita- 
mins are  destroyed;  (2)  some  infants  tend  to 
become  constipated.  These  are  minor,  because 
vitamins  can  be  replaced  by  the  early  addition  of 
orange  juice  and  cod-liver  oil  to  the  diet,  and 
constipation  usually  is  prevented  or  overcome  by 
very  simple  measures. 

Since  almost  every  conceivable  plan  for  modi- 
fying milk  has  been  used  and  advocated  at  some 
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time  or  other,  it  may  seem  perplexing  to  decide 
just  what  to  do.  Infant  feeding  cannot  be  taught 
dogmatically.  We  all  must  recognize  that  every 
so-called  plan  has  its  limitations,  and  that  no  one 
way  of  feeding  is  successful  in  every  case. 

Any  so-called  method  of  feeding,  to  be  suc- 
cessful in  the  large  number  of  cases,  must  take 
into  consideration  several  factors:  (1)  the  food 
should  be  easily  prepared.  (2)  It  should  meet 
all  the  infant’s  requirements  for  growth,  and 
should  also  contain  the  necessary  accessory  fac- 
tors to  prevent  nutritional  disorders.  (3)  There 
should  be  no  jxithogenic  bacteria. 

One  plan  by  which  the  large  number  of  infants 
may  be  successfully  fed  is  by  the  simple  dilution 
of  whole  cow’s  milk  with  water,  with  the  addi- 
tion of  some  form  of  sugar,  boiling,  and  by  in- 
cluding in  the  diet  orange  juice  and  cod-liver  oil. 
So  far  as  I know,  there  is  no  certain  prophylaxis 
against  rickets,  but  the  early  administration  of 
orange  juice  and  cod-liver  oil  (as  early  as  the 
second  month)  will  minimize  the  occurrence  of 
this  infection.  If  in  addition  to  these,  fresh  air 
and  sunshine  in  abundance  be  supplied,  we  shall 
indeed  see  but  little  of  this  condition. 

The  question  naturally  arises : how  much 

cow’s  milk  does  an  infant  require?  On  the 
average,  an  infant  will  need,  for  proper  growth, 
two  ounces  of  milk  for  every  pound  of  body 
weight,  in  a twenty-four  hour  period.  Dilution 
of  this  with  plain  water,  with  the  addition  of  one 
to  one  and  a half  ounces  of  sugar,  will,  in  most 
instances,  supply  the  needs  of  the  average  child. 
Frecpient  observation  and  weight  records  are,  of 
course,  essential  in  every  case. 

It  is  interesting  to  watch  the  swing  of  the 
pendulum  in  regard  to  infant  feeding.  We  have 
had  the  advocates  of  high  fat  and  low  fat,  high 
protein  and  low  protein,  high  sugar  and  low 
sugar,  early  vegetables  and  cereal  feedings,  and 
those  who  defer  it  until  after  one  year. 

At  present,  it  is  very  generally  believed  and 
accepted  that  not  only  do  young  infants  tolerate 
more  concentrated  food  than  previously  believed 
advisable,  but  that  many  do  better  on  it.  It  is 
also  accepted  that  certain  foods  other  than  milk 
may  be  begun  fairly  early  in  infancy. 

For  example,  practically  all  pediatrists  advo- 
cate the  addition  of  cereals,  strained  vegetables 
(such  as  spinach,  tomato,  carrot,  and  potato) 
strained  fruit  pulp,  and  egg,  at  least  during  the 
latter  part  of  the  first  year,  while  some  have  the 
temerity  to  urge  their  use  as  early  as  the  sixth 
month.  Certain  it  is  that  most  young  infants 
not  only  will  take,  but  will  digest  and  do  per- 
fectly well  on  foods  which  ten  years  ago  we  be- 
lieved unfit  for  the  infant.  Surely  the  babies 
have  not  changed.  We  have  simply  gotten  away 


from  age-long  traditions.  Clinical  observation 
has  proved  definitely  that  infants  thus  fed,  not 
only  tolerate  these  foods,  but  that  from  a nutri- 
tional standix)int  they  do  much  better. 

In  a paper  so  condensed  as  this,  it  is  not  pos- 
sible to  do  more  than  call  attention  to  some  of 
the  factors  which  will  mean,  if  carried  out,  better 
babies,  better  children,  and  better  men  and 
women. 

First  in  imjwrtance  is  the  institution  and  main- 
tenance of  breast  feeding.  Breast  feeding  can 
and  should  be  carried  out  with  many  infants 
who,  for  trivial  reasons,  are  now  being  weaned. 
The  results  are  irrefutable. 

Second:  The  choice  of  a proper  food.  Proper 
growth  and  development  depend  upon  a well- 
balanced  ration,  containing  suitable  amounts  of 
fat,  protein,  and  carbohydrates,  with  the  addition 
of  substances  known  to  carry  abundant  vitamins. 
These  are  best  represented  in  the  diet  of 
early  infancy  by  orange  juice  and  cod-liver  oil. 
It  probably  is  not  too  much  to  say  that  every 
artificially  fed  infant  should  get  cod-liver  oil 
daily  over  a period  of  months,  unless  he  actually 
cannot  tolerate  it.  These  instances  are  few. 
When  they  do  occur,  the  addition  of  the  yolk  of 
a lightly  cooked  egg  to  the  daily  amount  of  milk, 
is  a fair  substitute.  Cod-liver  oil  may  be  given 
with  the  milk  itself,  usually  with  no  objection 
on  the  part  of  the  infant. 

Third:  The  addition  of  foods  other  than  milk, 
at  about  the  seventh  month,  giving  cereals  first 
and  later  such  foods  as  spinach,  tomato,  potato, 
egg,  and  fruit  pulp. 

Fourth:  Insistence  upon  regularity  in  feed- 
ing, and  upon  the  child’s  taking  the  food  pre- 
pared for  it,  unless  there  be  an  actual  food  idio- 
syncrasy. 

Fifth:  Discontinuance  of  breast  feeding  by 
the  ninth  or  the  tenth  month. 


IS  RADIATION  A SATISFACTORY 
TREATMENT  FOR  SUBSTER- 
NAL  THYROID? 

G.  W.  GRIER  M.D. 

There  appears  to  be  a more  or  less  common 
belief,  often  expressed  in  surgical  literature,  that 
x-ray  treatment  is  of  little  or  no  value  in  sub- 
sternal  or  intrathoracic  goiter.  These  two  con- 
ditions are  considered  in  this  article  as  being  the 
same,  and  the  terms  are  used  interchangeably, 
although  the  writer  is  aware  of  the  distinction 
made  between  the  two  by  various  authors.  Lahey 
says,  “It  is  assumed  that  surgery  is  accepted  as 
the  only  curative  procedure  available  in  this  con- 
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dition” ; and  Terry,  that  “treatment  by  x-ray 
should  not  be  tried,  because  by  far  the  great 
majority  are  adenomata  which  are  not  favorably 
influenced  by  radiation,  and  there  is  danger  of 
producing  hypothyroidism  by  the  effect  on  the 
normal  thyroid  tissue.” 

My  own  feelings  in  this  matter  have  always 
been  neutral.  That  is  to  say,  I have  never  at- 
tempted to  exert  any  influence  favorable  to  radia- 
tion, but  have  treated  only  patients  in  whom 
operation  had  been  considered  and  rejected  for 
some  reason.  However,  after  a careful  analysis 
of  the  cases  I have  treated,  I do  not  feel  ready 
to  accept  the  opinions  quoted  above. 

A majority  of  intrathoracic  goiters  are  un- 
doubtedly adenomatous,  a few  are  cystic,  a few 
colloid,  and  a few  of  the  exophthalmic  type. 
The  first  and  last  are  usually  quite  amenable  to 
radiation,  and  when  these  types  of  goiter  are 
seen  in  the  neck,  it  is  the  common  experience  of 
radiologists  to  expect  not  only  amelioration  of 
symptoms,  but  also  reduction  in  the  size  of  the 
enlargement.  The  chief  difference  between  intra- 
thoracic and  cervical  goiter  is  tliat  the  size  of 
the  tumor  is  of  vital  importance  in  the  former. 
While  the  size  of  the  neck  may  be  very  distaste- 
ful to  the  patient,  in  ordinary  goiter  it  is  seldom 
of  pathological  significance.  When  the  tumor  is 
in  the  chest,  however,  the  actual  size  of  the  mass 
is  often  responsible  for  much  of  the  patient’s 
disability.  The  displacement  of  and  pressure 
against  the  trachea  causes  dyspnea  and  attacks  of 
suffocation ; the  pressure  against  the  great  ves- 
sels causes  congestion  of  the  veins  of  the  head 
and  neck,  with  resulting  headache,  vertigo  and 
noises  in  the  ears ; the  pressure  against  the  base 
of  the  heart  and  the  sympathetic  and  vagus 
nerves  causes  palpitation  and  the  other  distress- 
ing manifestations  of  goiter  heart.  In  addition 
to  these  symptoms,  the  patient  often  suffers  from 
the  usual  effects  of  hyperthyroidism.  Any  treat- 
ment, to  be  successful,  must  not  only  relieve  the 
hyperthyroidism,  but  must  also  reduce  the  size 
of  the  mass,  so  as  to  relieve  the  pressure  symp- 
toms above  enumerated. 

May  we  reasonably  expect  such  results  from 
our  radiation  treatment  ? The  answer  depends 
upon  the  type  of  goiter  with  which  we  are  deal- 
ing. Colloid  and  cystic  tumors  are  entirely  un- 
affected by  such  treatment.  The  acute  exoph- 
thalmic type  shows  the  greatest  reduction  in  size 
of  all  goiters.  Adenomata  are  sometimes  mark- 
edly reduced  in  size,  and  other  cases  are  appar- 
ently uninfluenced  in  this  respect.  It  is,  there- 
fore, important  to  differentiate  between  these 
types  before  advising  radiotherapy. 

Exophthalmic  goiters  should  be  easily  recog- 
nizable, and  I may  say,  in  passing,  that  all  goiter 


cases  should  have  an  x-ray  examination  of  the 
chest  before  treatment,  as  many  cases  will  show 
a substernal  extension  that  was  previously  un- 
suspected. Colloid  and  cystic  goiters  will,  of 
course,  show  no  evidences  of  hyperthyroidism, 
but  the  majority  of  adenomata  will  do  so.  If, 
therefore,  one  makes  a rule  to  treat  no  substernal 
goiters  unless  they  show  symptoms  of  hyper- 
thyroidism, he  will  rule  out  colloid  and  cystic 
goiter  and  the  nontoxic  adenomata,  in  all  of 
which  no  favorable  result  could  be  reasonably 
hoped  for.  When  the  hyperthyroid  symptoms 
are  masked  by  the  pressure  symptoms,  the  basal- 
metabolism  test  is  of  especial  value.  It  is  best 
to  treat  no  case  of  substernal  thyroid  unless 
there  is  an  increase  in  the  metabolic  rate.  Under 
such  circumstances,  one  can  at  least  expect  a 
reduction  of  the  hyperthyroidism,  and  also  be 
sure  he  is  not  going  to  do  no  harm  by  producing 
a hyperthyroidism  in  a case  previously  normal 
in  this  respect. 

In  regard  to  the  reduction  in  the  size  of  the 
mass,  these  cases  appear  to  resemble  thymus 
cases  in  that  the  amelioration  of  symptoms  is 
out  of  proportion  to  the  decrease  in  the  size  of 
the  tumor.  Cases  showing  a marked  relief  from 
their  pressure  symptoms  will  present  no  recog- 
nizable decrease  in  the  size  of  the  tumor,  as 
demonstrated  on  x-ray  plates  made  before  and 
after  treatment.  It  may  be  that  the  actual 
shrinkage  of  the  entire  mass  is  greater  than  one 
is  able  to  infer  from  the  image  on  an  x-ray  plate. 
It  is  also  possible  that  slight  changes  in  the  size 
of  the  mass  make  marked  differences  in  the  pres- 
sure symptoms.  Whatever  the  explanation, 
there  is  no  doubt  that  patients  show  marked 
relief  from  their  symptoms,  with  little  apparent 
change  in  the  size  of  the  mass.  It  may  be  argued 
that  this  relief  is  due  only  to  a lessening  of  the 
hyperthyroidism ; and  that  with  the  mass  still  in 
the  chest  and  unaffected  by  treatment,  the  seri- 
ousness of  the  patient’s  condition  is  unaltered. 
This  point  can  be  settled  only  by  the  collection 
of  statistics  from  a large  number  of  cases  fol- 
lowed over  a long  period  of  time.  My  own  cases 
are  too  few  in  number  to  form  a basis  for  any 
such  conclusions. 

A tabulation  of  the  cases  we  have  treated 
shows  favorable  results  in  a little  more  than  half 
the  cases.  Nearly  all  the  cases  were  treated  be- 
fore the  development  of  deep-therapy  apparatus. 
I am  sure  some  of  our  unsuccessful  cases  would 
have  been  benefited  by  this  new  technic.  This 
would  be  particularly  true  of  those  cases  who 
soon  became  discouraged  and  quit  before  suffi- 
cient treatment  was  given.  From  my  experience 
with  the  deep-therapy  technic,  one  or  two  treat- 
ments is  sufficient  to  give  marked  relief.  Twenty 
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per  cent  of  our  cases  quit  after  one  or  two  treat- 
ments, and  if  these  had  been  deep-therapy  treat- 
ments instead  of  the  ordinary  technic,  the  results 
would  probably  have  been  much  better.  There 
should  be  no  danger  of  producing  hypothyroid- 
ism by  this  treatment.  Whether  the  case  be  of 
the  type  where  there  is  a growth  downwards 
from  the  cervical  thyroid,  or  whether  it  develops 
from  an  aberrant  thyroid  primarily  intrathoracic, 
there  is  still  essentially  the  normal  amount  of 
thyroid  tissue  in  the  neck.  As  there  is  no  advan- 
tage in  treating  the  neck,  the  treatment  should 
be  confined  to  the  mediastinum.  The  function 
of  the  cervical  thyroid  then  will  not  be  interfered 
with,  as  there  will  be  plenty  of  unradiated  gland 
tissue  left. 

The  question  as  to  whether  the  case  shall  be 
treated  by  operation  or  by  radiation  should  be 
given  very  careful  consideration.  It  has  been 
stated  by  prominent  surgeons  that  radiation  pro- 
duced a fibrosis  of  the  gland  with  adhesions  to 
the  capsule,  and  that  subsequent  operation  is 
made  more  difficult  as  a result.  If  this  is  true, 
preoperative  treatment  in  substernal  thyroid 
would  be  unwise,  as  adhesions  between  the  gland 
and  the  capsule  might  compel  the  surgeon  to  re- 
move the  mass  piecemeal  instead  of  shelling  it 
out  intact.  The  danger  of  hemorrhage  would,  of 
course,  be  considerably  increased  by  this  pro- 
cedure. However,  in  contradiction  to  this,  some 
surgeons  state  that  they  experience  no  increased 
difficulty  in  operating  on  thyroid  cases  which  have 
been  radiated  previously,  and  that  the  fibrosis 
and  adhesions  mentioned  above  are  often  found 
in  old  goiter  cases  which  have  had  no  x-ray  treat- 
ment. Until  we  have  positive  information  on 
this  point  I believe  it  is  best  to  decide  before- 
hand whether  we  shall  use  radiation  or  operation, 
and  not  adopt  a policy  of  treating  all  cases  by 
radiation  to  see  what  will  happen,  and  if  the  pa- 
tient does  not  improve,  of  resorting  to  surgery. 
It  may  not  always  be  practical  to  carry  out  this 
plan  to  the  letter.  For  instance,  an  inoperable 
case  may  be  improved  but  not  entirely  relieved 
by  radiation,  and  in  the  meantime,  the  causes 
which  prevented  operation  may  have  disap- 
peared. Subsequent  operation  on  this  case  may 
be  more  difficult  than  if  performed  primarily, 
but*  probably  it  would  not  be  impossible.  The 
question  as  to  which  treatment  is  preferable 
should  be  decided  by  a conference  between 
internist,  surgeon,  and  radiologist. 

The  operation,  of  course,  is  a difficult  one,  and 
the  danger  to  the  patient  is  not  over  with  its 
successful  completion,  as  postoperative  collapse 
of  the  trachea  is  an  occasional  complication. 
This  happens  as  a result  of  the  atrophy  of  the 
cartilaginous  rings  of  the  trachea  from  the  long- 


continued  pressure  by  the  tumor  mass.  So  long 
as  the  mass  is  present  it  acts  as  a rigid  splint 
around  the  trachea,  but  with  its  removal  the  suc- 
tion which  occurs  with  inspiration  causes  the 
weakened  walls  to  collapse,  and  unless  this  com- 
plication has  been  foreseen  and  provided  for,  the 
patient  may  smother  before  anything  can  be 
done.  The  usual  dangers  of  thyroid  operations 
are,  of  course,  also  present,  with  an  added  dan- 
ger of  a greater  probability  of  serious  hemor- 
rhage. However,  the  high  percentage  of  recov- 
eries from  operation  reported  in  the  literature 
is  a tribute  to  the  skill  of  modern  surgeons. 

While  radiation  offers  no  particular  danger  in 
the  application  of  the  treatment,  the  chances  for 
complete  and  permanent  recovery  are  obviously 
not  so  good  as  where  the  mass  can  be  removed. 
The  real  problem,  then,  is  whether  operation  can 
be  successfully  performed  without  risk  to  the  pa- 
tient. If  after  careful  examination  of  the  patient 
and  a study  of  the  location  and  extent  of  the 
tumor,  the  internist  and  surgeon  decide  this  ques- 
tion in  the  affirmative,  I believe  surgery  is  the 
treatment  of  choice.  If  not,  radiation  offers  a 
probability  of  relief  from  symptoms  in  a good 
majority  of  cases.  I believe,  with  the  more  com- 
mon use  of  the  deep-therapy  technic  in  these 
cases,  the  results  will  be  much  better  than  in  the 
past. 

Robert  M.  EntwistlE,  M.D.,  Secretary. 


HARRISBURG  ACADEMY  OF  MEDICINE 
June  19,  1925 

Dr.  William  Henry  Donnelly,  Associate  Pro- 
fessor of  Pediatrics  at  the  New  York  Post- 
Graduate  School,  spoke  before  the  Harrisburg 
Academy  of  Medicine  on  June  19th,  on  the  sub- 
ject of  “Feeding  Essentials.”  While  the  discus- 
sion was  on  the  general  subject  of  nutrition,  he 
emphasized  especially  those  factors  not  furnished 
by  the  well-known  calories,  but  whose  presence 
is  just  as  important  for  growth  and  health — 
namely  the  vitamins.  In  his  opinion,  the  prob- 
lem does  not  begin  primarily  in  the  school  child, 
the  preschool  child,  nor  even  in  the  infant,  but 
in  the  mother  of  the  unborn  child.  The  nutri- 
tion of  the  latter  is  dependent  entirely  upon  the 
health  and  diet  of  the  mother.  Hence  proper 
feeding  should  begin  at  this  point. 

The  vitamins  as  prerequisites  of  a proper  diet 
have  been  amply  attested  in  the  history  of  races 
and  in  daily  laboratory  experiments.  The  eradi- 
cation of  beri-beri,  a deficiency  disease  once 
prevalent  in  the  eastern  countries,  has  been  ac- 
complished by  the  substitution  of  unpolished  rice 
for  polished  rice.  Scurvy  no  longer  occurs 
where  fresh  fruit  juices  are  available.  Rickets 
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can  be  prevented  to  a large  degree  by  the  use 
of  sufficient  lime  salts  and  phosphorus  in  the 
diet,  and  by  sunlight.  With  the  advance  of 
civilization,  the  refinement  and  heating  of  foods 
offer  a constant  menace.  The  dental  problem  is 
primarily  a nutrition  problem.  Native  skulls  in 
the  Hawaiian  Islands  preserved  for  a hundred 
years  show  no  evidence  of  teeth  decay  until  fifty 
years  ago,  which  date  marks  the  introduction  of 
western  civilization  and  the  concomitant  refine- 
ment of  foods. 

The  present-day  problem,  therefore,  is  to 
include  in  the  diet  the  essential  foodstuffs  which 
are  as  follows : fruit  juices,  milk,  eggs  (espe- 
cially the  yolk),  whole  grains,  leafy  vegetables. 

The  milling  of  white  flour  removes  75%  of 
its  nutritional  value.  Even  the  pasteurization  of 
milk  affects  its  quality  as  a food. 

Dr.  Donnelly,  accustomed  to  covering  this 
subject  in  a course  of  six  lectures,  selected  the 
most  interesting  features,  and  the  spirited  dis- 
cussion which  followed  was  evidence  of  keen 
interest  in  this  absorbing  subject. 

W.  M.  Kunkel,  M.D.,  Reporter. 


FIFTEEN  COMMON  PROBLEMS  OF 
HOSPITALS 

Lack  of  trained  administrative  personnel;  great 
turnover  in  hospital  personnel,  better  pay,  better  living 
quarters,  better  working  conditions;  better  attention 
should  be  given  to  budget  and  accounting  systems ; the 
selection  of  Medical  Staff,  and  the  appointment  of 
physicians  to  the  privilege  of  the  hospital;  supervision 
and  control  of  the  clinical  work ; good  case  records ; 
adequate  supervision  of  x-ray  and  laboratory  depart- 
ments ; continuous  and  thorough  review  of  analysis 
of  clinical  work ; necessity  for  increasing  the  per- 
centage of  autopsies;  effective  study  of  end  results; 
the  prevention  and  control  of  contagious  diseases  in 
hospitals;  fire  hazard  arousing  greater  community  in- 
terest in  hospitals;  the  adequate  nursing  for  all  pa- 
tients ; and  the  large  number  of  bills  of  a harmful  or 
obnoxious  nature  directly  affecting  hospitals,  which 
were  being  advocated  in  different  parts  of  the  country. — 
Hospital  Management,  May,  1925. 


ENGLAND’S  WHITE-COLLAR  CRISIS 

Supply  and  demand  again.  Five  thousand  qualified 
physicians,  a news  dispatch  informs  us,  are  tramping 
the  streets  of  London  looking  for  jobs  at  anything 
from  $10  a week  up. 

Some  of  them  sleep  at  night  along  the  Thames  em- 
bankment— world-famous  resort  of  down-and-outers. 

Tremendous  activity  among  British  and  Irish  medical 
schools  has  created  a surplus  of  both  men  and  women 
physicians  since  the  war,  and  thousands  are  confronted 
with  the  choice  of  starving  or  abandoning  a profession 
to  which  they  have  devoted  years  of  training. 

The  schools  are  at  fault  here.  Instead  of  contributing 
to  a condition  like  this  they  should  say  to  prospective 
medical  students : “We  should  like  to  teach  you  medi- 
cine, but  the  prospects  are  that  you  will  starve  after 
graduation.  Why  don’t  you  try  the  law,  or  dentistry,  or 


accounting,  or  something  else,  even  a manual  trade  that 
offers  more  opportunity  of  making  a living?’’ — Pitts- 
burgh Press. 


THE  NEED  OF  A HEALTH  REVIVAL 

Health  is  our  greatest  national  resource.  It  is  the 
basis,  not  only  of  all  efficiency,  but  also  of  human  hap- 
piness. 

The  American  people  are  only  half-hearted  in  their 
health  wooing.  They  do  not  enter  into  the  conservation 
of  health  and  prevention  of  disease  with  the  same  en- 
thusiasm and  whole-heartedness  that  characterizes  our 
individual  and  commercial  life. 

We  are  engaged  largely  in  treating  symptoms  rather 
than  fighting  disease — in  dealing  with  the  results  of 
ill  health — rather  than  with  the  prevention  of  physical 
disorders.  We  are  undertaking  to  dam  the  stream  at 
the  mouth  rather  than  to  control  the  flow  of  disease  at 
its  source. 

Health  is  worth  cultivation  from  the  standpoint  of 
efficiency  alone,  but  it  also  constitutes  the  foundation 
of  intellectual  advancement,  while  it  is  also  the  veritable 
background  for  artistic  attainment  and  spiritual  enjoy- 
ment. Ill  health,  with  its  resultant  incapacity  and  mal- 
adjustment of  home  life,  in  our  opinion,  is  just  about 
equal  to  all  other  causes  of  domestic  unhappiness  and 
subsequent  divorces. 

Sometimes  the  home  is  destroyed  by  that  type  of  ill 
health  which  manifests  itself  as  nervous  nagging,  carp- 
ing criticism,  habitual  haranguing  and  constant  com- 
plaining. Many  a home  that  has  proved  invulnerable 
to  drink  has  been  wiped  out  by  drudgery — that  slavery 
which  is  half  poverty  and  half  disease,  and  which  never 
fails  effectually  to  destroy  human  happiness  and  the  joy 
of  living. 

Heredity  is  to  blame  for  a lot  of  inefficiency,  nervous 
wrecks,  and  failures,  just  as  much  as  it  is  for  insanity, 
epilepsy,  and  feeble-mindedness ; but  lack  of  training 
and  discipline  in  the  nursery,  together  with  subsequent 
loss  of  health,  are  also  to  blame  for  many  criminals, 
hysterics,  and  other  erratic  and  unsocial  human  beings. 

Think  of  the  inefficiency  of  modern  government,  when 
the  American  people  lose  almost  a million  citizens  each 
year  from  premature  deaths  and  preventable  diseases ! 

In  trying  to  bring  about  a hygienic  revival,  let  us 
beware  of  “health  fads.”  Do  not  make  a religion  out 
of  hygiene.  Avoid  both  fanatical  extremes  in  health 
teaching.  Look  out  for  both  health  puritans  and  hy- 
gienic nihilists. — Sadler,  in  The  Essentials  of  Healthful 
Living. 


SENILE  UTILITY 

To  grow  old  gracefully  is  an  art  which  is  difficult  to 
acquire,  especially  in  the  present  day  when  we  are  apt 
to  say  that  the  old  should  make  room  for  the  young. 
It  is  very  common  to  look  upon  a man  of  sixty  as  too 
old  to  be  of  use  in  the  world,  and  the  present  conditions 
of  society  really  do  not  offer  him  encouragements  to 
master  his  old  age. 

A careful  analysis,  however,  will  show  us  that  some 
of  the  greatest  works  in  art,  music,  poetry,  and  science 
have  been  accomplished  by  men  past  sixty — even  past 
eighty  the  list  is  a long  one — and  without  these  master 
minds,  the  world  today  would  not  be  as  rich  as  it  is. 
To  “remain  in  the  harness”  in  ripe  old  age  has  been  the 
motto  of  many  of  these  aged  persons.  To  keep  at 
work  in  an  interesting  occupation  is  in  reality  the  key- 
note of  obtaining  the  best  there  is  in  old  age. — ThEWLIS 
in  Geriatrics. 
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EDITORIALS 


MEDICINE  AND  MORALS 

The  most  valuable  attribute  of  the  physician 
is  a strong,  upright  character.  It  transcends  in 
importance  a high  degree  of  technical  skill  in  his 
profession.  True,  this  may  be  said  of  any  pro- 
fession, but  it  is  peculiarly  applicable  in  the 
practice  of  medicine  where  moral  ideals  must 
be  positive  and  dominant  and  not  negative 
qualities. 

Highly  developed  moral  fiber  is  the  most  nec- 
essary prerequisite  to  medical  education.  The 
materialism  of  the  present  moment  probably  is 
not  greater  than  in  many  pieriods  of  the  past ; 
and  now,  as  always,  the  only  real  success  is 
measured  by  achievement  of  spirit  rather  than  by 
accumulation  of  wealth.  Sincere,  kindly,  unfail- 
ing service  to  humanity  brings  its  own  invaluable 
compensation.  That  a change  in  the  attitude  of 
the  public  towards  the  medical  profession  has 
occurred,  is  generally  believed.  The  physician 
of  today  has  lost  something  of  the  honor  and 


respect  accorded  his  predecessors.  This  may  be 
accounted  for,  in  part,  by  a change  in  the  quality 
of  public  sentiment  itself ; but  it  behooves  phy- 
sicians to  see  to  it  that  their  own  standards  do 
not  trail  in  the  dust  of  selfishness  and  cupidity. 
He  who  deserves  honor  will  eventually  receive 
it,  and  the  sowing  of  wheat  will  bring  a harvest 
in  kind. 

Today,  life  calls  for  physicians  who  are  men 
of  character,  clean  men,  with  honest  self- 
sacrificing  devotion  to  humanity  and  to  truth. 
Equanimity,  humility,  and  sympathy  should  dwell 
in  the  spirit  of  one  who  attends  the  suffering. 

The  oldest  written  treatise  in  the  world  comes 
from  Egypt,  and  was  centuries  old  when  Rome 
was  founded  on  the  Tiber.  It  contains  the  fol- 
lowing sentence : “Live,  therefore,  in  the  house 
of  kindness,  and  men  shall  come  and  give  gifts 
of  themselves.” 


BENEFITS  OF  THE  HEART  EXHIBIT  AT 
THE  HARRISBURG  SESSION 

In  Pennsylvania  there  are  five  million  people 
under  21  years  of  age  and  four  million  over  21, 
the  proportion  of  males  and  females  being  about 
equal.  According  to  the  State  mortality  reports, 
heart  disease  is  responsible,  when  compared  with 
the  total,  for  but  few  deaths  of  persons  under 
21  years  of  age,  the  proportion  being  1 to  22 ; 
that  is,  750  die  of  this  disease  under  21,  while 
above  this  age  period,  16,000  die.  This  does  not 
mean,  however,  that  heart  disease  develops  in 
this  great  number  during  the  period  after  21 
years  of  age,  nor  does  it  prove  that  this  organ 
simply  wears  out  because  of  years  of  use. 

What  does  happen  to  the  heart  function  and 
mechanism  will  be  demonstrated  as  a part  of 
the  scientific  exhibit  at  the  annual  session  in 
Harrisburg,  in  October.  Sfiecimens  of  normal 
and  pathological  hearts  will  be  exhibited  and 
demonstrated.  The  ramifications  of  the  nerve 
supply  will  be  demonstrated  on  fresh  animal 
hearts  at  stated  periods.  Mortality  reports  will 
be  available.  The  value  of  the  polygraph  and 
electrocardiograph  will  be  demonstrated  daily, 
and  their  findings  interpreted. 

Why  we  have  heart  disease  if  the  organ  itself 
does  not  wear  out,  and  how  it  may  be  prevented 
are  two  problems  which  only  the  medical  pro- 
fession can  solve.  Many  things  have  been 
learned  as  the  result  of  laboratory  and  mechan- 
ical research,  but  we  have  failed  in  close  coop- 
eration as  to  our  clinical  findings.  Observations 
from  the  bedside  clinician  are  lacking.  Inter- 
pretation of  symptoms  and  signs  in  the  relation 
of  cause  and  effect  have  not  been  recorded,  our 
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present  records  having  to  do  with  effect,  the 
cause  only  too  often  being  assumed. 

Out  of  this  exhibit  and  demonstration  can 
come  a stimulation  to  those  who  might  be  in- 
terested in  these  problems.  Using  our  knowl- 
edge of  the  effects  (which  are  damaged  hearts), 
we  can  determine  that  we  will  observe  the  cause 
and  how  it  is  responsible.  Observations  from 
one  physician  are  valuable,  but  not  to  the  same 
degree  as  reports  from  many. 


GENERAL  ANESTHESIA  IN  THE 
PHYSICIAN’S  OFFICE 

The  newspapers  recently  have  reported  an- 
other death  in  a physician’s  office  while  the  pa- 
tient was  under  a general  anesthetic.  As  it  is 
impossible  to  determine  the  number  of  general 
anesthesias  given  in  a year  in  a physician’s  office, 
it  is  impossible  to  determine  the  percentage  of 
deaths.  But  the  latter  must  be  exceptionally 
rare.  Even  so,  it  is  a frightful  catastrophe,  and 
naturally  raises  the  question  whether  a physician 
is  justified  in  administering  an  anesthetic  in  his 
office,  especially  if  he  is  alone  with  the  patient. 
Would  it  not  be  preferable  under  all  circum- 
stances to  administer  the  anesthetic  at  home,  or 
in  a hospital,  even  though  at  a greater  incon- 
venience? Carelessness  in  the  observation  of 
the  ordinary  rules  in  administering  an  anesthetic 
is  daily  seen  in  almost  any  hospital,  as  well  as 
in  private  practice.  Ordinary  danger  signals 
too  frequently  are  not  early  appreciated.  Too 
much  stress  cannot  be  laid  upon  the  continuous 
observation  of  a patient  while  under  an  anes- 
thetic, both  by  the  anesthetist,  and  those  who 
have  charge  of  the  patient  while  “coming  out” 
of  the  anesthetic. 

The  writer  has  in  mind  a young  man  who 
left  his  rural  home  to  accept  employment  in  a 
large  city  about  one  thousand  miles  distant.  He 
had  an  irritable  sphincter  ani,  and  through  the 
advice  of  one  of  his  coworkers  consulted  the 
latter’s  physician,  who  recommended  a divulsion 
of  the  sphincter  ani  under  anesthesia.  The  phy- 
sician gave  chloroform  in  his  office,  and  as  a 
stage  of  anesthesia  was  reached  that  he  thought 
would  hold  the  patient,  he  placed  a few  more 
drops  of  chloroform  on  the  gause,  allowed  the 
latter  to  remain  on  the  face,  and  then,  leaving 
the  head  of  the  patient,  divulsed  the  sphincter 
ani.  One  can  imagine  the  physician’s  conster- 
nation when  he  found,  upon  completing  the  pro- 
cedure and  returning  to  the  patient’s  head  to 
remove  the  gauze  from  the  face,  that  the  patient 
was  dead. 

In  this  instance  there  was  gross  negligence  in 
allowing  the  gauze  with  the  anesthetic  to  remain 


on  the  face  when  a divulsion  of  the  sphincter 
was  being  done,  more  especially  as  the  anesthetic 
was  chloroform.  The  patient’s  father  visited 
the  city  in  question  with  the  idea  of  bringing 
suit,  but  rightly  refrained  upon  advice  of  a 
medical  friend.  In  this  case,  the  Coroner’s  of- 
fice did  little  or  nothing  to  bring  out  the  true 
facts. 

If  a physician  insists  upon  giving  an  anes- 
thetic in  his  office,  it  would  be  preferable  to 
select  the  least  dangerous,  and  never  to  be  alone. 


THE  STATE  HEALTH  CAMP 

Preventive  medicine  is  more  and  more  becom- 
ing the  concern  of  the  public.  It  is  realized  that, 
after  all,  if  positive  good  in  this  field  is  to  be 
attained  upon  a large  scale,  the  interest  of  the 
citizens  in  general  must  be  aroused  and  main- 
tained. Health  officials  can  point  the  way,  in- 
spire, and  demonstrate,  but  it  remains  for  the 
people  alone  to  exercise  those  principles  upon 
which  a rational  program  is  based  to  prevent 
disease,  prolong  life,  and  promote  happiness. 

The  recent  camp  at  Mont  Alto,  held  under  the 
auspices  of  the  State  Department  of  Health, 
indicates  that  the  State  officials  are  quite  aware 
of  this  fundamental  fact. 

While  physicians  and  nurses  were  among  those 
instructed,  a fair  proportion  of  the  laity  was  also 
present.  Moreover,  the  necessity  of  arousing  the 
public  to  their  own  health  obligations  was  em- 
phasized over  and  over  again. 

Dealing  with  practical  health  problems,  rather 
than  in  abstract  medical  discussion,  such  camps 
are  quite  worth  while. 


COMMUNITY  STUDY  OF  INFANT 
MORTALITY 

It  is  often  stated  that  “figures  do  not  lie,”  but, 
while  this  may  be  true,  it  is  equally  true  that 
figures  may  deceive,  even  though  nothing  was 
further  from  the  intention  of  the  author  of  the 
figures.  In  an  article  appearing  in  the  current 
issue,  many  figures  are  used  to  prove  the  high 
infant  mortality  rate  in  a certain  community  in 
the  State,  and  to  explain  the  causes  therefor.  It 
is  claimed  that  the  principal  cause  was  respir- 
atory infections,  rather  than,  as  we  have  arlways 
been  led  to  believe,  gastro-intestinal  disturbances. 
As  the  population  of  the  community  studied  is 
largely  made  up  of  the  foreign-horn,  and  with 
the  well-known  tendency  of  foreign-born  parents 
to  breast-feed  their  babies,  frequently  even  much 
longer  than  is  wise  or  necessary,  one  would  at 
once  come  to  the  conclusion  that  the  reason  the 
mortality  rate  was  lower  from  gastro-intestinal 
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disturbances  than  from  respiratory  infections 
was  this  tendency  to  breast-feed,  believing,  as 
we  naturally  do,  that  the  best  preventive  of 
gastro-intestinal  troubles  is  human  milk.  How- 
ever, one  paragraph  in  the  paper  states  that 
“artificial  feeding  is  common  among  children  of 
foreign-born  parents.”  If  this  be  true,  then  the 
above-mentioned  theory  as  to  the  cause  of  the 
reduction  of  infant  mortality  from  gastro- 
intestinal disorders  would  not  hold  good. 

M'hile  one  cannot  doubt  the  correctness  of  the 
statement,  in  view  of  the  very  careful  and  very 
thorough  way  in  which  the  studies  were  made, 
it  surely  does  not'  agree  with  the  results  of  sim- 
ilar studies  in  large  cities,  and  consequently  must 
be  a local  condition.  Unfortunately,  in  arriving 
at  the  mortality  rates  from  respiratory  infec- 
tions and  gastro-intestinal  disturbances,  the 
author  makes  no  reference  to  the  number  of  in- 
fants breast-fed  and  the  number  artificially  fed, 
and,  in  view  of  the  statement  that  artificial 
feeding  is  common  among  children  of  foreign- 
born  parents,  it  would  seem  necessary  to  study 
the  mortality  rate  from  this  standpoint;  i.  e., 
how  many  of  the  babies  dying  from  gastro- 
intestinal disturbances  were  breast-fed,  and  how 
many  bottle-fed,  and  how  many  dying  from 
respiratory  infections  were  breast-fed,  and  how 
many  bottle-fed?  Not  only  would  this  infor- 
mation be  of  scientific  interest,  but  it  would  add 
much  to  the  value  of  the  study,  as  more  infants 
die  of  gastro-intestinal  disturbances  in  large 
cities  than  from  respiratory  infections,  and  a 
great  many  more  artificially  fed  babies  die  than 
breast-fed  babies,  particularly  from  gastro- 
intestinal disturbances. 


FOR  THE  PHYSICIAN  WITHOUT  A 
VACATION 

All  of  us  need  an  occasional  vacation:  some 
require  the  rest  it  ofifers ; to  others  its  value  lies 
in  the  break  in  the  monotony  of  daily  existence ; 
to  still  others  the  new  scenes  and  persons  act  as 
tonics.  A few  find  their  best  vacation  in  grad- 
uate study.  Each  returns  to  the  day’s  work 
with  sharpened  wits,  quickened  interests,  awak- 
ened enthusiasm,  and  broadened  sympathy.  To 
each- his  own  preference;  travel,  the  mountains, 
the  sea,  the  city.  No  one  can  choose  for  another. 

Every  one  should  have  a vacation  once  in  a 
while,  and  no  one  needs  it  more  than  he  who  has 
not  had  one  for  a long  time.  Even  then,  some 
do  not  succeed  in  achieving  their  goal ; need, 
sickness,  or  adversity  can  spoil  the  best-laid 
plans.  To  him  who  faces  another  winter  without 
a vacation  the  following  advice  is  given : 


(1)  Buy,  borrow,  or  steal  “The  Life  of  Sir 
William  Osier”  by  Dr.  Harvey  Cushing. 

(2)  Take  uninterrupted  leisure  to  read  its  two 
volumes  slowly  and  meditatively. 

(3)  Give  yourself  time  for  reflection  about  it. 

(4)  Go  back  to  work. 

You  will  be  amazed  to  find  how  much  of  a 
vacation  you  have  had.  You  will  have  traveled 
far  in  spirit,  and  will,  for  hours  on  end,  have 
forgotten  the  petty  irritations  and  annoyances 
of  your  humdrum  life.  You  will  have  received 
vicariously  a course  in  clinical  medicine,  medical 
ethics,  and  medical  history.  You  will  have  come 
to  count  as  intimate  one  of  the  great  men  of 
medicine,  and  you  will  have  received  from  him 
a transfusion  of  enthusiasm  for  medicine,  affec- 
tion for  your  fellow  practitioners,  and  love  and 
sympathy  for  poor  old  erring  humanity.  You 
will  be  made  at  the  same  time  more  contented 
with  your  lot  and  more  determined  to  do  better 
work  and  to  be  more  charitable  and  less  envious. 

To  those  who  are  about  to  take  a vacation,  the 
same  advice  is  given ; and  to  those  who  have 
just  returned  from  one,  it  is  urged  that  they 
read  the  book  while  they  are  taking  the  enforced 
rest  which  the  usual  overstrenuous  holiday  makes 
necessary. 


THE  REDUCTION  OF  MATERNAL 
mortality 

The  reduction  of  maternal  mortality  is  an  ever- 
existing  problem  to  which  every  physician  should 
give  his  best,  to  aid  in  the  reduction  to  an  abso- 
lute minimum.  It  may  be  of  interest  to  know 
what  New  York  State  is  doing  to  solve  this 
problem,  as  reported  by  Dr.  Florence  McKay 
(Chief  of  the  Division  of  Maternal  Welfare, 
N.  Y.  State  Department  of  Health). 

Statistics  show  that  in  New  York  State,  puer- 
peral septicemia  is  the  cause  of  more  than  30% 
of  the  deaths ; puerperal  albuminuria  and  con- 
vulsions of  26%  to  27%.  This  would  tend  to 
show  that  much  could  be  done  in  proper  antenatal 
care  to  reduce  the  occurrence  of  the  renal  condi- 
tions and  toxemias,  and  proper  care  at  the  time 
of  labor  and  during  the  puerperium,  would  re- 
duce the  cases  of  infection.  The  physician  and 
the  midwife  must  realize  their  responsibility  to 
the  fullest  extent.  New  York  State  is  resorting 
to  the  following  procedures  to  stimulate  local 
responsibility  and  to  assist  local  effort  in  im- 
proving maternity  care  during  pregnancy,  labor, 
and  the  puerperium. 

(1)  Mother’s  Health  Clubs. — In  order  to 
teach  the  pregnant  woman  how  to  care  for  her- 
self, to  prepare  for  her  confinement,  and  to  care 
for  her  babies,  the  women  are  organized  in  groups 
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and  instructed  by  public-health  nurses.  Much 
is  accomplished  in  this  way  in  proper  instruction, 
and  it  is  a means  of  bringing  the  pregnant 
woman  and  the  physician  more  quickly  into  con- 
tact, in  order  that  continuous  medical  super- 
vision may  be  maintained. 

(2)  County  Fairs. — A maternity  and  infancy 
exhibit  is  conducted  at  most  of  the  county  fairs 
in  the  State,  with  a maternity  and  infant  nurse  in 
charge.  The  county  fair  exhibits  have  been  the 
starting  point  of  a number  of  mothers’  health 
clubs,  albeit  rural  mothers  are  particularly  diffi- 
cult to  reach. 

(3)  Maternity  Hygiene  Classes. — By  this 
method,  the  public-health  nurses  having  no  ex- 
perience in  teaching  maternity  hygiene  are  given 
proper  instruction,  in  order  that  the  mothers’ 
health  clubs  may  have  standardized  teaching. 

(4)  Prenatal  Consultations. — This  has  been 
found  one  of  the  most  successful  of  all  the 
activities.  The  unit  consists  of  a full-time 
experienced  obstetrician  and  two  full-time  public- 
health  nurses  who  travel  throughout  the  State, 
conducting  prenatal  clinics  once  a month.  One 
nurse  does  the  advance  work  for  the  first  con- 
sultation, at  the  same  time  giving  instructions  to 
the  local  nurses.  The  other  nurse  travels  with 
the  obstetrician.  The  demand  for  these  consulta- 
tions is  so  great  that  an  additional  obstetrician 
was  placed  on  the  staff.  Prenatal  consultations 
are  given  to  any  who  desire  them,  whether  under 
the  care  of  a physician  or  a midwife,  or  whether 
n)aternity  care  has  not  been  provided  for. 

(5)  Financial  Aid. — Through  the  Federal 
funds  made  available  by  the  Sheppard-Towner 
Maternity  and  Infancy  Act,  financial  assistance 
is  rendered  by  employment  of  local  physicians 
and  nurses  who  conduct  maternity  and  infancy 
work. 

(6)  Consultant  Nurses. — The  State  is  divided 
into  four  maternity-  and  infancy-nursing  dis- 
tricts, each  one  in  charge  of  a consultant  nurse, 
who  assist  in  the  establishment  of  new  maternity 
and  infant  activities  or  the  extension  of  this  line 
of  work  in  local  communities. 

(7)  Regional  Consultants,  who  consist  of  a 
Board  of  Regional  Consultants  in  Obstetrics, 
are  available  for  addressing  medical  societies  in 
any  part  of  the  State. 

(8)  Surveys  are  made  especially  in  communi- 
ties where  maternal  and  infant  mortality  rates 
persistently  remain  high. 

(9)  A Puerperal-Death  Questionnaire  is  sent 
to  every  physician  signing  a death  certificate 
from  puerperal  causes,  in  order  to  determine  the 
facts  in  each  death. 

( 10)  A Puerperal  Sepsis  Reporting  Check-up 
is  maintained,  to  secure  the  cooperation  of  phy- 


sicians in  reporting  all  cases  of  puerperal  sep- 
ticemia. 

(11)  Obstetric  Packages  are  supplied  free,  or 
at  cost,  to  local  physicians  or  midwives.  The 
packages  are  made  by  local  women’s  clubs,  and 
sterilized  at  local  hospitals. 

( 12)  Midtvives. — Every  effort  is  made  to  give 
them  instruction,  and  further  arouse  their  sense 
of  responsibility. 

(13)  Supplies  are  furnished  to  physicians  and 
nurses  conducting  prenatal  work,  such  as  record 
forms,  exhibit  materials,  literature,  prenatal  bags, 
films,  slides,  lectures,  etc. 

The  practical  significance  of  all  this  is  that 
any  locality  in  any  state  inbued  with  the  proper 
spirit  can  place  many  of  these  activities  into  the 
field,  and  accomplish  the  greatest  good  for  the 
greatest  number. 


THE  state  health  CAR. 

A not  unusual  sight  a few  years  ago  was  the 
medicine  man  with  his  raised  platform,  indis- 
pensable negro  ban  joist  and  rattlesnake  skins. 
This  gentleman  was  most  active  in  small  com- 
munities, where  he  sold  a measure  of  diversion 
and  harmless  oil  to  those  coming  under  the  spell 
of  his  persuasive  tongue.  The  medicine  man  is 
no  more. 

However,  his  place  has  recently  been  taken  by 
a modern  and  scientific  development  of  this 
idea.  It  is  known  as  the  State  Health  Depart- 
ment’s Health  Car. 

Seeking  the  byways  of  the  rural  districts,  and 
carrying  with  it  a staff  of  physicians,  dental 
hygienists,  and  nurses,  it  is  doing  a splendid  piece 
of  health  evangelism. 

While  the  country  districts  no  longer  are  iso- 
lated as  they  were  in  the  past,  possessing,  as 
they  do  equally  with  the  larger  centers,  the  ad- 
vantages of  the  telephone,  automobile,  electricity, 
and  radio,  there  has  been  a decided  falling  off 
of  the  number  of  medical  men  practicing  in  rural 
communities.  Moreover,  in  many  sections  of 
Pennsylvania,  isolation  and  inaccessibility  still 
exist.  It  is  particularly  in  these  localities  that 
the  Car  finds  its  place  of  usefulness. 

It  preaches  the  gospel  of  health  and  health 
habits  to  the  parents  of  children  of  preschool  age, 
directing  attention  to  physical  defects,  and  indi- 
cating remedies  to  be  applied  by  the  family  phy- 
sician. It  is  a health-hahit-f arming  organization 
only. 

This  is  indeed  taking  preventive  medicine  di- 
rect to  the  people  and  to  those  who  by  force  of 
circumstance  and  geographical  position  are  most- 
ly in  need  of  it. 

Scientific  discussion  and  research  medicine 
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certainly  have  their  large  place,  and  are  the 
bases  for  the  development  of  medicine  as  prac- 
ticed to-day.  The  Health  Car,  however,  brings 
to  those  in  the  far  reaches  of  the  State  the  ad- 
vantages of  modern  preventive  principles. 

Such  a demonstration,  with  its  tremendous 
possibilities  for  constructive  work  among  the 
coming  generation,  must  commend  itself  to  the 
profession  and  the  laity  as  well. 


TAKING  THE  JOY  OUT  OF  LIFE 

It  is  not  necessary  to  say  that  laws  on  sanita- 
tion are  necessary,  and  must  be  enforced.  It 
was  most  commendable  when  the  State  Milk- 
Container  Law  was  passed  by  the  Legislature 
of  this  Commonwealth,  and  numerous  arrests  are 
being  made  to  enforce  its  requirements.  It  is 
very  difficult  to  make  people  realize  the  safe- 
guards that  should  be  placed  around  and  about 
milk  from  the  cow  to  the  consumer. 

Notice  has  been  given  by  the  Bureau  of  Foods 
and  Chemistry  that  the  Act  of  May  14,  1925, 
regulating  the  sale  and  manufacture  of  carbon- 
ated beverages  and  soft  drinks,  and  which  be- 
came effective  July  13,  1925,  will  be  rigidly  en- 
forced. This  Act  provides  for  the  registering 
of  all  makes  of  soft  drinks,  prohibits  the  sale 
of  beverages  unless  sold  in  individual  bottles, 
and  makes  the  failure  to  conform  with  these 
regulations  punishable  by  fine.  The  provisions 
requiring  that  drinks  shall  be  bottled  are  aimed 
at  the  abolishment  of  the  insanitary  conditions 
now  existing  where  drinks  are  sold  in  bulk  and 
kept  cool  by  the  addition  of  ice.  This  provision 
will  eliminate  the  street  venders  of  soft  drinks. 
It  will  eliminate,  too,  the  “pink  lemonade”  and 
similar  drinks  of  the  circus  and  of  the  county 
fair,  one  of  the  greatest  attractions  for  young 
and  old  at  these  affairs. 

It  would  seem  that  some  one  is  always  taking 
the  joy  out  of  life ! These  beverages  that  never 
tasted  the  same  under  any  other  circumstances, 
are  now  memories  of  yesterday. 


THE  KNIGHTS  TEMPLAR 
EDUCATIONAL  LOAN 
FUND 

At  the  annual  conclave  of  the  Grand  Com- 
mandery  of  Knights  Templars  of  Pennsylvania, 
held  in  Wilkes-Barre,  May  27,  1924,  there  was 
approved  an  Educational  Loan  Fund,  to  be  ad- 
ministered by  the  Educational  Loan  Fund  Com- 
mittee, consisting  of  five  members.  The  object 
is  to  supply  necessary  funds  to  aid. students, 
male  and  female,  in  acquiring  an  education.  The 


members  of  this  committee  are  Herbert  R. 
Laird,  Chairman,  Williamsport ; Joseph  E. 
Quimby,  Philadelphia ; Henry  L.  Dixon,  Pitts- 
burgh ; Edward  Hall,  Warren ; and  John  C. 
Wagner,  Carlisle.  The  State  is  divided  into 
five  sections,  each  one  under  the  jurisdiction  of 
a committeeman,  applications  in  his  section  being 
subject  to  his  approval  and  recommendation. 
The  committee  has  issued  its  first  report,  which 
is  most  commendable. 

Fifty-six  students  are  receiving  aid  as  fol- 
lows : teachers  14,  secretarial  work  1,  medicine 
8,  trained  nurse  1,  chemical  engineer  2,  commer- 
cial artist  1,  journalist  1,  minister  5,  dentist  5, 
civil  engineer  4,  electrical  engineer  2,  accountant 
4,  lawyer  3,  mechanical  engineer  4,  mining  engi- 
neer 1,  sales  efficiency  and  ceramic  engineer  1. 
Twenty-nine  institutions  are  represented,  twen- 
ty-one of  which  are  in  this  State.  “Detail  in 
regard  to  each  case  is  impossible.  Ambition  to 
forge  ahead,  no  funds  to  finance  the  furthering 
of  such  ambition,  and  excellent  recommendations 
and  urging  by  dependable  people  that  the  assist- 
ance be  given,  inspired  the  decisions  to  grant  the 
loans.”  Anyone  is  eligible  to  secure  a loan. 

From  the  year’s  experience,  the  committee 
deems  it  expedient  to  confine  the  use  of  the  fund 
in  the  future  to  juniors  and  seniors.  The  junior 
or  senior  student  who,  through  his  or  her  own 
effort  has  managed  to  pass  through  the  first  two 
years,  is  more  deserving  than  he  who  desires  aid 
for  all  four  years. 

The  assistance  offered  by  this  fund  is  not  con- 
sidered a work  of  charity,  but  rather  an  effort 
toward  the  upbuilding  of  a desirable  citizenship. 
It  encourages  boys  or  girls  with  ambition  but 
no  money  to  better  themselves,  to  earn  more 
competent  wages,  and  to  be  of  benefit  to  the 
country  through  the  practice  of  their  chosen 
professions. 


SCHICK  TEST  FOR  ALL  CHILDREN 

The  Department  of  Public  Health  of  Phila- 
delphia, through  its  division  of  child  hygiene, 
has  launched  a campaign  to  educate  the  laity  to 
the  value  of  immunizing  the  350,000  school 
children  in  the  city  against  diphtheria.  During 
the  first  six  months  of  the  year,  there  was  an 
increase  in  the  number  of  cases  of  diphtheria, 
and  a marked  increase  in  the  number  of  cases 
of  scarlet  fever.  Hence  the  endeavor  to  reduce 
to  a minimum  the  occurrence  of  these  two  dis- 
eases among  the  school  children.  The  parents 
are  requested  to  bring  their  children  to  the 
Schick-test  clinics  established  by  the  Department 
of  Health,  where  the  children  will  be  tested,  and 
immunized. 
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It  would  be  most  fortunate  if  this  procedure 
could  be  made  mandatory  by  legislation,  as  is 
vaccination  against  smallpox,  but  the  influence 
of  the  cults  in  the  legislature  would  render  such 
legislation  at  this  time  impossible.  Under  the 
circumstances,  it  behooves  each  community, 
through  its  various  health  agencies,  to  build  up 
a public  sentiment  in  favor  of  the  routine  Schick 
test  and  immunization  of  all  children. 


THE  ANNUAL  ADDRESS  OF  THE 
PRESIDENT  OF  THE  MEDICAL 
SOCIETY  OF  THE  STATE 
OF  NEW  YORK 

Dr.  Owen  E.  Jones,  of  Rochester,  N.  Y.  (Ne7v 
York  State  Med.  Jour.,  June,  1925),  in  his  pres- 
idential address  delivered  at  Syracuse,  May  14, 
1925,  stressed  some  important  facts. 

Through  medical  organizations,  physicians 
have  an  unequaled  opportunity  of  freeing  the 
practice  of  medicine  from  its  medieval  shackles ; 
namely,  by  the  practice  of  preventive  medicine. 
The  first  procedure  of  importance  is  that  of  de- 
veloping, among  the  laity,  an  understanding  of 
the  necessity  of  having  physical  examinations 
made  at  regular  periods.  Committees  should 
be  appointed  to  study  and  report  the  results  ob- 
tained in  their  own  and  other  states.  The 
society  should  develop  facilities  for  aiding  the 
physician  in  equipping  himself  for  intelligently 
making  and  recording  such  examinations. 

The  New  York  Committee  on  Legislation 
did  much  to  secure  favorable  legislation  and  to 
prevent  the  passage  of  bills  inimical  to  the  prac- 
tice of  medicine.  The  Scientific  Committee  es- 
tablished an  innovation  by  arranging  for  a clinic 
and  demonstration  on  a particular  subject  for  the 
third  day  of  the  meeting,  tuberculosis  being  the 
topic  chosen  for  this  year,  and  syphilis  for  next 
year.  This  will  be  an  annual  feature.  The 
Special  Committee  on  Postgraduate  Medical  In- 
struction realizes  that  there  is  a marked  demand, 
among  physicians  actively  engaged  in  the  prac- 
tice of  medicine,  for  the  establishment  of  facili- 
ties that  will  keep  them  in  touch  with  centers  of 
learning  and  with  large  hospitals  and  laborato- 
ries. 

The  component  county  society  must  be  its 
own  judge  as  to  its  membership  and  the  quali- 
fications of  those  admitted  to  membership,  but 
the  president  urged  that  more  attention  be  given 
to  the  keeping  up  and  increasing  of  the  member- 
ship. It  is  his  opinion  that  a society  should  not 
limit  itself  and  its  interest  to  its  meetings,  but 
should  take  an  active  interest  in  all  activities  in 
its  jurisdiction  that  have  relation  to  the  practice 
of  medicine  and  health  education.  The  State 


Society  can  and  should  aid  the  county  societies 
in  developing  the  social  and  civic  side  of  their 
program  as  keenly  as  it  does  in  developing  their 
scientific  program.  Our  unwillingness  to  express 
ourselves  clearly  and  forcibly  where  the  practice 
of  medicine  is  involved,  has  led  to  much  confu- 
sion among  the  laity. 


THE  RETIREMENT  OF  DR.  BATT 

By  the  retirement  of  Dr.  Wilmer  R.  Batt 
from  the  headship  of  the  Bureau  of  Vital  Statis- 
tics, Pennsylvania  and  the  State  Department  of 
Health  lose  a most  valuable  adviser.  Dr.  Batt 
served  the  State  as  early  as  1902  under  the  old 
State  Board  of  Health,  and  was  of  invaluable 
assistance  to  Dr.  Samuel  G.  Dixon  in  the  crea- 
tion of  the  State  Department  of  Health,  which 
came  into  existence  under  the  legislative  act  of 
1905. 

Dr.  Batt  has  a national  reputation  as  a statis- 
tician, and  has  been  a leader  in  matters  per- 
taining to  the  logistics  of  morbidity,  marriages, 
births,  and  deaths.  His  wide  knowledge  of  our 
State  with  its  manifold  problems,  congested 
population  and  diversified  racial  constituents  has 
amply  fitted  him  for  the  position  which  he  has 
so  ably  filled.  Service  such  as  he  has  rendered 
can  only  come  with  experience  and  aptitude.  It 
will  be  difficult  to  replace  him. 


JOTS  AND  TITTLES 

Denmark  Rehuces  Venereal  Disease. — Syphilis, 
according  to  a recent  report  of  the  Health  Section  of 
the  League  of  Nations  Secretariat,  was  reduced  in 
Copenhagen,  Denmark,  from  8.8  per  10,000  in  1910  to 
4.6  in  1922,  and  the  incidence  of  gonorrhea  in  propor- 
tion. In  1788,  Denmark  adopted  a plan  of  free  treat- 
ment and  compulsory  medical  care  of  such  cases.  Since 
then,  patent-medicine  advertising  has  been  prohibited, 
medical  practice  has  been  limited  to  qualified  persons, 
clinical  and  hospital  facilities  have  been  provided,  and 
the  “State  Serum  Institute,”  having  for  its  main  func- 
tions the  laboratory  diagnosis  of  syphilis  and  the  main- 
tenance of  a card  index  of  the  infected,  has  been  es- 
tablished. Many  of  these  regulations  might  be  emulated 
by  our  own  land,  with  profit. 

Too  Costly  Holidays. — Our  holidays  in  the  United 
States  are  costing  so  much  in  human  death  and  suffer- 
ing that  the  subject  is  almost  forcing  itself  into  the 
field  of  preventive  medicine.  Newspaper  reports  state 
that  over  200  lost  their  lives  on  the  Fourth  of  July. 

President  Coolidge  on  Federal  Doles. — The  Pres- 
ident is  reported  as  opposing  the  “fifty-fifty”  system  of 
Federal  aid  for  public  improvements  or  services,  char- 
acterizing it  as  “one  insidious  practice  which  sugarcoats 
the  dose  of  Federal  intrusion.”  Included  in  the  list  are 
appropriations  for  vocational  education,  industrial  re- 
habilitation, prevention  and  control  of  venereal  diseases, 
and  maternity  and  infant  hygiene.  Wide  difference  of 
opinion  exists  on  the  subject,  and  the  President’s  stand 
will  doubtless  carry  with  it  considerable  weight. 
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Long-range  Diagnosis. — Tested  out  at  the  Atlantic 
City  session  of  the  A.  M.  A.,  long-distance  transmission 
of  the  heart  sounds  is  an  accomplished  fact.  Soon  the 
requisite  equipment  of  the  general  practitioner  will  in- 
clude the  stethoscopic  transmitter  which  will  enable 
him  to  secure  in  fifteen  minutes  the  opinion  of  a special- 
ist, at  whatever  distance.  Particularly  in  the  small 
towns  and  rural  districts  will  this  latest  development  of 
the  telephone  industry  be  of  inestimable  value. 

Smoking  on  the  Cars. — Discussion  has  waxed  more 
or  less  heated  in  Detroit  as  to  whether  women  may 
smoke  on  the  street  railway  cars.  If  the  habit  continues 
to  increase,  soon  it  will  be  necessary  to  provide  sanc- 
tuary for  nonsmokers,  rather  than  the  old-fashioned  (?) 
smoking  car.  From  a hygiene  standpoint  it  is  far  from 
desirable  to  add  to  the  usually  foul  air  of  these  crowded 
public  conveyances  any  further  unnecessary  products  of 
combustion. 

Better  Prenatae  Care  Urged. — According  to  Prof. 
A.  Couvelaire,  of  the  Baudelocque  Hospital  of  Paris, 
France,  41%  of  infant  deaths  during  pregnancy  are  due 
to  syphilis.  Medical  leaders  of  France  are,  therefore, 
urging  that  early  notification  of  pregnancy  be  made 
compulsory,  so  that  venereal  infection,  when  present, 
may  be  detected,  and  the  coincident  danger  to  the  unborn 
child  prevented. 

Medicine  and  Miracles. — Mme.  Ventura  Julia,  for 
nine  years  bedridden,  and  in  a dying  condition,  is  re- 
ported as  having  been  cured  by  immersion  in  the  famous 
pool  at  Lourdes.  A board  of  twelve  medical  experts, 
who  have  examined  her  at  intervals  since,  report: 
“While  the  existence  of  gastric  ulcer  cannot  be  held  to 
have  been  sufficiently  proved,  Mme.  Julia  was  certainly 
suffering  from  pulmonary  tuberculosis,  and  her  general 
condition  offered  no  hope  of  recovery.  There  was  a 
complete  and  instantaneous  cure  at  Lourdes  during  her 
immersion  in  the  pool.  This  cure  and  the  circumstances 
by  which  it  was  affected  cannot  be  scientifically  ex- 
plained by  existing  medical  knowledge.”  Medical  men 
have  been  too  ready  to  laugh  at  the  many  cures  that 
have  been  claimed  for  irregular  and  pseudoscientific 
means.  It  is  time  that  a thorough  study  be  made  of  the 
force  that  seems  to  be  behind  such  results,  for  a con- 
tinuing ignorance  of  the  “reason  why”  will  undoubtedly 
militate  against  the  prestige  of  the  profession. 

Effective  System  of  Disease  Reporting. — In  South 
Carolina,  each  week  a card  is  mailed  to  physicians  for 
the  report  of  the  number  of  cases  of  diphtheria,  gonor- 
rhea, syphilis,  malaria,  smallpox,  tuberculosis,  and  cer- 
tain other  diseases.  The  effectiveness  of  this  system  is 
shown  by  the  fact  that  in  the  first  month  of  its  opera- 
tion, 734  cases  of  syphilis  were  reported,  as  against 
an  average  of  245  cases  for  each  of  the  preceding  ten 
months.  Over  seven  times  as  many  cases  of  gonorrhea 
were  also  reported  under  the  new  system  as  before. 

Medical  Ethics. — Dr.  David  Riesman,  professor  of 
Clinical  Medicine  at  the  University  of  Pennsylvania, 
says,  in  a survey  of  “Medicine  at  the  Bar  of  Public 
Opinion” : “The  time  has  come  when  some  of  the 

ancient  ritual  that  has  stood  between  us  and  the  laity 
should  be  discarded.”  The  Doctor  believes  that  the 
old-type  consultation  behind  closed  doors,  like,  the  mak- 
ing of  secret  treaties,  is  out  of  keeping  with  the  times. 
“I  would  not  make  open  consultations,  openly  arrived 
at,  too  absolute;  experience  has  taught  me  that  there 
are  times  when  secret  consultations  are  in  the  interest 
of  the  patient’s  peace  of  mind,  but  in  the  great  majority 
of  cases,  frank  and  open  consultations  are  to  be  pre- 


ferred.” The  favorite  medical  custom  of  making  a 
mystery  of  diagnosis  and  treatment  is  a source  of  con- 
siderable irritation  to  an  intelligent  patient,  especially  if 
the  patient  be  of  an  imaginative  turn  of  mind.  Most 
of  us  would  rather  face  ten  known  and  understood 
dangers  to  one  that  is  unknown,  and  while  it  requires 
time  and  patience  to  be  sure  that  the  patient  under- 
stands the  explanation  of  his  condition,  with  a certain 
type  of  individual,  the  doctor  will  gain  greatly  in  his 
confidence  by  following  Dr.  Riesman’s  suggestion. 

Overorganized. — The  Call,  bulletin  of  the  Somerset 
County  Medical  Society,  expresses  the  opinion  that  “we 
are  over-societied,  over-sectioned,  and  over- journaled. 
What  we  need  is  not  more  societies,  but  an  amalgama- 
tion of  existing  societies  and  journals,  with  the  im- 
provements which  must  of  necessity  follow  such  a 
course.”  Northwest  Medicine,  Southwest  Medicine,  and 
California  and  Western  Medicine  are  good  examples  of 
successful  application  of  this  principal.  If  it  works  in 
the  West,  why  not  in  the  East?  This  Journal  was 
reorganized  in  1923  in  the  hope  that  our  neighbors  would 
recognize  the  value  of  cooperation,  and  while  the  idea 
takes  hold  slowly  in  the  conservative  East,  in  time, 
the  policy  is  bound  to  be  adopted  the  country  over  of 
substituting  one  first-class  journal  for  several  second- 
or  third-rate  ones. 

Summer  Camps  and  Nervous  Children. — Since  ner- 
vousness in  children  is,  in  a large  proportion  of  cases, 
due  to  unhealthy  conditions  in  the  home,  the  summer 
camp  may  be  productive  of  untold  good.  The  physi- 
cian may  well  consider  the  advisability  of  prescribing 
a sojourn  at  a properly  conducted  camp  for  his  little 
patients  who  need  a rest  from  over-love  and  coddling, 
as  well  as  from  other  unhappy  home  conditions. 

Country  vs.  City. — Tradition  has  it  that  the  country 
is  the  place  to  rear  healthy  children.  Dr.  George  E. 
Vincent,  President  of  the  Rockefeller  Foundation  denies 
this,  saying,  “It  is  a fact that  the  natural  advan- 

tages which  the  rural  districts  possess  are  more  than 
offset  by  the  better  health  protection  afforded  by  the 
city.”  Time  for  our  rural  districts  to  get  busy! 

Housekeeping  and  Exercise. — In  a recent  test  to 
disprove  the  contention  of  Dr.  John  A.  Manning, 
who  declared  that  women  are  deteriorating  because  of 
the  many  mechanical  and  electrical  appliances  they  now 
have  to  lighten  their  work,  a housewife,  during  the 
course  of  one  day’s  work,  walked  more  than  nine  miles, 
stooped  over  103  times,  and  raised  her  arms  over  her 
head  52  times.  It  looks  as  though  the  Doctor  has  never 
tried  housekeeping! 

Education,  but  not  Forcing.— A Yale  professor  is 
reported  as  saying  that  the  liberal  education  of  children 
should  begin  at  two.  If  he  means  ordinary  home  train- 
ing, we  feel  that  this  is  two  years  too  late.  If,  however, 
he  means  formal  teaching,  we  beg  to  differ  with  him. 
The  only  case  of  such  abnormal  forcing  coming  to 
our  attention  resulted  in  a Ph.D.  at  19,  an  unhappy 
marriage  and  a divorce  a few  years  later,  with  the 
victim  declaring  that  her  son  was  going  to  be  an  ath- 
lete, not  a scholar.  Intellectual  precocity  usually  re- 
sults in  inferiority  in  some  other  essential  quality,  and 
forcing  is  never  conducive  to  a sturdy  development. 

Bringing  Telephone  Service  to  the  Deaf. — An 
interesting  article  in  the  Bell  Telephone  Quarterly  de- 
scribes the  results  of  efforts  on  the  part  of  the  Com- 
pany to  establish  better  communication  of  the  deaf  with 
the  rest  of  the  world.  Many  of  the  devices  described 
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are  familiar  to  physicians,  but  less  familiar  and  of 
considerable  interest  are  the  “deaf  set”  which  enables 
one  with  impairment  of  hearing  up  to  60%  to  hear  over 
the  telephone;  the  amplifying  stethoscope,  which  is  of 
real  assistance  to  the  physician  whose  hearing  has 
become  somewhat  dulled  with  advancing  years;  and 
the  audiometer  (of  three  types),  designed  for  measure- 
ment of  the  hearing  function. 

The  Cancer  Organism. — The  daily  papers  have 
been  full  of  the  announcement  recently  made  by  Dr. 
W.  E.  Gye  and  J.  E.  Barnard  in  the  London  Lancet, 
of  their  isolation  of  an  organism,  smaller  than  ordi- 
nary light  waves,  and  therefore  invisible  by  the  usual 
methods  of  microscopy,  which,  acting  in  conjunction 
with  an  undetermined  substance  in  the  tissues,  they 
believe  to  be  the  cause  of  cancer.  The  organism  was 
photographed  by  means  of  ultraviolet  rays,  and  through 
the  use  of  a very  powerful  new  type  of  microscope  de- 
veloped by  Mr.  Barnard.  Dr.  Gye  and  Mr.  Barnard, 
while  careful  to  emphasize  that  no  cure  has  been  dis- 
covered, have  promised  further  revelations  in  the  not- 
far-distant  future.  The  value  of  the  discovery,  while 
the  announcement  is  of  exceeding  interest,  cannot  be 
estimated  without  further  study,  and  its  full  develop- 
ment will  probably  require  many  years.  The  following, 
culled  from  the  Philadelphia  Evening  Bulletm  of  July 
14th,  well  expresses  the  attitude  we  must  assume  at  the 
present  time: 

ARE  WE  CONQUERING  CANCER? 

So  many  “discoveries”  relating  to  cancer  prove 
either  selfish  efforts  to  profit  by  peddling  some  sort 
of  “cure”  or  errors  of  tyro  scientists  mistaking  for 
new  or  misunderstanding  altogether  something  they 
observe,  that  every  announcement  in  the  field  must 
be  viewed  with  circumspection. 

It  is  not  frequent  that  such  an  institution  as  the 
British  National  Institute  for  Medical  Research 
sponsors  any  cancer  “discovery.”  As  a government 
enterprise,  free  from  any  taint  of  commercialism, 
and  wholly  safeguarded  by  the  leaders  of  British 
medical  science,  the  Institute’s  declaration  that  its 
laboratory  men  have  made  an  important  step  toward 
determination  of  the  cause  of  the  dread  malady  must 
be  regarded  as  authoritative. 

It  has  long  been  scientific  theory  that  cancer  is 
due  to  a microorganism.  There  have  been  numerous 
announcements  that  this  minute  organism  had  been 
finally  isolated.  In  the  light  of  the  British  news, 
perhaps  some  of  these  investigators  may  have  caught 
a fleeting  glimpse  of  what  is  described  as  visible 
only  as  a disturbance  of  light  rays,  under  micro- 
scopes of  power  far  beyond  anything  hitherto  em- 
ployed. 

Experiments  have  shown  the  newly  discovered 
organism  can  produce  cancerous  growth  in  mice  and 
other  mammals  more  quickly  than  any  cancerous 
irritant  before  subjected  to  such  tests. 

Of  course,-  the  new  discovery  does  not  mean  that 
the  cure  has  been  found  for  the  disease.  But  find- 
ing the  cause  or  germ  always  is  the  essential  first 
step  toward  finding  the  cure. 

Hope  for  Synthetic  Insulin. — Results  of  studies 
conducted  by  Dr.  John  J.  Abel  and  Dr.  E.  M.  K.  Gell- 
ing, of  Johns  Hopkins  University,  have  recently  been 
announced  in  the  American  Jounuil  of  Pharmacology 
and  Experimental  Therapeutics.  Dr.  Abel  reports 
being  able  to  separate  from  commercial  insulin  four 
different  fractions,  of  which  only  “Fraction  LV”  ap- 
pears to  contain  the  insulin  in  a highly  concentrated 
form,  being  able  to  reduce  the  blood  of  rabbits  to  the 
convulsive  limit  at  40  units  or  more  to  the  milligram. 
Experiments  are  now  being  conducted  in  the  further 
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purification  of  “Fraction  LV.”  Contrary  to  the  pre- 
vious belief.  Dr.  Abel  asserts  that  phosphorus  is  not 
present  in  insulin ; but,  he  says,  “we  do  wish  to  point 
out  that  if  the  labile  sulphur  is  the  pivotal  element  of 
insulin,  then  we  have  in  it  another  sulphur  compound 
of  high  specificity,  and  one  that  plays  a paramount 
role  in  the  normal  metabolic  changes  which  the  carbo- 
hydrates undergo  during  their  utilization  in  the  animal 
economy.”  This  raises  the  question  whether  the  isles 
of  Langerhans  may  be  dependent  on  a special  sulphur 
compound  in  the  food,  which  may  act  as  a precursor 
indispensable  for  the  elaboration  of  the  pancreatic 
principle.  Should  this  connection  ultimately  be  estab- 
lished, according  to  the  Doctor,  it  will  bring  to  light 
an  important  and  hitherto  unrecognized  factor  in  the 
cause  of  diabetes  mellitus.  Dr.  Abel’s  work,  it  is 
hoped,  may  be  a step  towards  the  purification  and 
synthetic  production  of  insulin. 

Playgrounds  for  Adults. — Any  method  that  will 
induce  people  to  seek  more  of  their  recreation  outdoors 
is  worth  trying.  The  success  of  organized  playgrounds 
for  young  and  old  in  connection  with  the  Warren  G. 
Harding  Junior  High  School  at  Frankford,  Philadel- 
phia, is  said  to  be  so  great  as  to  warrant  extension  of 
the  plan  to  other  communities. 

New  Type  of  Smallpox  Suspected. — Smallpox  is 
general  throughout  the  world  at  the  present  time,  ac- 
cording to  the  monthly  Epidemiological  Report  of  the 
Health  Section  of  the  League  of  Nations  Secretariat. 
We  note  with  interest  that  the  type  of  smallpox  now 
prevalent  in  the  United  States  has  changed  from  that 
of  previous  years,  and  that  “the  gradual  increase  of  the 
fatality  suggests  that  a change  of  type  has  taken  place, 
as  the  fatality  ratio  is  usually  highest  at  the  beginning 
of  an  epidemic,  while  the  contrary  has  been  the  case 
here.”  Elsewhere  it  is  reported  that  two  types  are 
prevalent ; a mild  type  from  which  vaccination  pro- 
tects, and  a severe  type  which  may  be  contracted  in 
spite  of  vaccination.  It  is  unusual  to  find  two  types 
coexisting,  without  reversion  to  one  or  the  other. 

Spitting  on  the  Pavement. — About  twenty-five 
years  ago,  there  was  a tremendous  agitation  against 
spitting  on  the  pavement.  Laws  were  passed  forbid- 
ding this  disgusting  habit,  on  the  ground  that  it  spread 
disease.  To  date,  we  do  not  know  of  a single  instance 
in  which  these  laws  were  enforced.  If  they  were, 
doubtless  the  income  thus  afforded  would  enable  munic- 
ipalities greatly  to  reduce  their  taxes.  Why  the  laxity 
in  enforcement?  Has  it  been  discovered  that  public 
expectoration  does  not  spread  disease,  as  stated  by  the 
propaganda  when  the  laws  were  enacted — or  is  the 
change  in  sentiment  due  to  the  disappearance  of  the 
sweeping  trains  worn  by  women  at  that  time? 

Clothing  and  Health. — Despite  the  prevalent  criti- 
cism of  women’s  clothing  of  the  present  day,  the  fact 
remains  that  not  since  the  Greek  era  has  it  been  so 
sensible  or  so  healthful,  and  men  might  take  a tip  or 
two  from  it  to  their  advantage.  For  health,  the  body 
demands  free  access  of  the  air  to  the  skin  as  well  as 
to  the  lungs,  access  of  the  sun’s  rays  to  the  skin  over 
as  large  an  area  as  modesty  and  custom  permits,  freedom 
of  the  muscles  to  develop  and  of  the  internal  organs  to 
perform  their  functions,  as  well  as  the  comfort  con- 
ducive to  the  healthy  functioning  of  the  nerves.  All 
these  are  not  inconsistent  with  beauty,  and  it  is  to  be 
hoped  that  the  pendulum  of  style  will  not  swing  back- 
ward to  the  constricting  garments  affected  but  a 
few  years  ago. 
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THE  DIAMOND  JUBILEE  PROGRAM  AT 
THE  HARRISBURG  SESSION 

Satisfaction,  and  contentment  are  two  condi- 
tions that  the  Committee  on  Scientific  Work  of 
the  Medical  Society  of  the  State  of  Pennsylva- 
nia should  never  sanction,  when  it  comes  to  plan- 
ning or  arranging  a program  for  the  Society 
meetings. 

For  seventy-five  years  we  have  adhered  to  the 
policy  of  ten  or  fifteen  minute  papers  at  our 
annual  sessions,  with  the  result  that  we  were 
getting  in  a rut,  failing  to  keep  up  with  the 
spirit  of  the  times,  and  lagging  behind  other 
more  progressive  state  and  national  societies  in 
the  arrangement  of  our  programs. 

The  Diamond  Jubilee  Session  offered  an  op- 
portunity to  change,  for  this  year  at  least,  the 
old  and  established  order  of  things  in  regard 
to  the  program. 

In  the  years  to  come,  the  records  of  the  So- 
ciety will  commemorate  the  fact  that  we  have 
passed  the  seventy-fifth  milestone,  and  at  least 
showed  some  progress  or  some  change  for  the 
better  from  the  old  customs. 

It  is  impossible  to  please  every  one  when  mak- 
ing up  a program,  but  if  this  year  the  Commit- 
tee can  show  (1)  that  every  hour  on  the  hour 
you  will  know  the  speaker,  and  the  subject; 
(2)  that  the  officers  will  have  no  control  over 
the  time  limit;  (3)  that  the  periods  constitute 
the  equivalent  of  a three-day  intensive  post- 
graduate course;  and  (4)  that  each  period  will 
be  a complete  resume  of  a subject ; then,  if  the 
Committee  has  pleased  seventy-five  per  cent  of 
the  members,  they  will  feel  that  their  efforts  and 
labors  have  not  been  in  vain.  Never  in  the 
history  of  the  Society  has  such  a program  been 


attempted  or  carried  out.  We  hope  it  meets 
with  your  approbation. 

In  each  section  there  will  be  ten  5-minute 
case  reports  of  rare  and  unusual  interest,  which 
will  be  published  in  more  detailed  form  in  the 
Journal. 

The  Principal  and  his  Associates  in  each  period 
have  been  requested  to  make  their  remarks  short, 
concise,  snappy,  and  to  the  point,  and  when  they 
have  finished  not  to  run  for  their  train  or  auto, 
but  to  remain  to  meet  the  members,  and  help 
make  the  Seventy-fifth  Session  one  long  to  be 
remembered. 

The  men  who  will  report  cases  have  been  ad- 
vised to  cut  down  their  remarks  to  keep  well 
within  the  allotted  time  limit ; to  practice  sev- 
eral times  reading  to  an  imaginary  audience  in 
a large  room,  garage,  or  barn,  so  they  can  easily 
be  heard  at  the  section  meetings. 

Section  luncheons  have  been  planned  by  the 
Committee  for  Wednesday  and  Thursday  at 
noon,  with  the  idea  of  fostering  a more  social  at- 
mosphere and  get-together  feeling  than  has  ex- 
isted in  the  past. 

Through  the  generosity  of  the  Board  of 
Trustees  this  year,  three  hundred  dollars  was 
appropriated,  which  will  make  it  possible  to 
place  in  the  hands  of  over  eight  thousand  doctors 
in  Pennsylvania  (members  of  the  Society)  on 
September  1st,  a folder  of  the  Diamond  Jubilee 
Program,  Harrisburg  Session.  Don’t  throw  it 
in  the  waste-paper  basket  as  soon  as  you  receive 
it  by  mail,  but  read  it,  and  reread  it.  When  you 
have  finished  looking  it  over,  then  come  to  a 
decision  quickly.  If  you  have  not  engaged  or 
reserved  rooms  at  Harrisburg,  do  so  at  once. 
Write  to  Dr.  Maurice  I.  Stein,  Chairman  of  the 
Hotel  Committee,  813  N.  2d  St.,  Harrisburg, 
Pa.,  and  he  will  see  that  a reservation  is  made 
for  you. 

This  program,  the  Committee  feels,  is  equal 
to  or  better  than  most  state  society  programs. 
It  has  been  devised  for  you,  and  planned  to 
meet  your  needs  and  requirements.  Accept  it. 
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or  reject  it,  but  be  sure  you  are  not  making  a 
grave  mistake  should  you  adopt  the  latter  course. 

A conservative  estimate  by  the  Committee  has 
placed  the  minimum  registration  at  1,500  at  the 
Diamond  Jubilee  Session.  It  may  reach  the 
2,000  mark.  All  indications  point  to  an  over- 
whelming attendance.  Decide  now  if  you  pre- 
fer a cot  in  the  Armory  or  a bed  in  a hotel  at 
Harrisburg,  October  5-8,  1925. 


WALTER  F.  DONALDSON,  M.D. 

Secretary 

8014  Jenkins  Arcade  Bldg., 
Pittsburgh,  Pa. 


PAYMENT  OF  PER  CAPITA  ASSESSMENT 


The  following  payment  of  per  capita  assessment  has 
been  received  since  June  16.  Figures  in  first  column 
indicate  county  society  numbers;  second  column.  State 


Society 

numbers. 

June  16 

Luzerne 

253-257 

7235-7239 

$25.00 

17 

Allegheny 

1249-1261 

7240-7252 

65.00 

18 

Philadelphia 

1923-1942 

7253-7272 

100.00 

27 

Cumberland 

33 

7273 

5.00 

Delaware 

100 

7274 

5.00 

Dauphin 

156 

7275 

5.00 

Lackawanna 

200-212 

7276-7288 

65.00 

July  1 

Clinton 

26 

7289  (Hyr.) 

2.50 

Luzerne 

258 

7290 

5.00 

6 

Philadelphia 

1943-1964 

7291-7312(5Uyr.) 

97.50 

8 

Blair 

92 

7313 

5.00 

Luzerne 

259 

7314 

5.00 

13 

Westmoreland 

133-136 

7315-7318 

20.00 

Bedford 

14 

7319 

5.00 

Mifflin 

24 

7320 

5.00 

Jefferson 

53 

7321 

5.00 

16 

Clarion 

28 

7322 

5.00 

Huntingdon 

38 

73230^  yr.) 

2.50 

CHANGES  IN  MEMBERSHIP  OF  COUNTY 
SOCIETIES 

The  following  changes  have  been  reported  to  July  16: 

Allegheny  : Removal — Ernest  G.  Kuhlman  from 

Bridgeville  to  Woodward  (Center  Co.)  David  M. 
Dunbar  from  Pittsburgh  to  Old  Concord  (Wash.  Co.) 
Resignation — James  E.  Rush,  Crafton;  Harry  P. 
Smith,  St.  Petersburg,  Fla. 

Butler  : Removal — Frank  D.  Campbell  from  Butler 
to  Bessemer  (Law.  Co.) 

Cambria  : Resignation — Michael  A.  Barbouhr,  Cleve- 
land, O. 

Center:  Removal — H.  H.  Longwell  from  Center 
Hall  to  602  W.  Third  St.,  Williamsport  (Lyc.  Co.) 

Chester:  Removal — Harry  Hyzer  from  Pennhurst 
to  1112  Holland  St.,  Erie  (Erie  Co.) 

Clarion  : Reinstated  Member — Norman  C.  Mills, 

Clarion  (formerly  of  Jefferson  Co.  Society.) 

Cumberland  : New  Member — M.  M.  Dougherty, 

Mechanicsburg. 

Delaware  : New  Member — Howard  S.  Busier,  Bal- 
timore & Owen  Aves.,  Lansdowne. 

Fayette:  Removal — R.  J.  Billings  from  Uniontown 
to  911  Constance  St.,  Pittsburgh  (Alleg.  Co.) 

Huntingdon:  New  Member — Mary  N.  Tiffany,  512 
Fifth  St.,  Huntingdon. 

Lancaster:  Death — William  G.  Binkley  of  Wash- 
ington Boro,  (Univ.  of  Mich.  ’69)  June  2,  aged  81. 

Lackawanna  : New  Members — Bernard  Maffacci, 
39  No.  Church  St.,  Whitehead,  203  Comerford  St., 


Scranton.  Reinstated  Members — William  V.  _ Sarine, 
Carbondale ; Harvey  B.  Cornell,  101  So.  Main  Ave., 
Scranton.  Deaths- — Edward  A.  McLaine  (Med.  Chirurg. 
Phila.  ’09)  of  Scranton,  Apr.  14,  aged  45 ; Joseph 
Villone  of  Scranton,  recently,  aged  66. 

Luzerne  : Death — William  J.  McGuire  of  Wilkes- 
Barre  (Jeff.  Med.  Coll.  ’08),  Apr.  1,  aged  41. 

Mifelin:  New  Member — H.  C.  Cassidy,  Lcwistown. 

Northampton  : Removal — Milton  E.  Weaver  from 
Wind  Gap  to  Fifth  & Walnut  Sts.,  Perkasie  (Bucks 
Co.)  Death — Claude  A.  Freligh  of  Easton  (Univ.  of 
Vt.  ’99)  June  7,  aged  62. 

Philadelphia  : New  and  Reinstated  Members — Aid- 
rich  Burton,  1911  Federal  St.,  Francis  P.  Ligley,  2105 
E.  Huntingdon  St.,  Frank  Glauser,  2050  No.  Seventh 
St.,  Lome  E.  Hastings,  28  Wellington  Road,  Upper 
Darby;  Ralph  S.  Holtzhauser,  2300  E.  York  St.,  Karl 
M.  Houser,  5538  Irving  St.,  Charles-Francis  Long,  6430 
No.  Broad  St.,  Henry  M.  Minton,  1130  So.  Eighteenth 
St.,  Ethel  G.  Peirce,  3 College  Circle,  Haverford, 
George  C.  Speirs,  4831  Baltimore  Ave.,  Edward  N. 
Wood,  1930  No.  Seventh  St.,  Philadelphia.  Removal — 
David  H.  Parmet  from  Allentown  to  700  So.  Sixtieth 
St.,  Philadelphia. 

Tioga  : Dcdt/j — John  M.  Gentry  of  Wellsboro  (Coll, 
of  Phys.  & Surg.,  Baltimore  ’84)  Apr.  13,  aged  82. 

Washington  : Death — William  H.  Alexander  of 

Canonsburg  (Jeff.  Med.  Coll  ’85)  Mar.  10,  aged  65. 

York  : Death — Joseph  H.  Bittinger  of  Hanover 

(Jeff.  Med.  Coll.  ’78)  July  4,  aged  73. 


THE  WOMAN’S  AUXILIARY 
OF  THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  PENNSYLVANIA 


MRS.  W.  WAYNE  BABCOCK,  Editor 

PHILADELPHIA,  PA. 


MEMBERSHIP 

In  drawing  up  the  State  and  county  constitu- 
tions, many  questions  as  to  detail  of  purpose, 
government,  membership,  etc.,  have  arisen. 
Great  latitude  has  been  allowed  each  county,  as 
the  needs,  size,  and  situation  are  so  variable  in 
different  parts  of  the  State.  One  clause  in  all 
constitutions  should  stand  constant  and  un- 
changed ; namely,  that  of  membership.  If  a 
doctor  is  in  good  standing  in  the  county  medical 
society,  his  wife,  daughter,  mother,  and  sister 
are  eligible  upon  payment  of  dues. 

Many  serious  and  some  humorous  situations 
have  been  placed  before  the  constitutional  com- 
mittees. For  instance,  in  several  towns,  infor- 
mal organizations  from  five  to  eight  years  old 
have  been  found,  consisting  of  the  wives  of 
doctors,  veterinarians  and  druggists.  Evidently, 
there  had  been  a need  for  such  a group,  but 
there  would  not  be  room  for  the  successful  con- 
tinuance of  such  a club  and  a county  auxiliary. 
This  problem  must  be  settled  by  the  locality 
where  it  occurs.  When  the  auxiliary  is  formed, 
there  is  one  rule  without  exception ; a man  must 
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be  in  good  standing  in  the  county  medical  so- 
ciety before  the  women  of  his  family  can  become 
members.  Widows  of  men  who  were  members 
at  the  time  of  their  death  are  eligible.  The 
question  arose,  “Suppose  a widow  should  marry 
a chiropractor?”  Answer:  “She  would  no 

longer  be  a widow.  She  would  be  the  wife  of 
a man  7iot  in  the  county  medical  society.  There- 
fore she  would  no  longer  be  a member.” 

FINANCE 

One  of  the  most,  important  factors  in  the 
success  of  any  organization  is  its  financial  con- 
dition. For  the  past  four  years,  the  affairs  of 
the  National  Auxiliary  have  been  carried  by 
personal  donations.  This  was  entirely  satis- 
factory in  the  early  days ; but  the  time  has  come 
when  expenses  are  sufficiently  heavy  to  make  the 
necessity  of  sharing  them  imperative,  if  unified 
progress  is  to  be  made. 

Before  the  1925  meeting,  the  National  treas- 
urer requested  donations  from  the  organized 
states.  The  response  varied  according  to  the 
contents  of  the  state  treasuries.  Pennsylvania, 
having  nothing  and  not  wishing  to  go  into  debt, 
suggested  to  the  various  counties  a per  capita 
tax.  This  was  not  a parliamentary  proceeding, 
nor  was  it  a required  tax,  but  it  was  met  with  a 
spirit  of  courtesy  and  cooperation  that  won 
many  compliments  for  the  State.  The  sum, 
while  only  twenty-five  cents  per  woman,  was 
three  times  larger  than  it  would  have  been  had 
the  State  president  and  State  organizer  complied 
with  the  donation  request,  and  it  gave  each 
county  the  feeling  that  they  were  beginning  to 
assume  responsibility  in  national  affairs.  In  the 
future,  a definite  per  capita  tax  will  place  the 
National  treasury  upon  a dignified  basis.  Mean- 
while, Pennsylvania  may  be  proud  that,  even 
before  it  was  fully  organized,  it  supported  the 
National  Auxiliary  as  a State,  rather  than  by 
personal  donation. 

LEGI SLATION— POLITICS 

Legislation — The  preparation  and  enactment 
of  laws,  the  exercising  of  law-making  power 
through  the  expression  of  a delegation. 

Politics — The  art  of  government,  the  prac- 
tice of  managing  or  directing  affairs  of  public 
]X)licy  or  political  parties. 

Webster  adds  that  politics  can  be  used  in  the 
bad  sense,  in  which  case  it  would  mean  artful  or 
dishonest  management  to  secure  the  success  of 
political  candidates  or  parties.  Without  doubt, 
it  was  in  this  latter  and  more  popular  sense  that 
President  Haggard  used  the  word  “politics” 
during  his  informal  talk  at  Atlantic  City,  when 
he  urged  the  Auxiliary  to  “keep  out  of  politics” ! 


Many  of  the  good  ladies,  confusing  the  terms 
politics  and  legislation,  lost  the  whole  force  of 
Dr.  Haggard’s  talk,  and  carried  back  to  their 
counties  the  report  that  the  Auxiliary  must  do 
nothing  with  regard  to  legislation. 

Since  one  of  the  main  objects  of  the  Auxiliary 
in  Pennsylvania  is  “to  aid  in  securing  better 
medical  legislation,”  and  since  this  object  was 
entirely  sanctioned  by  the  House  of  Delegates, 
the  misunderstanding  in  the  various  counties  is 
evident.  Legislation  and  politics,  though  closely 
related,  are  two  entirely  different  matters,  and 
even  in  legislation,  the  Woman’s  Auxiliary  does 
absolutely  nothing  except  after  conference  with 
the  chairman  of  Legislation  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania. 


“GOLDEN  ERA”  OF  HOSPITALS  AT  HAND 

H.  L.  Fritschel,  Superintendent  of  the  Milwaukee 
(Wisconsin)  Hospital,  states  that  the  great  increase  in 
institutions  and  the  large  sums  offered  them,  are  proof 
of  the  important  place  hospitals  are  winning.  There 
is  a place  of  importance  for  the  small  hospital  in  the 
smaller  community.  When  the  hospital  fear  is  removed, 
more  people  will  apply  for  hospital  care. 

The  middle  class  is  still  a problem.  To  furnish 
hospital  services  at  a moderate  price  to  the  people  of 
moderate  means  is  one  of  the  greatest  problems  con- 
fronting a hospital  today  and  tomorrow,  if  it  would 
fulfill  its  mission  in  public  life. 

Another  development  of  the  hospital  of  tomorrow  is 
a provision  for  the  chronically  ill,  where  they  will 
receive  more  skilled  service  than  is  now  accorded  them. 
This  is  a much-neglected  field.  These  patients  are  shifted 
from  the  hospital,  either  to  home  surroundings  where 
they  cannot  receive  proper  attention,  or  to  the  infirmary 
wards  of  almshouses.  Too  frequently,  medical  aid 
and  attention  is  withdrawn.  The  hospital  must  be 
standardized. — Hospital  Management,  May,  1925. 


HOTEL  ACCOMMODATIONS  FOR  THE 
HARRISBURG  MEETING 

About  twice  the  number  of  hotel  reservations 
stated  in  a former  issue  of  the  Journal  have 
now  been  secured  by  the  Hotel  Committee  for  the 
accommodation  of  members  attending  the  State 
Society  meeting  in  Harrisburg,  October  5 to  8, 
1925.  In  addition  to  this,  accommodations  for 
1 ,500  people  have  been  definitely  secured  in  de- 
sirable private  homes. 

The  work  of  making  provision  for  visiting 
members  and  their  families  will  be  very  much 
facilitated  if  those  members  who  expect  to  at- 
tend the  meeting  will  communicate  as  early  as 
possible  with  the  chairman  of  the  Hotel  Com- 
mittee. The  earlier  the  request  is  made,  the 
more  easily  they  can  be  cared  for  and  the  better 
the  accommodations  that  can  be  assigned. 

Applications  should  be  made  to  Dr.  Maurice 
I.  Stein,  813  N.  Second  St.,  Harrisburg,  Pa, 


County  Medical  Societies 


REPORTERS  OF  COUNTY  SOCIETIES 


Adams — James  P.  Dalbey,  M.D.,  Gettysburg. 
Allegheny — Lester  Hollander,  M.D.,  Pittsburgh. 
Armstrong — Jay  B.  F.  Wyant,  M.D.,  Kittanning. 
Beaver- — Francis  H.  McCaskey,  M.D.,  Rochester. 
Bedford — N.  A.  Timmons,  M.D.,  Bedford. 

Berks — Clara  Shelter- Keiser,  Al.D.,  Reading. 

Blair — -James  S.  Taylo^  M.D.,  Altoona. 

Bradford — Stanley  D.  Conklin,  M.D.,  Sayre. 

Bucks — Anthony  F.  Myers,  M.D.,  Blooming  Glen. 
Butler — L.  Leo  Doane,  M.D.,  Butler. 

Camlria — Horace  B.  Anderson,  M.D.,  Johnstown. 
Carbon — Jacob  A.  Trexler,  M.D.,  Lehighton. 

Center — James  L.  Seibert,  M.D^  Bellefonte. 

Chester — J.  A.  Perkins,  M.D.,  Coatesville. 

Clarion — Hilton  A.  Wick,  M.D.,  New  Bethlehem. 
Clearfield — George  D.  Fussell,  M.D.,  Clearfield. 
Clinton — R.  B.  Watson,  M.D.,  Lock  Haven. 
Columbia — ,C.  B.  Yost.  M.D.,  Bloomsburg. 

Crawford — John  W.  Hazen,  M.D.,  Meadville. 
Cumberland— Calvin  R.  Rickenbaughj  M.D.,  Carlisle. 
Dauphin — W.  Minster  Kunkel,  M.D.,  Harrisburg. 
Delaware — George  L.  Armitage,  M.D.,  Chester. 

Elk — Perry  O.  Hall,  M.D.,  Ridgway. 

Erie — -Anna  M.  Schrade,  M.D.,  Erie. 

Fayette — Robert  J.  Billings,  M.D.,  Uniontown. 
Franklin — Samuel  D.  Shull,  M.D.,  Chambersburg. 
Greene — Robert  W.  Norris,  M.D.,  Waynesburg. 
Huntingdon — John  M.  Beck,  M.D.,  Alexandria. 
Indiana — Charles  E.  Rink,  M.D.,  Indiana. 

Jefferson — W.  A.  Hill,  M.D.,  Reynoldsville. 

Juniata — Brady  F.  Long,  M.D.,  Mifflin. 

Lackawanna — G.  A.  Clark,  M.D.,  Scranton. 


Lancaster — J.  J.  Sullivan,  M.D.,  Lancaster. 

Lawrence — William  A.  Womer,  M.D.,  New  Castle. 
Lebanon — W.  Horace  Means,  M.D.,  Lebanon. 

Lehigh — Maurice  Kemp,  M.D.,  Allentown. 

Luzerne — William  J.  Davis.  M.D..  Wilkes-Barre. 
Lycoming — Wesley  F.  Kunkle,  .M.D.,  Williamsport. 
McKean — Francis  DeCaria,  M.D.,  Bradford. 

Mercer — M.  Eklith  MacBride,  M.D.,  Sharon. 

Mifflin — F.  A.  Rupp,  M.D.,  Lewistown. 

Monroe — Walter  L.  Angle,  M.D.,  Stroudsburg. 
Montgomery — John  C.  Simpson,  M.D.,  Norristown. 
Montour — John  H.  Sandel,  M.D.,  Danville. 

Northampton — Authur  B.  Hamilton,  M.D.,  Bethlehem. 
Northumberland — Charles  H.  Swenk,  M.D.,  Sunbury. 
Perry — A.  R.  Johnson,  M.D.,  New  Bloomfield. 
Philadelphia — Franklin  M.  Crispin,  Philadelphia. 

Potter — Ross  H.  Jones,  M.D.,  Coudersport. 

Schuylkill — Arthur  B.  Fleming,  M.D.,  Tamaqua. 

Snyder — -John  O.  Wagner,  M.D.,  Beaver  Springs. 
Somerset — H.  Clay  McKinley,  M.D..  Meyersdale. 
Sullivan — -P.  G.  Biddle,  M.D.,  Dusnore. 

Susquehanna — Dever  J.  Peck,  M.D.,  Susquehanna. 

Tioga — John  H.  Doane,  M.D.,  Mansfield. 

Union — Oliver  W.  H.  Glover,  M.D.,  Laurelton. 

Venango — John  F.  Davis,  M.D.,  Oil  City. 

Warren — M.  V.  Ball,  M.D.,  Warren. 

Washington — Charles  C.  Cracraft,  M.D.,  Claysville. 
Wayne — Hugh  Stevenson.  Ill,  M.D.,  Waymart. 
Westmoreland — Ellsmer  L.  Piper,  M.D.,  Export. 
Wyoming — -Herbert  L.  McKown,  M.D.,  Tunkhannock. 
York — W.  Newton  Long,  M.D.,  York. 
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LYCOMING— JANUARY  TO  JUNE 

A query  has  doubtless  arisen  in  the  minds  of  the 
editor-  and  some  readers  of  the  Atlantic  Medical 
Journal  as  to  whether  the  Lycoming  County  Medical 
Society  is  still  in  existence.  This  conclusion  is  prompt- 
ed by  the  fact  that  no  reports  of  the  activities  or  meet- 
ings have  appeared  in  or  been  submitted  to  the  Journal. 
The  reporter,  therefore, . wishes  to  inform  the  reader 
that  the  Society  has  never  been  more  alive  than  it  has 
been  since  the  annual  meeting  in  January,  1925,  when 
the  following  officers  were  installed : president,  John 
P.  Harley;  first  vice-president,  George  C.  Davis; 
second  vice-president,  P.  Harold  Decker ; secretary, 
Walter  S.  Brenholtz ; treasurer,  John  A.  Campbell ; 
reporter,  Wesley  F.  Kunkle. 

Under  the  leadership  of  President  Harley  and  the 
program  committee,  the  Society  is  enjoying  unusually 
interesting  an^  instructive  programs.  The  interest  is 
reflected  in  the  attendance  at  the  monthly  meetings, 
which  has  reached  a higher  average  than  ever  expe- 
rienced in  the  history  of  the  Society. 

President  J.  Norman  Henry  of  the  State  Society 
addressed  us  at  the  January  meeting  on  “State  Medi- 
cine,” and  Edmund  Piper,  M.D.,  of  Philadelphia,  dis- 
cussed the  “Management  of  the  Complications  of  Labor 
and  the  Use  of  Mercurochrome  in  Septicemia.”  The 
annual  banquet  was  held  in  the  evening.  Howard  C. 
Frontz,  M.D.,  of  Huntingdon,  was  present  as  a visitor. 
Dr.  Frontz  is  a Lycoming  County  boy. 

At  the  February  meeting,  J.  Parsons  Schaeffer,  M.D., 
addressed  the  Society  on  “Morphological  and  Anatomi- 
cal Variations  in  Symptomatology,  Diagnosis,  and 
Treatment.” 

In  March,  “Indications  for  and  Uses  of  Physiotherapy 
in  Medicine  and  Surgery”  was  the  subject  discussed 


by  William  H.  Schmidt,  M.D.,  of  Philadelphia,  illus- 
trated with  slides. 

At  the  April  meeting.  Daniel  J.  McCarthy,  M.D.,  of 
Philadelphia,  addressed  the  Society  on  “Functional 
Nervous  Diseases.”  T.  Kenneth  Wood,  M.D.,  and 
R.  K.  Rewalt,  M.D.,  opened  the  discussion. 

The  May  meeting  was  featured  with  a medical  and 
surgical  clinic  held  at  the  Williamsport  Hospital.  Dr. 
Ross  V.  Patterson,  of  Philadelphia,  conducted  the 
medical  clinic,  and  Dr.  Thomas  A.  Shallow,  of  Phila- 
delphia, the  surgical  clinic. 

After  the  clinics,  and  preceding  the  regular  meeting 
of  the  Society,  a dinner  was  tendered  the  visiting  phy- 
sicians at  the  Park  Hotel.  “Fundamentals  in  the  Diag- 
nosis and  Treatment  of  Cardiac  Affections”  was  the 
subject  discussed  by  Dr.  Patterson,  and  “Acute  Pan- 
creatitis” was  discussed  by  Dr.  Shallow. 

Physicians  from  Turbotsville,  Bloomsburg,  Avis, 
Lock  Haven,  Shamokin,  Rome,  N.  Y.,  Tioga,  Arnot, 
Danville,  Renovo,  State  College,  Mansfield,  Galeton, 
Sunbury,  Canton,  Troy,  Sylvania,  Blossburg,  Selins- 
grove,  and  Digby,  Nova  Scotia,  were  present  at  the 
clinics  and  the  meeting.  It  was  a great  success. 

At  the  June  meeting,  “Laboratory  Aids  in  the  Diag- 
nosis of  Syphilis,”  illustrated  with  motion  pictures, 
was  the  subject  presented  by  C.  E.  Roderick,  M.  D., 
Pathologist  to  the  Battle  Creek  Sanitarium.  The  lec- 
ture was  comprehensive  and  most  interesting. 

The  Society  has  an  active  milk  commission  in  the 
personnel  of  Drs.  Robert  K.  Rewalt,  Galen  D.  Castle- 
bury,  and  J.  Gibson  Logue,  who  are  serving  in  this 
capacity  at  the  Allendale  Farms,  Inc.,  located  five  miles 
from  Williamsport.  The  milk  from  this  farm  scored 
96.3  at  the  meeting  of  the  American  Association  of 
Medical  Milk  Commissions  at  Atlantic  City,  held  May 
25,  1925. 

Under  the  leadership  and  editorship  of  Charles  J. 
Cummings,  M D.,  the  Society  is  publishing  a history 
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of  the  Lycoming  County  Medical  Society,  which  is 
very  comprehensive  in  its  scope.  It  will  be  ready  for 
distribution  in  August. 

The  Society  is  represented  in  the  Board  of  Managers 
of  the  Williamsport  Hospital  by  six  physicians,  mem- 
bers of  this  Society.  Drs.  C.  M.  Adams  and  John  A. 
Campbell  were  elected  as  members  of  the  Board  at  the 
June  meeting.  The  other  physicians  on  the  Board  are 
C.  W.  Youngman,  C.  E.  Heller,  Geo.  R.  Drick,  and 
Albert  F.  Hardt. 

A dinner  was  tendered  on  March  20th,  to  Dr.  Rush 
S.  Castelaw,  new  superintendent  of  the  Williamsport 
Hospital,  by  the  staff  physicians.  Dr.  Castelaw  was 
elected  a member  of  the  Society.  He  has  already  en- 
deared himself  to  the  hearts  of  the  profession,  and 
gives  promise  of  a very  successful  management  of  the 
Hospital.  W.  F.  Kunkle,  M.D.,  Reporter. 


WARREN— JUNE 

The  members  of  the  association  were  delightfully 
entertained  by  Dr.  and  Mrs.  C.  H.  Frantz,  at  their 
home,  on  June  22d. 

Dr.  Crane,  of  the  State  Hospital  Staff,  was  admitted 
as  a new  member,  and  Dr.  E.  D.  McKee,  who  has 
retired  from  practice,  was  placed  on  the  honorary  list. 

Reports  of  the  meetings  were  made  by  Dr.  Mervine, 
who  attended  the  American  Medical  Association  meet- 
ing at  Atlantic  City,  and  Drs.  Beaty  and  Smith,  who 
listened  to  Dr.  Pollock  at  the  Tricounty  meeting  at 
Bemus  Point,  N.  Y. 

An  invitation  was  extended  to  the  Northwestern  So- 
ciety to  meet  in  Warren. 

The  staff  meeting  of  the  Warren  General  Hospital 
was  devoted  to  case  reports.  Dr.  Robertson  reported 
two  cases  of  ruptured  duodenal  ulcer  which,  after  oper- 
ation, resulted  in  recovery.  The  edges  of  the  ulcer 
were  touched  with  the  electric  cautery  and  inverted, 
and  the  pelvis  drained.  A case  of  recurrent  hernia 
through  an  incision  made  for  a gall-bladder  operation 
was  also  reported,  and  the  method  of  covering  such  a 
hernia  by  a mattress  suture,  filling  up  the  weakened 
wall  with  layers  of  the  sac,  using  three  layers  of  the 
adherent  omentum  and  fibrous  tissue.  Dr.  Frantz  re- 
ported a case  in  which,  four  years  after  a recovery, 
following  laparotomy,  from  a ruptured  duodenal  ulcer, 
clinical  symptoms  of  another  rupture  seemed  present 
hut  disappeared  after  starvation  and  rest. 

Dr.  VerMilyea  reported  that  in  his  practice  during 
the  past  eleven  months,  five  pairs  of  twins  and  one  set 
of  triplets  were  born,  out  of  a total  of  sixty-four  con- 
finements. 

Fifteen  members  were  in  attendance,  and  greatly  en- 
joyed an  excellent  dinner  furnished  by  the  host  and 
hostess. 

The  next  meeting  will  be  held  at  the  summer  cottage 
of  Dr.  Pryor,  and  will  be  in  the  nature  of  a picnic  for 
members  and  their  wives. 

M.  V.  Bali,,  M.D.,  Reporter. 


WESTMORELAND— JUNE 

The  annual  clinic  of  the  Society  was  held  in  Latrobe 
on  June  17th,  under  the  auspices  of  the  Latrobe  Acad- 
emy of  Medicine.  The  afternoon  clinic  was  well  at- 
tended, about  ISO  physicians  being  present.  Dr.  Nelson 
G.  Russell,  Professor  of  Clinical  Medicine  of  the  Med- 
ical School  of  the  University  of  Buffalo,  presented  in- 
teresting cases  and  gave  instructive  and  helpful  com- 
ments on  them.  Dr.  James  E.  King,  Professor  of 


Gynecology  of  the  same  school,  gave  an  interesting 
talk  on  vaginal  discharges  and  outlined  treatment.  Dr. 
Lawrence  Litchfield,  of  Pittsburgh,  made  brief  re- 
marks on  the  recent  developments  in  liver-function 
tests  and  methods  of  visualizing  the  gall-bladder  con- 
tents. 

Dinner  was  served  at  the  Latrobe  Country  Club  at 
6 : 30,  with  75  members  and  guests  present.  In  the  ab- 
sence of  Dr.  Horner,  president,  the  vice-president.  Dr. 
D.  A.  Walker,  acted  as  toastmaster,  and  in  his  usual 
witty  manner  introduced  the  after-dinner  speakers. 
Dr.  Russell  gave  an  interesting  talk  on  “Older  Meth- 
ods of  Treatment.”  Chancellor  Bowman,  of  the  Uni- 
versity of  Pittsburgh,  gave  a very  interesting  and 
inspirational  address  on  “What  the  Cathedral  of 
Learning  Means  to  the  Medical  Profession.”  Dr.  King 
very  ably  discussed  “Woman ; the  Obscure,”  basing  his 
remarks  principally  on  the  endocrine  disturbances. 

Good  music  was  furnished  by  the  orchestra.  Mr. 
David  E.  Ewing,  soloist,  sang  several  selections,  which 
were  well  received  by  the  audience,  as  evidenced  by  the 
hearty  applause  for  encores. 

Ellsmer  L.  Piper,  M.D.,  Reporter. 


PENNSYLVANIA  NEWS  ITEMS 

DEATHS 

Dr.  David  Henry,  of  Philadelphia,  aged  57  years, 
died  on  May  23.  He  was  graduated  from  the  University 
of  Pennsylvania  School  of  Medicine  in  1892. 

Dr.  Robert  F.  Tarr,  of  Kittanning,  aged  64  years, 
died  on  June  17  of  uremia.  He  was  a graduate  of 
Maryland  Medical  College,  Baltimore,  class  of  1900. 

Dr.  Joseph  H.  Bittinger,  of  Hanover,  who  was  born 
in  1852,  died  on  July  4.  He  was  graduated  from 
Jefferson  Medical  College  of  Philadelphia  in  1878. 

Dr.  James  R.  Phillips,  of  Philadelphia,  aged  58 
years,  died  on  June  8.  He  was  graduated  from  the 
University  of  Pennsylvania  School  of  Medicine  in  1893. 

Dr.  John  B.  Turner,  of  Philadelphia,  died  recently. 
Dr.  Turner  was  born  in  1859,  and  was  graduated  from 
Jefferson  Medical  College  of  Philadelphia  in  1882. 

Dr.  Harry  Young  Messec,  of  Narberth,  aged  52 
years,  died  on  June  23  of  heart  disease.  He  was  a 
graduate  of  Ohio  Medical  University,  Columbus,  class 
of  1898. 

Dr.  William  G.  Binkley,  of  Washington  Boro,  who 
was  born  in  1844,  died  on  June  2.  He  was  graduated 
from  the  University  of  Michigan  Medical  School,  Ann 
Arbor,  in  1869. 

Dr.  David  Reiter,  of  Philadelphia,  aged  52  years,  died 
on  June  26  at  the  Lankenau  Hospital.  He  was  a 
graduate  of  the  University  of  Pittsburgh  School  of 
Medicine,  class  of  1909. 

Dr.  Elbert  O.  Day,  of  Philadelphia,  aged  39  years, 
died  on  June  13  of  septicemia.  Dr.  Day  was  graduated 
from  the  University  of  Pennsylvania  School  of  Medi- 
cine in  1913  and  was  on  the  staff  of  the  Germantown 
Hospital. 

William  T.  Notley,  chief  pharmaeist  at  the  Phila- 
delphia General  Hospital,  died  on  June  20  at  the 
Hospital.  Mr.  Notley,  who  was  43  years  old,  had 
been  in  charge  of  the  pharmacy  at  the  Hospital  for 
the  past  ten  years. 

Dr.  Lawrence  F.  FluEhr,  chief  resident  physician 
at  the  Misericordia  Hospital,  Philadelphia,  was  drowned 
in  the  Delaware  River  on  June  14  while  canoeing.  He 
was  graduated  from  the  University  of  Pennsylvania 
School  of  Medicine  in  1924. 
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Stricken  with  encephalitis  lethargica  more  than  a 
year  ago,  Dr.  B.  L-  Cowan  died  from  the  after  effects, 
at  his  home  in  Waynesburg  on  July  12.  He  was  born 
in  1883,  and  was  graduated  from  Jefferson  Medical 
College  of  Philadelphia  in  1909. 

Dr.  John  S.  Shirley,  of  Clarion,  aged  68  years, 
died  on  June  15  at  St.  Francis  Hospital,  Pittsburgh,  of 
nephritis.  Dr.  Shirley  was  graduated  from  the  College 
of  Physicians  and  Surgeons,  Baltimore,  Md.,  in  1883. 
In  addition  to  his  medical  training,  he  was  also  a 
lawyer. 

Dr.  Frederick  C.  Lehman,  of  Philadelphia,  aged  62 
years,  died  on  June  26  at  the  Lankenau  Hospital  as  the 
result  of  a diverticulum  of  the  esophagus.  Dr.  Lehman 
was  the  first  student  to  be  graduated  from  the  Medical 
Department  of  Temple  University  (in  1904). 

Dr.  Claude  A.  Freligh,  of  Easton,  aged  62  years, 
died  on  June  7 of  bronchopneumonia.  Dr.  Freligh  was 
graduated  from  the  University  of  Vermont  College  of 
Medicine,  Burlington,  in  1899.  He  was  a member  of 
the  American  Academy  of  Ophthalmology  and  Oto- 
Laryngology. 

Mrs.  Ida  Lee  Metheny,  of  Philadelphia,  died  on 
July  13  in  the  Jefferson  Hospital.  She  was  the  widow 
of  Dr.  D.  Gregg  Metheny,  long  connected  with  the 
department  of  anatomy  at  Jefferson  Medical  College, 
and  later  head  of  the  anatomical  department  at  Temple 
University. 

Dr.  M.  C.  Gabrielian,  of  Philadelphia,  fell  over  dead 
on  July  7 after  running  two  blocks  in  answer  to  an 
emergency  call.  His  death  was  due  to  heart  disease 
believed  to  have  been  superinduced  by  the  heat.  He 
was  a graduate  of  Jefferson  Medical  College  of  Phila- 
delphia, class  of  1892. 

The  only  son  of  Dr.  and  Mrs.  J.  D.  Stevenson  of 
Beaver,  a young  man  of  17  years,  was  drowned  in  the 
Ohio  River  on  June  18.  Mr.  Stevenson,  while  canoe- 
ing on  the  river  with  three  companions,  was  caught  in 
the  falls  opposite  Freedom,  and  while  all  were  thrown 
out  of  the  canoe,  the  others  escaped  to  shore  or  were 
rescued. 

Dr.  John  Edward  MoorE,  of  Philadelphia,  aged  61 
years,  died  on  June  9.  Dr.  Moore  was  graduated  from 
Jefferson  Medical  College  of  Philadelphia  in  1890,  and 
from  the  University  of  Pennsylvania  School  of  Medi- 
cine in  1892.  He  was  formerly  assistant  demonstrator 
of  pharmacy,  materia  medica,  and  therapeutics  at  Jeff- 
erson Medical  College. 

Dr.  Charles  W.  West,  of  Philadelphia,  who  was 
graduated  from  the  University  of  Pennsylvania  School 
of  Medicine  in  1905,  died  on  June  23  at  the  age  of  48 
years.  Dr.  West  was  a member  of  the  Philadelphia 
Pediatric  Society,  and  was  formerly  pediatrician  to  the 
Medico-Chirurgical,  Polyclinic,  and  National  Stomach 
Hospitals.  He  was  unmarried. 

Dr.  James  Buchanan  Stoner,  aged  64  years,  a re- 
tired surgeon  of  the  United  States  Public  Health  Serv- 
ice, died  in  the  United  States  Marine  Hospital  at 
Stapleton,  Staten  Island,  on  July  22.  Dr.  Stoner,  a 
descendant  of  Alexander  Stoner,  who  went  to  James- 
town, Va.,  in  1607  with  Capt.  John  Smith,  was  born  in 
Gettysburg,  where  he  was  buried.  In  the  Public  Health 
Service  Dr.  Stoner  was  active  in  fighting  epidemics, 
serving  from  the  Atlantic  to  the  Pacific  coasts  and  from 
Alaska  to  Florida. 

Dr.  David  Bevan,  of  Philadelphia,  a former  instruc- 
tor at  Jefferson  Medical  College,  and  a graduate  of 
that  institution  in  1891,  died  of  heart  disease  on  June 
29.  He  was  fifty  years  old.  During  the  latter  years 
of  his  life  he  gave  lectures  on  pathology  at  Temple 
University  and  published  a book  on  hygiene.  He  is 
survived  by  his  widow  and  a daughter. 

Dr.  Charles  E.  HacklEy,  of  Scranton,  a Civil  War 
veteran,  aged  89  years,  died  on  June  15.  Dr.  Hackley 


was  graduated  from  the  University  of  Pennsylvania 
School  of  Medicine  in  1860.  He  was  formerly  clinical 
professor  of  diseases  of  the  eye  and  ear.  Woman’s 
Medical  College  of  the  New  York  Infirmary  for  Women 
and  Children,  and  for  ten  years  was  on  the  staff  of 
the  New  York  Eye  and  Ear  Infirmary. 

Dr.  William  W.  Moorhead,  of  Philadelphia,  aged 
78  years,  died  on  June  29  as  the  result  of  an  attack 
of  influenza.  Dr.  Moorhead,  who  was  graduated  from 
the  University  of  Pennsylvania  Medical  School  in 
1882,  specialized  in  diseases  of  the  eye  and  ear,  and 
served  on  the  staffs  of  the  Wills  Eye  and  the  Samari- 
tan Hospitals.  He  was  also  associated  with  the  late 
Dr.  George  Strawbridge  for  fifteen  years  at  the  Penn- 
sylvania Eye  and  Ear  Infirmary. 

Dr.  Norman  Davis  Smith,  a practicing  physician 
in  Rutledge  and  Swarthmore  for  nearly  twenty  years, 
died  suddenly  on  July  22,  in  his  43d  year.  Dr.  Smith 
was  born  in  Media,  and  was  graduated  from  the 
Medico-Chirurgical  College  of  Philadelphia  in  1909. 
He  was  a major  in  the  Medical  Corps  during  the 
World  War,  and  had  previously  served  on  the  Mexican 
border.  He  was  on  the  staff  of  the  Taylor  Hospital, 
Ridley  Park,  and  was  chief  surgeon  of  the  Westing- 
house  Company.  His  wife  and  two  daughters  survive. 

BIRTH  ^ 

Dr.  and  Mrs.  Benjamin  A.  Thomas,  of  Swarth- 
more, are  being  congratulated  upon  the  birth  of  a son 
on  June  22. 

Dr.  and  Mrs.  Andrew  GrEist,  of  Steelton,  have  an- 
nounced the  birth  of  a son,  June  23,  at  the  Harrisburg 
Hospital. 

Dr.  and  Mrs.  Robert  G.  Torrey,  of  Philadelphia, 
are  receiving  congratulations  upon  the  birth  of  a son 
on  June  28. 

engagements  and  marriages. 

Dr.  William  Addison  Jacques  and  Miss  Edna 
Jenkins,  both  of  Ashland,  were  married  on  June  24. 

Dr.  David  Major  Bell,  of  Canonsburg,  and  Mrs. 
Jeanne  Russell  Bell,  of  Dormont,  were  married  on 
June  25. 

Dr.  Cleveland  James  White,  of  Philadelphia,  and 
Miss  Mildred  M.  Daly,  of  Lincoln,  Neb.,  were  married 
on  June  6. 

Dr.  and  Mrs.  Arthur  H.  Gerhard,  of  Philadelphia, 
have  announced  the  engagement  of  their  daughter.  Miss 
Frances  Fisher  Gerhard,  to  Mr.  Philippus  Miller,  of 
St.  Davids. 

Dr.  and  Mrs.  J.  Edward  WaasEr,  of  East  Mauch 
Chunk,  announce  the  marriage  of  Mrs.  Waaser’s  daugh- 
ter, Miss  Marian  Morris  Heraty,  to  Mr.  George  Wil- 
liam Streng,  on  June  27. 

Dr.  George  K.  Swartz,  who  has  been  on  the  staff  of 
the  Geisinger  Hospital,  Danville,  was  married  recently 
to  Miss  Clementa  Miller  of  Philadelphia.  Dr.  Swartz 
will  take  up  practice  at  Dallas  about  October  first. 

Announcement  was  recently  made  of  the  engage- 
ment of  Miss  Cornelia  Sherron  and  Dr.  J.  Calvin  Hart- 
man, of  Philadelphia.  Dr.  Hartman  is  assistant  chief 
in  the  obstetrics  departments  of  the  Stetson,  German- 
town, and  Lankenau  Hospitals. 

Dr.  Norman  Fox  and  Miss  Sara  Shuman,  of  Dan- 
ville, recently  announced  their  engagement.  Dr.  Fox 
has  finished  his  internship  at  the  Geisinger  Hospital  and 
will  practice  at  Gilford  College,  South  Carolina,  in  the 
fall. 

The  engagement  has  been  announced  of  Miss 
Leonora  Armentrout  Seneker,  of  Pottstown,  and  Dr. 
Walter  Blair  Stewart,  son  of  Dr.  and  Mrs.  William 
Blair  Stewart,  of  Atlantic  City.  Dr.  Stewart  was 
graduated  from  Princeton  University  and  Johns  Hop- 
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kins  Medical  School  in  1923.  At  present  he  is  resident 
physician  of  the  Children's  Hospital  of  the  University 
of  Pennsylvania. 

ITEMS 

Dr.  and  Mrs.  Andrew  S.  McKinley,  of  Monaca, 
are  touring  Canada. 

Dr.  S.  H.  Peirsol,  and  family,  of  Rochester,  are 
traveling  in  Canada. 

Dr.  John  W.  Hazen,  of  Meadville,  has  returned 
from  a two  months’  trip  to  Europe. 

Dr.  and  Mrs.  Norris'  W.  Vaux,  of  Philadelphia, 
have  sailed  for  Europe  for  a two  months’  trip. 

Dr.  Robert  L.  Pitfield,  of  Germantown,  sailed  re- 
cently for  England.  He  will  return  the  middle  of 
August. 

The  new  buildings  at  the  Hospital  for  Mental  Dis- 
eases, at  Byberry,  Philadelphia,  were  opened  for  in- 
spection on  Monday,  June  29. 

The  Fayette  County  Medical  Society  picnic  was 
held  at  the  Pleasant  Valley  Country  Club,  near  Con- 
nellsville,  on  Thursday,  July  2. 

Dr.  and  Mrs.  Edward  B.  Krumehaar,  of  Chestnut 
Hill,  have  returned  from  Europe,  and  are  now  spending 
a month  at  Northeast  Harbor. 

Dr.  Herbert  B.  Carpenter  and  Miss  Anna  Carpen- 
ter, of  Philadelphia,  sailed  for  South  America  on  June 
25  and  will  return  about  September  1. 

Dr.  Wilson  P.  Long,  of  Weatherly,  has  arrived  home 
from  a tour  abroad.  He  was  a member  of  the  Inter- 
state Postgraduate  Assembly  Clinic  Tour. 

Dr.  and  Mrs.  George  H.  Boyd,  of  Philadelphia,  and 
their  daughters.  Miss  Mary  C.  Boyd  and  Miss  Eliza- 
beth Boyd,  are  spending  the  summer  in  Nova  Scotia. 

Dr.  and  Mrs.  Boyd  B.  Snodgr.\ss,  of  Rochester,  and 
their  daughter.  Miss  Emma  Snodgrass,  left  on  June 
25  for  a tour  of  the  principal  cities  of  Europe. 

Dr.  and  Mrs.  C.  B.  Longenecker,  of  Philadelphia, 
are  spending  several  weeks  visiting  Colorado,  Yellow- 
stone Park,  the  Coast  states  and  the  Canadian  Rockies. 

Dr.  James  L.  Cochran,  of  Connellsville,  was  elected 
president  of  the  Association  of  Baltimore  & Ohio 
Railroad  Surgeons  at  its  recent  meeting  in  Philadelphia. 

Dr.  Scudder  H.  Peirsol,  Jr.,  has  returned  to  his 
home  in  Rochester  and  resumed  practice  after  having 
attended  a special  course  of  lectures  at  Columbia 
University  Medical  School,  New  York. 

Dr.  William  Hardin  Se.vrs,  of  Huntingdon,  is 
spending  three  months  in  study  in  Vienna.  Mrs.  Sears 
accompanied  him.  Dr.  Charles  C.  Wolcott,  of  Phila- 
delphia, is  in  charge  of  Dr.  Sears’  practice. 

Dr.  Wilmer  R.  Batt,  State  Register  of  Vital  Sta- 
tistics for  the  last  twenty  years,  is  one  of  thirteen  State 
employees  who  retired  in  July  under  superannuation 
provisions  of  the  State  retirement  system. 

Dr.  a.  S.  Cantor,  of  Scranton,  has  announced  his 
return  from  postgraduate  study  in  Europe,  and  the 
reopening  of  his  office  for  the  practice  of  medicine, 
specializing  in  the  diseases  of  the  heart  and  kidneys. 

Dr.  W.  Warren  Funk,  Philadelphia,  has  left  the 
Chestnut  Hill  Hospital,  much  improved  after  an  illness 
of  five  weeks  with  a serious  infection  of  the  finger, 
contracted  as  the  result  of  a cut  while  operating. 

Dr.  R.  D.  Spencer,  pathologist  at  the  State  Hospital 
at  Fountain  Springs  for  many  years,  tendered  his  resig- 
nation to  the  board  of  trustees  on  July  14,  effective 
October  1.  Dr.  Spencer  will  be  asked  to  reconsider  his 
action. 

Dr.  William  J.  Bailey,  of  Connellsville,  left  on 
July  1 for  North  Bay,  Ontario,  where  he  has  been 


spending  the  months  of  July  and  August.  He  was 
accompanied  by  Mrs.  Bailey  and  his  brother.  Dr.  L.  J. 
C.  Bailey,  and  wife,  of  Greensburg. 

At  the  commencement  exercises  of  Susquehanna 
University  on  June  10,  the  honorary  degree  of  Doctor 
of  Science  was  conferred  on  Dr.  G.  E.  Holtzapple,  of 
York.  A large  delegation  of  physicians  from  York 
attended  the  exercises. 

Dr.  Theodore  B.  Appel,  of  Lancaster,  has  been  named 
medical  director  of  the  new  Rossmere  Tuberculosis 
Sanatorium.  The  staff  was  organized  under  the  direc- 
tion of  the  Board  of  Directors  of  the  institution, 
headed  by  Dr.  C.  Howard  Witmer,  of  Lancaster. 

Dr.  George  H.  AIeeker,  dean  of  the  Graduate  School 
of  Medicine  of  the  University  of  Pennsylvania,  was 
taken  ill  the  middle  of  July  at  Hunt’s  Lake,  N.  J., 
where  he  was  spending  his  vacation.  His  condition  be- 
coming serious,  he  was  removed  to  the  University  Hos- 
pital, Philadelphia,  and  is  now  reported  as  improving. 

Dr.  AIartha  L-  Bailey,  of  Dillsburg,  sailed  on  July 
4,  on  the  Leviathan,  for  a trip  abroad.  Dr.  Bailey 
will  tour  England,  Scotland,  Ireland,  Austria,  Italy, 
Switzerland,  Germany,  Belgium,  and  the  Netherlands, 
after  which  she*  will  become  a student  for  several 
months  at  the  University  of  Vienna. 

Dr.  Herbert  A.  Arnold,  an  affiliate  member  of  the 
Montgomery  County  Medical  Society,  and  a resident 
ot  Ardmore,  was  elected  Department  Commander  of 
the  United  Spanish  War  Veterans,  Department  of 
Pennsylvania,  on  June  10.  Dr.  Arnold,  a lieutenant 
colonel,  was  retired  from  the  Pennsylvania  National 
Guard  in  April,  1922. 

Dr.  Chevalier  Jackson,  laryngologist  of  Philadel- 
phia, lectured  on  July  7 before  the  Belgian  Society  of 
Otology  at  Antwerp.  Many  Belgian,  French,  Dutch, 
and  British  specialists  heard  his  description  of  methods 
of  exploring  and  operating  upon  the  lungs.  Great 
interest  was  shown  in  the  illustrations  of  his  operations. 

Dr.  a.  W.  Daniell,  of  Philadelphia,  was  recently 
granted  a divorce  from  his  wife,  Mrs.  Emily  Irene 
Daniell.  In  April,  1916,  after  21  years  of  married  life. 
Dr.  Daniell  began  proceedings  to  have  the  marriage 
annulled  on  the  ground  that  his  wife  had  committed 
bigamy  when  they  were  married.  He  declared  her 
husband  was  living  in  England. 

Among  the  Philadelphia  physicians  who  attended 
the  Congress  of  English-speaking  Ophthalmologists 
held  in  London  during  the  week  of  July  13,  were  Dr. 
Mary  Buchanan,  Dr.  G.  E.  de  Schweinitz,  Dr.  S.  Lewis 
Ziegler,  Dr.  W.  Campbell  Posey  and  Dr.  H.  Maxwell 
L,angdon.  Three  years  ago  a similar  meeting  was  held 
in  Washington. 

Dr.  Maude  E.  Abbott,  an  internationally  known  phy- 
sician and  bacteriologist,  has  returned  to  McGill  Uni- 
versity, resigning  from  the  chair  of  pathology  and 
bacteriology  which  she  has  held  for  two  years  at  the 
Woman’s  Medical  College  of  Pennsylvania,  Philadel- 
phia. She  will  be  succeeded  in  September  by  Dr. 
Helen  Ingelby,  a graduate  of  the  University  of  London. 

Dr.  HublEy  R.  Owen,  chief  police  surgeon  of  Phil- 
adelphia, has  been  granted  a two-months  leave  of 
absence  by  Director  of  Public  Safety  Butler,  which 
began  July  6,  when  Dr.  Owen  sailed  for  Europe.  Upon 
the  request  of  General  Butler,  Dr.  Owen  will  make  an 
intensive  study  of  the  police  retirement  systems  in 
Paris  and  London.  He  was  accompanied  by  Mrs. 
Owen  and  their  two  children,  Dorothy  and  Edward. 

A SERIOUS  ACCIDENT  was  sustained  recently  by  Dr. 
William  F.  Morrison,  of  Philadelphia.  He  placed  a 
hypodermic  needle  on  a mantlepiece  beneath  which  was 
an  electric  fan.  Without  his  knowledge,  the  needle 
rolled  off  onto  the  fan,  which  in  its  revolutions  threw 
the  needle  with  great  force,  most  unfortunately  im- 
bedding it  in  one  of  the  Doctor’s  eyes.  It  was  neces- 
sary to  enucleate  the  eyeball. 
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Dr.  Joseph  L.  AeEx,  of  Shenandoah,  was  elected 
from  New  England  by  the  International  Grenfell  Asso- 
ciation to  take  charge  of  the  Child  Welfare  Dental 
Department  on  the  west  coast  of  Newfoundland  and 
Labrador.  Dr.  Alex’s  work  will  consist  of  studying  the 
diet  of  the  natives  in  relation  to  the  teeth  and  other 
oral  infections,  performing  all  dental  operations,  and 
teaching  preventive  dentistry  by  means  of  lectures  and 
slides. 

Dr.  W.  C.  HoEFFEr,  dentist  and  roentgenologist  at 
the  Pottsville  Hospital,  was  severely  injured  and 
narrowly  escaped  instant  death  on  July  2 while  experi- 
menting with  an  x-ray  machine.  Dr.  Hoeffer  was  giv- 
ing a demonstration  of  the  machine,  when  he  touched 
a plug  and  the  entire  machine  exploded  with  a ter- 
rific roar.  The  doctor  was  thrown  the  entire  length 
of  the  room,  falling  on  his  head.  When  picked  up,  it 
was  thought  he  was  dead,  but  with  the  aid  of  a 
pulmotor  he  was  revived.  Dr.  Hoeffer  was  badly 
burned  and  suffered  from  shock.  This  was  the  third 
time  he  was  injured  in  this  way. 

A portrait  of  William  Harvey,  discoverer  of  the 
circulation  of  the  blood,  painted  by  Van  Dyck,  has  been 
presented  to  Jefferson  Medical  College  by  Dr.  J.  Acker- 
man Coles,  Newark,  N.  J.,  in  memory  of  his  father.  It 
was  a treasured  possession  of  Oliver  Wendell  Holmes, 
who  for  years  was  professor  of  anatomy  at  Harvard 
Medical  School,  Boston.  Dr.  Coles  was  his  father’s 
associate  in  the  practice  of  surgery.  Some  years  ago 
he  presented  to  Jefferson  two  rare  volumes — a first 
edition  of  the  complete  works  of  Hippocrates,  pub- 
lished by  Samuel  Choner  in  Geneva  in  1657. 

Dr.  Harvey  J.  Howard,  head  of  the  Department  of 
Ophthalmology  at  Pekin  Union  Medical  College,  China, 
who  was  abducted  by  Chinese  bandits  while  on  a camp- 
ing trip  with  his  son  James  and  Mr.  Morgan  Palmer, 
is  a graduate  of  the  University  of  Pennsylvania. 
While  serving  as  an  interne  at  the  Bryn  Mawr  Hos- 
pital in  1908,  he  met  Miss  Maude  Irene  Strobel,  then 
superintendent  of  nurses  of  the  Main  Line  Hospital, 
and  they  were  married  in  1910,  leaving  almost  immedi- 
ately for  China.  Mr.  Palmer  was  killed  by  the  bandits, 
James  escaped  to  safety,  and  Dr.  Howard  was  held  for 
ransom  by  the  bandits. 


PHILADELPHIA  DEPARTMENT  OF  HEALTH 
ANNOUNCES  DISCOVERY  OF  CAUSE 
OF  “DEVIL’S  GRIP” 

The  Department  of  Health  of  Philadelphia  has  made  a 
preliminary  announcement  that  Dr.  James  C.  Small,  bac- 
teriologist of  the  Philadelphia  General  Hospital,  has  dis- 
covered a parasite  in  the  blood  of  patients  affected  by 
epidemic  pleurodynia  (“Devil’s  Grip”),  which  he  be- 
lieves to  be  the  cause  of  the  fever.  This  parasite  has 
been  named  Plasmodium  Pleurodynia.  This  discovery, 
however,  is  awaiting  confirmation,  depending  upon  re- 
examination of  patients  when  the  disease  again  visits 
this  community. 

The  subject  of  epidemic  pleurodynia  is  of  great  in- 
terest to  the  health  authorities  at  this  time,  because  the 
disease  is  known  to  make  its  appearance  in  the  late 
summer.  Last  year,  a number  of  patients  were  treated 
at  the  Philadelphia  General  Hospital  during  July  and 
August  for  this  disease.  Various  summer  resorts  in 
eastern  Pennsylvania  and  New  Jersey  were  visited  by 
the  same  disease  during  the  summer  of  1924.  Inasmuch 
as  the  disease  is  epidemic  in  character  and  may  recur, 
as  do  other  epidemic  diseases,  the  Department  is  now  on 
the  alert,  should  it  again  appear. 

Regarding  the  clinical  aspects  of  the  disease,  its  on- 
set is  sudden,  is  attended  with  paroxysms  of  excruciat- 
ing chest  pains,  simulating  pleurisy,  and  is  accompanied 
by  fever  and  painful  shallow  respirations.  The  parox- 
ysms of  pain  last  from  4 to  24  hours,  and  tend  to  recur 
with  lessened  severity  after  intervals  of  1 or  2 days  of 
relative  comfort.  Headache  occurs  constantly,  back- 
ache occasionally.  Pain  is  the  most  outstanding  feature 


of  the  disease.  It  is  lancinating  in  character,  and  lo- 
cated over  the  chest  in  the  region  of  the  lower  ribs, 
corresponding  to  the  attachments  of  the  diaphragm. 
The  pain  is  aggravated  by  respiratory  movements,  or 
by  any  body  movements.  It  generally  subsides  with 
the  recession  of  the  temperature,  and  may  shift  to  dif- 
ferent locations  with  the  return  of  the  paroxysms. 
Sweating  occurs  with  the  decline  of  temperature. 
Physical  examination  and  x-ray  studies  fail  to  reveal 
any  abnormal  condition  in  the  chest. 

The  disease  may  terminate  with  a single  paroxysm 
of  pain,  which  is  described  as  the  “Devil’s  (jrip,”  be- 
cause of  the  resistance  to  expansion  of  the  chest  during 
seizure,  but  more  frequently  second  or  rarely  third 
paroxysms  of  a milder  character  come  on  after  an 
interval  of  one  or  two  days.  The  disease  is  not  fatal, 
and  the  convalescence  is  usually  rapid  and  uncompli- 
cated. It  appears  that  quinin  is  quite  effective  in  pre- 
venting a recurrence  of  the  paroxysms. 

The  medical  profession  is  asked  to  be  on  the  alert 
for  cases  of  the  disease  which  may  reappear  in  August 
and  September.  If  reports  of  cases  are  made  to  the 
Health  Department,  an  effort  will  be  made  to  study 
the  cases  with  a view  of  confirming  the  discovery  of  a 
parasite  as  a cause  of  this  disease. 


REPORT  OF  THE  FIRST  ANNUAL  MEETING 
OF  THE  PENNSYLVANIA  HEALTH 
ASSOCIATION 

A meeting  of  the  Pennsylvania  Public  Health  Asso- 
ciation was  held  at  Mont  Alto,  Pennsylvania,  June  23. 
This  association  is  composed  of  delegates  elected  from 
county  units,  and  has  as  its  officers  the  following: 
president.  Dr.  Charles  H.  Miner,  Pennsylvania  Secre- 
tary of  Health;  vice-president.  Dr.  Wilmer  Krusen ; 
vice-president.  Dr.  C.  J.  Vaux;  secretary  and  treasurer. 
Dr.  William  C.  Miller ; assistant  secretary  and  treas- 
urer, Dr.  J.  N.  J.  Raunick ; executive  committee,  Mr. 
p.  H.  Lansburgh,  Dr.  B.  K.  Wilbur,  Dr.  H.  C.  Frontz, 
Dr.  W.  C.  Davidson,  Miss  Alice  O’Halloran. 

While  the  organization  is  yet  in  its  formative  period, 
plans  for  the  development  of  county  units  were  detailed 
by  Dr.  Edgar  S.  Everhart,  of  the  Pennsylvania  State 
Department  of  Health,  in  charge  of  the  State  organiza- 
tion work,  and  were  adopted.  The  meeting  was  marked 
by  a vote  for  the  admission  of  this  organization  into 
the  National  Public  Health  Association,  whose  work- 
ings were  explained  at  length  by  Mr.  Homer  N.  Calver, 
its  executive  secretary. 


REPORT  OF  THE  FIFTH  ANNUAL  CAMP  OF 
INSTRUCTION  OF  THE  PENNSYLVANIA 
STATE  DEPARTMENT  OF  HEALTH 

The  fifth  annual  Camp  of  Instruction  of  the  Penn- 
sylvania State  Department  of  Health  was  held  at  Mont 
Alto  June  22  to  24.  In  many  respects,  this  year’s  ses- 
sion was  by  far  the  most  outstanding  in  the  history  of 
these  gatherings. 

The  Secretary  of  Health  arranged  a program  that 
included  speakers  of  national  and  international  note. 
The  attendance  numbered  two  hundred,  and  was  com- 
posed of  health  officers,  social  welfare  workers,  promi- 
nent lay  people  interested  in  health  matters  inside  and 
outside  of  the  State,  as  well  as  departmental  physicians, 
nurses  and  other  health  personnel. 

The  sessions  were  held  in  the  recreation  hall,  which 
is  part  of  the  equipment  of  the  Mont  Alto  Tuberculosis 
Sanatorium,  on  the  grounds  of  which  the  Camp  was 
located.  The  guests  were  housed  in  regulation  army 
tents,  and  meals  were  served  in  the  main  dining  rooms 
of  the  staff  house. 

The  meeting  was  opened  by  Dr.  Charles  H.  Miner, 
who  outlined  the  recent  achievements  of  the  Depart- 
ment and  his  hopes  for  its  future  activities.  He  em- 
phasized the  necessity  of  conserving  the  health  of 
Pennsylvania’s  children. 
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On  Monday,  Dr.  Hugh  S.  Gumming,  Surgeon- 
General,  United  States  Public  Health  Service,  read  a 
paper  on  the  Government’s  obligation  to  protect  public 
health ; and  Dr.  Victor  Heiser,  Director  for  the  East, 
International  Health  Board,  most  interestingly  related 
the  e.xperience  of  his  organization  in  the  subjugation 
of  tropical  diseases  in  the  Philippines  and  elsewhere. 
Dr.  Heiser  also  spoke  later  in  the  session  on  the  prob- 
lem of  handling  domestic  health  situations.  Dr.  J.  A. 
Ferrell,  of  the  International  Health  Board,  gave  a very 
helpful  discussion  of  the  full-time  county  health  serv- 
ice. Dr.  Wilmer  Krusen,  Director  of  Public  Health, 
City  of  Philadelphia,  delivered  an  illuminating  address 
on  the  subject  of  the  education  of  the  public  in  health 
work. 

On  Tuesday  Dr.  Fones,  of  New  Haven,  Connecticut, 
read  an  interesting  exposition  of  the  physiological  ef- 
fects of  the  modern  diet.  Dr.  Fones  placed  special 
emphasis  upon  his  own  specialty,  that  of  dentistry,  and 
indicated  in  a convincing  manner  the  fact  that  the  con- 
dition of  the  teeth  was  a barometer  of  the  general 
physiology. 

Dr.  Donald  Armstrong,  of  the  Metropolitan  Life  In- 
surance Company,  New  York  City,  outlined  in  interest- 
ing detail  the  direct  favorable  effect  on  the  mortality 
rates  occasioned  by  the  propaganda  spread  by  his  com- 
pany to  policyholders,  urging  periodical  check-ups 
through  regular  visits  to  physicians. 

Dr.  S.  J.  Crumbine,  of  the  American  Child  Health 
Association,  indicated  the  various  ways  through  which 
his  organization  is  cooperating  with  state  departments 
of  health,  and  the  Pennsylvania  State  Department  of 
Health  in  particular. 

Mr.  Homer  N.  Calver,  Executive  Secretary  of  the 
Public  Health  Association,  outlined  to  the  Camp  the 
various  methods  adopted  by  that  association  for  fur- 
thering general  health  through  its  cooperation  with 
county  unit  health  associations  of  the  various  states. 

General  Edward  Martin,  Auditor  General  of  the 
State  of  Pennsylvania,  delivered  an  address  on  disease 
prevention  during  war  time.  This  was  an  historical  talk, 
including  the  outstanding  methods  of  prophylaxis  and 
treatment  during  the  World  War. 

Dr.  Ellen  C.  Potter,  State  Secretary  of  Public  Wel- 
fare, addressed  the  conference  on  the  subject  of  “Reha- 
bilitation of  Paupers,”  in  which  she  outlined  the  pos- 
sible saving  to  the  State  by  a change  in  the  present 
method  of  handling  the  problem  of  the  poor  by  the 
application  of  constructive  sociological  and  medical 
principles  and  the  elimination  of  the  present  poor  farms 
as  such. 

Other  speakers  at  the  Camp  were  Dr.  J.  C.  Vaux, 
Director  of  Pittsburgh’s  Health  Department;  Miss 
Frances  Fern  Hoag,  Nutritional  Department,  Inter- 
State  Dairy  Association;  Dr.  John  L-  Laird,  Chief  of 
the  State  Laboratories,  University  of  Pennsylvania; 
Dr.  H.  C.  Frontz,  Ex-President  of  the  Pennsylvania 
State  Department  of  Health’s  Advisory  Board ; Miss 
Harriet  Frost,  Supervisor  of  Public  Health  Nurses, 
Philadelphia ; Miss  Netta  Ford,  Visiting  Nurse  Asso- 
ciation, York;  Dr.  Henry  Smyth,  Department  of  Hy- 
giene, University  of  Pennsylvania ; Dr.  Cyril  Ains- 
worth, State  Department  of  Labor  and  Industry ; Dr. 
Francis  Patterson,  of  Philadelphia  ; Dr.  Edgar  M.  Green, 
member  of  Pennsylvania’s  Advisory  Health  Board,  Eas- 
ton; Dr.  Charles  H.  Keene,  Harrisburg;  Dr.  Walter 
Cornell.  Chief  Inspector  of  Public  Schools,  Philadel- 
phia : Dr.  Harry  Toulmin,  of  Philadelphia,  and  Mr.  C. 
E.  Mebus,  Civil  Engineer,  member  of  the  State  Ad- 
visory Board. 


Nsw  Test  for  Tuberculin. — A new  test  for  the  ac- 
curate measurement  of  tuberculin,  known  as  the  “sperm- 
atocyte reaction,”  will  be  presented  next  autumn  to 
the  League  of  Nations  by  Professor  Edmund  R.  Long, 
of  the  University  of  Chicago  Pathological  Department, 
at  which  time  the  League  is  to  select  a standard  tuber- 
culin test. 


GENERAL  NEWS  ITEMS 

A REGULAR  FOUR-YEAR  MEDICAL  COURSE,  leading  to  the 
degree  of  M.D.,  has  just  been  established  by  the  Uni- 
versity of  Wisconsin.  The  third-year  work  will  start 
next  fall,  and  the  fourth-year  will  begin  in  the  fall  of 
1926.  The  first  year  of  the  medical  course  was  estab- 
lished at  Wisconsin  in  1907  and  the  second  year  in  1908. 

Dr.  John  Martin  GilE,  aged  61  years,  life  trustee 
of  Dartmouth  College,  dean  of  the  Medical  School  and 
former  member  of  the  New  Hampshire  Governor’s 
Council,  died  on  July  15.  He  was  stricken  with  heart 
disease  while  motoring  with  his  family.  He  was  a 
fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  American  Academy  of  Medicine. 

The  new  plant  of  the  Abbott  Laboratories,  pic- 
tured below,  and  now  nearly  ready,  will  be,  when  occu- 
pied, one  of  the  finest  complete  pharmaceutical  and  re- 
search plants  in  the  world. 


Larger  quarters  will  be  provided  for  the  extensive 
research  work  now  being  carried  on  by  a large  staff  of 
chemists,  and  new  buildings  are  being  provided  for  the 
manufacture  of  the  well-known  Abbott  pharmaceutical 
specialties. 

The  administrative  office  of  the  Abbott  Laboratories, 
located  for  many  years  in  Ravenswood,  will  be  moved 
about  October  1st  of  this  year  to  the  new  plant.  The 
post-office  address  will  be  Waukegan,  111.,  25  miles 
north  of  Chicago  on  the  C.  & N.  W.  R.  R.  About  24 
acres  of  ground  are  owned  by  the  Abbott  Company  to 
provide  for  the  future  expansion  of  their  business. 

Meeting  of  the  Cancer  League. — The  League 
Against  Cancer  met  recently  at  Madrid,  under  the 
presidency  of  the  King  and  Queen  of  Spain,  in  the  new 
Cancer  Institute.  Dr.  Goyanes,  surgeon  in  charge  of 
the  Institute,  announced  that  the  incidence  of  cancer  is 
less  in  Spain  than  in  France,  England,  or  Switzerland, 
about  15,000  new  cases  occurring  every  year,  there 
being  constantly  about  45,000  cases  in  the  country.  In 
one  out  of  each  ten  general  necropsies,  cancer  has 
already  begun  its  inroads,  and  Dr.  Goyanes  recalled 
that  in  New  York  the  number  of  cancer  cases  already 
exceeds  those  of  tuberculosis.  The  King  announced 
that  an  additional  appropriation  for  the  work  of  the 
institute  would  be  available  next  year.  The  French 
Minister  stated  that,  in  France,  twenty  cancer  stations 
are  now  in  existence,  and  that  they  soon  will  have 
twenty-four. 

AMERICAN  ELECTROTHERAPEUTIC 
ASSOCIATION 

The  American  Electrotheraptutic  Association  will 
hold  its  35th  Annual  Session  September  15  to  18  at  the 
Hotel  Drake,  Chicago,  111.  Papers  will  be  read  by 
leading  men  in  the  field  of  physical  therapeutics  and 
by  invited  guests  of  national  reputation.  A demonstra- 
tion of  actual  technic  of  application  of  the  various 
physical  modalities  will  be  given.  There  will  be  a 
complete  exhibit  of  the  latest  electrotherapeutic  appa- 
ratus and  accessories.  All  legally  licensed  physicians 
are  welcome,  and  detailed  program  can  be  obtained  by 
addressing  Dr.  Richard  Kovacs,  Secretary,  223  East 
68th  Street,  New  York  City. 
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NOTED  CHEMISTS  WILE  GIVE  AID  TO 
HOOVER 

COMMITTEE  NAMED  TO  HELP  MAP  PROGRAM  FOR  BENEFIT 
OF  INDUSTRY 

The  appointment  of  an  advisory  committee,  composed 
of  outstanding  members  of  the  chemical  industry  to 
cooperate  with  the  Department  of  Commerce  has  been 
announced  by  Secretary  Hoover.  The  purpose  of  this 
committee  is  to  assist  the  chemical  division  of  the  De- 
partment in  mapping  out  a program  of  work  which 
will  be  of  the  most  practical  and  immediate  benefit  to 
the  industry. 

The  membership  of  the  committee,  as  announced  by 
Secretary  Hoover,  includes  Dr.  Leo  Bakeland,  presi- 
dent, American  Chemical  Society ; Dr.  A.  S.  Burdick, 
president  of  the  Abbott  Laboratories  of  Chicago,  and 
formerly  president  of  the  American  Drug  Manufac- 
turers’ Association ; Dr.  H.  E.  Howe,  editor  of  the 
Journal  of  Industrial  and  Engineering  Chemistry;  Dr. 
Charles  H.  Herty,  president  of  the  Synthetic  Organic 
Chemical  Manufacturers’  Association;  Henry  Howard, 
chairman  of  the  board  of  governors  of  the  Manufac- 
turing Chemists’  Association;  G.  Ober,  president  of 
G.  Ober  & Sons,  Baltimore,  and  past-president  of  the 
National  Fertilizer  Association;  E.  C.  Trigg,  president 
of  John  Lucas  & Co.,  Philadelphia,  and  of  the  Agricul- 
tural Insecticide  and  Fungicide  Association;  A.  Cressy 
Morrison,  president  of  the  Acetylene  Gas  Manufac- 
turers’ Association;  and  S.  W.  Wilder,  secretary  of 
the  Manufacturing  Chemists’  Association. 

UNITED  STATES  CIVIL  SERVICE 
EX.AMINATION 

The  United  States  Civil  Service  Commission  an- 
nounces the  following  open  competitive  examination : 
Junior  Medical  Officer,  Assistant  Medical  Officer,  Asso- 
ciate Medical  Officer,  Medical  Officer,  Senior  Medical 
Officer.  Applications  for  these  positions  will  be  rated 
as  received  until  December  30.  The  examinations  are 
to  fill  vacancies  in  various  branches  of  the  Government 
service. 

For  positions  in  the  Departmental  Service  at  Wash- 
ington, D.  C.,  the  entrance  salaries  are:  junior  medical 
officer,  $1,860  a year;  assistant  medical  officer,  $2,400 
a year ; associate  medical  officer,  $3,000  a j'ear ; medi- 
cal officer,  $3,800  a year ; and  senior  medical  officer, 
$5,200  a year.  Advancement  in  pay  may  be  made  with- 
out change  in  assignment  up  to  $2,400  a year  for  junior 
medical  officer,  $3,000  a year  for  assistant  medical  offi- 
cer, $3,600  a year  for  associate  medical  officer,  $5,000 
a year  for  medical  officer,  and  $6,000  a year  for  senior 
medical  officer. 

For  positions  in  the  field  services,  appointments  may 
be  made  at  the  salaries  stated  above  or  at  higher  or 
lower  salaries,  the  entrance  salary  depending  upon  the 
qualifications  of  the  appointee  as  shown  in  the  examina- 
tion and  the  duty  to  which  assigned. 

Competitors  will  not  be  required  to  report  for  ex- 
amination at  any  place,  but  will  be  rated  on  their  edu- 
cation, training,  and  experience.  Full  information  and 
application  blanks  may  be  obtained  from  the  United 
States  Civil  Service  Commission,  Washington,  D.  C., 
or  from  the  secretary  of  the  board  of  U.  S.  civil-service 
examiners  at  the  post  office  or  customhouse  in  any  city. 


THE  COMMUNITY  FLY  CRUSADE 

Under  city  or  town  conditions,  the  crusade  against 
the  fly  must  be  backed  up  by  the  intelligent  interest  of 
the  citizens.  Through  intelligent  cooperation,  it  should 
be  possible  to  reduce  the  fly  population  of  any  city  or 
town  by  95  per  cent  during  the  course  of  a single  sum- 
mer, and  if  action  is  taken  in  the  autumn  to  eliminate 
breeding  places  and  destroy  overwintering  flies,  the  fol- 
lowing summer  could  be  made  practically  flyless. 

Little  can  be  said  in  favor  of  offering  prizes  for  a 
given  quantity  of  flies.  Let  children  be  taught  where 


flies  originate,  their  habits,  etc.,  and  then  let  the  children 
report  the  presence  of  flies,  say  by  counts,  in  certain 
situations,  stores,  homes,  etc.,  and  locate  and  report 
breeding  places  particularly.  There  will  be  just  as 
much  interest  and  enthusiasm,  the  ultimate  results  will 
be  better,  and  the  opportunity  to  deal  with  flies  is  not  a 
factor — the  children  are  dealing  in  terms  of  cleanliness, 
hygiene,  and  sanitation. 

“Fly  swatting”  serves  only  to  attract  the  attention 
away  from  the  real  issue;  namely,  the  control  of  breed- 
ing places.  However,  a wise,  properly  guided  agitation 
in  this  direction  in  the  winter  and  spring  would  serve  to 
reduce  the  early  crop  of  flies  materially,  and  the  interest 
thus  secured  could  gradually  be  won  over  to  the  side  of 
civic  cleanliness  and  the  slogan  will  have  changed  from 
“swat  the  fly”  to  “swat  the  manure  pile.” — Herms,  in 
Medical  and  Veterinary  Entomology. 


GARAGE  INJURIES 

With  the  tens  of  thousands  of  men  employed  in  the 
garages  of  our  country,  a large  number  of  accidents 
are  occurring  among  them  daily.  There  are  the  dan- 
gers of  exhaust  fumes  from  automobiles  due  to  the 
carbon  monoxid  that  they  contain.  Many  garages  are 
none  too  well  ventilated,  especially  in  the  winter.  In 
such  a garage,  the  occupants  always  take  the  risk  of 
being  poisoned  by  carbon  monoxid.  If  the  concentra- 
tion of  this  gas  is  slight,  it  may  produce  headache  and 
nausea;  and  if  the  concentration  is  considerable,  it  may 
cause  death.  Remember,  carbon  monoxid  itself  has  no 
smell,  so  one  may  be  poisoned  by  it  without  realizing 
there  is  anything  wrong.  The  Bureau  of  Mines  reports 
deaths  due  to  carbon  monoxid  as  the  result  of  working 
under  a car  with  the  engine  running,  and  from  sitting 
in  a closed  car  under  the  same  conditions.  From  what 
has  been  said,  it  is  perfectly  clear  what  should  be  done 
to  prevent  carbon  monoxid  poisoning  in  a garage.  A 
little  cold  is  far  safer  than  excluding  a current  of  air. 

Most  garages  have  signs  posted  forbidding  smoking. 
Yet,  so  generally  is  this  prohibition  disregarded,  one 
would  think  no  one  realized  that  gasoline  is  explosive 
or  even  inflammable. 

From  time  to  time  one  reads  in  the  newspapers  of  a 
serious  accident  due  to  getting  too  high  pressure  in 
blowing  up  a tire.  A gauge  should  always  be  used 
with  a view  not  to  exceed  the  prescribed  air  pressure. — 
Lynch  and  Shields  in  American  Red  Cross  Abridged 
Textbook  on  First  Aid  Industrial  Edition. 


“PHENOMENON  OF  THE  CROSS” 

Collapse  must  not  be  confounded  with  the  crisis  of 
the  infective  diseases.  In  the  true  crisis,  the  rapid  de- 
cline of  the  thermic  curve  is  parallel  to  that  of  the 
curve  of  the  pulse.  Several  clinicians,  among  them 
Alaragliano,  indicate  with  the  name  of  “phenomenon  of 
the  cross”  the  crossing  which  is  made  upon  the  pulse- 
temperature  chart  by  the  curve  of  the  pulse  (which 
ascends)  and  that  of  the  temperature  (which  descends), 
when  collapse  is  confirmed.  The  action  happens  espe- 
cially in  pneumonia  when  the  infection  inclines  toward 
an  unfavorable  source. — Goggia  in  Quesiti  di  Diagnos- 
tica  e Clinica  Mcdica. 


If  you  have  not  already  made  your  hotel  reservation 
for  the  Harrisburg  meeting,  October  5 to  8,  1925,  write 
without  delay  to  Dr.  Maurice  I.  Stein,  Chairman  of  the 
Hotel  Committee,  813  N.  Second  St.,  Harrisburg,  Pa. 


OFFICIAL  TRANSACTIONS 

The  Medical  Society  of  the  State  of  Pennsylvania 

Organized  1848  Incorporated,  December  20,  1890 

Seventy-fifth  Annual  Session 
Harrisburg,  October  5-8, 1925. 


CALL  TO  1925  SESSION 

The  first  meeting  of  the  1925  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of 
Pennsylvania  will  be  called  to  order  in  the  Ball 
Room  of  the  Penn-Harris,  Harrisburg,  on  Mon- 
day, October  5,  1925,  at  3 p.  m.  Certain  pro- 
posed amendments  to  the  By-Laws,  published  in 
the  June,  1925,  Atlantic  Medical  Journal, 
will  be  presented  for  action. 

PRELIMINARY 
SCIENTIFIC  PROGRAM 
GENERAL  MEETING 

BALL  ROOM,  PENN-HARRIS 

Tuesday,  October  6,  10  A.  M. 

Call  to  order  by  the  President. 

J.  Norman  Henry,  Philadelphia. 

Invocation. 

Reverend  Doctor  Robert  Bagnell,  Pastor,  Grace 
Methodist  Episcopal  Church,  Harrisburg. 

Address  of  Welcome. 

Hon.  George  A.  Hoverter,  Mayor,  City  of  Har- 
risburg. 

Address  of  Welcome. 

George  B.  Kunkel,  President,  Dauphin  County 
Medical  Society,  on  behalf  of  the  Cumberland, 
Lancaster,  Lebanon,  York,  and  Dauphin  County 
Medical  Societies. 

Presentation  of  Program. 

Thomas  G.  Simonton,  Pittsburgh,  Chairman  of 
the  Committee  on  Scientific  Work. 

Announcement  of  Entertainments. 

Clarence  R.  Phillips,  Harrisburg,  Chairman  of 
the  Committee  on  Arrangements. 

Introduction  of  Delegates  from  Other  Societies. 
Installation  of  the  President-Elect. 

President’s  Address. 

Ira  G.  Shoemaker,  Reading. 

Address  by  the  President  of  the  American  Medical  As- 
sociation. 

William  D.  Haggard,  Nashville,  Tenn.  (By  invi- 
tation of  the  Board  of  Trustees.) 

Wednesday,  October  7,  9 A.  M. 

9:  00-9:  55  A.  M. 

Carbon  Monoxid  Poisoning. 

Royd  Ray  Sayers,  Washington,  D.  C.,  Chief  Sur- 
geon, U.  S.  Bureau  of  Mines;  Surgeon,  U.  S. 
Public  Health  Service,  Principal.  (By  invitation.) 
Outline.  Occurs  in  industries,  buildings,  homes,  and  garages. 
Diagnosis  made  from  history;  positive  diagnosis  fay  pyrotannic 
method.  Demonstration.  Prevention. 


W.  J.  McConnell,  Pittsburgh,  Surgeon,  U.  S.  Bu- 
reau of  Mines ; Past  Assistant  Surgeon,  U.  S. 
Public  Health  Service,  Associate. 

William  P.  Yant,  Washington,  D.  C.,  Associate 
Chemist,  U.  S.  Bureau  of  Mines,  Associate. 

10:  00-10:  55  A.  M.  Roentgen  Ray  Society  of  Cen- 
tral Pennsylvania 

(lantern  demonstration) 

Plates  exhibited  by  the  organization.  A committee  of 
this  Society  is  selecting  the  plates  and  will  show  only 
those  of  unusual  interest. 

11:00-11:55  A.  M.  Case  Reports 

1.  Mediastinal  Tumor. 

Frederick  B.  Utley,  Pittsburgh. 
Outline.  Patient,  aged  57,  married.  One  child  living  and 
well.  Cough  and  dyspnea,  each  of  eight  months’  duration.  Pre- 
cprdial  distress  and  pain  about  three  months.  Wheezing,  asso- 
ciated with  dyspnea.  Lost  nineteen  pounds.  Cough  distinctly 
brassy.  Bronchophony  at  right  apex.  Widened  cardiac  dull- 
ness. Wassermann  four-plus.  X-ray  diagnosis — very  large 
aneurysm  second  and  third  portions  of  the  arch  of  aorta.  Abso- 
lutely no  physical  findings  to  suggest  aneurysm,  other  than 
widened  dullness.  Final  diagnosis — mediastinal  tumor.  Patient 
showing  steady  improvement  under  antiluetic  treatment  and  x-ray 
therapy. 

2.  Diaphragmatic  Hernia  in  a Young  Athlete.  (Lantern 

demonstration.) 

William  S.  Newcomet,  Philadelphia. 

3.  Spasm  in  the  Middle  of  the  Esophagus. 

George  W.  Grier,  Pittsburgh. 

Outline.  Report  of  case  of  complete  obstruction  in  middle 
of  esophagus,  due  to  spasm.  Obstructive  spasm  is  not  uncom- 
mon at  an  orifice  like  the  cardiac  opening  of  the  stomach  where 
a certain  sphincteric  action  is  present,  but  is  so  unusual  as  to 
be  scarcely  considered  in  this  location.  Recovery  under  admin- 
istration of  belladonna. 

4.  Prolapse  of  Uterus  Through  a Ring  Pessary,  with 

Strangulation.  (Exhibition  of  pictures  and  speci- 
mens.) Harry  A.  Duncan,  Philadelphia. 

5.  Subacute  Pancreatitis,  with  Cyst  and  Cholelithiasis. 

Jesse  L-  Lenker,  Harrisburg. 

6.  Hematocolpos,  Causing  Retention  of  Urine,  Mistaken 

for  an  Acute  Abdominal  Condition  of  ’’Appen- 
diceal  Origin. 

Frank  C.  Hammond,  Philadelphia. 

7.  Lymphosarcoma  of  the  Breasts. 

Howard  G.  SchlEiter,  Pittsburgh. 

8.  Case  of  a Hermaphrodite. 

James  A.  Betts,  Easton. 

12:  00-12:  55  P.  M. 

Toxemias  of  Pregnancy.  (Lantern  demonstration.) 
John  E.  Talbot,  Worcester,  Mass.,  Principal.  (By 
invitation.) 

Harold  A.  Miller,  Pittsburgh,  Associate. 
John  Cooke  Hirst,  Philadelphia,  Associate. 

Thursday,  October  8,  2 P.  M. 

2:  00-2:  55  P.  M.  Therapeutics 

This  symposium  will  be  devoted  to  a discussion  of  the  use  of 
measures  ether  than  drugs  The  .cubjects  are  of  interest  to  all 
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physicians,  no  matter  what  may  be  the  character  of  work  fol- 
lowed. The  writers  will  express  their  personal  convictions,  giv- 
ing established  facts.  Doubtful  points  will  be  touched  upon 
lightly  and  not  argumentatively.  Those  who  differ  from  them 
will  have  an  opportunity  to  voice  their  opinions  in  the  discussion. 

The  Present  Therapeutic  Value  of  X-Rays,  Radium,  and 
Electrocoagulation.  (Lantern  demonstration.) 

George  E.  Pfahler,  Philadelphia,  Associate. 

Outline.  These  agents  are  mere  instruments,  and  must 
be  used  with  the  same  skill  and  good  clinical  judgment  as  is 
necessary  with  surgical  instruments.  Treatment  of  warts, 
moles,  and  skin  cancer.  Superior  in  cancer  of  the  lip,  mouth, 
and  uterine  cervix.  X-ray  and  radium  in  treatment  of  all 
forms  of  sarcoma  and  in  treatment  of  climacteric  uterine 
hemorrhage,  and  in  smaller  fibroids  when  not  associated  with 
pain.  X-rays  and  radium  in  treatment  of  enlarged  thymus  are 
equal  or  superior  to  other  methods  in  treatment  of  exophthalmic 
goiter.  Not  used  fpr  simple  goiter  which  is  causing  mechanical 
pressure  or  deformity. 

A Summary  of  the  Present  Status  of  the  Biologic 
Therapy  of  Disease.  (Lantern  demonstration.) 

John  A.  Koemer,  Philadelphia,  Associate. 

Outline.  Vaccines  in  the  prevention  of  disease;  vaccines 
in  the  treatment  of  disease;  serums  in  prevention  of  disease; 
serums  in  the  treatment  of  disease;  allergens  in  treatment  of 
disease;  nonspecific  protein  agents  in  treatment  of  disease; 
blood  transfusion  in  treatment  of  disease. 

Dietetic  Treatment  of  Diabetes,  Obesity,  and  Nephritis. 
(Lantern  demonstration.) 

Henry  D.  Jump,  Philadelphia,  Principal. 

Outline.  Dietetic  treatment  of  diabetes  and  obesity  is  gen- 
erally accepted  and  used;  that  of  nephritis  not  so  generally 
employed.  Principles  in  diabetic  feeding.  Several  methods 
commonly  used.  Kinds  of  food  and  principles  involved  in 
feeding  the  obese.  Methods  employed  in  feeding  the  nephritic. 
Ends  sought  and  methods  of  determining  value  of  diet  used. 

3:  00-3:  55  P.  M. 

Valuation  of  the  Physical  Factors  of  the  Psychoneurosis. 
Diagnosis  and  Treatment.  (Lantern  demonstra- 
tion.) 

D.  J.  McCarthy,  Philadelphia,  Principal. 

Outline.  Analysis  of  five  hundred  routine  cases  occurring 
in  neurological  practice  for  various  physical  factors,  and  dis- 
turbance of  function  of  viscera  in  these  cases.  Influence  of 
this  study  on  diagnosis  and  treatment  of  neurological  cases. 

George  W.  Wright,  Pittsburgh,  Associate. 

George  M.  Dorrance,  Philadelphia,  Associate. 

4:  00-4:  55  P.  M. 

Hematuria.  (Lantern  demonstration.) 

Hugh  Young,  Baltimore,  Md.  (By  invitation.) 

SECTION  ON  MEDICINE 

HOUSE  OF  REPRESENTATUTSS,  CAPITOE 

Officers  of  Section 

Chairman — Roy  Ross  Snowden,  121  University  Place, 
Pittsburgh. 

Secretary — O.  H.  Perry  PeppEr,  Medical  Arts  Bldg., 
Philadelphia. 

Executive  Committee — Charles  Faekowsky,  Jr., 
Scranton;  Adam  J.  Simpson,  Chester;  Edward  J.  G. 
Beardsley,  Philadelphia. 

Stenographer-r-The  Master  Reporting  Company,  37  West  39th 
St.,  New  York,  N.  Y. 

(Note — Essayists  imll  please  deposit  original  copies 
of  their  papers  with  the  Secretary  of  the  Section  when 
they  have  finished  reading  them.  The  printer  will  not 
accept  carbon  copies.) 

(Note — The  ringing  of  the  hell,  announcing  the  be- 
ginning, the  division,  and  the  conclusion  of  each  fifty- 
fivc-minute  period,  is  beyond  the  control  of  any  officer 
or  member  of  the  section.  Ample  warning  of  thE  fact, 
with  frequent  reference  to  time  allotted,  has  been  given 
all  who  appear  on  the  program.) 

Tuesday,  October  6,  2 P.  M. 

2:00-2:55  P.  M.  Pulmonary  Tuberculosis 

Causes  of  the  Decline  of  Pulmonary  Tuberculosis.  _ 

Charles  H.  Marcy,  Pittsburgh,  Principal. 


Outline.  Fluctuations  in  tuberculosis  death  rate  before  the 
organization  of  antituberculosis  campaigns;  causes  affecting  re- 
cent decline  and  probable  future  trend. 

Surgical  Treatment  of  Pulmonary  Tuberculosis. 

George  P.  Muller,  Philadelphia,  Associate. 

Outline.  A certain  small  but  well-defined  group  of  cases  of 
pulmonary  tuberculosis  apparently  can  be  cured  by  thoracoplasty. 
Discussion  of  indications,  limitations  of  operation,  immediate  mor- 
tality. 

The  Use  of  Artificial  Light  in  the  Treatment  of  Pul- 
monary Tuberculosis. 

William  Devitt,  Allenwood,  Associate. 

Outline.  Report  of  results  obtained  in  use  of  artificial-lamp 
therapy  in  treatment  of  pulmonary  tuberculosis  at  Devitt’s  Camp, 
Pennsylvania. 

3:00-3:  55  P.  M.  The  Diagnosis  of  Nontuberculous 
Pulmonary  Lesions 

The  Clinical  Aspects  of  Nontuberculous  Lesions. 

E.  H.  Funk,  Philadelphia,  Principal. 

Outline.  Frequency  and  character  of  pulmonary  lesions 
which  resemble  pulmonary  tuberculosis  in  their  symptomatology. 
Evaluation  of  various  diagnostic  procedures  useful  in  differential 
diagnosis  in  difficult  cases.  Analysis  of  errors  in  diagnosis  in 
selected  group  of  cases.  Summary  of  helpful  points  leading  to 
an  accurate  diagnosis. 

The  X-Ray  Aspects  of  Nontuberculous  Pulmonary  Le- 
sions. 

Willis  F.  Manges,  Philadelphia,  Associate. 

Outline.  Discussion  of  the  value  and  importance  of  x-ray 
in  the  diagnosis  of  nontuberculous  lesions  of  the  lung.  Comment 
on  the  value  of  the  x-ray  in  controlling  and  measuring  efficacy 
of  treatment.  Discussion  of  the  use  of  radiation  in  treatment 
of  these  lesions. 

The  Bronchoscopic  Aspects  of  Nontuberculous  Pul- 
monary Lesions. 

Louis  H.  Clerf,  Philadelphia,  Associate. 
Outline.  Bronchoscopy  permits  of  direct  inspection  by  the 
unaided  eye  of  interior  of  trachea  and  larger  bronchi.  Diag- 
nostic method  affords  certainty  of  objective  information.  Devia- 
tions from  normal  can  be  observed,  secretion  secured,  and  tissue 
specimen  removed  for  examination.  In  certain  obscure  chest 
cases  there  is  need  for  facts  based,  not  on  inference  or  deduc- 
tion, but  on  objective  observation.  Such  evidence  often  necessi- 
tates a revision  of  previous  clinical  diagnoses. 

4:00-4:55  P.  M.  Hypotension. 

The  Significance  or  Lack  of  Significance  of  Arterial 
Hypotension  in  Clinical  Diagnosis. 

Alfred  Stengel,  Philadelphia,  Principal. 

Outline.  (1)  The  range  of  normal  blood  pressure;  the  sig- 
nificance of  systolic  and  diastolic  pressure  respectively.  (2)  Con- 
siderations of  the  influences  affecting  blood  pressure  in  the 
direction  of  hypotension.  (3)  The  question  of  accuracy  of  obser- 
vations and  probable  range  of  pressure  as  observed  by  several 
individuals.  (4)  What  degree  and  regularity  of  lowering  of  the 
tension  constitutes  actual  hypotension  of  clinical  significance?  (5) 
To  what  extent  should  hypotension  be  regarded  as  a pathological 
state  justifying  consideration  as  the  central  feature  of  a clinical 
case. 

The  Importance  of  the  Respiratory  Apparatus  in  Hypo- 
tension. 

Joseph  H.  Barach,  Pittsburgh,  Associate. 

Outline.  Observations  on  physiologic  and  morphologic  varia- 
tions as  they  occur  in  those  of  comparative  normal  health  and 
those  designated  as  having  a disease.  The  latter  group,  when 
differentiated,  falls  into  subdivisions,  such  as  cachexia,  anemia, 
infections,  endocrine,  nervous,  circulatory  and  respiratory  types. 
With  this  material  before  us,  if  the  phenomenon  of  arterial  hypo- 
tension is  to  be  explained,  we  must  search  for  one  factor  which 
is  common  to  all  enumerated  groups. 

Treatment  of  Hypotension. 

T.  Grier  Miller,  Philadelphia,  Associate. 

Outline.  Treatment  depends  upon  acute  or  chronic  nature  of 
hypotension,  and  upon  the  type — whether  symptomatic  or  essen- 
tial. Value  of  hygienic,  dietary,  and  medicinal  measures,  with 
special  emphasis  on  the  place  of  ephedrin  in  the  routine  manage- 
ment. 

Wednesday,  October  7,  2 P.  M. 

2:  00-2:  55  P.  M.  Recent  Innovations  in  Diagnosis 

The  Present  Status  of  Functional  Tests  of  the  Liver. 

William  J.  Fetter,  Pittsburgh,  Associate. 
Outline.  The  need  of  clinical  medicine  for  better  knowledge 
of  liver  function.  Functional  tests  progress  with  physiological 
knowledge.  Tests  reviewed,  the  more  important  being  empha- 
sized and  their  clinical  application  in  detail. 
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The  Value  of  X-Ray  in  the  Diagnosis  of  Gall-Bladder 
and  Liver  Diseases. 

George  W.  Grier,  Pittsburgh,  Associate. 

Outline.  E.xamination  of  liver  as  a whole  shows  size  and 
irregularity  in  contour.  Latter  is  accentuated  by  pneumoperito- 
neum. Subdiaphragmatic  abscess.  Gall  bladder;  Stones  may  be 
demonstrated;  or  adhesions,  either  by  barium  examination  of  the 
stomach  or  by  cholecystography.  Cholecystitis  or  obstruction  in 
cystic  duct  may  also  be  demonstrated  by  the  latter  method. 

The  Significance  of  Bile  Pigments. 

W.  W.  G.  Maclachlan,  Pittsburgh,  Principal. 
Outline.  Review  of  bile  formation  and  some  clinical  condi- 
tions in  which  jaundice  occurs  as  an  obstructive  or  a hemolytic 
process.  Clinical  tests  for  location  of  bile. 

3:  00-3:  55  P.  M.  Recent  Innovations  in  Treatment 

General  Tendencies  in  Modern  Treatment. 

Benson  A.  Cohoe,  Pittsburgh,  Principal. 

Outline.  Recent  advances  in  knowledge  of  some  physiochem- 
ical  principles  which  are  of  assistance  in  development  of  rational 
drug  therapy.  Drug  standardization,  and  present  trend  towards 
a curtailment  in  number  of  drugs  in  its  pharmacopeia.  Progress 
in  line  of  chemotherapy,  and  an  evaluation  of  usefulness  of  cer- 
tain drugs  employed  in  this  manner.  Increasing  role  of  various 
forms  of  physiotherapy  in  treatment  of  disease. 

Ephedrin  and  Other  Drugs  of  China. 

Carl  F.  Schmidt,  Philadelphia,  Associate. 

Outline.  Systematic  investigation  of  Chinese  drugs,  under- 
taken in  Peking  Union  Medical  College,  has  already  revealed  one 
of  real  value.  It  contains  an  alkaloid,  ephedrin,  which  has  effects 
like  those  of  adrenalin  and  is  superior  to  adrenalin  in  some  re- 
spects. Chinese  medicine  is  purely  empirical,  and  it  is  probable 
that  most  Chinese  drugs  are  inert.  A few  have  been  shown  by 
preliminary  experiments  to  deserve  further  investigation. 

The  Treatment  of  Purpura  Hemorrhagica. 

Thomas  Fitz-hugh,  Philadelphia,  Associate. 

Outline.  Differential  diagnosis  of  purpura  hemorrhagica  is 
dependent  upon  hematologic  tests  which  are  exceedingly  valuable 
when  performed  by  experienced  workers,  but  very  misleading 
when  not  so  performed.  Same  tests  are  essential  to  accurate 
estimation  of  progress  in  any  given  case  of  the  disease.  Fur- 
thermore, natural  history  of  purpura  hemorrhagica  is  variable 
and  unpredictable.  These  factors  all  combine  to  make  very 
difficult  indeed  any  estimation  of  therapeutic  efficiency.  Modern 
methods  of  treatment  include  one  or  a combination  of  the  fol- 
lowing: blood  transfusion,  protein  shock,  irradiation  of  the 

spleen,  and  splenectomy. 

The  Treatment  of  Secondary  Anemia. 

Thomas  T.  Sheppard,  Pittsburgh,  Associate. 

Outline.  Secondary  anemias  discussed  as  to  toxic,  infectious, 
and  metabolic  factors  relative  to  therapy.  Determination  and 
removal  of  etiology  more  important  than  other  therapy.  Discus- 
sion of  hygiene,  diet,  physiotherapy,  and  drug  administration. 

4:00-4:  55  P.  M.  Tropical  Diseases  in  the  United 
States 

Richard  P.  Strong,  Professor  of  Tropical  Medi- 
cine, Harvard  University  Medical  School,  Bos- 
ton, Mass.  (By  invitation.) 

Thursday,  October  8,  9 A,  M. 

9:  00-9:  55  A.  M.  Chemistry  and  Internal  Medicine 

The  Increasing  Importance  of  Chemistry  in  Internal 
Medicine.  . 

James  H.  Austin,  Philadelphia,  Principal. 

Outline.  Importance  of  balance  between  various  inorganic 
constituents  of  body  fluids.  Relation  of  these  to  rickets  con- 
sidered in  greater  detail. 

The  Relation  of  Chlorid  in  the  Body  to  Disease  of  the 
Gastro-intestinal  Tract. 

Edward  Rose,  Philadelphia,  Associate. 

Outline.  Importance  of  chlorids  in  connection  with  normal 
and  abnormal  processes  in  gastro-intestinal  tract,  especially  in 
stomach  and  upper  small  intestine.  Aspects  of  problem:  relation 
of  chlorids  of  gastric  content  to  secretion  of  HO;  variations  in 
chlorid  content  of  chyme  in  presence  of  hypo-  and  hyperacidity 
and  in  carcinoma  of  the  stomach;  relation  of  gastric  anacidity 
to  pernicious  anemia,  and  treatment  of  this  disease  by  HO; 
variations  in  blood  chlorids  in  high  intestinal  obstruction,  and 
effects  of  chlorid  administration  on  toxemia  of  obstruction.  Re- 
sults of  recent  investigations  give  promise  of  additions  to  therapy, 
especially  in  pernicious  anemia  and  toxemia  of  intestinal  obstruc- 
tion. 

The  Anoxemia  of  Carbon  Monoxid  Poisoning,  and  Its 
Treatment. 

William  C.  Stadie,  Philadelphia,  Associate. 


Outline.  Relations  of  chemistry  and  physiology  of  carbon 
monoxid  and  hemoglobin  to  carbon-nionoxid  asphyxia.  Prin- 
ciples and  practical  aspect  of  treatment.  Carbon-dioxid-oxygen 
taerapy. 

10:  00-10:  55  A.  M.  The  Influence  of  Congenital 
and  Hereditary  Factors  in  Diseases  of  Adults 

A Consideration  of  Congenital  Heart  Disease. 

Edward  Weiss,  Philadelphia,  Principal. 
Outline.  Incidence.  Etiology.  Classification  (cyanotic  and 
noncyanotic  cases).  Differential  diagnosis  (1)  from  acquired 
heart  disease,  (2)  of  the  clinically  important  defects.  Necessity 
for  differential  diagnosis  from  standpoint  of  prognosis.  Ex- 
pectation of  life  in  different  defects.  Dangers  of  infection  and 
strain.  Prophylactic  treatment.  Illustrative  cases. 

Congenital  and  Hereditary  Factors  in  Arterial  and 
Renal  Disease. 

Simon  S.  Leopold,  Philadelphia,  Associate. 

Outline.  In  many  cases  of  arterial  and  renal  disease,  none 
of  the  usual  causes  may  be  said  to  have  been  operative.  Fre- 
quency with  which  these  disorders  are  familial  indicates  impor- 
tance of  heredity  as  etiologic  factor.  Illustrative  family  history. 

The  Relationship  of  Congenital  Factors  to  Lesions  of 
the  Thyroid  Gland. 

John  R.  Paul,  Philadelphia,  Associate. 
Outline.  Review  of  rather  complex  development  of  thyroid 
gland  during  embryonic  life.  Frequency  of  formation  of  mis- 
placed islands,  or  so-called  aberrant  thyroids,  with  discussion  of 
certain  common  lesions  of  thyroid  gland  as  viewed  from  this 
aspect. 

11:00-11:  55  A.  M.  Case  Reports 

1.  Diabetes  in  Eight  Members  of  a Family,  with  Six 

Deaths  in  Coma. 

Richard  A.  Kern,  Philadelphia. 

2.  Diabetic  Coma,  Five  Days,  with  Gangrene  of  Foot, 

Treated  Intensively  with  Insulin. 

Clarence  R.  Phillips,  Harrisburg. 

3.  Recurring  Auricular  Fibrillation,  Rationed  on  Quini- 

din  Sulphate. 

James  R.  Talley,  Philadelphia. 

4.  Portal  Cirrhosis  in  a Boy  of  Fifteen,  Due  to  Con- 

genital Syphilis. 

Adam  J.  Simpson,  Chester. 

5.  Pellagra  in  Pennsylvania. 

Carl  E.  Ervin,  Danville. 

6.  Hemochromatosis. 

Clifford,  C.  Hartman,  Pittsburgh. 

7.  A Radical  Cure  of  Simple  Obesity. 

Frank  A.  Evans,  Pittsburgh. 

8.  Infectious  Mononucleosis. 

C.  W.  W.  Elkin,  Pittsburgh. 

9.  Smallpox. 

J.  Moore  Campbell,  State  Department  of  Health, 
Harrisburg. 

12:  00-12:  55  A.  M. 

Constitution  and  Disease. 

George  Draper,  Associate  in  Medicine,  Columbia 
University,  New  York  City,  N.  Y. 

Outline.  Discussion  of  history  and  meaning  of  the  concep- 
tion of  constitution  in  relation  to  disease;  description  of  method 
of  approach  to  the  study;  a few  examples  of  the  way  such 
studies  contribute  to  better  understanding  of  natural  history  of 
man,  and  its  value  to  clinical  medicine  in  diagnosis,  prognosis, 
and  preventive  medicine  for  the  individual.  Relationship  of  sex 
as  factor  in  determining  constitutional  reaction  to  disease. 

SECTION  ON  SURGERY 

BALL  KOOM,  PieNN-HARRIS 

Officers  of  Section 

Chairman — Harold  L.  Foss,  Geisinger  Hospital,  Dan- 
ville. 

Secretary — Evan  W.  Meredith,  121  University  Place, 
Pittsburgh. 

Executive  Committee — George  M.  Dorrance,  Phila- 
delphia; William  L.  Estes,  Jr.,  Bethlehem;  Alfred 
C.  Wood,  Philadelphia. 

Stenographer — Mrs.  M.  C.  Repp,  926  S.  60th  St.,  Philadel- 
phia, Pa, 

(Note — Essayists  will  please  deposit  original  copies 
of  their  papers  mth  the  Secretary  of  the  Section  when 
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they  have  finished  reading  them.  The  printer  unll  not 
accept  carbon  copies.) 

(Note — The  ringing  of  the  bell,  announcing  the  be- 
ginning, the  division,  and  the  conclusion  of  each  fifty- 
five-minute  period,  is  beyond  the  control  of  any  officer 
or  member  of  the  section.  Ample  learning  of  this  fact, 
with  frequent  reference  to  time  allotted,  has  been  given 
all  who  appear  on  the  program.) 

Tuesday,  October  6,  2 P,  M. 

2:  00-2:55  P.  M.  Symposium  on  Neurological 
Surgery 

The  Role  Played  by  Glandular  Feeding  in  the  Treat- 
ment of  Pituitary  Disorders,  with  Special  Refer- 
ence to  Those  Cases  With  Enlargement  of  the 
Sella  Turcica  and  Pressure  Phenomena,  Including 
Headache  and  Visual  Disturbances.  20  minutes. 
Walter  Timme,  New  York,  Associate.  (By  invi- 
tation.) 

Outline.  In  order  to  understand  in  which  cases  glandular 
therapy  of  pituitary  disorders  may  be  effective,  it  is  necessary  to 
divide  these  disorders  into  groups  which  have  different  factors 
operative  in  their  production.  It  depends  upon  these  factors  as 
to  whether  or  not  glandular  therapy  may  be  rnade  effective.  This 
paper  will  so  group  pituitary  disorders  and  give  a short  synopsis 
of  the  treatment  applicable. 

The  Role  Played  by  Radiotherapy  in  the  Treatment  of 
Pituitary  Disorder,  with  Special  Reference  to 
Those  Cases  with  Glandular  Symptoms  and  Pres- 
sure Effects.  15  minutes. 

Erancis  C.  Grant,  Philadelphia,  Associate. 

Outline.  Certain  types  of  early  primary  intrasellar  pituitary 
lesions  apparently  respond  promptly  to  intensive  x-ray  treatment. 
Beneficial  effects  of  this  treatment  are  shown  by  widening  of 
visual  fields,  increase  in  visual  acuity,  restoration  of  menstrual 
function,  and  relief  of  headache.  Results  following  x-ray  treat- 
ment. 

Limitations  of  Surgery  in  the  Treatment  of  Lesions  of 
the  Pituitary  Body.  (Lantern  demonstration.) 
20  minutes. 

Charles  H.  Frazier,  Philadelphia,  Principal. 

Outline.  Indications  for  surgical  relief  in  dyspituitarism. 
Choice  of  operative  approach  as  between  the  transfrontal  and  the 
transphenoidal  methods;  the  indications  for  each.  The  technical 
details  in  performance  of  transphenoidal  operation. 

3:  00-3:  55  P.  M.  Symposium  on  Uterine  Bleeding 

Adolescent  Hemorrhage.  12  minutes. 

B.  Z.  Cashman,  Pittsburgh,  Associate. 

Outline.  Classification  according  to  cause.  Discussion  of 
functional  or  essential  hemorrhage.  Role  of  endocrine  glands. 
Review  of  various  treatments  advocated.  Advisability  of  con- 
servatism in  treatment. 

Hemorrhage  Due  to  Accidents  of  Pregnancy. 

12  minutes. 

Edward  A.  Schumann,  Philadelphia,  Associate. 

Outline.  Causes  of  hemorrhage  during  gestation  arranged  in 
order  of  their  frequency.  Bleeding  in  abortion  and  extra-uterine 
pregnancy  very  likely  to  be  confused.  Diagnostic  points.  Pla- 
centa previa,  premature  separation  of  placenta  and  hydatid  mole 
as  causes  of  hemorrhage.  Diagnostic  details. 

Hemorrhage  of  Advanced  Menstrual  Life,  Not  Due  to 
Malignancy.  12  minutes. 

Sidney  A.  Chalfant,  Pittsburgh,  Principal. 

Hemorrhage  from  Cancer  and  Postmenopause  Bleeding. 
12  minutes. 

Charles  C.  Norris,  Philadelphia,  Associate. 

Outline.  Most  postcliraacteric  hemorrhages  are  malignant, 
and  all  should  be  so  viewed  until  proved  otherwise.  Cancer  of 
cervix  and  fundus  is  most  frequent  etiologic  factor  in  produc- 
tion of  this  type  of  bleeding.  End  results  in  treatment  of  these 
conditions  are  unsatisfactory;  the  more  carefully  the  end  results 
are  studied  the  less  favorable  they  are  found  to  be.  At  present, 
the  chief  hope  of  improving  cancer  statistics  lies  in  early  diag- 
nosis. Cancer  of  both  cervix  and  fundus  is  easily  recognized. 
Description  of  simple  and  safe  tests  which  may  be  employed  in 
suspected  cases.  Character  of  bleeding  caused  by  uterine  cancer 
is  irregular,  progressive  and  follows  trauma.  Hemorrhages  due 
to  benign  lesions  and  their  treatment. 

Seven  minutes  for  general  discussion. 


4:  00-4:  55  P.  M. 

Address. 

William  D.  Haggard,  Nashville,  Tenn.,  President, 
American  Medical  Association.  (By  invitation.) 

Wednesday,  October  7,  2 P.  M. 

2:  00-2:  55  P.  M. 

Symposium  on  Orthopedic  Surgery.  (Lantern  demon- 
stration.) 

David  Silver,  Pittsburgh,  Principal. 

Outline.  Purpose  of  this  symposium  is  not  to  brir^  forward 
any  new  procedures,  although  a number  of  new  details  will  be 
presented,  but  to  call  to  the  attention  of  the  general  practitioner 
those  routine  procedures  which  must  always  be  used  in  the  treat- 
ment of  any  case  in  which  deformity  is  likely  to  occur,  and  also 
to  show  just  what  can  be  accomplished  in  the  correction  of  de- 
formities of  the  various  regions  of  body  by  both  nonoperative  and 
operative  methods.  So  far  as  possible,  various  procedures  used 
in  prevention  of  deformity,  as  well  as  the  condition  of  deformed 
members  both  before  and  after  treatment  will  be  illustrated  by 
lantern  slides. 

The  Prevention  of  Deformity.  12  minutes. 

John  H.  Galbraith,  Altoona,  Associate. 

The  Correction  of  Deformity  of  Neck  and  Back. 

12  minutes. 

Arthur  G.  Davis,  Erie,  Associate. 

The  Correction  of  Deformity  of  the  Upper  Extremity. 
12  minutes. 

Carl  C.  Yount,  Pittsburgh,  Associate. 

The  Correction  of  Deformity  of  the  Lower  Extremity. 
12  minutes. 

DeEorest  P.  Willard,  Philadelphia,  Associate. 
Seven  minutes  for  general  discussion. 

3:  00-3:  55  P.  M. 

Symposium  on  General  Surgery  in  Children. 

E.  B.  Hodge,  Philadelphia,  Principal. 

Pyloric  Stenosis.  15  minutes. 

Henry  P.  Brown,  Philadelphia,  Associate. 
Outline.  Brief  outline  of  history.  Theories  of  etiology  and 
pathology.  Differential  diagnosis,  with  special  reference  to  pylor- 
ospasm,  from  clinical  and  roentgenological  aspects.  Operative 
technic;  variations  of  Rammstedt  operation.  Review  of  cases  at 
Children’s  Hospital,  Philadelphia. 

Intussusception.  15  minutes. 

Robert  M.  EntwislE,  Pittsburgh,  Associate. 
Outline.  Short  historical  sketch.  Pathology  and  varieties. 
Symptoms  and  diagnosis.  Treatment — injection  and  operative. 

Empyema  in  Children.  15  minutes. 

Emory  G.  Alexander,  Philadelphia,  Associate. 

Outline.  Causes  and  types.  Age  and  sex  incidence.  Mor- 
tality. Statistics  in  Children’s  Hospital,  General  Hospital  and 
Contagious  Hospital.  Diagnosis — preoperative,  operative  and 

postoperative.  Treatment.  End  results. 

Ten  minutes  for  general  discussion. 

4:00-4:55  P.  M.  Symposium  on  Surgery  of  the 
Breast. 

Cancer  in  the  Lactating  Breast.  10  minutes. 

Edward  J.  Klopp,  Philadelphia,  Associate. 

Cancer  of  the  Breast.  10  minutes. 

Arthur  E.  Billings,  Philadelphia,  Associate. 

Pathological  Considerations.  (Lantern  demonstration.) 
10  minutes. 

Baxter  L.  Crawford,  Philadelphia,  Associate. 
Outline.  Discussion  of  pathology  of  benign  and  malignant 
growths  and  their  relation  to  each  other,  including  lantern  slides 
to  demonstrate  various  types  of  lesions. 

X-Ray  Treatment  of  Inoperable  Cases  and  Postoper- 
ative Treatment.  10  minutes. 

Willis  F.  Manges,  Philadelphia,  Associate. 

Diagnosis  and  Treatment  of  .Benign  Tumors  of  the 
Breast.  10  minutes. 

John  Gibbon,  Philadelphia,  Principal. 
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Thursday,  October  8,  9 A.  M. 

9:  00-9:  55  A.  M.  Symposium  on  Surgery  of  the 
Biliary  System 

Indications  for  Cholecystostomy  and  Cholecystenter- 
ostomy.  5 minutes. 

Donald  Guthrie,  Sayre,  Principal. 

Outline.  Some  of  the  uncertainties  of  surgery  of  the  gall 
bladder  and  ducts.  Indications  for  cholecystostomy  and  cholecy- 
stenterostomy  in  presence  of  pancreatitis.  Types  of  cases  in 
which  the  gall  bladder  should  not  be  removed  without  careful 
consideration  of  the  possibility  of  further  trouble.  Brief  descrip- 
tion of  the  operation. 

Recent  Changes  in  Conception  of  Various  Clinical  Types 
of  Jaundice.  10  minutes. 

Edward  B.  Krumbhaar,  Philadelphia,  Associate. 
Surgical  Management  of  the  Jaundiced  Patient.  10 
minutes. 

Samuel  J.  Waterworth,  Clearfield,  Associate. 

Outline.  Be  sure  that  patient  needs  surgical  management. 
Be  sure  of  operability  of  patient.  Preoperative  treatment. 
Choice  of  type  of  operation.  Is  it  possible  to  disinfect  or  anti- 
septisize  bile  and  biliary  passage  and  gall  bladder  with  drugs  or 
chemicals  given  intravenously  or  by  mouth  previous  to  operation 
to  lessen  danger  of  peritonitis  following  operation  and  septic 
cholangitis,  pneumonia,  and  other  septic  sequelae?  Methods  and 
time  of  drainage.  Postoperative  care.  Prognosis. 

Symtomatology  of  Cholecystitis.  10  minutes. 

Francis  J.  Dever,  Bethlehem,  Associate. 

Outline.  Symptoms  of  acute  cholecystitis  fairly  character- 
istic. Chief  sign,  pain  localized  in  right  hypochondrium.  Often 
leukocytosis  with  increase  in  polymorphonuclear  element.  Sys- 
temic symptoms  not  likely  prominent.  Symptoms  of  chronic 
cholecystitis  less  characteristic.  Often  impossible  definitely  to 
diagnose  chronic  inflammation  of  gall  bladder  from  symptoms 
alone.  Most  prominent  symptoms  often  an  expression  of  distur- 
bance of  gastric  function,  and  simulate  very  closely  those  caused 
by  peptic  ulcer.  Cholelithiasis,  common  incident  in  the  course  of 
chronic  cholecystitis,  readily  recognized  when  characteristic  gall 
stone  colic  occurs.  In  absence  of  this  syndrome,  presence  of 
stones  in  gall  bladder  entirely  unsuspected. 

Technic  of  the  Operation  of  Cholecystectomy,  and 
Some  of  Its  Dangers.  10  minutes. 

Harvey  Smith,  Harrisburg,  Associate. 

Outline.  Improved  surgical  technic  in  operation  of  chol- 
ecystectomy means  fewer  postoperative  complications  and  reduced 
mortality.  Fundamental  principles:  ample,  properly  placed  ab- 

dominal incision.  Rotation  and  delivery  of  liver.  Properly 
placed  abdominal  packs  and  retraction,  so  as  to  get  clear,  free 
exposure  of  gall  bladder  and  ducts.  Isolation  of  cystic  duct  and 
cystic  artery.  Exploration  of  common  hepatic  duct.  Cover 
under  surface  of  liver.  Question  of  drainage. 

End  Results  of  Biliary  Surgery  as  Seen  by  the  Medical 
Man.  10  minutes. 

Lawrence  Litchfield,  Pittsburgh,  Associate. 

Outline.  Remarkable  progress  in  biliary  surgery  during  last 
two  decades.  Consideration  of  results  as  influenced  by  certain 
factors:  as,  preoperative  study  of  case,  accuracy  of  diagnosis, 
use  of  sodium  tetraiodophenolphthalein  by  mouth,  unnecessary  de- 
lay of  operation  with  some  reasons  and  results,  preparation  of 
patient  for  operation,  choice  of  operation  (cholecystectomy  or 
cholecystotomy),  postoperative  care  of  case,  including  diet  and 
conservation  of  cardiovascular  mechanism.  Consideration  of  un- 
satisfactory results — return  of  preoperative  symptoms,  postoper- 
ative adhesions,  chronic  infective  cholecystitis  as  a focus  of  dis- 
seminated infection,  chronic  hepatitis  or  cholangitis,  cholecystitic 
heart,  malignant  disease. 

10:  00-10:  55  A.  M.  Symposium  on  Fractures 

The  Early  Treatment  of  Fractures.  12  minutes. 

Eldredge  L.  Eliason,  Philadelphia,  Associate. 

Outline.  Treat  as  emergency  with  reference  to  shock,  pain, 
and  immediate  reposition  of  fragments.  Reduction  at  time  of 
accident  may  require  no  anesthesia.  Anesthesia  in  all  other 
cases.  Novocain  block  preferable.  Advantage  of  local  anesthesia. 
Gas-ether  as  second  choice,  and  its  disadvantages.  Character  of 
fixation  dressings.  Positions  influencing  muscle  equilibrium. 
Traction  by  gravity,  skeleton  appliances  etc.  Importance  of  a 
“fracture  force  of  assistants*’  in  reduction  and  after  treatment. 
Comparison  of  results  of  above  treatment  with  those  of  delayed 
reduction. 

Compound  Fractures.  12  minutes. 

J.  Huber  Wagner,  Pittsburgh,  Associate. 

Outline.  Advise  immediate  x-ray,  which,  with  a study  of 
patient's  condition  and  local  pathology,  divides  the  cases  into 
three  classes;  namely,  those  which  permit  of  immediate  rational 
debridement,  with  reduction  and  internal  fixation  by  bone  plate, 
followed  by  Carrel-Dakin  technic;  those  which  call  for  rational 
debridement  of  soft  parts  and  bone  for  control  of  infection,  with 
delayed  or  secondary  internal  fixation;  and  those  in  which  com- 


minution, in  either  of  the  above  cases,  does  not  permit  of  in- 
ternal fixation,  requiring  reduction  with  skeletal  traction,  and 
external  fixation  by  splinting,  followed  by  Carrel-Dakin  technic. 

Factors  Other  Than  Mechanical  That  Influence  the 
Union  of  Fractures.  12  minutes. 

W.  L.  Estes,  Jr.,  Bethlehem,  Principal. 

Outline.  Recent  advances  in  blood  chemistry  that  interest 
fracture  surgeons.  Measures  that  may  retard  union:  calcium 

and  phosphorus  in  the  blood,  and  systemic  diseases.  Measures 
that  may  hasten  union:  heliotherapy,  quartz  light,  diathermy, 

and  medication.  Conclusion. 

Discussion  by  J.  P.  Jopson,  Philadelphia;  W.  O. 
O’Neill  Sherman,  Pittsburgh ; John  B.  Low- 
man,  Johnstown.  (5  minutes  each.) 

11:00-11:55  A.  M.  Case  Reports 

1.  Repeated  Cesarean  Section  for  Septate  Uterus.  5 

minutes. 

Alice  Weld  Tallant,  Philadelphia. 

2.  Intestinal  Obstruction  from  Gall  Stones.  5 minutes. 

N.  P.  Davis,  Pittsburgh. 

3.  Traumatic  Diaphragmatic  Hernia.  5 minutes. 

Lever  F.  Stewart,  Clearfield. 

4.  Massive  Inter-Sigmoid  Hernia.  5 minutes. 

Frank  P.  McCarthy,  Erie. 

5.  Pancreatic  Cyst.  5 minutes. 

Merle  R.  Hoon,  Pittsburgh. 

6.  Unilateral  Fused  Kidney  with  Vesico-Uterine  Fistula. 

5 minutes. 

Elmer  Hess,  Erie. 

7.  Striking  Result  from  Intravenous  Use  of  Mercuro- 

chrome.  5 minutes. 

J.  D.  Denny,  Columbia. 

8.  Perforated  Ulcer  of  Duodenum  with  Duodenal  Fis- 

tula. 5 minutes. 

J.  H.  Alexander,  Pittsburgh. 

12:  00-12:  55  P.  M. 

Address. 

Charles  H.  Mayo,  Rochester,  Minn.  (By  invitation.) 

SECTION  ON  EYE,  EAR,  NOSE  AND 
THROAT  DISEASES 

SENATE  CAUCUS  ROOM,  CAPITOL 

Officers  of  Section 

Chairman — S.  MacCuen  Smith,  1429  Spruce  St., 
Philadelphia. 

Secretary — Nelson  S.  Weinberger,  Sayre. 

Executive  Committee — Glendon  E.  Curry,  Pitts- 
burgh; William  Hardin  Sears,  Huntingdon;  George 
M.  Coates,  Philadelphia. 

Stenographer — Miss  F.  E.  Dillan,  Hume-Mansur  Building, 
Indianapolis,  Ind. 

(Note — Essayists  will  please  deposit  original  copies 
of  their  papers  with  the  Secretary  of  the  Section  when 
they  have  finished  reading  them.  The  printer  will  not 
accept  carbon  copies.) 

(Note — The  ringing  of  the  bell,  announcing  the  be- 
ginning, the  dimsion,  cuid  the  conclusion  of  each  fifty- 
five-mmute  period,  is  beyond  the  control  of  any  officer 
or  member  of  the  section.  Ample  warning  of  this  fact, 
with  frequent  reference  to  time  allotted,  has  been  given 
all  who  appear  on  the  program.) 

Tuesday,  October  6,  2 P.  M. 

2:  00-2:  55  P.  M. 

Some  Observations  in  Ametropia  and  Heterophoria. 

Howard  F.  Hansell,  Philadelphia,  Principal. 
Theodore  B.  Schneideman,  Philadelphia,  Associate. 

Outline.  Lack  of  uniformity  among  oculists  as  to  the  pre- 
scription to  be  given  following  refraction.  Shall  the  full  cor- 
rection be  prescribed?  Full  correction  not  the  same  as  that 
found  with  the  trial  lenses;  this  is  really  an  over-correction  and 
would  leave  the  eye  slightly  myopic  with  far-point  at  the  distance 
of  the  test  letters  quite  sufficient  to  interfere  with  clearest  attain- 
able vision  for  long  distance,  especially  in  young  persons  with 
active  accommodation.  Difference  of  opinion  also  as  to  advisa- 
bility of  full  correction  in  high  and  moderately  high  myopia,  and 
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likewise  of  the  expediency  of  full  correction  in  higher  degrees  of 
hypermetropia.  Treatment  of  heterophoria  by  prisms  for  con- 
stant or  occasional  wear,  largely  dependent  upon  the  form  and 
degree  of  muscular  imbalance. 

Charles  E.  G.  Shannon,  Philadelphia,  Associate. 
Outline.  A study  of  the  clinical  associations  of  heterophoria 
with  errors  of  refraction.  A resume  of  case  histories,  with  a 
consideration  of  prismatic  exercises  and  prismatic  correction. 

3:  00-3:  55  P.  M. 

A Symposium  on  Slit-lamp  Microscopy. 

G.  Oram  Ring,  Philadelphia,  Principal. 

Outline.  Brief  consideration  of  the  physiological  aspect.  A 
resume  of  its  present  position  as  applied  to  the  study  of  scleral, 
corneal,  anterior-chamber,  and  iritic  conditions. 

The  Crystalline  Lens  as  Seen  with  the  Slit  Lamp. 

Arthur  J.  Bedell,  Albany,  N.  Y.,  Associate.  (By 
invitation.  (Lantern  demonstration.) 

Outline.  Normal  structure,  including  its  innumerable  varia- 
tions. Pathological  changes  in  congenital  and  acquired  cataract. 
Processes  lead  to  partial  or  complete  opacity,  Liquefaction  may 
continue  to  complete  absorption. 

Slit-lamp  Microscopy  in  Every-day  Practice. 

Luther  C.  Peter,  Philadelphia,  Associate. 
Outline.  I.  Its  present  status  in  clinical  work.  (A)  Causes 
of  failure  to  appreciate  its  utility.  (1)  Skepticism  as  to  its 
practicability.  (2)  Lack  of  working  knowledge  to  estimate  its 
real  value  fairly.  (3)  Satisfaction  with  present  equipment,  and 
general  reluctance  to  accept  new  ideas.  II.  Practicability  in 
every-day  practice.  (A)  An  estimate  of  its  value.  (1)  In  con- 
firming, analyzing,  and  amplifying  that  which  can  be  detected 
by  present  methods.  (2)  The  determination  of  condition  not 
otherwise  obtainable.  (3)  An  instrument  which  raises  the  diag- 
nostic ability  of  the  “rank  and  file”  to  that  of  the  expert  in 
ophthalmoscopy. 

4:  00-4:  55  P.  M. 

Metal  Splash  Burns  of  the  Eye.  Symblepharon.  In- 
cised and  Lacerated  Wounds  of  the  Eyelids. 
Foreign  Bodies  of  the  Cornea.  Penetrating 
Wounds  of  the  Cornea,  with  Prolapse  of  the 
Iris.  Interstitial  Keratitis. 

Edward  B.  Heckel,  Pittsburgh,  Principal. 
Stanley  S.  Smith,  Pittsburgh,  Associate. 
Thomas  H.  Manley,  Jr.,  Tarentum,  Associate. 

Wednesday,  October  7,  2 P.  M. 

2:  00-2:  55  P.  M. 

A Consideration  of  Aural  Diseases,  With  a View  to 
Prevention  of  the  Various  Complications. 

Ernest  U.  Buckman,  Wilkes-Barre,  Principal. 
Frederick  J.  Bishop,  Scranton,  Associate. 
Eugene  A.  Curtin,  Scranton,  Associate. 

Etiology  and  Pathology,  from  a Practical  Viewpoint — 

Dr.  Bishop. 

Outline.  Essential  to  know  etiology  and  pathology  of  dis- 
eases to  treat  them  intelligently;  especially  so  if  you  want  to 
practice  prevention.  Some  common  causes  considered  in  detail, 
especially  pathology. 

Symptomatology — Dr.  Curtin. 

Outline.  Types  of  aural  disease  that  lead  to  complications 
are  those  of  a suppurative  character.  Signs  in  suppurative  otitis 
that  point  to  beginning  complications.  Transition  from  frank 
aural  condition  to  complicating  one  not  always  definitely  marked. 
Symptoms  local  and  general.  Laboratory  and  x-ray  findings 
must  be  interpreted,  and  good  judgment  used  to  arrive  at  a sound 
conclusion.  Consideration  of  the  salient  symptoms  of  the  more 
common  complications  of  aural  lesions. 

Treatment — Dr.  Buckman. 

Outline.  Treatment  of  common  aural  diseases,  acute  and 
chronic  otitis  media,  mastoid  abscess,  furunculosis,  and  other  con- 
ditions of  the  auditory  canal. 

3:  00  to  3:  55  P.  M. 

Brain  Abscess. 

Wells  P.  Eagleton,  Newark,  N.  J.  (By  invita- 
tion.) 55  minutes. 

4:  00-4 :*55  P.  M. 

Lateral  Sinus  Thrombosis. 

Curtis  C.  Eves,  Philadelphia,  Principal. 
James  A.  Babbitt,  Philadelphia,  Associate. 
J.  Clarence  Keeler,  Philadelphia,  Associate. 


Anatomy  and  Etiology — Dr.  Babbitt. 

Outline.  Embryologic  dehiscence,  intracranial  proximity  of 
the  antrum  and  middle  ear,  and  the  anatomic  position  of  the 
lateral  sinus  render  this  area  particularly  susceptible  to  infective 
invasion  and  thrombosis.  The  series  of  developmental  changes 
finally  resulting  in  the  sigmoid  course,  the  variance  in  drainage 
of  the  two  sides,  the  general  correlation  of  the  basal  sinus  group, 
have  a further  contribution  in  background.  Infection  through 
the  mastoid  emissary  and  any  of  the  smaller  tributary  veins 
might  account  for  the  frequently  cited  cases  of  direct  invasion, 
perhaps  even  of  the  bulb.  It  is  difficult  to  separate  etiology  and 
pathology,  as  a slight  deviation  from  the  normal  provides  the 
effective  contact  point.  In  no  phase  of  otology  is  the  anatomic, 
physiologic  and  pathologic  complex  more  closely  blended  as  a 
factor.  This  is  particularly  evident  in  what  might  be  termed  the 
latent  or  self -reparative  types  of  lateral  sinus  involvement. 

Pathology,  Diagnosis  and  Differential  Diagnosis — Dr. 

Keeler. 

Outline.  Relative  frequency  in  acute  mastoiditis  in  children 
as  compared  with  chronic  otorrhea  and  chronic  mastoiditis  in 
adult.  An  investigation  of  history  of  past  or  present  discharge 
from  ears.  Insidious  in  attack.  Rarity  of  symptoms  in  early 
stage.  Sudden  elevations  and  remissions  of  temperature,  chills 
and  rigors,  clear  mentality,  septic  appearance,  and  listless  attitude 
of  patient.  Blood  picture.  Spinal  fluid.  Differential  importance 
of  otitic  meningitis,  brain  abscess,  pneumonia,  metastatic  lung 
abscess,  typhoid  and  malarial  fevers,  and  tuberculosis. 

Treatment ; Prophylactic,  Surgical,  and  Intravenous 
(Lantern  demonstration) — Dr.  Eves. 

Thursday,  October  8,  9 A.  M. 

9:  00-9:  55  A.  M. 

Affections  of  the  Ocular  Nerves  Arising  from  Suppura- 
tive Otitis  Media  and  Its  Complications. 
William  Hardin  Sears,  Huntingdon,  Principal. 
George  M.  Coates,  Philadelphia,  Associate. 
Charles  W.  Burr,  Philadelphia,  Associate. 

Pathological  Conditions — Dr.  Coates. 

Outline.  Eye  symptoms  in  intracranial  complications  im- 
portant to  otologist  as  a means  of  diagnosis  and  localization.  Dis- 
cussion of  the  various  intracranial  pathological  conditions  depend- 
ent upon  aural  disease  which  cause  paralysis  of  the  external 
rectus. 

Neurological  Considerations — Dr.  Burr. 

Outline.  Partial  and  complete  palsy  of  the  extra-ocular  nerves 
and  affections  of  the  optic  nerve  arising  from  suppurative  otitis 
media  and  its  complications.  The  differential  diagnosis  from 
sinus  disease.  Importance  of  the  examination  of  the  middle  ear 
in  all  cases  of  brain  disease. 

Surgical  Indications — Dr.  Sears. 

10:  00-10:  55  A.  M. 

The  Ethmoidal  Problem. 

Ross  Hall  Skillern,  Philadelphia,  Principal. 
Robert  F.  Ridpath,  Philadelphia,  Associate. 

Anatomy  and  Pathology — Dr.  Ridpath. 

Treatment — Dr.  SkillERN. 

Thirty-minute  conference  for  questions  and  discussion. 

11:00-11:55  A.  M.  Case  Reports. 

L Acute  Mastoiditis  with  Complications.  5 minutes. 

John  F.  Culp,  Harrisburg. 
Outline.  Perisinus  abscess,  lateral  sinus  thrombosis,  acute 
retinitis,  temporary  blindness,  complete  recovery. 

2.  Cataract  Extraction  in  a Myope,  with  Loop  and  Cor- 

neal Suture.  5 minutes. 

S.  Lewis  Zeigler,  Philadelphia. 

Outline.  History  of  clinical  case  in  which  myopic  eyes  were 
obscured  by  immature  cataracts,  translucent  but  stationary. 
Patient  75  and  incapacitated.  Vision  2 /200.  Corneal  suture 
was  inserted  and  lens  looped.  No  vitreous  loss,  no  inflammatory 
reaction.  Anterior  capsule  retained  and  secondary  capsulotomy 
performed  later.  Both  eyes  were  same.  Postoperatively  ophthal- 
moscope revealed  choroidal  lesions  near  macula  as  probable  origin 
of  lens  opacity. 

3.  Changes  in  Audition  in  a Case  of  Ostitis  Deformans. 

5 minutes. 

Har\^y  M.  Becker,  Sunbury. 

Outline.  Ostitis  deformans  involving  the  cranial  bones,  with 
special  reference  to  changes  in  the  auditory  apparatus.  Theory 
as  to  cause  of  tinnitus  and  reduced  hearing.  Some  labyrinthine 
reactions.  Roentgen-ray  plates. 

4.  Sarcoma  of  the  Maxillary  Antrum.  5 minutes. 

A.  Spencer  Kaufman,  Philadelphia. 
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Outline.  Anterior  wall  of  antrum  removed,  and  sarcomatous 
tissue  excised.  Subsequent  treatment:  radium,  x-ray  and  Coley’s 
fluid.  Improvement. 

5.  Report  of  a Case  of  Cavernous  Sinus  Thrombosis.  5 

minutes.  Edgar  J.  Stein,  Lancaster. 

Outline.  Injury  to  nose,  without  immediate  symptoms.  Symp- 
toms of  grippe  developed.  Death  on  seventh  day,  with  diagnosis 
of  cavernous  sinus  thrombosis,  confirmed  by  autopsy. 

6.  Removal  of  Foreign  Body  from  Nasal  Chamber.  5 

minutes.  F.  Earge  Magee,  Oil  City. 

Outline.  History:  symptoms  presented.  Difficulty  of  ex- 

amination in  children;  confidence  of  patient  first  requisite.  Diag- 
nosis often  doubtful.  Best  methods  for  removal. 

7.  Lingual  Quinsy.  5 minutes. 

George  B.  Jobson,  Franklin. 

8.  Systemic  Infection  Following  Expression  of  Caseous 

Material  from  Tonsils.  5 minutes. 

Frederick  B.  Harding,  Allentown. 

Outline.  Expression  of  tonsils  as  a diagnostic  procedure; 
dangers;  technic;  subsequent  local  and  general  symptoms. 
Avenues  of  absorption:  tonsils,  pharyngeal  mucosa,  Waldeyer’s 
ring.  Relation  of  latter  to  superficial  and  deep  lymphatics  of 
neck  and  chest.  Illustrative  cases  of  each. 

9.  Removal  of  Watermelon  Seed  from  Right  Bronchus 

of  a Child.  5 minutes. 

Charles  E.  Hays,  Johnstown. 

Outline.  Symptoms;  significance  of  Roentgen-ray  findings 
and  endoscopic  procedure. 

10.  Complete  Unilateral  Congenital  Bony  Atresia  of 

Postnasal  Space.  5 minutes. 

Philip  H.  Decker,  Williamsport. 

Outline.  Patient,  two  years  old,  presented  complete  bony 
atresia  of  right  posterior  naris.  Symptoms — muco-purulent  dis- 
charge from  right  naris  since  birth.  Diagnosis — ^by  probing,  x- 
ray,  digital  examination,  and  injection  of  staining  solutions 
through  nose.  Marked  slowing  of  development  of  antrum  on  that 
side.  Operation  under  ether  with  good  result. 

12:  00-12:  55  P.  M. 

The  Tihymus  Gland. 

David  N.  Husik,  Philadelphia,  Principal. 

Outline.  Thymic  death  following  tonsillectomy,  with  report 
of  a case.  History  of  case  prior  to  operation.  Method  of  opera- 
tion. Symptomatology  immediately  following  operation.  Ne- 
cropsy report.  Suggestions  and  recommendations  for  possible 
detection  of  enlarged  thymus  gland. 

Thymic  Death ; Its  Clinical  Differentiation.  (Lantern 
demonstration.) 

J.  Claxton  Gittings,  Philadelphia,  Associate. 

Outline.  Review  of  literature.  Anatomical  specimens.  Clin- 
ical syndrome.  Diagnosis.  Treatment. 

Physiology  of  the  Thymus  Gland. 

Samuel  Goldschmidt,  Philadelphia,  Associate. 

SECTION  ON  PEDIATRICS 

parlor  a,  penn-harris 
Officers  of  Section 

Chairman — Theodore  J.  Elterich,  724  Highland 
Bldg.,  Pittsburgh. 

Secretary — Horace  H.  Jenks,  918  Clinton  St.,  Phila- 
delphia. 

Executive  Committee — Robert  K.  Rewalt,  Williams- 
port; J.  Claxton  Gittings,  Philadelphia;  Henry  T. 
Price,  Pittsburgh. 

Stenographer — Mr.  T.  F.  Arnold,  1816  Pine  St.,  Philadel- 
phia, Pa. 

(Note — Essayists  will  please  deposit  origbval  copies 
of  their  papers  ttnth  the  Secretary  of  the  Section  when 
they  have  finished  reading  them.  The  printer  •mil  not 
accept  carbon  copies.) 

(Note — The  ringing  of  the  bell,  announcing  the  be- 
ginning, the  division,  and  the  conclusion  of  each  fifty- 
fivc-minute  period,  is  beyond  the  control  of  any  officer 
or  member  of  the  section.  Ample  warning  of  this  fact, 
with  frequent  reference  to  time  allotted,  has  been  given 
all  who  appear  on  the  program.) 


Tuesday,  October  6,  2 P.  M. 

2:  00-2:  55  P.  M.  Symposium  on  Pyloric  Stenosis 
Congenital  Hypertrophic  Stenosis  of  the  Pylorus.  20 
minutes. 

Herbert  E.  H.\ll,  Uniontown,  Principal. 

Outline.  Clinical  study  of  five  cases,  with  anatomic  necropsy 
findings  in  one  case.  General  consideration  of  congenital  hyper- 
trophic pyloric  stenosis — unexplained  etiology.  Classified  symp- 
toms and  physical  signs.  Analysis  of  symptomatology  observed 
in  four  patients  surgically  treated,  and  in  one  patient  that  died 
without  operation.  Summary  and  conclusions. 

Pylorospasm.  10  minutes. 

Theodore  O.  Elterich,  Pittsburgh,  Associate. 
Outline.  What  is  pyloric  spasm?  Theories  of  etiology.  Does 
it  occur  unassociated  with  pyloric  stenosis?  Wagnosis,  treat- 
ment, prognosis.  Recovered  case  in  later  life. 

Congenital  Hypertrophic  Pyloric  Stenosis  and  Pyloro- 
spasm from  the  Viewpoint  of  the  Roentgenologist. 
(Lantern  demonstration.)  10  minutes. 

William  B.  Ray,  Pittsburgh,  Associate. 

3:  00-3:  55  P.  M. 

Infant  Feeding  Once  Alore.  (Lantern  demonstration.) 
40  minutes. 

James  H.  McKee,  Philadelphia,  Principal. 

Outline.  Advances  in  infant  feeding  and  improved  hygiene 
for  babies  are  manifest  in  a reduction  of  infant  mortality  and  in 
an  improved  physical  type  of  baby.  More  than  this,  certain 
diseases  are  disappearing  or  becoming  rarities.  Biologic  signifi- 
cance of  human  milk.  Management  of  breast  feeding.  If  other 
than  human  milk  must  be  depended  upon,  simplicity  of  direction 
in  professional  propagandism,  clearness  of  direction,  and  atten- 
tion to  details  for  mother  or  nurse,  are  two  important  pediatric 
slogans.  Beginning  the  mixed  diet.  Infinite  resource  may  be 
needed  in  difficult  cases.  Usually  these  problems  are  not  for  the 
general  practitioner  to  answer,  certainly  not  for  the  nurse.  Fat 
indigestion  and  disturbance  of  hydrocarbon  metabolism.  Vomit- 
ing. Constipation.  Diarrhea.  Rickets.  Spasmophilia.  Atrophy. 
Scurvy.  Pyloric  Stenosis. 

Fifteen  minutes  for  general  discussion. 

4:  00-4:  55  P.  M. 

Impetigo  Contagiosa.  30  minutes. 

H.  G.  Wertheimer,  Pittsburgh,  Principal. 

Outline.  Definition.  Symptoms.  Pemphigus  neonatorum. 
Etiology.  Pathology.  Diagnosis  and  differential  diagnosis. 
Prognosis.  Treatment. 

Pemphigus  Neonatorum.  25  minutes. 

Collin  Foulkrod,  Philadelphia,  Associate. 

Wednesday,  October  7,  2 P.  M. 

2:  00-2:  55  P.  M.  Symposium  on  the  Care  of  Chil- 
dren with  Heart  Disease 

The  Prevention  of  Heart  Disease  in  Children.  20 
minutes. 

Walter  H.  Lindsey  and  James  E.  Talley,  Phila- 
delphia, Associates. 

Outline.  Every  acute  or  chronic  infection  is  a potential 
menace.  Goitre  heart  may  have  its  incipiency  in  adolescence. 
Familial  tendency  toward  cardiac  affections.  Necessity  of  eternal 
vigilance  in  detecting  rheumatic  manifestations  in  children. 
Early  and  prolonged  rest  in  choreic  and  rheumatic  children  fre- 
quently unenforced  due  to  laxity  of  physician  and  parent. 

The  Advantages  of  the  Electrocardiograph  in  the  Study 
of  Heart  Disease  in  Children.  (Lantern  demon- 
stration.) 15  minutes. 

Thomas  M.  McMillan,  Philadelphia,  Associate. 

Outline.  Short  discussion  of  advantages  of  the  electrocardio- 
graphic method  in  the  diagnosis  and  treatment  of  heart  disease  in 
children. 

The  Relief  of  Heart  Disease  in  Children.  (Lantern 
demonstration.)  10  minutes. 

William  D.  Stroud,  Philadelphia,  Principal. 
Outline.  Prognosis  in  congenital  heart  disease.  Prognosis 
in  postinfectious  heart  disease  in  children.  Discussion  of  the 
methods  of  treatment  at  present  recognized  as  most  successful, 
with  especial  reference  to  convalescent  care.  Brief  description 
of  present  and  future  plans  for  prevention  and  relief  of  heart 
disease  in  this  country. 

Discussion  of  the  Symposium.  10  minutes. 

Opened  by  Joseph  Sailer,  Philadelphia. 


August,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


797 


3:  00-3:  55  P.  M. 

Psychic,  Nervous,  and  Mechanical  Factors  in  Digestive 
Disorders  of  Childhood.  40  minutes. 

John  P.  Scott,  Philadephia,  Principal. 

Outline.  Psychic  factors:  fears,  delusions,  hysterical  states, 
influence  of  parents,  discord  in  the  home,  overactivity  and  in- 
sufficient rest,  anorexia  nervosa,  air  swallowing,  rumination, 
thumb  sucking,  tongue  sucking.  Demoralizing  effect  of  the  nurs- 
ing bottle.  Nervous  factors:  paralyses  and  spasms  of  the  ali- 

mentary tube;  refle.x  disturbances  due  to  teething,  parasites, 
foreign  bodies;  equilibratory  disturbances.  Mechanical  factors: 
food — its  nature,  temperature,  etc.,  lubrication  and  mastication. 
Disorders  of  swallowing.  Relation  of  nasal  and  pharyngeal  dis- 
orders. Swallowing  of  air  and  behavior  of  air  bubble.  Over- 
tilling  of  stomach.  Mechanical  irritation  of  stomach.  Obstruc- 
tion of  alimentary  tract.  Visceroptosis.  Effects  of  heat  and 
cold. 

4:  00-4:  55  P.  M. 

Studies  in  Nephritis  in  Children.  55  minutes. 

S.TMUEL  W.  Clausen,  Rochester,  N.  Y.  (By  in- 
vitation). 

Outline.  Acute  glomerular  nephritis  is  renal  counterpart  of 
general  capillary  injury  caused  by  infection  with  streptococcus. 
Owing  to  tendency  of  acute  streptococcus  infections  to  spontane- 
ous recovery,  prognosis,  regardless  of  treatment,  is  good.  Tubu- 
lar nephritis  (nephrosis)  is  renal  counterpart  of  general  systemic 
disorder  due  to  chronic  infection,  often  of  paranasal  sinuses,  with 
staphylococcus.  Albuminuria  appears  to  be  due  to  presence  of 
substance  which  lowers  surface  tension  and  increases  permea- 
bility of  kidneys  for  protein.  Edema  is  due  in  part  to  depletion 
of  proteins  of  blood.  Outcome  depends  upon  relief,  sometimes 
spontaneous,  of  focal  infection.  Diet  rich  in  protein  is  of  great 
importance. 

Thursday,  October  8,  9 A.  M- 

9:  00-9:  55  A.  M. 

Dangers  of  the  Common  Cold  in  the  Newborn.  Impor- 
tance of  Pneumonia  with  Delayed  Resolution  in 
Infants  and  Children.  15  minutes. 

Henry  T.  Price,  Pittsburgh,  Principal. 
Empyema.  (Lantern  demonstration.)  15  minutes. 

Robert  E.  D.avison,  Pittsburgh,  Associate. 
Outline.  Brief  resume  of  anatomy  and  physiology  of  thorax. 
Outline  merely  basic  for  treatment.  Pathology  and  bacteriology 
found  present,  and  how  it  may  be  met  successfully  by  simple 
treatment. 

Inspiration  of  Dusting  Powders  in  Infancy.  10  minutes. 

R.  H.  Middleton,  Homestead,  Associate. 

Outline.  Pulmonary  injury  due  to  inhalation  of  dusting 
powders.  Etiology,  pathology  and  symptoms  following  acciden- 
tal inhalation  of  various  dusting  powders  used  hygienically  in 
care  of  children,  with  suggestions  for  alleviation  of  above 
menace. 

Post-tonsillectomic  Pulmonary  Abscess  in  Children. 
(Lantern  and  chalk  demonstration.)  15  minutes. 
Chevalier  Jackson,  Philadelphia,  Associate. 

10:  00-10:  55  A.  M.  Symposium  on  Medical  Work 
with  Preschool  Children 

Report  of  a Four  Years’  Health  Program  with  Pre- 
school-Age Children  of  Italian  Parentage  in 
Philadelphia.  20  minutes. 

Emily  P.  Bacon,  Philadelphia,  Principal. 
Health  Work  with  Preschool-Age  Children  in  Rural 
Communities.  20  minutes. 

J.  Bruce  McCreary,  Harrisburg,  Associate. 
Gastro-Intestinal  Studies  as  an  Aid  in  the  Treatment  of 
Undernourished  Children.  15  minutes. 

Mary  E.  Spears,  Philadelphia,  Associate. 

11:00-11:55  A.  M.  Case  Reports 

1.  Congenital  Obstruction  of  the  Esophagus.  5 minutes. 

Henry  Flood,  Pittsburgh. 

2.  Leiner’s  Disease.  5 minutes. 

John  D.  Stevenson,  Beaver. 

3.  Case  of  Dehydration  Fever  of  Unusual  Etiolo^  and 

Sequelae.  (Lantern  demonstration.)  5 minutes. 

Ralph  M.  Tyson,  Philadelphia. 

4.  Congenital  Absence  of  the  Sternum  in  a Male  Infant. 

5 minutes. 

H.  Harris  Perlman  and  Leon  S.  Cohen,  Phila- 
delphia. 


5.  Death  Following  Roentgen-Ray  Treatment  of  En- 

larged Thymus.  5 minutes. 

Arthur  Dannenberg,  Philadelphia. 

6.  Carcinoma  of  the  Vertebrae  and  Spine  in  a Seven- 

Year-Old  Child.  5 minutes. 

Paul  B.  Cassidy,  Philadelphia. 

7.  An  Unusual  Case  of  Pneumothorax  in  a Young  Child. 

5 minutes. 

Harry  LowEnburg,  Philadelphia. 
12:  00-12:  55  P.  M. 

Recent  Studies  of  Diabetes  in  Children.  55  minutes. 

Henry  R.  Geyelin,  New  York  City.  (By  invitation). 

Outline.  Brief  description  of  severity  and  outlook  for  dia- 
betes in  general.  Cases  which  may  be  described  as  renal  gly- 
cosuria rare.  Effect  of  insulin  on  juvenile  diabetics  over  a pe- 
riod of  from  two  to  three  years.  Description  of  best  types  of 
diet,  and  contrast  of  high-carbohydrate  and  low-fat  feeding  with 
low-carbohydrate  and  high-fat  feeding.  Doses  of  insulin  in  each 
type.  Does  tolerance  improve  under  insulin?  Tabulation  of  re- 
sults as  regards  this.  Summary  and  conclusions. 

SECTION  ON  DERMATOLOGY 

senate  chamber,  CAPITOL 
Officers  of  Section 

Chairman— William  H.  Guy,  Jenkins  Arcade,  Pitts- 
burgh. 

Secretary — Joseph  V.  Klauder,  1934  Spruce  St., 
Philadelphia. 

Stenographer — The  Master  Reporting  Company,  37  W.  39th 
St.,  New  York,  N.  Y. 

(Note — Essayists  TJtnll  please  deposit  original  copies 
of  their  papers  ztnth  the  Secretary  of  the  Section  when 
they  have  finished  reading  them.  The  printer  will  not 
accept  carioon  copies.) 

(Note — The  ringing  of  the  belt,  announcing  the  be- 
ginning, the  dknsion,  and  the  conclusion  of  each  fifty- 
jive-minute  period,  is  beyond  the  control  of  any  officer 
or  member  of  any  section.  Ample  warning  of  this  fact, 
with  frequent  reference  to  time  allotted,  has  been  given 
all  who  appear  on  the  program.) 

Tuesday,  October  6,  2 P,  M. 

2:00-2:55  P.  M.  Symposium  on  Cutaneous 
Malignancy 

(lantern  demonstration) 

The  Symptomatology  of  Skin  Cancer,  with  Special  Ref- 
erence to  Causative  Influences.  15  minutes. 

Jay  F.  Schamberg,  Philadelphia,  Principal. 

Outline.  The  effect  of  sunlight  in  the  production  of  skin 
cancer.  X-ray  and  radium  as  causative  factors.  Cancer  due  to 
long  contact  with  crude  paraffin  and  tar.  Cancer  due  to  the 
long-continued  ingestion  of  arsenic.  Cancer  due  to  moles  and 
other  growths.  Immunity  of  full-blooded  negroes  against  skin 
cancer  of  the  face.  Xeroderma  pigmentosum.  Prophylaxis  of 
skin  cancer,  etc. 

The  Diagnosis  and  Prognosis  of  Skin  Cancer.  15 
minutes. 

Lester  Hollander,  Pittsburgh,  Associate. 

Outline.  What  are  the  clinical  features?  How  to  differen- 
tiate it  from  (1)  lupus,  (2)  syphilis  (3)  innocent  lesions.  Lo- 
cation and  type  determines  prognosis. 

The  Treatment  of  Skin  Cancer.  15  minutes. 

George  E.  Pfahler,  Philadelphia,  Associate. 

Outline.  Practically  all  cancers  of  the  skin  may  be  expected 
to  get  well,  provided  they  are  treated  early,  before  invasion  of 
the  muscle,  fascia,  bone,  or  mucous  membrane.  The  earlier  they 
are  treated,  the  less  will  be  the  deformity.  The  choice  of  treat- 
ment will  depend  upon  the  location,  the  extent  and  the  social 
circumstances  and  may  involve  electrothermic  destruction,  treat- 
ment by  radium  or  x-rays,  either  separately  or  conjointly.  The 
possibility  of  metastasis  must  be  considered  in  certain  cases. 

3:00-3:55  P.  M.  Symposium  on  Eczema 

Eczema  in  Infants,  Children,  and  Adults.  10  minutes. 

Stanley  Crawford,  Pittsburgh,  Principal. 

Outline-  Consideration  of  eczema  in  general.  Types  of 
eruption  met  with  in  infancy,  childhood,  and  adult  life,  and  their 
clinical  and  diagnostic  features.  Urging  greater  restriction  in 
the  usage  of  the  term  in  childhood  and  adult  types,  and  when 
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possible  alienating  them  from  the  word  eczema  and  recasting 
them  nominally  into  qualified  dermatoses. 

Five-minute  Discussion.  5 minutes. 

J.  CbAXTON  Gittings,  Philadelphia. 

Etiology  and  General  Consideration  of  Eczema.  10 
minutes. 

Edward  F.  Corson,  Philadelphia,  Associate. 

Outline.  The  force  of  opinion  which  was  separating  eczema 
and  dermatitis  has  recently  undergone  a reaction  in  certain  quar- 
ters. It  is  rather  evident  and  can  be  proved  frequently  that 
most  eczematoid  eruptions  depend  on  combined  internal  and  ex- 
ternal agencies.  Alterations  in  the  balance,  particularly  as  re- 
gards internal  factors,  explain  the  changes  in  resistance  to 
various  external  irritants  at  different  periods.  The  time-honored 
systemic  defects  favoring  the  production  of  eczema  are  reviewed 
together  with  some  newer  views.  The  alimentary,  urinary, 
nervous,  vascular,  and  endocrine  systems  too  often  furnish  no 
assistance  in  the  search  for  a cause,  and  an  external  agent  is 
more  often  discoverable.  It  is  apparently  a reaction  of  a skin 
made  irritable  by  some  underlying  cause,  to  some  further,  usu- 
ally external,  irritation. 

Five-minute  Discussion.  5 minutes. 

Frank  Evans,  Pittsburgh. 

General  Management  and  Treatment  of  Eczema.  10 
minutes. 

Lawrence  G.  Beinhauer,  Pittsburgh,  Associate. 

Outline.  There  is  no  specific  treatment  for  eczema  in  any  of 
its  forms  or  stages.  The  treatment  of  eczema  is  dependent  upon 
the  views  and  experience  of  the  physician.  The  writer  advocates 
the  intermediate,  or  American,  view  on  treatment  which  com- 
bines  the  constitutional  and  local  remedies.  The  constitutional 
measures  are  general,  and  must  be  guided  by  the  needs  of  the 
individual  case,  paying  especial  attention,  however,  to  the  environ- 
ment, general  hygiene,  and  emunctory  functions  of  the  intestines 
and  kidneys,  which  are  more  potent  than  the  routine  use  of  drugs, 
of  which  arsenic  is  no  longer  regarded  as  a specific.  The  local 
measures  are  essentially  important,  and  must  be  utilized  in  all 
cases.  These  measures  are  dependent  upon  the  stages  of  the 
disease  for  their  use^  and  may  be  considered  as  medicinal  and 
physical.  The  medicinal  measures  comprise  lotions,  pastes,  and 
stimulations  applied  to  the  skin  while  the  physical  measures, 
such  as  the  x-ray  and  the  ultraviolet  ray,  offer  greater  service  at 
times.  A word  is  added  concerning  the  value  of  the  crude  coal 
tar  in  the  treatment  of  infantile  eczema. 

4:00-4:55  P.  M.  Symposium  on  Diagnosis  of 
Syphilis.  (Lantern  demonstration.) 

Syphilis  in  Surgical  Diagnosis.  20  minutes. 

John  H.  Stokes,  Philadelphia,  Principal. 

Outline.  Syphilis  is  responsible  for  difficulties  in  surgical 
diagnosis  which  can  be  avoided  by  habitual  painstaking  search 
for  objective  clinical  signs  and  the  more  extended  use  of  the 
blood  Wassermann  test  and  spinal-fluid  examination.  Syphilis 
in  the  upper  abdomen  may  simulate  gastric  ulcer  and  gastric 
carcinoma,  retroperitoneal  and  biliary  tract  malignancy,  and  may 
simulate  every  known  detail  of  the  gall-stone  attack.  The  mas- 
querade of  syphilis  as  sarcoma  and  tuberculosis,  esjpecially  in 
orthopedic  and  general  surgical  practice,  is  illustrated  by  selected 
case  presentations,  together  with  suggestions  for  the  prevention 
of  diagnostic  error. 

Important  Landmarks  of  Late  Congenital  and  Acquired 
Syphilis.  15  minutes. 

George  J.  Busman,  Pittsburgh,  Associate. 

Outline.  Late  syphilis  presents  important  visible  signs  which 
are  often  as  distinctive  as  the  •'results  of  laboratory  tests,  and 
which  may  be  present  when  laboratory  tests  are  negative.  Osse- 
ous, cardiovascular,  and  neurosyphilis  may  be  identified  by  these 
means.  Rules,  illustrated  by  lantern  slides,  for  the  detection  of 
characteristic  late  syphilis  are  given.  Certain  less  familiar  stig- 
mata of  congenital  syphilis  are  presented,  particularly  lesions  of 
the  teeth  and  bones,  to  illustrate  the  possibilities  of  clinical  diag- 
nosis in  this  field. 

The  Early  Diagnosis  of  Syphilis;  Correlation  of  Clin- 
ical and  Laboratory  Methods.  75  minutes. 

Joseph  V.  Klauder,  Philadelphia,  Associate. 

Outline.  The  vital  importance  of  early  diagnosis  of  syphilis. 
The  means  for  such  diagnosis  are  the  dark-field  apparatus,  the 
Wassermann  reaction  (of  blood  and  serum  from  chancre — “local” 
Wassermann),  and  clinical  evidence.  Clinical  features  of  genital 
chancres  (lantern  slides).  Clinical  appearance  is  variable,  de- 
pending upon  duration,  location,  secondary  infection,  etc.  Incu- 
bation period  multiplicity,  floor  of  chancres,  edge,  area  surround- 
ing chancre,  induration,  noninflammatory  edema,  adenopathy. 
Atypical,  infected,  nonindurated  chancres.  (Concealed  chancre 
(phimosis).  The  shorter  the  period  from  the  appearance  of  the 
chancre,  the  more  likely  it  is  that  the  dark-field  examination  will 
be  positive.  The  converse  is  true  with  the  Wassermann  reaction. 
The  dark-field  is  the  preferable  and  more  successful  laboratory 
test  in  the  early  diagnosis  of  syphilis.  Importance  of  not 

treating  locally,  with  an  antiseptic  drug,  any  lesion  suspected  of 
being  a chancre,  buch  treatment  may  prevent  or  delay  obtaining 
a positive  dark-field  examination.  Procedure  in  diagnosing  clin- 
ically doubtful  chancres. 


PROGRAM 

TWENTIETH  ANNUAL  CONFERENCE  OF 
SECRETARIES 

Tuesday,  October  6,  1925,  at  5:  15  P.  M. 

AT  THE  HARRISBURG  CLUB,  HARRISBURG,  PA. 

Chairman — M.  Edith  MacBride,  Secretary,  Mercer 
County  Medical  Society. 

Secretary — Charles  P.  Stahr,  Secretary,  Lancaster 
County  Medical  Society. 

THE  USEFULNESS  OF  A BULLETIN  TO  THE 
COUNTY  MEDICAL  SOCIETY. 

J.  TreichlEr  Butz,  Secretary,  Lehigh  County  Medi- 
cal Society. 

Discussion  opened  by  John  H.  Sandel,  Secretary, 
Montour  County  Medical  Society. 

IF  COUNTY  MEDICAL  SOCIETIES  AND  CEN- 
SORIAL AND  COUNCILOR  DISTRICTS 
WERE  PROPERLY  ACTIVATED,  WOULD 
THERE  BE  ANY  NEED  FOR  THE  EXIST- 
ENCE OF  INDEPENDENT  LOCAL  MEDI- 
CAL SOCIETIES? 

John  M.  Beck,  Secretary,  Huntingdon  County  Med- 
ical Society. 

Discussion  opened  by  Walter  S.  Brenholtz,  Secre- 
tary, Lycoming  County  Medical  Society. 

HOW  THE  COMPONENT  COUNTY  SECRE- 
TARIES CAN  ASSIST  THE  EDITOR  OF 
THE  STATE  JOURNAL. 

Frank  C.  Hammond,  Chairman,  Publication  Com- 
mittee, Board  of  Trustees. 

THE  RELATION  OF  THE  COMPONENT 
COUNTY  MEDICAL  SOCIETY  TO  THE 
PUBLIC  IN  THE  MORE  MODERN  PHASES 
OF  PREVENTIVE  MEDICINE. 

Edward  Pardoe,  Cambria  County  Medical  Society. 

Discussion  opened  by  Alexander  H.  Colwell,  Sec- 
retary, Allegheny  County  Medical  Society. 

PUSHING  PERIODIC  HEALTH  EXAMINA- 
TION S — A N OBLIGATION  OF  THE 
COUNTY  MEDICAL  SOCIETY. 

Elliott  B.  Edie,  Committee  on  Public  Relations. 

Discussion  opened  by  Joseph  J.  Meyer,  Secretary, 
Cambria  County  Medical  Society. 

ADDRESS. 

WILLIAM  D.  Haggard,  President,  American  Medical 
Association. 


PUBLIC  MEETING 

The  Committee  on  Arrangements  has  secured  Dr. 
Alexander  Lambert,  of  New  York  City,  to  discuss 
“The  Value  of  Periodic  Health  Examinations,”  at  the 
public  meeting  to  be  held  on  Thursday  evening,  Octo- 
ber 8,  1925,  at  8 p.  m.,  in  Fahnestock  Hall,  Harrisburg, 
Pa. 


Iodized  oil  as  a pyelographic  medium  is  almost  com- 
pletely opaque  to  the  roentgen  ray,  nontoxic,  and  en- 
tirely without  untoward  effects  when  injected  into  the 
renal  pelvis. — C.  H.  Neuswanger,  Journal  A.  M.  A., 
June  13,  1925. 
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CORRESPONDENCE 


Philadelphia,  Pa.,  July  15,  1925. 
To  the  Editor,  Atlantic  Medicai,  Journal, 
Harrisburg,  Pa. 

Sir: 

My  attention  is  called  to  an  editorial  (“Both 
Wrong”)  under  the  auspices  of  the  Medical  Society 
of  Delaware,  in  the  July  number  of  the  Atlantic 
Medical  Journal. 

Claim  is  made  that  both  Pennsylvania  and  New 
Jersey  are  wrong  in  the  matter  of  approval  of  hospitals 
for  internship,  and  that  Delaware  is  a fair  and  impar- 
tial judge  of  the  matter. 

Let  us  test  these  points. 

To  be  an  impartial  judge  implies  no  direct  or  indi- 
rect interest  on  the  part  of  the  judge.  This  editorial 
shows  considerable  bitterness  in  regard  to  the  treatment 
by  Pennsylvania  of  Delaware  in  this  same  matter  of 
intern  approval.  Can  such  an  one  be  an  impartial 
judge?  We  think  not. 

A judge  should  correctly  state  the  facts  on  which  he 
premises  his  judgment.  Does  this  judge  do  so? 

He  states  that  the  laws  of  Pennsylvania  were 
changed  during  the  War  for  the  specific  purpose  of 
holding  interns  for  service  in  the  Pennsylvania  hos- 
pitals. This  is  a gratuitous  statement,  and  untrue  in 
every  point.  The  Pennsylvania  Intern  Law  was  passed 
in  1913 ; before  the  War. 

He  further  states  that  the  Pennsylvania  law  under 
my  own  regime  was  unfairly  administered.  In  this 
connection,  he  names  four  Pennsylvania  hospitals  with 
the  same  faults  as  obtained  in  the  Wilmington  Hos- 
pital, which  Pennsylvania  hospitals  were  approved, 
while  the  Wilmington  Hospital  was  refused  approval. 

The  facts  are  as  follows : All  five  hospitals  were 
primarily  approved.  Subsequently  approval  was  with- 
drawn from  all  of  them  with  the  exception  of  the 
Lancaster  General  Hospital.  The  Lancaster  Hospital 
was  notified  that  if  she  did  not  make  certain  improve- 
ments, approval  would  be  withdrawn  at  the  next  in- 
spection. She  entirely  reorganized  her  service  on  the 
lines  laid  down,  and  approval  was  continued.  In  the 
case  of  Chester,  approval  was  withdrawn  several  times 
on  account  of  delinquency,  and  this  in  spite  of  the  fact 
that  the  Governor  of  the  State  resided  in  Chester. 
Harrisburg  Hospital,  although  located  in  the  capital  of 
the  State,  where  politics  run  riot,  had  approval  with- 
drawn and  withheld  until  she  met  requirements. 
Coatesville  Hospital’s  approval  was  withdrawn  and  not 
renewed.  The  Wilmington  Hospital  l^ad  very  good 
physical  equipment  as  to  space  for  its  laboratory,  and 
was  approved  on  first  inspection,  with  the  agreement 
that  certain  improvements  in  personnel  and  use  of  the 
laboratory  and  x-ray  room  would  be  made.  A second 
inspection  later,  developed  the  fact  that  not  only  had 
no  effort  at  improvement  been  made,  but  that  in  the 
interim  the  board  of  managers  had  taken  the  laboratory 
space,  turned  it  into  dispensaries,  and  had  assigned  the 
laboratory  to  utterly  incompetent  quarters.  Approval 
for  internship  was  withdrawn. 

The  statement  that  the  Pennsylvania  Board  “evidently 
accepted  the  mere  statement  of  the  hospital  authorities” 
as  facts  on  which  the  Board  acted,  is  utterly  false  as 
applied  to  any  hospital  either  in  Pennsylvania,  New 
Jersey,  or  Delaware.  Repeated  inspections  by  members 
of  the  Pennsylvania  Board  were  made  in  every  instance, 
and  are  of  record  in  the  archives  of  the  Board.  Any 
reasonable  effort  to  comply  with  the  requirements  was 


accepted  in  any  case  where  an  earnest  effort  to  comply 
was  in  evidence. 

The  above  consists  of  the  whole  of  the  indictment, 
as  drawn  by  Delaware,  of  the  Pennsylvania  Board 
under  the  regime,  of  “rank  injustice.” 

Is  she  a fair  and  impartial  judge? 

Is  she  even  to  be  trusted  to  state  the  facts  correctly? 

Is  her  use  of  the  word  “comity”  anything  but  far- 
cical ? 

Does  she  even  know  the  facts  of  the  matter  of  which 
she  constitutes  herself  judge?  God  save  the  mark! 

The  kernel  of  the  whole  matter  is  contained  in  the 
following  statement,  as  made  in  the  Delaware  editorial : 

“The  thing  to  do  is  obvious ; increase  the  standards 
of  the  Delaware  and  the  Jersey  hospitals  so  that  there 
can  be  no  question  possible  over  the  eligibility  of  the 
interns  from  these  hospitals  to  take  an  examination 
anywhere.” 

Why  has  this  not  been  done  before? 

Here  is  a clear  admission  that  the  Pennsylvania 
judgment  of  these  hospitals  is  correct. 

(Signed)  J.  M.  B.ai.dy. 


A PERIODIC  health  EXAMINATION 
CAMPAIGN 

During  April  and  May,  “Health  Week”  was  cele- 
brated in  practically  all  the  counties  of  Illinois,  in  ac- 
cordance with  a proclamation  of  the  Governor  and  the 
Illinois  Department  of  Public  Health.  As  a result,  one 
county  society  conducted  one  of  the  most  active  public 
campaigns  for  the  education  of  the  public.  Harold 
Swanberg,  Secretary  of  the  Adams  County  (Illinois) 
Medical  Society,  writing  in  the  Illinois  Medical  Society 
for  July,  continues : 

“1.  We  had  posted  in  the  windows  of  the  leading 
business  houses  large  posters,  size  15"xl9”,  entitled 
‘How’s  Your  Health?  Have  a Medical  Examination.’ 
These  were  procured  through  the  Illinois  Tuberculosis 
Association,  Springfield,  and  were  distributed  by  boy 
scouts. 

“2.  We  had  printed  a special  illustrated  4-page  folder, 
size  6''x9",  which  told  the  what  and  why  of  periodic 
health  examinations  in  plain  language.  A supply  was 
sent  to.  every  member  of  the  medical  society  for  his 
reception  room  table,  and  thousands  were  distributed 
during  a parade  and  pageant  held  during  health  week, 
by  the  boy  scouts. 

“3.  We  secured  three  copies  of  the  film  ‘Working 
for  Dear  Life,’  produced  with  the  advice  of  the  Na- 
tional Health  Council  by  the  Metropolitan  Life  Insur- 
ance Company,  which  has  a strong  plea  for  periodic 
health  examinations.  This  was  shown  in  four  theatres 
during  one  whole  week  and  was  seen  by  thousands. 
These  films  were  loaned  free  except  for  transportation 
charges,  and  were  procured  from  the  Illinois  Depart- 
ment of  Public  Health,  Springfield. 

“4.  We  had  several  write-ups  pertaining  to  periodic 
health  examinations  in  the  local  newspapers,  which 
were  secured  through  the  Lay  Education  Committee  of 
the  Illinois  State  Medical  Society,  25  East  Washington 
Street,  Chicago,  without  cost. 

“5.  We  furnished  banners  for  the.  health  parade, 
which  were  made  from  posters  from  the  Illinois  Tuber- 
culosis Association.  These  banners  were  carried  by 
boy  scouts. 

“6.  We  purchased  a set  of  30  beautiful  lantern  slides, 
together  with  a lecture  outline,  pertaining  to  periodic 
health  examinations,  which  were  specially  prepared  for 
lecture  purposes  to  the  laity.  Two  lectures  have  al- 
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ready  been  given  and  they  will  be  used  during  the 
coming  year  before  women’s  clubs,  lodges,  civic  organi- 
zations, etc.,  by  various  members  of  the  society.  They 
were  secured  from  J.  A.  Rawson,  Jr.,  18  E.  37th  St., 
New  York  City. 

“7.  For  the  physicians,  we  held  a meeting  devoted 
entirely  to  periodic  health  examinations,  at  which  the 
value,  necessity,  methods,  technic,  etc.,  were  thoroughly 
explained  by  three  physicians.  In  addition,  blank  forms 
for  recording  such  examinations,  as  published  by  the 
A.  M.  A.  and  the  Illinois  Association  for  the  Promo- 
tion of  Periodic  Health  Examination,  231  S.  LaSalle 
Street,  Chicago,  were  distributed  to  every  member  of 
the  medical  society.  Also  every  physician  received  a 
copy  of  Dr.  Haven  Emerson’s  instructive  reprint,  ‘Pe- 
riodic Medical  Examinations  of  Apparently  Healthy 
Persons,’  which  explains  in  detail  the  objects,  technic, 
etc.,  of  these  examinations.  (Secure  from  A.  M.  A.) 

“Any  one  desirous  of  securing  further  data  pertain- 
ing to  a periodic  health  examination  campaign,  can 
write  to  the  National  Health  Council,  370  Seventh  Ave., 
New  York  City,  which  has  given  this  matter  thorough 

study The  total  bills  for  everything  were  approxi- 

m.ately  $65.00.” 


TREATMENT  OF  GASTRIC  AND  DUODENAL 
ULCER 

There  is  no  separate  treatment  of  gastric  as  opposed 
to  duodenal  ulcer.  In  fact,  the  treatment  of  both  con- 
ditions can  hardly  be  considered  very  scientific  for  no 
less  a reason  than  that  the  etiology  and  real  nature  of 
the  disease  are  quite  unknown  at  present. 

It  is,  therefore,  impossible  to  present  either  a thor- 
oughgoing prophylaxis  or  a specific  line  of  therapy. 
Furthermore,  the  positive  diagnosis  of  ulcer  is  often 
difficult  to  make,  and  in  everyday  experience  many 
patients  are  put  on  ulcer  cures,  and  quite  properly, 
merely  to  “take  no  chances.”  In  such  cases,  however, 
the  treatment  does  not  even  possess  the  virtue  of  a 
therapeutic  test,  because  the  result  still  leaves  us  in 
doubt  as  to  whether  an  ulcer  was  or  was  not  present. 

Finally,  the  course  and  symptoms  of  ulcer  vary 
within  wide  limits.  It  is,  therefore,  obvious  that  no 
single  rigid  line  of  treatment  should  be  expected  to 
apply  to  all  cases.  In  short,  the  therapy  of  ulcer  is 
largely  a purely  empiric  procedure. — KanTor  in  Treat- 
ment of  Common  Disorders  of  Digestion. 


Interesting  Items. — Twenty-five  per  cent  of  deaf- 
ness in  early  infancy  is  said  to  be  due  to  hereditary 

venereal  disease Sir  Aukland  Geddes,  former 

British  ambassador  to  the  United  States,  has  accepted 
the  presidency  of  the  British  Social  Hygiene  Council. 
He  is  also  president  of  the  Society  for  the  Prevention 

of  Venereal  Disease A Wilmington,  Delaware, 

news  dispatch  tells  of  a sixteen-months-old  baby  girl 
who  was  unhurt  by  a fall  of  sixty  feet  from  the  third 
story  of  her  home When  a young  Pittsburgh  hos- 

pital intern  removed  the  bandages  from  his  first  case, 
he  discovered  that  the  patient  was  his  mother,  who 

died  despite  his  agonized  efforts  to  save  her An 

organization  known  as  “The  Rovers”  has  offered  the 
services  of  its  members  to  the  London  hospitals  for 
blood  transfusions.  The  members  are  all  chosen  for 
medical  fitness,  and  are  subject  to  summons  day  and 
night.  They  receive  no  pay,  their  only  reward  being  a 
certificate  of  honor At  the  British  Medical  Asso- 

ciation, in  July,  it  was  announced  that  Dr.  A.  J.  Cope- 
land, of  Cambridge  University,  has  developed  a new 
anesthetic  possessing  all  the  virtues  of  cocain,  with  none 


of  its  perils During  the  last  five  years,  a London 

man — Mr.  Tibbie — has  on  forty-four  occasions  given 
a pint  of  his  blood  for  transfusion.  Though  a poor 
man,  he  has  refused  to  accept  any  payment. 

CRAWFORD  COUNTY  GRANGE  VOICES  NEED 
OF  COUNTRY  DOCTORS 

The  growing  scarcity  of  country  doctors,  which  is 
giving  concern  in  the  rural  districts  all  over  the  land, 
occupied  a prominent  place  in  the  discussions  of  the 
Crawford  County  Pomona  Grange,  which  held  a two 
days’  session  in  the  hall  of  Rockdale  Grange,  No.  1458, 
on  June  3 and  4. 

The  meeting  approved  the  following  resolution, 
which  had  previously  been  adopted  by  Hydetown 
Grange,  No.  1239 : 

“Whereas,  It  is  getting  more  and  more  difficult  to 
get  doctors  from  the  city  to  go  into  the  rural  districts 
to  give  medical  aid,  especially  during  the  winter  months, 
and 

“Whereas,  Their  fees  are  then  so  high  that  it  is 
difficult  for  farmers  to  meet  them;  therefore,  be  it 

“Resolved,  That  we  place  these  resolutions  before  the 
Crawford  County  Pomona  Grange,  asking  their  adop- 
tion, and  then  report  the  same  to  the  Pennsylvania  State 
Grange,  that  this  matter  may  be  taken  up  with  the 
several  medical  colleges,  and  that  young  doctors  on 
graduation  may  be  influenced  to  take  up  their  practice 
in  country  towns  in  order  to  relieve  the  situation.” — 
Pennsylvania  Grange  News,  July,  1925. 


NOTES  ON  ACUTE  RHEUMATIC  DISEASE  OF 
THE  HEART 

’ In  the  Bulletin  of  Johns  Hopkins  Hospital,  XXXVI, 
No.  2,  February,  1925,  twenty-five  cases  coming  to 
autopsy  were  analyzed.  All  cases,  save  one,  during 
hospitilization  had,  or  gave  history  of,  arthritis.  The 
presence  of  acute  tonsillitis  or  nasopharyngeal  infection 
preceding  onset  was  striking.  The  character  of  the 
fever  was  variable.  Embolism  was  absent. 

Death  was  due,  in  all  cases,  to  myocardial  insuffi- 
ciency. There  was  almost  always  a true  pancarditis, 
the  endocarditis  playing  but  an  incidental  role  in  the 
fatal  issue.  Aschoff  bodies  were  characteristically  pres- 
ent. The  mitral  and  aortic  valves  were  most  frequently 
affected,  especially  the  former.  The  tricuspid  was  in- 
volved in  44%. 

Rheumatic  carditis  should  be  suspected  when  there 
is  an  associated  polyarthritis  or  chorea,  or  a history  of 
the  same,  from  evidence  of  tonsillitis,  negative  blood 
cultures,  pericarditis  (rare  in  acute  or  subacute  bac- 
terial endocarditis),  pronounced  leukocytosis,  and  the 
absence  of  petechiae  and  splenic  enlargement.  The 
electrocardiograph  reveals  the  early  myocardial  changes, 
which  are  much  more  common  in  rheumatic  disease  than 
in  other  cardiac  affections. 


Constipation. — Treatment  of  constipation  has 

ranged  all  the  way  from  complete  rest  in  bed,  to 
various  types  of  support  and  strenuous  exercise.  We 
submit  that  the  subject  has  not  been  studied  with 
sufficient  care,  especially  from  the  standpoint  of  de- 
ficiency of  the  digestive  juices.  The  treatment  must 
depend  upon  the  cause  of  the  disorder,  and  naturally 
exercise  and  support  will  do  little  good  if  there  is 
an  achylia.  Since  constipation  is  not  a disabling 
condition,  showing  its  worst  effects  only  after  years 
of  chronic  low-grade  toxemia,  the  average  doctor 
tends  to  consider  it  unimportant  and  to  treat  it  by 
palliation  rather  than  by  careful  diagnosis  and  a 
sincere  attempt  to  rectify  the  conditions  present. 
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TUBERCULOSIS  ON  THE  WANE 

Vital  statistics  from  all  over  the  country,  with 
the  exception  of  a few  states,  indicate  a very 
decided  fall  in  the  mortality  rate  from  tubercu- 
losis. This  dread  plague  no  longer  heads  the 
list  of  destroyers  of  mankind,  and  there  is  reason 
for  the  optimistic  prediction  that  in  time  it  will 
disappear,  like  the  plagues  of  the  past. 

Who  killed  Cock  Robin?  In  the  absence  of 
definite  knowledge  of  all  the  factors  involved, 
we  can  only  theorize  and  conjecture.  The  logical 
basis  for  conclusions  is  to  consider  the  under- 
lying causes  of  tuberculosis  and  gage  the  efficacy 
of  any  antituberculosis  campaign  by  the  effec- 
tiveness in  the  removal  of  the  causative  factors. 

What  are  these  factors? 

First,  heredity.  While  it  has  been  shown  that 
tuberculosis  is  not  transmitted  directly  from  j>ar- 
ents  to  offspring,  we  know,  nevertheless,  that 
immunity  is  a character  unit,  and  as  such  must 
follow  the  accepted  Mendelian  law  of  'inherit- 
ance. Who  has  not  observed  families  burdened 
with  tuberculosis,  one  or  more  of  whose  off- 
spring contract  the  disease  despite  favorable 
environment?  Accepting  the  eugenic  theory  as 
a basis  for  our  interpretation  of  the  hereditary 
transmission  of  tuberculosis,  we  can  explain  the 
interesting  observation  of  its  occurrence  in  one 
or  two  of  the  offspring,  while  the  rest,  who  are 
born  and  raised  under  identical  conditions,  es- 
cape. In  other  words,  given  a tuberculous  taint, 
it  will  behave  like  any  other  character  unit,  trans- 
mitted in  the  proportion  of  three  to  one  or  any 
other  ratio,  depending  on  the  extent  to  which  the 
susceptibility  to  this  disease  has  invaded  the 
family. 

Unfortunately,  humanity  has  not  as  yet 
reached  the  stage  of  enlightenment  where  indi- 
viduals burdened  with  hereditary  diseases  are 
willing  to  forego  the  pleasure  of  parenthood  for 
the  sake  of  society,  as  well  as  their  own  off- 
spring whose  ultimate  fate  is  an  untimely  death. 
Until  such  a state  is  reached,  we  must  cope  with 
the  problem  of  heredity  as  best  we  can,  taking 
comfort  in  the  thought  that  at  least  not  all  of  the 


children  born  to  tuberculous  parents  will  pay  the 
penalty  for  the  selfishness  of  their  forbears. 

Second,  acquired  predisposition.  Here  we  en- 
counter all  of  the  factors  which  influence  the 
health  and  resistance  of  the  individual ; housing, 
nutrition,  school  hygiene,  home  life,  factory  en- 
vironment, public  health,  etc.  In  other  words, 
our  entire  social  structure  comes  under  scrutiny, 
as  it  is  related  to  this  specific  problem.  Here  is 
where  the  various  social  agencies,  by  their  spe- 
cial and  cooperative  efforts,  can  accomplish  so 
much  in  the  eradication  of  tuberculosis.  In  com- 
munities blessed  with  efficient  boards  of  health, 
housing  commissions,  playground  associations, 
school  and  factory  inspection,  child- welfare  com- 
missions, nutritional  clinics,  and  similar  agencies 
directly  or  indirectly  concerned  in  the  promulga- 
tion of  health  and  prevention  of  disease,  the 
decline  in  the  tuberculosis  death  rate  is  notice- 
able. The  reverse,  of  course,  holds  true  in  the 
more  backward  communities. 

Third,  prevention  of  implantation.  Since  it  is 
impossible  to  destroy  the  tubercle  bacilli  once 
they  have  gained  entrance  within  the  tissues,  it 
becomes  necessary  to  prevent  their  implantation. 
The  general  law  underlying  dosage  applies  here 
as  it  does  in  therapeutics  and  toxicology.  A sin- 
gle implantation  may  do  no  harm,  but  repeated 
exposures  are  sure  to  result  in  infection.  Also,  . 
a small  number  of  tubercle  bacilli  will  be  dealt 
with  satisfactorily  by  the  defensive  forces  of  the 
body,  but  a large  number  is  sure  to  break  down 
resistance.  The  prevention  of  infection  by  way 
of  the  sputum  becomes  a serious  problem,  the 
solution  of  which  is  beset  with  difficulties.  Most 
of  the  consumptives,  particularly  in  the  advanced 
stages  of  the  disease,  are  careless,  while  the  anti- 
spitting ordinances  are,  as  a rule,  not  enforced 
in  a country  in  which  chewing  tobacco  and  fancy 
•spitting  have  become  a national  habit.  Segrega- 
tion of  the  careless  and  unteachable  consumptive 
is  the  only  effective  remedy,  and  until  this  is 
done,  the  menace  will  remain. 

Fourth,  the  cure  and  care  of  the  tuberculous. 

It  is  now  well  established  that  tuberculosis  may 
be  cured,  or  more  properly  speaking,  arrested, 
in  the  early  stages  of  the  disease,  with  the 
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chances  increasingly  against  the  patient  as  the 
disease  advances.  The  diagnosis  of  early  tuber- 
culosis is,  therefore,  of  paramount  importance, 
and  the  responsibility  is  directly  on  the  shoulders 
of  the  medical  profession.  The  family  physician 
is  to  blame  for  every  case  of  unrecognized  early 
tuberculosis.  The  clinical  picture  of  the  early 
manifestations  of  the  disease  is  so  typical  that 
only  gross  negligence  or  stupid  adherence  to 
worn-out  diagnostic  misconceptions  will  account 
for  the  large  number  of  cases  of  “malaria,” 
“neurasthenia,”  “run-down  system,”  etc.  The 
free  clinic  for  the  diagnosis  and  treatment  of 
ambulatory  cases,  and  the  sanatorium  for  the- 
treatment  of  patients  who  cannot  be  taken  care 
of  at  their  homes,  constitute  the  strongest  links 
in  the  chain  of  tuberculosis  control.  Every  case 
of  tuberculosis  is  an  active  or  potential  focus  of 
infection,  and  the  cure  or  arrest  of  the  disease 
strikes  at  the  very  root  of  the  plague. 

The  eradication  of  tuberculosis,  therefore,  de- 
pends on  a number  of  factors,  each  of  great  im- 
portance, and  the  marked  reduction  in  the  mor- 
tality is  an  indication  that  the  several  agencies 
directly  or  indirectly  concerned  in  the  promotion 
of  personal  and  public  health  have  been  doing 
their  work  in  an  efficient  manner.  Incidentally, 
the  death  rate  from  tuberculosis  may  be  used  as 
a yardstick  by  which  the  efficiency  of  public 
health  institutions  of  a given  community  can  be 
measured  and  evaluated. 


OUR  BY-LAWS 

Owing  to  the  widely  scattered  inquiries  we 
receive  from  time  to  time  for  copies  of  the  con- 
stitution and  by-laws  of  the  Medical  Society  of 
Delaware,  w'e  are  publishing  them  in  this  issue, 
for  the  benefit  of  those  who  may  be  interested. 
Hitherto  they  have  been  printed  only  in  pam- 
phlet form,  and  distributed  among  our  constitu- 
ency. They  are  not  suitable  as  models  for  a 
society  in  a large  state,  or  one  with  a large  mem- 
bership, or  one  with  large  funds,  but  their  pub- 
lication may  be  of  some  slight  service  to  those 
societies  in  our  own  class  as  to  size,  etc.  Tink- 
ering with  constitutions  seems  to  be  a favorite 
pastime  in  some  circles,  and  we  offer  this  one  to 
the  tinkerers,  not  because  of  pride  in  our  so- 
ciety’s size  or  importance,  but  rather  in  its  hoary 
age,  since  it  was  born  in  1789,  and  is  thus  the 
third  oldest  medical  society  in  the  United  States. 


ACT  OF  INCORPORATION 

IN  THE  THIRTEENTH  YEAR  OE  THE  INDEPENDENCE  OF  THE 
DELAWARE  state 

An  Act  to  Incorporate  the  Physicians  of  Delaware, 
and  for  other  purposes  therein  mentioned. 


Whereas,  The  practice  of  medicine  is  of  acknowl- 
edged and  extensive  benefit  to  society,  and  therefore 
ought  to  be  promoted  and  encouraged,  and 

Whereas,  It  is  of  great  consequence  that  the  same 
should  be  conducted  on  some  permanent  establishment 
of  regularity  and  permanent  utility;  for  the  purposes 
whereof : 

Section  1.  Be  it  enacted  by  the  General  Assembly 
of  the  Delaware  State,  that  the  following  persons  now 
resident  physicians  of  this  State,  to  wit,  John  McKinley, 
Nicholas  Way,  Jonas  Preston,  Ebenezer  Smith,  George 
Monro,  Thomas  McDonough,  Joshua  Clayton,  Ezekiel 
Needham,  James  Tilton,  William  Molleston,  Edward 
Miller,  James  Sykes,  Nathaniel  Luff,  Robert  Cook,  Mat- 
thew Wilson,  Joseph  Hall,  John  Marsh,  John  Polk,  John 
Stephens  Hill,  Julius  Augustus  Jackson,  William  Mc- 
Mechen,  Henry  Latimer,  James  McCalmont,  Joseph 
Capelle,  Archibald  Alexander,  Henry  Peterson  and 
Levarius  Hooker  Lee,  are  hereby  authorized  and  em- 
powered, at  any  time  after  the  second  Monday  in  May 
next,  to  meet  together  at  the  town  of  Dover,  in  the 
County  of  Kent,  or  other  convenient  place,  and  being 
so  assembled  to  the  number  of  six  or  more,  elect  and 
choose  by  a plurality  of  voices  then  present,  a President 
and  such  other  officers  as  to  a majority  shall  appear 
proper  and  necessary  for  the  convenience  and  govern- 
ment of  the  same;  which  said  President  and  such  other 
officers  as  aforesaid  so  elected,  together  with  all  and 
every  the  persons  aforesaid  named,  are  hereby  made  and 
constituted  a body  politic  and  corporate  to  all  intents 
and  purposes  in  this  act  expressed  in  deed  and  in  law 
forever,  by  the  name  and  title  of  The  President  and 
Fellows  of  the  Medical  Society  of  Delaware;  and  by 
that  name  and  title  shall  be  known  and  called,  and  have 
perpetual  succession. 

Section  2.  And  be  it  further  enacted  by  the  author- 
ity aforesaid,  that  the  said  corporation  be  and  shall  here- 
after be  capable  in  law  to  sue  and  be  sued,  implead  and 
be  impleaded,  answer  and  be  answered  unto,  defend  and 
be  defended  in  any  of  the  courts  of  law,  or  equity,  or 
any  other  place  whatsoever,  and  to  do  and  execute  all 
and  singular  the  matters  and  things  which  bodies  politic 
and  corporate  lawfully  may  do. 

Section  3.  And  be  it  enacted,  that  the  President  and 
Fellows  are  hereby  authorized  to  hold  one  annual  stated 
meeting  at  any  place  which  by  them  may  be  deemed  con- 
venient within  this  State,  and  at  every  such  annual 
stated  meeting  elect  and  choose  in  such  manner  as  to  the 
majority  of  those  assembled  may  seem  meet,  a President 
and  all  and  every  such  officer  and  officers,  the  same  be- 
ing Fellows  of  the  same  society,  as  shall  appear  proper 
and  necessary  as  aforesaid,  to  serve  in  their  respective 
offices,  which  they  may  be  respectively  appointed  to  for 
the  year  ensuing,  and  until  the  next  annual  stated  meet- 
ing of  the  corporation  as  aforesaid;  and  the  said  cor- 
poration is  hereby  further  authorized  and  empowered, 
at  any  and  all  times  of  their  meeting  and  assembling 
together,  duly  and  comformably  to  such  regulations  as 
they  shall  make  or  enter  into  respecting  the  same,  to 
elect,  choose  and  admit  into  the  said  corporate  body. 
Fellow  or  Fellows  in  such  manner,  and  under  such  re- 
strictions and  qualifications  of  the  person  or  persons 
standing  candidate  for  such  fellowship,  and  so  proposed 
to  be  admitted  thereto,  as  shall  or  may  be  hereafter 
directed  and  allowed  by  any  regulations,  acts,  or  ordi- 
nances of  the  said  corporation  respecting  the  same. 

Section  4.  And  be  it  enacted,  that  the  President  and 
officers  of  the  said  corporation,  who  may  be  elected  in 
virtue  of  the  powers  by  this  act  granted,  or  which  at 
any  time  hereafter  they  may  be  legally  invested  with. 
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shall  keep  and  hold  their  respective  offices,  and  shall 
continue  and  be  fully  and  to  all  intents  and  purposes  the 
President  and  officers  of  the  said  corporation,  until 
others  shall  be  appointed  in  virtue  of  any  of  the  powers 
granted  by  this  act. 

Section  S.  And  be  it  further  enacted,  that  the  Presi- 
dent and  Fellows  of  the  said  corporation  shall  be  capa- 
ble of  exercising  such  powers  for  the  government  and 
ordering  of  said  corporation,  and  of  holding  at  all  and 
any  time  and  place  such  occasional  meetings  for  that 
purpose,  as  have  been,  or  may  hereafter  be,  fixed  or 
adopted  with  the  rules  or  regulations  which  may  legally 
be  entered  into  by  the  said  corporation. 

Section  6.  And  be  it  further  enacted,  that  the  said 
corporation  shall  and  may  make,  ordain,  and  establish 
any  such  laws,  regulations  and  ordinances  as  to  them 
may  seem  proper  and  necessary  for  the  well  ordering 
and  governing  the  said  corporation,  provided  always 
nevertheless,  that  nothing  in  this  act  contained  shall  be 
taken  or  construed  to  authorize  the  said  corporation  to 
enter  into  any  regulations  or  ordinances,  or  to  exercise 
any  powers  contravening,  repugnant,  or  contrary  to  the 
laws  and  Constitution  of  the  State. 

Section  7.  And  be  it  further  enacted,  that  the  said 
corporation  shall  have  full  and  complete  power  and 
authority  to  make,  have,  and  use  a common  seal,  and  at 
any  time  to  break  and  alter  the  same,  and  establish  an- 
other or  others  with  such  device  or  devices  as  they  shall 
think  proper;  and  that  all  which  shall  or  may  be  certi- 
fied under  said  seal,  or  under  any  other  seal  of  the  said 
corporation,  shall  have  full  faith  and  credit  in  all  and 
every  the  courts  of  law  in  this  State. 

Signed  by  order  of  the  House  of  Assembly. 

Jehu  Davis,  Speaker. 

Signed  by  order  of  the  Council. 

Nicholas  Vandyke,  Speaker. 

Passed  at  Dover,  February  3,  1789. 


In  pursuance  of  the  foregoing  act,  the  preliminary 
Convention  of  Physicians  which  met  in  Dover,  May  12, 
1789,  resolved  itself  into  “The  President  and  Fellows 
of  the  Medical  Society  of  Delaware,”  and  adopted  regu- 
lations and  ordinances  (By-Laws),  and  now 

Whereas,  These  By-Laws  have  had  but  slight  revi- 
sion, and  whereas  it  has  long  been  evident  to  many 
members  of  this  Society  that  new  By-Laws  were  neces- 
sary, it  was  resolved  in  behalf  of  the  President  and  Fel- 
lows of  the  Medical  Society  of  Delaware  in  annual 
convention  assembled  at  Rehoboth,  Delaware,  on  the 
15th  day  of  August,  1921,  that  new  By-Laws  be  pre- 
sented by  a committee  appointed  for  that  purpose,  now 
be  it 

Resolved,  In  behalf  of  the  President  and  Fellows  of 
the  Medical  Society  of  Delaware,  in  annual  convention 
met  at  Middletown,  Delaware,  on  this  8th  day  of  Octo- 
ber, 1923,  that  we  adopt  the  following  By-Laws : 

BY-LAWS 

Article  I — Purposes  of  the  Society 

Section  1.  The  purposes  of  this  Society  shall  be  to 
federate  and  bring  into  one  compact  organization  the 
entire  medical  profession  of  the  State  of  Delaware,  and 
to  unite  with  similar  societies  of  other  States  to  form 
the  American  Medical  Association ; to  extend  medical 
knowledge  and  advance  medical  science;  to  elevate  the 
standard  of  medical  education,  and  to  secure  the  enact- 
ment and  enforcement  of  just  medical  laws;  to  promote 
friendly  intercourse  among  physicians ; to  guard  and 
foster  the  material  interests  of  its  members  and  to 
protect  them  against  imposition ; and  to  enlighten  and 


direct  public  opinion  in  regard  to  the  great  problems 
of  state  medicine,  so  that  the  profession  shall  become 
more  capable  and  honorable  within  itself,  and  more 
useful  to  the  public,  in  the  prevention  and  cure  of  dis- 
ease, and  in  prolonging  and  adding  comfort  to  life. 

Article  II — Component  Societies 

Section  1.  Component  societies  shall  consist  of  those 
county  medical  societies  which  hold  charters  from  this 
Society. 

Section  2.  All  county  societies  now  in  affiliation  with 
this  Society  or  those  which  may  hereafter  be  organized 
in  this  State,  which  have  adopted  principles  of  organiza- 
tion not  in  conflict  with  this  Charter  and  By-Laws, 
shall,  on  application,  receive  a charter  from  and  become 
a component  part  of  this  Society. 

Section  3.  Charters  shall  be  Issued  only  upon  ap- 
proval of  the  Council  and  shall  be  signed  by  the  Presi- 
dent and  Secretary  of  this  Society,  upon  recommendation 
of  the  Council.  The  House  of  Delegates  shall  have 
authority  to  revoke  the  charter  of  any  component  so- 
ciety whose  actions  are  in  conflict  with  the  letter  or 
spirit  of  this  Charter  and  By-Laws.  Only  one  com- 
ponent medical  society  shall  be  chartered  in  any  county. 

Section  4.  Each  county  society  shall  judge  of  the 
qualification  of  its  own  members,  but  as  such  societies 
are  the  only  portals  to  this  Society  and  to  the  American 
Medical  Association,  every  reputable  and  legally  regis- 
tered physician  who  does  not  practice  or  claim  to  prac- 
tice, nor  lend  his  support  to,  any  exclusive  system  of 
medicine,  shall  be  entitled  to  membership. 

Section  5.  Any  physician  who  may  feel  aggrieved 
by  the  action  of  the  society  of  his  county  in  refusing 
him  membership,  or  in  suspending  or  expelling  him, 
shall  have  the  right  to  appeal  to  the  Council,  and  its 
decision  shall  be  final. 

Section  6.  In  hearing  appeals,  the  Council  may  ad- 
mit oral  or  written  evidence,  as  in  its  judgment  will  best 
and  most  fairly  present  the  facts,  but  in  case  of  every 
appeal,  both  as  a Board  and  as  individual  Councilors  in 
district  and  county  work,  efforts  at  conciliation  and 
compromise  shall  precede  all  such  hearings. 

Section  7.  When  a member  in  good  standing  in  a 
component  society  moves  to  another  society  in  this  or 
any  other  state,  he  shall  be  granted,  without  cost,  a 
transfer  card  to  the  county  society  into  whose  jurisdic- 
tion he  moves.  His  name  shall  be  retained  on  the  orig- 
inal roster  until  notice  of  his  admission  to  another 
society  shall  have  been  received. 

Section  8.  A physician  living  on  or  near  a county 
line  may  hold  his  membership  in  that  county  most  con- 
venient for  him  to  attend,  on  permission  of  the  society 
in  whose  jurisdiction  he  resides. 

Section  9.  Each  component  society  shall  have  gen- 
eral direction  of  the  affairs  of  the  profession  in  its 
county,  and  its  influence  shall  be  constantly  exerted  for 
bettering  the  scientific,  moral,  and  material  condition  of 
every  physician  in  the  county ; and  systematic  efforts 
shall  be  made  by  each  member,  and  by  the  society  as  a 
whole,  to  increase  the  membership  until  it  embraces 
every  qualified  physician  in  the  county. 

Section  10.  At  some  meeting  in  advance  of  the  An- 

ual  Session  of  this  Society,  each  county  society  shall 
elect  a delegate  or  delegates  to  represent  it  in  the  House 
of  Delegates  of  this  Society,  in  the  proportion  of  one 
delegate  to  each  ten  members  or  major  fraction  thereof, 
and  the  secretary  of  the  society  shall  send  a list  of  such 
delegates  to  the  secretary  of  this  Society,  on  or  before 
April  first  of  each  year. 
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Section  11.  The  secretary  of  each  component  society 
shall  keep  a roster  of  its  members,  and  of  the  non- 
affiliated  registered  physicians  of  the  county,  in  which 
shall  be  shown  the  full  name,  address,  college  and  date 
of  graduation,  date  of  license  to  practice  in  this  State, 
and  such  other  information  as  may  be  deemed  necessary. 
In  keeping  such  roster  the  secretary  shall  note  any 
changes  in  the  personnel  of  the  profession  by  death,  or 
by  removal  to  or  from  the  county,  and  in  making  his 
annual  report  he  shall  be  certain  to-  account  for  every 
physician  who  has  lived  in  the  county  during  the  year. 

Section  12.  The  secretary  of  each  component  society 
shall  forward  its  assessment,  together  with  its  roster 
of  members  and  a list  of  its  officers  and  delegates,  to 
the  secretary  of  this  Society  on  or  before  April  first 
of  each  year. 

Section  13.  Any  county  society  which  fails  to  pay 
its  assessment,  and  make  the  report  required,  on  or  be- 
fore April  first  of  each  year,  shall  be  held  as  suspended, 
and  none  of  its  members  or  delegates  shall  be  permitted 
to  participate  in  any  of  the  business  or  proceedings  of 
the  Society,  or  of  the  House  of  Delegates,  until  such 
requirements  shall  have  been  met. 

Article  III — Sessions  and  Meetings 

Section  1.  The  Society  shall  hold  an  Annual  Ses- 
sion, during  which  there  shall  be  held  daily  General 
Meetings,  which  shall  be  open  to  all  registered  members 
and  guests.  This  Session  shall  be  held  at  such  time  and 
place  as  has  been  fixed  at  the  preceding  Session  by  the 
House  of  Delegates. 

Section  2.  All  registered  members  may  attend  and 
participate  in  the  proceedings  and  discussions  of  the 
General  Meetings.  The  General  Meetings  shall  be  pre- 
sided over  by  the  President  or  by  one  of  the  Vice- 
Presidents,  and  before  them  shall  be  delivered  the  ad- 
dress of  the  President,  the  orations,  and  all  papers  and 
discussions. 

Section  3.  The  General  Meeting  may  recommend  to 
the  House  of  Delegates  the  appointment  of  committees 
pr  commissions  for  investigations  of  special  interest  and 
importance  to  the  profession  or  public. 

Section  4.  Special  meetings  of  either  the  Society  or 
of  the  House  of  Delegates  shall  be  called  by  the  Presi- 
dent on  his  own  initiative,  or  on  petition  of  ten  dele- 
gates or  twenty-five  members. 

Article  IV — Members 

Section  1.  The  membership  of  this  Society  shall 
consist  of  citizens  of  the  United  States,  members  in 
good  standing  in  the  component  county  medical  societies, 
and  whose  annual  assessments  in  this  Society  have  been 
paid.  This,  however,  shall  not  be  construed  to  exclude 
from  active  membership  any  physician  who  may  occupy 
a teaching  position  with  any  college  or  university  within 
this  state. 

Physicians,  otherwise  qualified,  who  have  taken  their 
first  citizenship  papers,  shall  be  eligible  to  membership. 
This  membership  is  conditional  upon  the  completion  of 
citizenship  within  six  years  of  the  granting  of  first 
papers.  Failure  to  comply  with  this  provision  will 
automatically  terminate  membership. 

Section  2.  Members  whose  annual  assessments  are 
received  by  the  secretary  of  this  Society  on  or  before 
April  1st  of  each  year  shall  be  entitled  to  all  the  privi- 
leges of  this  Society  for  the  current  year.  One  whose 
assessment  is  received  after  April  1st  shall  not  be  en- 
titled to  any  benefit  from  the  Medical  Defense  Fund 
from  January  1st  to  the  date  of  the  receipt  by  the  sec- 
retary of  this  Society  of  his  name  and  assessment.  The 


assessment  of  new  members,  elected  and  reported  be- 
tween July  1st  and  November  1st,  shall  be  one-half  the 
annual  assessment.  Assessments  received  for  new  mem- 
bers elected  and  reported  in  November  or  December 
shall  be  the  full  annual  assessment,  which  shall  cover 
the  assessment  for  the  following  calendar  year. 

Section  3.  Any  visiting  physician  not  a resident  of 
this  state,  who  is  a member  of  his  own  state  Society 
may  become  a guest  during  any  Annual  Session  on  in- 
vitation of  the  officers  of  this  Society,  and  shall  be 
accorded  the  privilege  of  participating  in  all  of  the 
scientific  work  of  that  Session. 

Section.  4.  Any  person  who  is  under  sentence  of 
suspension  or  expulsion  from  a component  society,  or 
whose  name  has  been  dropped  from  its  roll  of  members, 
shall  not  be  entitled  to  any  of  the  rights  or  benefits  of 
this  Society,  nor  shall  he  be  permitted  to  take  part  in 
any  of  its  proceedings  until  he  has  been  relieved  of  such 
disability. 

Section  5.  Each  member  in  attendance  at  the  An- 
nual Session  shall  enter  his  name  on  the  registration 
book,  indicating  the  component  society  of  which  he  is 
a member.  When  his  right  to  membership  has  been 
verified,  by  a reference  to  the  roster  of  his  society,  he 
shall  receive  a badge,  which  shall  be  evidence  of  his 
right  to  all  the  privileges  of  membership  at  that  ses- 
sion. No  member  shall  take  part  in  any  of  the  proceed- 
ings of  an  Annual  Session  until  he  has  complied  with 
the  provisions  of  this  section. 

Article  V — Officers 

Section  1.  The  officers  of  this  Society  shall  be  a 
President,  two  Vice-Presidents,  a Secretary,  a Treas- 
urer, and  three  Councilors. 

Section  2.  The  officers,  except  the  Councilors,  shall 
be  elected  annually.  One  Councilor  shall  be  elected  each 
year  to  serve  for  three  years.  All  of  these  officers  shall 
serve  until  their  successors  are  elected  and  installed. 

Section  3.  The  President  shall  be  elected  by  ballot 
in  the  General  Meeting  without  the  intervention  of  a 
Nominating  Committee,  as  the  last  order  of  business 
before  final  adjournment. 

Section  4.  The  other  officers  of  this  Society  shall  be 
elected  by  the  House  of  Delegates,  but  no  Delegate 
shall  be  eligible  to  any  office  named  in  the  preceding  sec- 
tion, except  that  of  Councilor,  and  no  person  shall  be 
elected  to  any  such  office  who  has  not  been  a member 
of  the  Society  for  the  preceding  two  years. 

Section  5.  The  terms  of  officers,  and  the  fiscal  year, 
shall  be  from  January  first  to  December  thirty-first. 

Section  6.  All  elections  shall  be  by  ballot,  unless 
otherwise  ordered,  and  a majority  of  the  votes  cast 
shall  be  necessary  to  elect. 

Section  7.  The  election  of  officers,  except  the  Presi- 
dent, shall  be  the  first  order  of  business  of  the  House 
of  Delegates,  after  the  reading  of  the  minutes. 

Section  8.  The  House  of  Delegates  shall  also  desig- 
nate a list  of  ten  names  of  members  of  this  Society 
from  which  the  Governor  shall  fill  vacancies  on  the 
Board  of  Medical  Examiners,  as  provided  by  law. 

Section  9.  Any  person  known  to  have  solicited  votes 
for  or  sought  any  office  within  the  gift  of  this  Society 
shall  be  ineligible  to  any  office  for  two  years. 

Section  10.  The  President  shall  preside  at  all  meet- 
ings of  the  Society  and  of  the  House  of  Delegates; 
shall  appoint  all  committees  not  otherwise  provided  for ; 
he  shall  deliver  an  annual  address  at  such  time  as  may 
be  arranged,  and  perform  such  other  duties  as  custom 
and  parliamentary  usage  may  require.  He  shall  be 
ex  officio,  the  President  of  the  Council,  and  a member 
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cf  the  Committee  on  Public  Policy  and  Legislation.  He 
shall  be  the  real  head  of  the  profession  of  the  state 
during  his  term  of  office,  and,  as  far  as  practicable, 
shall  visit  by  appointment  the  various  sections  of  the 
state  and  assist  the  Councilors  in  building  up  the  county 
societies,  and  in  making  their  work  more  practical  and 
useful. 

Section  11.  The  Vice-Presidents  shall  assist  the 
President  in  the  discharge  of  his  duties.  In  the  event 
of  the  President’s  death,  resignation,  or  removal,  the 
Council  shall  select  one  of  the  Vice-Presidents  to  suc- 
ceed him. 

Section  12.  The  Secretary  shall  attend  the  General 
Meetings  of  the  Society  and  the  meetings  of  the  House 
of  Delegates,  and  shall  keep  minutes  of  their  respective 
proceedings  in  separate  record  books.  He  shall  be 
ex  officio,  the  secretary  of  the  Council,  and  a member 
of  the  Committee  on  Scientific  Work,  and  of  the  Com- 
mittee on  Public  Policy  and  Legislation,  and  of  the 
Committee  on  Publication.  He  shall  be  custodian  of 
all  records,  books,  and  papers  belonging  to  the  Society, 
except  such  as  properly  belong  to  the  treasurer,  and 
shall  keep  account  of  and  promptly  turn  over  to  the 
treasurer  all  funds  of  the  Society  which  come  into  his 
hands.  He  shall  provide  for  the  registration  of  the 
members  and  delegates  at  the  Annual  Sessions.  He 
shall,  with  the  cooperation  of  the  secretaries  of  the  com- 
ponent societies,  keep  a card-index  register  of  all  the 
legal  practitioners  of  the  state  by  counties,  noting  on 
each  his  status  in  relation  to  his  county  society,  and,  on 
request,  shall  transmit  a copy  of  this  list  to  the  Ameri- 
can Medical  Association.  He  shall  aid  the  Councilors 
in  the  organization  and  improvement  of  the  county  so- 
cieties, and  in  the  extension  of  the  power  and  useful- 
ness of  this  Society.  He  shall  conduct  the  official  cor- 
respondence, notifying  members  of  meetings,  officers  of 
their  election,  and  committees  of  their  appointment  and 
duties.  He  shall  employ  such  assistants  as  may  be  or- 
dered by  the  House  of  Delegates,  and  shall  make  an 
annual  report  to  the  House  of  Delegates.  He  shall 
supply  each  component  society  with  the  necessary 
blanks  for  making  their  annual  reports ; shall  keep  an 
account  with  the  component  societies,  charging  against 
each  society  its  assessment,  collect  the  same,  and  at  once 
turn  it  over  to  the  treasurer.  Acting  with  the  Com- 
mittee on  Scientific  Work,  he  shall  prepare  and  issue  all 
programs.  The  amount  of  his  salary  may  be  fixed  by 
ine  House  of  Delegates. 

Section  13.  The  Treasurer  shall  give  bond  in  such 
sum  as  may  be  required  by  the  Finance  Committee. 
He  shall  demand  and  receive  all  funds  due  the  Society, 
together  with  the  bequests  and  donations.  He  shall  pay 
money  out  of  the  treasury  only  on  a written  order  of 
the  President,  countersigned  by  the  secretary,  or  by 
order  of  the  House  of  Delegates  or  its  Finance  Com- 
m.ittee;  he  shall  subject  his  accounts  to  such  examina- 
tion as  the  House  of  Delegates  may  order,  and  he  shall 
annually  render  an  account  of  his  doings,  and  of  the 
state  of  the  funds  in  his  hands. 

Article  VI — House  oe -Delegates 

Section  1.  The  House  of  Delegates  shall  be  the 
legislative  and  business  body  of  the  Society,  and  shall 
consist  of  (1)  Delegates  elected  by  the  component 
county  societies;  (2)  the  Councilors;  and  (3)  ex  officio, 
the  President  and  the  secretary  of  this  Society. 

Section  2.  No  delegate  shall  be  seated  in  the  House 
of  Delegates  nor  participate  in  any  of  its  proceedings 
unless  he  be  a member  in  good  standing,  as  hereinbefore 
provided. 


Section  3.  The  House  of  Delegates  shall  meet  the 
first  day  of  the  Annual  Session.  It  may  adjourn  from 
time  to  time  as  may  be  necessary  to  complete  its  busi- 
ness, provided  that  its  hours  shall  conflict  as  little  as 
possible  with  the  General  Meetings.  The  order  of 
business  shall  be  arranged  as  a separate  section  of  the 
program. 

Section  4.  Each  component  county  society  shall  be 
entitled  to  send  to  the  House  of  Delegates  each  year 
one  delegate  for  every  ten  members,  and  one  for  each 
major  fraction  thereof,  but  each  component  society 
which  has  made  its  annual  report  and  paid  its  assess- 
ment as  provided  in  these  By-Laws,  shall  be  entitled  to 
at  least  one  delegate. 

Section  5.  Ten  members  of  the  House  of  Delegates 
shall  constitute  a quorum. 

Section  6.  It  shall,  through  its  officers.  Council,  and 
otherwise,  give  diligent  attention  to  and  foster  the  scien- 
tific work  and  spirit  of  the  Society,  and  shall  constantly 
study  and  strive  to  make  each  Annual  Session  a step- 
ping stone  to  future  ones  of  higher  interest. 

Section  7.  It  shall  consider  and  advise  as  to  the 
material  interests  of  the  profession,  and  of  the  public, 
in  those  important  matters  wherein  it  is  dependent  upon 
the  profession,  and  shall  use  its  influence  to  secure  and 
enforce  all  proper  medical  and  public  health  legislation, 
and  to  diffuse  popular  information  in  relation  thereto. 

Section  8.  It  shall  make  careful  inquiry  into  the 
condition  of  the  profession  of  each  county  in  the  state, 
and  shall  have  authority  to  adopt  such  methods  as  may 
be  deemed  most  efficient  for  building  up  and  increasing 
the  interest  in  such  county  societies  as  already  exist, 
and  for  organizing  the  profession  in  counties  where 
societies  do  not  exist.  It  shall  especially  and  system- 
atically endeavor  to  promote  friendly  intercourse  among 
physicians  of  the  same  locality,  and  shall  continue  these 
efforts  until  every  physician  in  every  county  of  the  state 
who  can  be  made  reputable  has  been  brought  under 
medical  society  influence. 

Section  9.  It  shall  encourage  postgraduate  and  re- 
search work,  as  well  as  home  study,  and  shall  endeavor 
to  have  the  results  utilized  and  intelligently  discussed  in 
the  county  societies. 

Section  10.  It  shall  elect  all  the  officers  and  stand- 
ing committees  of  the  Society,  except  the  President,  and 
shall  elect  the  representatives  to  the  House  of  Delegates 
of  the  American  Medical  Association  in  accordance 
with  the  Constitution  and  By-Laws  of  that  body. 

Section  11.  It  shall  have  authority  to  appoint  com- 
mittees for  special  purposes  from  among  members  of 
the  Society  who  are  not  members  of  the  House  of  Dele- 
gates. Such  committees  shall  report  to  the  House  of 
Delegates,  and  may  be  present  and  participate  in  the 
debate  on  their  reports. 

Section  12.  It  shall  approve  all  memorials  and  reso- 
lutions issued  in  the  name  of  the  Society  before  the 
same  shall  become  effective. 

Section  13.  It  shall  have  full  control  of  all  funds, 
and  investments  of  this  Society,  and  shall  specify  the 
amoimt  of  the  annual  per  capita  assessment. 

Article  VII — Council 

Section  1.  The  Council  shall  consist  of  the  Coun- 
cilors, and  the  President  and  secretary,  ex  officio.  Be- 
sides its  duties  mentioned  in  these  By-Laws,  it  shall 
constitute  the  Finance  Committee  of  the  House  of  Dele- 
gates. Three  members  shall  constitute  a quorum. 

Section  2.  The  Council  may  meet  on  the  day  pre- 
ceding the  Annual  Session,  and  daily  during  the  Session, 
and  at  such  other  times  as  necessity  may  require,  sub- 
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ject  to  the  call  of  the  chairman,  or  on  petition  of  three 
Councilors.  It  shall  elect  a temporary  chairman  and  a 
clerk,  who,  in  the  absence  of  the  President  and  the  sec- 
retary of  the  Society,  shall  preside  and  keep  a record 
of  its  proceedings.  It  shall  through  its  chairman,  make 
an  annual  report  to  the  House  of  Delegates. 

Section  3.  Each  Councilor  shall  be  organizer,  peace- 
maker and  censor  for  his  district.  He  shall  visit  in  his 
district  at  least,  once  a year  for  the  purpose  of  inquir- 
ing into  the  condition  of  the  profession,  and  for  im- 
proving and  increasing  the  zeal  of  the  county  society 
and  its  members.  He  shall  make  an  annual  report  of 
his  work  and  of  the  condition  of  the  profession  of  his 
county  at  the  Annual  Session  of  the  House  of  Delegates. 

Section  4.  The  Council  shall  be  the  board  of  cen- 
sors of  the  Society.  It  shall  consider  all  questions  in- 
volving the  rights  and  standing  of  members,  whether 
in  relation  to  other  members,  to  the  component  societies, 
or  to  this  Society.  All  questions  of  an  ethical  nature 
brought  before  the  House  of  Delegates  or  the  General 
Meeting  shall  be  referred  to  the  Council  without  dis- 
cussion. It  shall  hear  and  decide  all  questions  of  dis- 
cipline affecting  the  conduct  of  members  of  component 
societies  on  which  an  appeal  is  taken  from  the  decision 
of  an  individual  Councilor,  and  its  decision  in  all  such 
matters  shall  be  final. 

Section  5.  All  money  received  by  the  Council  and 
its  agents,  resulting  from  the  discharge  of  the  duties 
assigned  to  them,  must  be  paid  to  the  treasurer  of  the 
Society.  As  the  Finance  Committee,  it  shall  annually 
audit  the  accounts  of  the  treasurer  and  secretary  and 
other  agents  of  this  Society  and  present  a statement  of 
the  same  in  its  annual  report  to  the  House  of  Delegates, 
which  report  shall  also  specify  the  character  and  amount 
of  all  the  disbursements  of  the  Society  during  the  year, 
and  the  amount  of  all  other  property  belonging  to  the 
Society  under  its  control,  with  such  suggestions  as  it 
may  deem  necessary.  In  the  event  of  a vacancy  in  the 
office  of  the  secretary,  or  the  treasurer,  the  Council 
shall  fill  the  vacancy  until  the  next  annual  election. 

Section  6.  The  Council,  as  the  Finance  Committee, 
shall  investigate  all  applications  for  Medical  Defense, 
and  shall  determine  the  validity  of  such  applications. 

Article  VIII — Committees 

Section  1.  The  standing  committees  shall  be  as  fol- 
lows : 

(1)  Committee  on  Scientific  Work. 

(2)  Committee  on  Public  Policy  and  Legislation. 

(3)  Committee  on  Publication. 

(4)  Committee  on  Medical  Education. 

(5)  Committee  on  Hospitals. 

(6)  Committee  on  Necrology. 

There  shall  also  be  a special  Committee  of  Arrange- 
ments, and  on  such  other  subjects  as  may  be  necessary. 
Such  committees  shall  be  elected  by  the  House  of  Dele- 
gates, unless  otherwise  provided. 

Section  2.  The  Committee  on  Scientific  Work  shall 
consist  of  three  members,  of  whom  the  secretary  shall 
be  one.  It  shall  be  their  duty  to  determine  the  char- 
acter and  scope  of  the  scientific  proceedings  of  the 
Society  for  each  session,  subject  to  the  instructions  of 
the  House  of  Delegates. 

Thirty  days  previous  to  each  Annual  Session  it  shall 
prepare  and  issue  a program  announcing  the  order  in 
which  papers,  discussions  and  other  business  shall  be 
presented. 

Section  3.  The  Committee  on  Public  Policy  and 
Legislation  shall  consist  of  three  members,  and  the  Pres- 
ident and  secretary.  Under  the  direction  of  the  House 


of  Delegates,  it  shall  be  their  duty  to  represent  the 
Society  in  securing  and  enforcing  legislation  in  the 
interest  of  public  health  and  scientific  medicine.  It  shall 
keep  in  touch  with  professional  and  public  opinion,  shall 
endeavor  to  shape  legislation  so  as  to  secure  the  best 
results  for  the  whole  people,  and  shall  strive  to  organize 
professional  influence  so  as  to  promote  the  general  good 
of  the  community  in  local,  state,  and  national  affairs  and 
elections. 

Section  4.  The  Committee  on  Publication  shall  con- 
sist of  three  members,  of  whom  the  secretary  shall  be 
one.  It  shall  be  their  duty  to  appoint  an  F,ditor,  and 
to  supervise  the  publication  of  all  papers  and  transac- 
tions of  this  Society,  and  to  perform  such  other  duties 
as  may  be  delegated  to  it  by  the  House  of  Delegates. 
It  shall  supervise  the  printing  and  distribution  of  any 
new  or  amended  By-Laws. 

Section  5.  The  Committee  on  Medical  Education 
shall  consist  of  three  members.  It  shall  be  their  duty 
to  cooperate  with  the  State  Examining  Board  in  mat- 
ters pertaining  to  medical  education  and  licensure;  to 
make  an  annual  report  to  the  House  of  Delegates  on 
the  existing  condition  of  medical  education  in  the  state; 
to  cooperate  with  the  Council  of  Education  of  the 
American  Medical  Association  in  the  effort  to  elevate 
the  standards  of  medical  education  in  the  United  States. 

Section  6.  The  Committee  on  Hospitals  shall  con- 
sist of  three  members.  It  shall  be  their  duty  to  report 
annually  on  the  hospitals  in  this  state. 

Section  7.  The  Committee  on  Necrology  shall  con- 
sist of  three  members.  It  shall  be  their  duty  to  report 
all  deaths  of  members  occurring  during  the  year,  and 
to  prepare  suitable  resolutions  and  memorials. 

Section  8.  The  Committee  of  Arrangements  shall  be 
appointed  by  the  component  society  in  which  the  Annual 
Session  is  to  be  held.  It  shall  be  their  duty  to  provide 
suitable  accommodations  for  the  meeting  places  of  the 
Society  and  of  the  House  of  Delegates,  and  of  their 
respective  committees,  and  shall  have  general  charge  of 
all  the  arrangements  for  the  Annual  Session.  Its  chair- 
man shall  report  an  outline  of  the  arrangements  to  the 
secretary  for  publication  in  the  program,  and  shall 
make  additional  announcements  during  the  Session  as 
occasion  may  require. 

Article  IX — Funds  and  Expenses 

Section  1.  Funds  shall  be  raised  by  an  equal  per 
capita  assessment  on  each  component  society.  The 
amount  of  the  assessment  shall  be  fixed  by  the  House 
of  Delegates,  but  shall  not  exceed  the  sum  of  $10.00 
per  capita  per  annum.  Funds  may  also  be  raised  by 
special  assessment,  by  voluntary  contributions,  from  the 
publications  of  the  Society,  and  in  any  other  manner 
approved  by  the  House  of  Delegates.  Funds  shall  be 
appropriated  by  the  House  of  Delegates  to  defray  the 
expenses  of  the  Society,  for  publications,  and  for  such 
other  purposes  as  will  promote  the  welfare  of  the  pro- 
fession. All  resolutions  appropriating  funds  must  be 
referred  to  the  Finance  Committee  before  action  is 
taken  thereon. 

Section  2.  Each  year,  out  of  the  funds  of  this  So- 
ciety, a sum  not  to  exceed  $1.00  for  each  member,  shall 
be  set  aside  by  the  treasurer  as  a special  fund  to  be 
known  as  the  Medical  Defense  Fund.  This  fund  shall 
be  kept  separate  from  other  moneys,  and  may  be  in- 
vested by  the  treasurer  under  the  direction  of  the 
Finance  Committee,  and  shall  be  used  only  for  the 
legitimate  expenses  of  members  threatened  with  or 
prosecuted  for  alleged  malpractice ; provided,  however, 
that  no  member  of  this  Society  shall  be  entitled  to  the 
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benefits  of  this  fund  who  was  not  in  resident  practice 
in  the  State  of  Delaware  when  the  alleged  act  of  mal- 
practice was  committed. 

Article  X — Miscellaneous 

Section  1.  No  address  or  paper  before  this  Society, 
except  those  of  the  President,  invited  guests,  and  ora- 
tors, shall  occupy  more  than  twenty  minutes  in  its  de- 
livery; and  no  member  shall  speak  longer  than  five 
minutes,  nor  more  than  once  on  any  subject  except  by 
unanimous  consent. 

Section  2.  All  papers  read  before  this  Society  shall 
be  typewritten,  double  spaced,  with  wide  margins.  Car- 
bon copies  will  not  be  accepted. 

Section  3.  All  papers  read  before  this  Society  shall 
become  its  property.  Each  paper  shall  be  deposited 
with  the  secretary  immediately  after  reading. 

Section  4.  The  deliberations  of  this  Society  shall  be 
governed  by  parliamentary  usage  as  contained  in  the 
latest  edition  of  Roberts’  Rules  of  Order,  when  not  in 
conflict  with  these  By-Laws. 

Section  5.  The  Principles  of  Medical  Ethics  of  the 
American  Medical  Association,  as  contained  in  the  latest 
edition,  shall  govern  the  conduct  of  members  in  their 
relations  to  each  other,  to  this  Society,  and  to  the 
public. 

Section  6.  Any  vacancy  occurring  in  an  appointive 
office  or  committee  shall  be  filled  at  once  by  appoint- 
ment by  the  President  for  the  unexpired  term. 

Article  XI — Referendum 

Section  1.  A General  Meeting  of  this  Society  may, 
by  a two-thirds  vote  of  the  members  present,  order  a 
general  referendum  on  any  question  pending  before  the 
House  of  Delegates,  and  when  so  ordered  the  House  of 
Delegates  shall  submit  such  question  to  the  members 
of  this  Society,  who  may  vote  by  mail  or  in  person, 
and,  if  the  members  voting  shall  comprise  a majority 
of  all  the  members  of  the  Society,  a majority  of  such 
vote  shall  determine  the  question  and  be  binding  on  the 
House  of  Delegates. 

Section  2.  The  House  of  Delegates  may,  by  a two- 
thirds  vote  of  its  own  members,  submit  any  question 
before  it  to  a general  referendum,  as  provided  in  the 
preceding  section,  and  the  result  shall  be  binding  on  the 
House  of  Delegates. 

Article  XII — Amendments 

Section  1.  The  House  of  Delegates  may  amend  any 
Article  or  Section  of  these  By-Laws  by  a two-thirds 
vote  of  the  delegates  present  at  an  Annual  Session, 
provided  that  such  amendment  shall  have  been  presented 
at  a General  Meeting  at  the  previous  Annual  Session, 
and  sent  officially  to  each  component  society  at  least 
two  months  before  the  meeting  at  which  final  action 
is  to  be  taken. 


We  hereby  certify  that  the  above  is  a true  copy  of 
the  By-Laws,  as  adopted  at  Middletown,  October  8, 
1923. 

W.  Edwin  Bird,  Chairman; 

W.  Oscar  LaMotte,  Secretary. 


BOOKS  RECEIVED 

International  Clinics.  A Quarterly  of  Illustrated 
Clinical  Lectures  and  Especially  Prepared  Original 
Articles.  By  leading  members  of  the  medical  profes- 
sion throughout  the  world.  Edited  by  Henry  W.  Cat- 


tell,  A.M.,  M.D.,  Philadelphia,  Pa.  Volume  II.  Thirty- 
fifth  series,  1925.  Philadelphia  and  London:  J.  B. 
Lippincott  Company,  1925. 

Diabetes.  Its  Treatment  by  Insulin  and  Diet.  A 
handbook  for  the  patient.  By  Orlando  H.  Petty,  A.M., 
M.D.,  F.A.C.P.,  Professor  of  Diseases  of  Metabolism, 
Graduate  School  of  Medicine,  University  of  Pennsyl- 
vania, and  William  H.  Stoner,  A.M.,  M.D.,  F.A.C.P., 
Associate  Professor  of  Biochemistry,  Graduate  School 
of  Medicine,  University  of  Pennsylvania.  With  illus- 
trations and  tables.  Philadelphia : F.  A.  Davis  Com- 
pany, 1925.  Price  $1.50  net. 

Diseases  of  the  Ear,  Nose  and  Throat.  By  Har- 
old Hays,  M.A.,  M.D.,  F.A.C.S.,  Associate  Otolaryn- 
gologist, City  Hospital,  etc..  New  York  City.  Illus- 
trated with  495  halftone  and  line  engravings  in  the  text, 
and  55  full-page  plates,  nearly  all  in  colors.  Philadel- 
phia : F.  A.  Davis  Company,  1925.  Price  $10.00  net. 

The  Surgical  Clinics  of  North  America  (Issued 
bi-monthly).  Volume  V,  Number  3 (Mayo  Clinic 
Number,  June,  1925).  Two  hundred  and  sixty  pages 
with  115  illustrations.  Per  clinic  year  (February,  1925, 
to  December,  1925),  paper,  $12.00;  cloth,  $16.00  net. 
Philadelphia  and  London : W.  B.  Saunders  Company. 

The  Medical  Clinics  of  North  America  (Issued 
bi-monthly).  Volume  IX,  Number  1 (St.  Louis  Num- 
ber, July,  1925).  Octavo  of  275  pages  with  67  illus- 
trations. Per  clinic  year  (July,  1925,  to  May,  1926), 
paper,  $12.00 ; cloth,  $16.00  net.  Philadelphia  and 
London ; W.  B.  Saunders  Company. 

Pediatrics  of  the  Past.  An  Anthology  Compiled 
and  Edited  by  John  Ruhrah,  M.D.,  Professor  of  Dis- 
eases of  Children,  University  of  Maryland,  with  a 
foreword  by  Fielding  H.  Garrison,  M.D.  With  54  text 
illustrations  and  18  full-page  plates.  New  York : Paul 
B.  Hoeber,  Inc.,  1925.  Price  $10.00. 


BOOK  REVIEWS 

PHYSICAL  DIAGNOSIS  OF  DISEASES  OF  THE 
CHEST.  By  Joseph  H.  Pratt,  A.M.,  M.D.,  and 
George  E.  Bushnell,  Ph.D.,  M.D.  Octavo  of  522 
pages  with  166  illustrations.  Philadelphia  and  Lon- 
don : W.  B.  Saunders  Company,  1925.  Cloth,  $5.00 
net. 

The  reviewer  began  reading  this  work  with  the  feel- 
ing that  he  might  learn  a new  idea  or  two ; continued, 
feeling  that  he  was  learning  several ; and  finished, 
feeling  that  the  addition  to  his  original  amount  of 
knowledge  concerning  physical  diagnosis  of  the  lungs 
and  heart  and  aorta  was  so  great  aS  to  hold  his  pre- 
vious self-satisfaction  as  to  diagnostic  efficiency  in  poor 
esteem. 

The  part  devoted  to  physical  diagnosis  of  the  lungs, 
by  Dr.  Bushnell,  is  remarkable  for  the  self-reliant 
presentation  of  the  subject,  borrowing  of  authority  be- 
ing avoided  except  when  considered  indispensable.  The 
various  procedures  and  signs  are  well  discussed,  ana- 
lyzed, and  logically  evaluated.  The  author  very  prop- 
erly arraigns  failure  to  examine  and  study  the  healthy 
lung,  which  may  lead,  for  instance,  to  such  an  error  of 
diagnosis  as  to  mistake  the  “marginal  rale”  for  a sign 
of  disease.  Among  the  many  beautiful  examples  of 
analytic  evaluation,  two  may  be  cited : in  re  Bacelli’s 
sign,  and  in  re  D’Espine’s  sign. 

The  other  part,  referring  to  the  physical  diagnosis 
of  the  heart  and  aorta,  by  Dr.  Pratt,  continues  the  same 
admirable  style  and  manner  of  presentation  and  em- 
braces ten  chapters.  Telefluoroscopy  is  advocated  by 
the  author  as  a method  superior  to  orthodiagraphy, 
and  he  considers  it  well  adapted  to  the  instruction  of 
students.  It  has  been  his  method  of  choice  for  a num- 
ber of  years.  The  reviewer  regrets  that  the  author 
merely  refers  to  Pachon’s  oscillometer,  without  criti- 
cism or  evaluation,  considering  its  wide  European 
usage. 
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The  illustrations,  many  of  which  are  diagrams  and 
replicas  of  roentgenograms,  are  apposite  and  instruc- 
tive. Many  are  original  with  the  authors,  and  there 
are  quite  a number  of  highly  interesting  electrocardio- 
grams originating  from  Dr.  Paul  D.  White.  The  index 
of  16  pages  is  very  satisfactory. 

The  reviewer  considers  this  a perfect  work  of  its 
type,  both  for  the  student  and  for  the  expert  diagnos- 
tician. It  will  make  its  sincere  reader  think,  not  only 
over  the  text,  but  also  over  further  application  of 
diagnostic  procedures  in  his  professional  work.  It 
merits  a speedy  exhaustion  of  the  present  edition. 

The  printers  must  not  be  forgotten  for  their  fine  co- 
operation. The  number  of  typographical  errors  are 
remarkably  few  for  a first  edition  of  its  size. 

TEXTBOOK  OF  PHYSIOLOGY  for  Medical  Stu- 
dents and  Physicians.  By  William  H.  Howell,  Ph.D., 
M.D.,  Sc.D.,  LL.D.,  Professor  of  Physiology  in  the 
School  of  Hygiene  and  Public  Health,  Johns  Hopkins 
University,  Baltimore.  Ninth  edition,  thoroughly 
revised,  1069  pages.  Illustrated.  Philadelphia  and 
London : W.  B.  Saunders  Company.  Price  $6.50. 

In  1905  the  first  edition  of  Howell’s  Textbook  of 
Physiology  was  welcomed  as  the  best  that  had  ever 
been  published,  for  it  filled  the  needs  of  the  medical 
student,  the  teacher  and  also  the  physician.  Dr.  Howell 
then  said : “The  obstacle  that  is  most  frequently  en- 
countered by  the  student  lies  in  the  complexity  of  the 
subject — the  large  number  of  more  or  less  disconnected 
facts  and  the  theories  which  must  be  considered  in  a 
discussion  of  the  structure,  physics,  and  chemistry  of 

such  an  intricate  organism  as  the  human  body It 

is  doubtless  the  art  of  presentation  that  makes  a text- 
book successful  or  unsuccessful.’’  The  fact  that  this 
book  has  been  revised  through  the  ninth  edition  points 
to  its  continuous  .success. 

The  topics  are  considered  in  the  same  order  as  in 
previous  editions  under  nine  sectional  headings.  Con- 
trary to  many  physiologists,  who  begin  with  the  study 
of  the  blood  (the  great  chemical  correlator).  Dr. 
Howell  considers  first  the  physiology  of  muscle  and 
nerve,  the  central  nervous  system  and  special  senses 
(the  great  nerve  correlators).  This  order  is  doubtless 
used  in  the  belief  that  the  knowledge  of  the  physiology 
of  these  mechanisms  is  a logical  preparation  for  the 
understanding  of  the  functional  relation  of  the  nervous 
system  to  the  other  parts  of  the  body.  Then  follow 
sections  on  Blood  and  Lymph ; Physiology  of  the 
Organs  of  Circulation  of  the  Blood  and  Lymph ; Phy- 
siology of  Respiration ; Physiology  of  Digestion  and 
Secretion ; Nutrition  and  Heat  Production  and  Regula- 
tion ; Phvsiolo^  of  Reproduction ; Appendix,  which 
considers  Proteins  and  their  classification,  and  Diffusion 
and  Osmosis. 

In  endeavoring  to  keep  this  edition  abreast  of  the 
times,  “useless  or  irrelevant  material  is  deleted”  and  the 
chapter  on  Internal  Secretions  has  been  largely  rewrit- 
ten, as  also  the  part  dealing  with  the  chemistry  of 
muscle  contraction. 

The  special  features  include:  (1)  The  Preface, 

which  is  a masterpiece  of  English,  and  states  not  only 
the  ideals  of  a good  physiology  but  is  in  itself  an 
excellent  review,  and  therefore  one  of  the  most  valuable 
parts  of  the  book.  (2)  An  adequate  number  of  illus- 
trations. (3)  Historical  outlines  as  a basis  for  devel- 
oping subjects.  (4)  Summaries  of  important  theories. 
(5)  Descriptions  of  experiments.  (6)  References  to 
discussions,  original  accounts  of  experiments,  and  his- 
torical sketches — suggesting  guidance  in  further  study. 
(7)  Practical  applications  of  the  knowledge  of  physi- 
ological phenomena. 

These  features  give  the  book  a unique  place  among 
physiologies,  for  it  expresses  in  a logical  and  scholarly 
way  a breadth  of  view  that  satisfies  the  reader  who 
wishes  to  look  up  a point,  only,  as  well  as  one  who 
wishes  to  study  subjects  in  continuity. 

Dr.  Howell  presents  not  only  “conclusions  that  have 
crystallized  out  of  controversy,”  but  also  the  “live 
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issues  of  the  day,”  thus  demonstrating  that  physiology 
is  a growing  subject. 

PATHOLOGY  AND  BACTERIOLOGY  OF  THE 
EYE.  By  E.  Treacher  Collins,  F.R.C.S.,  Consulting 
Surgeon  to  the  Royal  London  Ophthalmic  Hospital, 
etc.,  and  M.  Stephen  Mayou,  F.R.C.S.,  Surgeon  to  the 
Central  London  Ophthalmic  Hospital,  etc.  Second 
edition  with  4 colored  plates  and  306  figures  in  the 
text.  Philadelphia : P.  Blakiston’s  Son  and  Co. 

Price  $10.00. 

The  second  edition  of  this  well-known  work  con- 
tains 173  additional  pages,  in  which  are  described  the 
results  of  recent  investigations  in  the  various  phases  of 
ocular  pathology'. 

The  authors  have  made  a beginning  in  correlating  the 
pictures  of  disease  conditions  as  seen  with  the  corneal 
microscope  and  slit-lamp,  with  the  usual  histological 
findings. 

The  book  suffers  from  the  arrangement  of  material 
and  an  inadequate  index  which  makes  its  use  as  a 
reference  book  somewhat  difficult. 

MODERN  MARRIAGE.  By  Paul  Popenoe.  New 
York,  The  Macmillan  Company,  1925,  pp.  249. 

This  is  a useful,  readable,  and  profitable  book  that 
ought  to  receive  wide  circulation  and  thoughtful  con- 
sideration from  doctors,  and  be  by  them  recommended 
to  their  youthful  friends  and  patients,  for  whom  it 
contains  much  valuable  information  not  easily  obtainable 
in  such  practical  form. 

The  author  addresses  himself  “to  men  primarily, 
because  I happen  to  belong  to  that  sex  myself  and  do 
not  feel  qualified  to  write  for  women.” 

The  opening  chapter  is  headed  “Why  Marry?”  and 
as  that  question  is  rarely  asked  by  the  great  majority 
of  those  contemplating  matrimony,  who  have  already 
answered  it  for  themselves,  it  is  difficult  to  understand 
just  how  the  group  of  readers  for  whom  the  writing 
is  intended  is  to  be  reached. 

“That  something  is  wrong  with  marriage  today  is 
universally  admitted  and  deplored.  The  number  of 
celibates,  of  mismated  couples,  of  divorces,  of  child- 
less homes,  of  wife  deserters,  of  mental  and  nervous 
wrecks ; the  frequency  of  marital  discord,  of  prostitu- 
tion and  adultery,  of  perversions,  of  juvenile  delin- 
quency, tells  the  story.  The  commonest  tendency  of 
those  trying  to  remedy  these  difficulties  is  to  attack  the 
framework  of  monogamy  and  attempt  to  break  it  apart. 

“The  trouble  with  marriage  today  is  not,  as  some 
have  supposed,  that  the  fundamental  principle  of  monog- 
amy no  longer  accords  with  human  nature.  My  thesis 
is  that  this  principle  is  at  the  present  time  unassailable. 
The  real  trouble  is  highly  complex,  but  the  following 
aspects  of  it  particularly  require  consideration : 

“1.  Young  people  are  not  properly  educated  for  mar- 
riage. Many  of  them  scarcely  know  what  marriage 
means. 

“2.  They  do  not  always  have  the  guidance  to  choose 
mates  wisely. 

“3.  They  do  not  understand  how  to  conserve  and 
foster  that  mutual  love  which  is  universally  admitted  to 
be  the  essential  element  of  a happy  marriage.” 

From  these  fundamentals  laid  down  in  the  preface, 
the  writing  proceeds  to  the  conclusions  that  monogamy 
is  the  natural  form  of  sex  relation  for  mankind ; that 
people  should  marry ; that  courtship  should  be  care- 
fully and  thoughtfully  conducted  for  not  too  short  or 
too  long  a period  to  bring  out  the  compatibilities  upon 
which  their  future  happiness  depends ; that  the  mar- 
riage ceremony  is  but  the  beginning  of  the  real  court- 
ship that  leads  to  its  consummation ; that  there  should 
be  at  least  four  children  in  every  family,  and  that  the 
first  child  should  not  be  born  until  after  the  wife  has 
had  at  least  a year  during  which  to  rest  after  the 
fatigues  and  excitements  incidental  to  her  wedding, 
after  which  the  other  children  should  come  along  at 
intervals  of  about  two  years. 

Some  of  the  writing  is  delightfully  naive — as  are 
the  recommendations  for  the  conduct  of  courtship,  and 
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the  suggestions  for  the  setting  and  the  wording  desir- 
able in  that  eternally  difficult  but  delightful  position 
of  “popping  the  question.” 

FRACTURES  AND  DISLOCATIONS.  By  Philip 
D.  Wilson,  A.B.,  M.D.,  F.A.C.S.,  Instructor  in 
Orthopedic  Surgery,  Harvard  Medical  School,  and 
William  A.  Cochrane,  M.B.,  Ch.B.,  F.R.C.S.,  Edin- 
burgh, University  Tutor  in  Clinical  Surgery,  Univer- 
sity of  Edinburgh.  978  illustrations.  Philadelphia 
and  London : J.  B.  Lippincott  Company.  Price 

$10.00. 

A treatise  on  fractures  that  will  satisfy  the  most 
exacting  critic  may  still  remain  to  be  written,  but 
Wilson  and  Cochrane’s  book  comes  very  close  to  at- 
taining that  end.  Freely  and  amply  illustrated,  ema- 
nating from  a clinic  whose  thorough  methods  and 
experience  have  long  been  considered  authoritative,  the 
authors  have  presented  a book  that  ranks  as  high  as,  if 
it  does  not  surpass,  other  similar  compendiums. 

The  description  of  first-aid  and  emergency-transpor- 
tation splinting  is  unusually  clear  and  concise  and  fully 
illustrated. 

Adequate  anatomical  consideration  of  each  fracture 
area  is  given,  but  the  great  value  that  the  volume 
possesses  is  the  detail  in  description  of  the  methods  of 
treatment,  excellently  illustrated,  and  the  emphasis  upon 
proper  after  care,  terminal  splinting,  and  the  methods 
of  massage  and  physiotherapy. 

The  authors’  stated  intent  is  to  present  especially  the 
newer  methods  of  balanced  suspension  and  traction  in 
such  a way  as  to  show  their  availability  for  the  use  of 
the  general  practitioner  who  may  be  called  upon  to 
treat  fractures,  but  in  so  doing,  an  excellent,  inter- 
esting, and  profitable  presentation  is  given  for  the 
surgeon  as  well. 

This  book  is  a distinct  addition  to  any  medical 
library  and  should  prove  a well-worn  friend  to  those 
who  are  called  upon  to  treat  fractures. 

TEXTBOOK  OF  DIFFERENTIAL  DIAGNOSIS. 
By  M.  Matthes,  M.D.,  Professor  of  Medicine,  Kon- 
igsberg;  Translated  by  I.  W.  Held,  M.D.,  and 
M.  H.  Gross,  M.D.,  New  York.  Published  by  P. 
Blakiston’s  Son  & Company,  Philadelphia. 

This  volume  is  an  excellent  translation  of  the  best 
work  on  differential  diagnosis  recently  offered  to  the 
medical  profession.  The  translators  have  added  two 
valuable  chapters  in  addition  to  paragraphs  in  other 
chapters  which  greatly  increase  their  value  and  scope. 
Professor  Matthes  has  given  rather  scant  and  unsatis- 
factory consideration  to  influenza,  but  the  English  edi- 
tion has  a comprehensive  and  up-to-date  description  of 
this  protean  disease.  A very  excellent  preface  of  the 
German  edition  is  for  some  reason  omitted  from  the 
translation.  Such  a preface  is  a sort  of  introduction 
to  the  author,  and  the  reader  is  entitled  to  it.  It  is  a 
slight  to  the  author  to  omit  the  preface  from  such  a 
translation.  In  all,  190  pages  and  70  illustrations  have 
been  added  by  the  translators,  giving  the  English  and 
American  views  very  satisfactorily.  In  places,  as  in 
the  description  of  chronic  appendicitis,  the  English  is 
a little  less  clear  and  forceful  than  in  the  translated 
portions,  although  the  subject  matter  is  good. 

The  beautiful  colored  plates  of  malarial  blood  are 
well  reproduced,  but  the  colors  are  not  quite  so  good 
as  in  the  German  edition  (published  by  Springer,  Berlin, 
1923).  A similar  criticism  applies  to  reproductions  of 
skiagrams  which  in  the  German  edition  are  unusually 
satisfactory.  It  is  hard  to  understand  why  American 
publishers  should  not  give  us  as  good  specimens  of 
bookmaking  as  German  publishers  do. 

Professor  Matthes’s  style  is  a particularly  happy  one 
— clear,  simple,  and  direct.  Each  disease  is  discussed 
as  an  entity,  with  an  absence  of  confusing  comparisons, 
likenesses,  and  unlikenesses  which  so  often  blur  the 
picture.  Some  of  the  rarer  syndromes,  such  as  Parrot’s 
disease  and  Barlow’s  disease,  are  treated  in  too  cursory 
a manner,  as  though  they  were  to  be  taken  up  more 
fully  in  a later  chapter.  The  medical  profession  would 


be  grateful  to  Professor  Matthes  if  he  would  expand 
the  fifth  edition  to  two  volumes  in  order  to  be  able  to 
carry  the  same  comprehensive  excellence  to  all  topics 
that  he  has  shown  in  the  majority.  Such  a work 
should  rank  in  general  medicine  as  Oppenheim’s  work 
ranks  in  neurology — as  an  enduring  classic. 

Space  permits  the  mere  mention  of  a few  of  the 
many  outstanding  features : the  acute  and  chronic  feb- 
rile infections ; the  diagnosis  of  pulmonary  tubercu- 
losis and  affection  of  the  peritoneum ; _ meticulous 
development  of  the  diagnosis  of  the  neuralgias,  sciatica, 
meralgia,  lumbago ; the  most  discriminating  description 
of  diseases  of  the  spleen  and  the  leukemias ; a very 
clear  and  practical  classification  of  diseases  of  the 
kidneys. 

From  time  to  time,  especially  valuable  and  original 
points  of  differential  diagnosis  appear,  and  even  thera- 
peutic results.  The  discussion  of  the  anemias  of  child- 
hood, although  too  brief,  is  most  logical,  inclusive,  and 
satisfying.  The  diagnosis  of  diseases  of  the  stomach 
and  intestines  is  illustrated  by  particularly  well-chosen 
skiagrams.  Gout  is  very  well  handled  by  Professor 
Alatthes,  although  the  translators  do  not  seem  to  have 
taken  the  interest  necessary  to  do  Professor  Matthes 
justice  on  this  subject.  The  translation  seems  to  be 
inadequate,  the  illustrations  are  poorly  reproduced  and 
the  legends  are  omitted.  The  index  in  the  English,  as 
in  the  German  edition,  represents  a labor  of  love,  and 
materially  helps  to  make  this  volume  an  indispensable 
reference  book  for  the  desk  of  the  practitioner  or 
teacher  of  medicine. 

FEEDING,  DIET  and  the  GENERAL  CARE  OF 
CHILDREN;  A Book  for  Mothers  and  Trained 
Nurses.  By  Albert  J.  Bell,  A.B.,  M.D.  Second 
revised  edition,  illustrated.  Philadelphia : F.  A. 

Davis  Company,  Publishers,  1924. 

In  spite  of  the  existence  of  quite  a number  of  books 
similar  to  this,  at  least  from  the  standpoint  of  having 
been  written  for  the  education  of  nurses  and  mothers, 
there  are  many  points  about  this  one  that  place  it  in 
the  front  rank  of  such  literature,  as  evidenced  by  the 
fact  that  the  first  edition  had  to  be  reprinted,  and  the 
second  edition  (the  present)  followed  so  promptly 
after  the  first.  While  many  pediatricians  would  un- 
doubtedly disagree  with  much  that  the  author  says  in 
reference  to  the  artificial  feeding  of  infants,  particu- 
larly under  one  year  of  age,  there  is  perhaps  no  subject 
in  medicine  of  special  interest  to  pediatricians  about 
which  there  is  a greater  difference  of  opinion,  and  the 
author’s  recommendations  as  to  diet  are  doubtless  the 
result  of  his  own  personal  experience,  and  therefore 
may  be  considered  as  safe  and  sound. 

While  nurses  graduating  from  a well-equipped  hos- 
pital should  have  receivM  most  of  the  information 
contained  in  this  book  while  in  training,  it  is  a question, 
when  it  comes  to  mothers,  whether  they  would  not 
frequently  be  better  off  without  it,  some  of  the  points 
made  having  at  times  rather  an  alarming  than  an 
assuring  effect.  However,  as  practically  the  same  in- 
formation would  be  obtained  from  articles  in  various 
periodicals  and  journals,  often  written  by  laymen  and 
women,  it  is  better  that  it  should  come  from  a man 
of  the  author’s  standing,  and  in  the  form  outlined  by 
him  in  his  book. 

THE  PRACTICAL  MEDICINE  SERIES,  1924, 
VOLUME  IV,  PEDIATRICS.  Edited  by  Isaac  A. 
Abt,  M.D.  Chicago:  The  Year  Book  Publishers. 

For  the  first  time,  this  book  of  three  hundred  and 
sixty-six  pages  is  devoted  exclusively  to  pediatrics.  It 
covers  the  most  important  progress  made  in  diseases  of 
children  during  the  past  year,  and  it  furnishes  in  a 
condensed  form  a brief  resume  of  the  most  important 
papers  contributed  to  pediatric  literature  in  America  and 
foreign  countries  during  the  past  twelve  months. 

It  contains  chapters  on  Diseases  of  the  Newborn, 
Feeding  of  Infants,  Nutrition  and  Nutritional  Disorders, 
Gastro-Intestinal  Diseases  and  Diseases  of  the  Liver, 
Infectious  Diseases — Diphtheria,  Scarlet  Fever,  Whoop- 
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ing  Cough,  Measles,  Meningitis,  and  EncepVialitis,  Ty- 
phoid Fever,  Rheumatism,  Parasites,  Diseases  of  the 
Blood  and  the  Blood-Making  Organs,  The  Heart, 
Tuberculosis,  Respiratory  Diseases,  Ductless  Glands, 
The  Nervous  and  Mental  System,  Genito-Urinary  Dis- 
eases, The  Skin,  The  Mouth  and  Throat,  Spasmophilia, 
Tetany — Scurvy,  Rickets,  Syphilis. 

The  increasing  popularity  of  the  yearly  editions  of 
the  book  shows  that  it  fills  an  important  function.  To 
the  busy  practitioner,  it  offers  an  opportunity  quickly 
to  review  the  most  important  recent  contributions.  To 
the  pediatrician,  it  offers  a synopsis  of  many  papers 
already  read  and  many  which  he  has  not  seen,  as  they 
appear  in  so  many  journals.  Dr.  Abt  has  very  carefully 
selected  all  the  papers  that  he  has  abstracted,  and  the 
book  can  be  well  recommended  to  any  one  wishing  to 
read  modern  pediatric  literature. 

THE  PHYSIOLOGY  OF  MIND.  An  interpretation 
based  on  Biological,  Morphological,  Physical,  and 
Chemical  Considerations.  By  F.  X.  Dercum,  Pro- 
fessor of  Nervous  and  Mental  Diseases  in  the  Jeffer- 
son Medical  College,  Philadelphia.  Second  Edition, 
Reset.  Philadelphia:  W.  B.  Saunders  Co.,  1925. 

The  author  of  this  book  explains  the  phenomena  of 
mentality  from  a physiological  point  of  view.  Begin- 
ning with  a consideration  of  the  ameba,  sea  anemone, 
jellyfish,  etc.,  he  takes  up  the  elementary  “receptor'’ 
and  “effector”  mechanisms,  and  the  simpler  types  of 
morphological  differentiation  of  “transmitting”  struc- 
tures, and  shows  their  relationship  to  the  increasingly 
complex  neurone  systems  formed  by  more  advanced 
evolutionary  processes. 

The  functions  of  the  various  parts  of  the  central 
nervous  system  are  considered  in  detail,  with  special 
attention  given  to  the  automatic  and  mechanical  details 
of  actions  that  seem  at  first  glance  to  involve  “vitalistic” 
characteristics. 

There  are  chapters  on  consciousness,  the  special 
senses,  speech,  nerve  metabolism,  instincts  and  tropisms, 
pleasure  and  pain,  etc.  The  whole  argument  of  the 
book  seems  to  lead  up  to  a mechanistic  view  of  men- 
tality, and  to  the  correlation  of  all  actions  of  the  mind 
with  the  physical  activities  of  the  rest  of  the  living  and 
nonliving  universe.  The  final  chapter  takes  up  “the 
nervous  system  in  the  light  of  Einstein’s  interpretation 
of  energy,”  and  will  not  be  found  at  all  difficult  to 
understand  by  those  who  are  familiar  with  Einstein’s 
theories.  There  is  an  addendum  on  pathological  mental 
states,  and  an  appendix  on  Freudism. 

The  chapter  on  the  electrical  character  of  nerve  trans- 
mission is  rather  disappointing.  It  gives  one  the  im- 
pression that  nerve  impulses  must  be  electrical,  but 
apparently  for  no  better  reason  than  that  they  are  al- 
ways accompanied  by  electronegativity.  The  comparison 
of  nerve  synapses  to  Pupin  coils  also  seems  obscure,  as 
the  purpose  of  the  loading  coils  is  to  counterbalance 
distributed  capacity  by  means  of  equally  distributed 
impedance. 

OPERATIVE  SURGERY.  By  J.  Shelton  Horsley, 
M.D.,  F.A.C.S.,  Attending  Surgeon,  St.  Elizabeth’s 
Hospital,  Richmond,  Va.  Second  edition.  Cloth. 
Pp.  784,  with  666  original  illustrations.  Price,  $12.50. 
St.  Louis : C.  V.  Mosby  Company,  1924. 

This  great  book,  in  its  second  edition,  comes  to  the 
surgeon  as  an  exposition  of  viewpoint  and  consequent 
therapy  based  upon  physiological  and  pathological 
biology,  rather  than  upon  abberrant  .anatomy  alone. 
Hence,  the  deductions  carry  a correspondingly  greater 
value,  and  represent  either  the  large  personal  experience 
of  the  author  or  his  personal  digest  of  the  literature,  a 
process  which  insures  continuity  and  compatibility. 

Among  the  new  material  included  in  this  edition  is 
Costain’s  lymphaticostomy,  Stookey’s  free  nerve  trans- 
plant, Finney’s  pylorectomy,  Graham’s  pulmonary  lobec- 
tomy, Coffey  and  Brown’s  sympathectomy,  Frazier’s 
chordotomy,  Kerr’s  ileocolectomy,  Crile’s  thyroidec- 
tomy, gastro-enterostomy  without  clamps.  Cutler’s  val- 
votomy,  Billroth’s  gastrectomy  modified,  and  some  addi- 


tions to  plastics.  The  volume  is  not  intended  to  be 
encyclopedic,  but  rather  selective.  'We,  perhaps,  cannot 
agree  with  every  selection,  and  some  notable  procedures 
and  names  are  conspicuous  by  their  absence  (Brophy  is 
not  even  mentioned  in  connection  with  cleft  lip  and 
palate!),  yet  the  total  of  judgment  displayed  is  truly 
remarkable. 

To  review  the  book  in  detail  would  practically  mean 
to  abstract  it.  Suffice  it  to  say,  the  style  is  clear  and 
direct,  the  teaching  is  logical  and  lucid,  the  choice  of 
operations  is  sufficient,  and  the  illustrations  are  of  an 
unusually  high  grade.  One  would  like  to  have  a chapter 
or  two  on  gynecological  surgery  for  the  sake  of  com- 
pleteness, a fuller  index  with  more  cross-indexing,  and 
a more  generous  use  of  subtitles  and  italics  to  make 
the  volume  more  accessible.  Even  without  the  inclu- 
sion of  Brophy,  et  al.,  or  the  additions  outlined  above, 
Horsley’s  book  is  destined  to  run  through  many  editions, 
for  it  is  a work  of  outstanding  merit.  Certainly,  the 
careful  reading  of  it  will  give  one  a most  liberal  educa- 
tion in  the  principles  of  operative  surgery. 

THE  NATIONAL  HEALTH  SERIEvS.  Twenty 
health  books  edited  by  the  National  Health  Council, 
each  book  containing  about  18,000  words,  written  by 
the  leading  health  authorities  of  the  country.  Bound 
in  flexible  fabrikoid,  30c  net  per  copy.  Per  series, 
$6.00.  New  York : Funk  & Wagnalls  Co.,  Publishers. 
A critical  perusal  of  this  series  leads  to  the  belief 
that  the  booklets  would  be  very  valuable  for  home  use. 
Physicians  generally  would  make  a distinct  contribution 
to  a national  health  program  by  recommending  the  read- 
ing of  the  series.  Parents  would  be  much  better  pre- 
pared to  discuss  certain  health  problems  with  their 
children  after  reading  these  specially  prepared  volumes. 
The  author  of  each  volume  is  a specialist  in  his  par- 
ticular field ; consequently,  the  best  thought  on  the 
respective  subjects  is  made  available. 

PRINCIPLES  OF  SURGERY  FOR  NURSES.  By 
M.  S.  Woolf,  Instructor  in  Surgery,  University  of 
California.  Pp.  350.  Illustrated.  Cloth,  price  $3.00. 
Philadelphia : W.  B.  Saunders  Company,  1925. 

The  title  of  this  book  is  fully  descriptive  of  its  pur- 
pose, but  gives  no  idea  of  the  general  excellence  of  its 
content.  The  author  quite  correctly  has  the  viewpoint 
that  hospital  training  schools  aim  to  turn  out  good 
nurses  and  not  half-baked  doctorettes.  He  accordingly 
gives  in  the  text  a sufficient  resume  of  the  principles  of 
surgery,  together  with  an  outline  of  modern  surgical 
treatment.  The  chapters  on  the  brain,  nerves,  eye, 
urology,  and  deformities  are  particularly  good.  There 
is  an  excellent  summary  at  the  end  of  each  chapter. 

We  note  that  several  of  the  newest  lines  of  treatment 
are  not  mentioned,  such  as  the  glucose  and  insulin  treat- 
m.ent  for  shock,  etc.  Nor  is  mention  made  of  basal 
metabolism  or  blood  chemistry,  matters  with  which  the 
nurse  should  be  familiar,  at  least  so  far  as  terminology 
and  meaning  are  concerned.  Also  all  reference  to  the 
newer  anesthesia  methods,  such  as  ethylene,  paraspinal 
injection,  etc.,  is  omitted.  The  text,  however,  is  brief 
and  lucid,  and  with  very  few  corrections  can  be  accepted 
by  all  surgeons.  He  states  that  typhoid  ulcers  run 
transversely,  and  tuberculous  ulcers  run  longitudinally 
along  the  gut,  whereas  our  experience  and  Osier’s  is 
just  the  opposite.  Nor  can  we  agree  that  the  citrate 
method  of  transfusion  is  the  most  used  today ; nor 
that  tuberculous  glands  of  the  neck  should  be  excised  if 
seen  early.  It  might  be  expedient  also  to  state  that, 
while  the  exact  cause  of  rabies  is  not  known,  the 
disease  is  believed  to  be  due  to  the  negri  bodies.  Finally, 
we  are  told  that  sarcoma  has  “radicals”  (p.  213)  — 
we  always  knew  it  was  lawless. 

The  illustrations  are  quite  good,  and  the  index  is 
sufficient.  We  believe  a glossary  of  terms  should  be 
included  in  every  text  for  nurses,  and  hope  to  see  one 
in  the  second  edition,  together  with  a chapter  or  two  on 
gynecology.  We  can  recommend  this  book  most  highly ; 
indeed,  all  factors  considered,  we  believe  it  to  be  the 
( Continued  on  page  xiv.) 
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A RETROSPECT  OF  MEDICAL  DEVELOPMENT  IN  PENNSYLVANIA 

J.  W.  ELLENBERGER,  M.D.,  and  G.  L.  LAVERTY,  M.D. 

HARRISBURG,  PA. 

The  Medical  Society  of  the  State  of  Pennsylvania  is  soon  to  hold  its  seventy-fifth  annual 
meeting.  In  commemoration  of  this  event,  it  is  fitting  to  divert  from  our  usual  routine  of  scien- 
tific study  and. note  the  accomplishments  during  this  memorable  epoch. 

The  period  covered  may  well  be  called  the  “Golden  Age”  of  medicine,  its  attainments  in 
medical  advances  having  exceeded  the  total  of  those  of  all  preceding  time. 

Isaac  Remington,  in  the  Annual  Report  of  the  Medical  Society  of  the  County  of  Philadel- 
phia, 1855,  records : “From  remote  antiquity  to  the  present  day,  we  find  that  the  origin  of  disease 
has  been  variously  ascribed  to  animalculae,  to  certain  electric  states  of  the  atmosphere,  the  defi- 
ciency or  redundancy  of  this  mysterious  fluid,  to  malaria,  to  the  absence  of  ozone,  to  telluric  ema- 
nations, etc.  The  question  of  causation,  mode  of  propagation,  the  nature  of  epidemics,  and  the  laws 
that  govern  and  influence  their  course  and  progress,  remain  nearly  as  unsettled  and  undefined  as 
in  the  days  of  Hippocrates  and  Sydenham.” 

Our  Society  was  founded  with  a most  promising  heritage.  The  metropolis  of  Philadelphia 
was  the  location  for  the  first  permanent  hospital  in  America — the  Pennsylvania  Hospital,  founded 
in  1751,  and  the  following  year,  here  was  installed  the  first  medical  library.  The  first  medical 
college  in  America  was  founded  in  1765  by  Dr.  John  Morgan  and  Dr.  William  Shippen,  and  called 
the  Medical  College  of  Philadelphia.  It  was  merged  iVith  the  University  of  Pennsylvania  in  1791, 
as  its  medical  department. 

At  this  institution  we  find  the  immortal  Benjamin  Rush,  clinician  and  teacher,  and  a patriot 
who  served  as  surgeon-general  to  the  staff  of  Washington,  whose  bold  hand  has  placed  his  signa- 
ture on  our  most  cherished  document,  the  Declaration  of  Independence.  In  this  same  faculty  we 
find  Philip  Syng  Physick,  who  invented  a tonsillotome  and  introduced  animal  ligatures  for  liga- 
tion of  vessels,  although  it  remained  for  Lister  to  show  us  how  they  should  be  used. 

William  Shippen,  Jr.,  in  1762,  began  the  first  course  of  lectures  in  anatomy  delivered  in  this 
country.  He  was  professor  of  anatomy  and  surgery  in  the  first  medical  college,  with  which  his 
school  was  merged  three  years  after  it  was  founded,  as  well  as  Director-General  of  Military  Hos- 
pitals of  the  Continental  Army. 

John  Syng  Dorsey,  Physick’s  nephew,  was  the  first  surgeon  in  America  to  ligate  the  external 
iliac  artery.  John  Jones  in  1790  performed  the  first  lithotomy  in  the  United  States.  He  was 
followed  shortly  by  Wm.  Gibson,  who,  as  successor  to  Physick  in  the  chair  of  surgery  in  the 
University  of  Pennsylvania,  first  ligated  the  common  iliac,  and  was  the  first  surgeon  to  perform 
cesarean  section  on  the  same  patient  twice,  successfully  to  both  the  mother  and  child. 

During  the  following  years,  George  McClellan,  the  founder  of  Jefferson  Medical  College,  a 
surgeon  of  international  repute,  was  outstanding.  He  was  one  of  the  first  to  introduce  extraction 
of  the  lens  for  cataract,  and  removal  of  the  maxilla  and  malar  bones.  He  demonstrated  the  feasi- 
bility of  extirpation  of  the  parotid. 

Built  on  such  a foundation,  the  Medical  Society  of  the  State  of  Pennsylvania  was  destined 
to  assume  a place  of  importance  in  the  renaissance  of  scientific  medicine  which  was  dawning  at 
the  time  of  its  birth.  The  Transactions  of  our  Society  show  empiricism  to  be  almost  the  sole 
basis  for  etiology  and  treatment.  Epidemic  after  epidemic  of  influenza,  smallpox,  yellow  fever, 
cholera,  diphtheria,  typhoid,  typhus,  erysipelas,  and  puerperal  sepsis  fill  these  volumes  with  vital 
statistics  and  discussion. 

Comparing  the  vital  statistics  of  Philadelphia  for  the  year  1854  with  those  for  1924,  we  note 
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that  the  death  rate  per  thousand  has  decreased 
from  25  to  12.9.  The  death  rate  under  5 years 
of  age  was  then  47%,  while  today  it  is  17.4%. 
The  death  rate  under  40  years  of  age  was  then 
76%,  while  today  it  is  37%. 

The  ordinary  surgery  of  that  day  .was  limited 
largely  to  amputations  and  ligations,  with  reduc- 
tion of  simple  fractures,  removing  stone  in  the 
bladder  by  lithotripsy,  and  the  treatment  of  puer- 
peral fever  and  erysipelas. 

Talent  and  opportunity  is  given  to  but  few  to 
attain  the  accomplishments  of  a Hunter  or  a Har- 
vey, a Lister  or  a Pasteur,  a Koch  or  a Flexner, 
a Roentgen  or  a Curie,  a Horsley  or  a Billroth, 
a McDowell  or  a Sims,  a Morton  or  a Reed ; but 
during  the  seventy-five  years  of  our  existence, 
various  achievements  of  greater  or  lesser  note 
have  been  contributed  by  those  who  preceded. 
Thus  it  is  fitting  that  on  this  occasion  we  should, 
as  it  were,  “take  an  account  of  stock,”  not  only 
to  do  them  honor,  but  also  to  spur  us  on  to 
emulation. 

During  the  year  of  1849  when  the  organiza- 
tion of  this  Society  was  maturing,  Dr.  John  K. 
Mitchell  (father  of  the  beloved  S.  Weir  Mit- 
chell), who  was  Professor  of  the  Institutes  and 
Practice  of  Medicine  in  the  Jefferson  Medical 
College,  published  an  article  which  com- 
manded world-wide  attention,  for  in  it  he  pro- 
pounded a theory  of  germs  as  the  cause  of  dis- 
ease. This  paper,  “The  Cryptogamous  Origin 
of  Malarious  and  Endemic  Fevers,”  had  an 
undoubted  influence  on  scientific  thought,  and  in 
1858,  two  years  after  Pasteur  proved  that  fer- 
mentation is  caused  by  bacteria  and  seven  years 
before  the  same  authority  proved  bacteria  to  be 
the  cause  of  disease,  we  find  this  interesting 
comment  by  Mitchell’s  biographer : “While  his 
views  were  adopted  by  the  few  and  rejected  by 
the  many,  they  had  accorded  to  them  by  all,  the 
merit  of  being  well  presented,  ably  sustained  by 
numerous  facts,  and  embellished  by  a gloss  of 
philosophical  reasoning.  * * * It  is  not  too 
much  to  affirm  that  no  other  offered  explanation 
of  the  collated  facts  applies  so  widely  or  plaus- 
ibly as  the  one  here  brought  forward,  and  though 
not  altogether  free  from  objection  or  capable  of 
resolving  all  difficulties  presented,  it  is  conceived 
and  sustained  in  a truly  philosophical  spirit.” 

Joseph  Leidy,  anatomist  and  scientist,  in  1853 
stated,  of  the  microscope,  that  it  wpuld  con- 
tribute “to  the  overthrow  of  the  doctrine  of 
spontaneous  generation.” 

Equally  interesting  is  a note  by  Dr.  J.  L. 
Atlee,  Sr.,  in  a report  on  the  cholera  epidemic 
in  Lancaster  County  in  1854.  This  epidemic 
centered  in  Columbia,  and  nearly  depopulated 


the  town.  Dr.  Atlee  concludes  that  “from  a 
careful  and  qnprejudiced  survey  of  the  above 
facts  and  circumstances,  it  appears  to  me  that 
but  one  conclusion  can  be  arrived  at — one,  until 
now,  opposed  to  our  opinion  as  to  the  etiology 
of  cholera;  viz.,  that  a specific  poison,  emanat- 
ing from  the  bodies  of  the  sick,  was  eliminated, 
which  produced  a similar  disease  in  those  who 
were  exposed  to  it.  Call  it  contagion,  infection, 
or  by  any  other  name  we  please,  it  has  the  same 
characteristic  properties  as  the  poison  of  small- 
pox, of  measles  and  scarlatina  — that  of  pro- 
ducing in  those  susceptible  to  its  influences  the 
same  specific  disease.”  The  same  John  L. 
Atlee,  Sr.,  had  the  distinction  of  being  the  first 
to  remove  both  ovaries  at  one  operation. 

The  name  of  his  brother,  Washington  L. 
Atlee,  of  Lancaster,  later  Professor  of  Surgery 
in  the  University  of  Pennsylvania,  will  forever 
be  associated  with  his  triumphant  defense  of  the 
merits  of  ovariotomy.  He  maintained  his  posi- 
tion in  a most  bitter  argument,  and  supported 
his  claim  by  a series  of  over  three  hundred  cases, 
most  of  which  were  successful.  To  Ephraim 
McDowell  of  Kentucky  is  accorded  the  honor 
of  priority ; to  W.  L.  Atlee  of  Pennsylvania,  the 
honor  of  placing  this  operation  on  a practical 
basis.  To  Washington  L.  Atlee  we  attribute  the 
modern  treatment  of  uterine  fibroid.  J.  Marion 
Sims,  in  the  New  York  Medical  Journal  for 
April,  1874,  says : “The  name  of  Atlee  stands 
without  a rival  in  connection  with  uterine 
fibroid.  His  operations  were  so  heroic  that  no  man 
has  as  yet  dared  to  imitate  him.  A generation 
has  passed  since  he  gave  to  the  world  his  val- 
uable essay  on  the  surgical  treatment  of  fibrous 
tumors  of  the  uterus ; but  it  is  only  within  the 
last  five  or  six  years  that  the  profession  has  come 
to  appreciate  the  great  truths  that  he  labored  to 
establish.” 

J.  S.  Bobbs,  a native  of  this  State,  was  edu- 
cated in  the  office  of  Dr.  Martin  Luther  at 
Harrisburg,  and  began  the  practice  of  his  pro- 
fession at  Middletown.  He  later  moved  to 
Indianapolis,  where  he  performed  the  first 
cholecystotomy  (1867)  for  the  relief  of  occlu- 
sion of  the  gall  bladder,  and  had  a successful 
result.  The  patient  was  alive  25  years  later 
according  to  the  surgeon’s  biographer. 

Robert  P.  Thomas  in  1861  published  an  ac- 
count of  two  cases  of  fracture  of  the  thigh,  in 
which  he  described  “a  new  apparatus  for  secur- 
ing counterextension  in  the  direct  line  of  the 
limb,  and  for  preserving  fixity  of  position  with- 
out much  excoriation.”  To  Dr.  Isaac  Ott  of 
Easton  is  accorded  the  honor  for  studying  the 
pharmacology  of  cocain,  and  about  ten  years 
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later  Roller  of  Vienna  introduced  it  as  a local 
anesthetic. 

D.  hlayes  Agnew,  christened  by  S.  Weir  Mit- 
chell as  “The  Doctor’s  Doctor,”  left  his  legacy 
of  “Principles  and  Practice  of  Surgery.”  He 
was  the  principal  consultant  of  his  day,  and 
spent  three  months  at  the  bedside  of  the  mar- 
tyred Garfield. 

John  Rhea  Barton,  of  Philadelphia,  described 
the  fracture  of  the  radius  bearing  his  name.  He 
also  described  a bandage  for  holding  a fracture 
of  the  jaw,  and  has  been  credited  with  perform- 
ing the  first  operation  for  relieving  ankylosis  of 
the  hip  joint. 

Samuel  D.  Gross  gave  the  first  systematic 
course  of  lectures  on  pathologic  an^my  in  the 
United  States,  and  published  our  first  textbook 
on  this  subject.  His  “System  of  Surgery”  is  a 
fitting  monument  to  a master  surgeon  and  teach- 
er. He  was  a skillful  operator,  and  a teacher 
of  surgery  for  forty  years,  during  which  time 
he  was  recognized  as  the  greatest  American 
representative  of  this  branch  of  the  profession. 
He  is  credited  with  being  the  first  to  wire  a 
clavicle,  to  suture  divided  nerves  and  tendons, 
and  to  close  an  abdominal  incision  layer  by  layer. 
He  contributed  to  the  development  of  a success- 
ful operation  for  hernia.  The  first  scientific 
paper  published  in  our  transactions  was  in  1860, 
on  “Practical  Observations  Upon  the  Nature  and 
Treatment  of  Prostatorrhoea,”  by  Dr.  Gross. 
In  this,  he  states  that  M.  Nekton’s  “Elemens  de 
Pathologie  Chirurgicale”  designates  the  term  in- 
cidentally, “without  any  definite  idea  on  the  part 
of  that  distinguished  writer  as  to  the  true  nature 
of  the  affection  in  question.”  This  contribution 
was  based  on  such  accurate  observation  that  very 
little  has  been  added  to  it  to  the  “present  day. 

Thomas  Dent  Mutter  was  the  pioneer  in  this 
country  in  orthopedic  and  plastic  suigery,  bring- 
ing his  ideas  from  France,  where  he  was  educat- 
ed. His  generous  gift  of  an  invaluable  collection 
of  specimens  to  the  Museum  of  the  College  of 
Physicians  has  been  a lasting  monument. 

Henry  Bond  was  an  eccentric  and  interesting 
mechanical  genius.  He  invented  and  described 
an  esophagus  forceps,  a placental  forceps,  a 
pessary,  a modified  locking  device  for  obstetri- 
cal forceps,  and  the  Bond  splint  for  fractures  of 
the  lower  end  of  the  radius. 

The  name  of  Hodge  has  been  handed  down 
by  the  work  of  father  and  son  in  Philadelphia. 
Hugh  L.  Hodge,  the  father,  made  valuable  con- 
tributions to  obstetrics  and  gynecology.  Pie  de- 
signed a mechanical  contrivance,  which  bears  his 
name,  for  supporting  misplaced  uteri.  H.  Lenox 
Plodge,  the  son,  described  a splint  for  supporting 
fractures  of  the  femur. 


George  B.  Wood  and  Franklin  Bache  left  the 
United  States  Dispensatory  as  their  monument. 
H.  C.  Wood  explained  the  phenomena  of  fever 
and  the  cause  of  sunstroke.  His  researches  in 
the  field  of  anesthesia  did  much  to  enhance  the 
value  of  ether  and  chloroform  as  safe  anesthetics. 

Joseph  K.  Swift,  of  Easton,  is  credited  with 
first  securing  extension  with  adhesive,  in  the 
treatment  of  fractures  of  the  leg.  The  name  of 
R.  J.  Levis  of  Philadelphia  is  a hospital  byword 
in  connection  with  the  metallic  splint. 

Bartholow,  prominently  identified  with  Jeffer- 
son, was  the  first  to  explore  the  brain  with 
needles,  but  this  was  done  in  Cincinnati  before 
coming  to  Philadelphia. 

A.  S.  Walter,  of  Pittsburgh,  was  the  first  to 
open  the  abdominal  cavity  for  rupture  of  the 
bladder.  He  instituted  drainage,  and  his  patient 
recovered  (1862). 

Joseph  Pancoast  was  without  a peer  as  a sur- 
geon and  teacher.  He  devised  various  surgical 
operations  which  were  distinct  advances.  Among 
these  were  an  operation  for  the  removal  of 
cataract,  a rhinoplastic  operation,  a method  to 
repair  extrophy  of  the  bladder,  and  an  operation 
for  tic  douloureux.  He  devised  a tourniquet  for 
the  aorta  which  he  used  in  hip-joint  amputations. 

S.  Weir  Mitchell,  the  exponent  of  REST, 
practiced  his  theory  by  gracing  our  literature 
with  a classic  pen.  His  custom  of  writing  in 
the  first  person,  and  his  frequency  in  using  pa- 
tient or  physician  as  characters  emphasize  his 
devotion  to  his  profession.  He  contributed  many 
valuable  scientific  papers,  among  which  were 
some  on  gunshot  wounds  and  injuries  to  nerves, 
neural  repair,  and  researches  on  snake  bite. 

James  King,  of  Pittsburgh,  a vSurgeon-General 
of  the  Militia  of  our  State  during  the  Civil 
War,  so  systematized  the  regulations  and  reports 
of  his  office  as  to  make  them  a model  of  their 
day. 

Joshua  Ct.  Allen  is  credited  with  performing 
the  first  successful  transfusion  of  blood  in  this 
country  at  Philadelphia  in  1869. 

John  B.  Roberts  is  reported  to  have  advocated 
the  suturing  of  the  heart  in  case  of  wounds,  in 
1881,  but  others  succeeded  in  doing  so  before 
he  had  the  opportunity. 

John  Curwen  and  Thomas  Story  Kirkbride 
were  powerful  influences  in  improving  the  care 
and  treatment  of  the  unfortunate  insane. 

We  have  noted  the  organization  of  the  Medi- 
cal Department  of  the  University  of  Pennsylva- 
nia (1765)  and  of  the  Jefferson  Medical  College 
(1825).  The  Hahnemann  Medical  College  in 
Philadelphia  was  organized  in  1848.  The 
Woman’s  Medical  College  followed  two  years 
later.  The  year  1886  marks  the  birth  of  the 
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Western  Pennsylvania  Medical  College,  now  the 
Medical  Department  of  the  University  of  Pitts- 
burgh, and  the  Medico-Chirurgical  College,  in 
Philadelphia,  which  in  1916  became  the  Gradu- 
ate School  of  Medicine  of  the  University  of 
Pennsylvania.  Temple  University  organized  its 
Medical  Department  in  1901.  These  institu- 
tions have  been  sponsored  by  the  leaders  of  our 
Society.  Through  them,  the  progressive  devel- 
opments have  been  carried  to  the  rural  sections 
of  our  State  and  spread  to  the  uttermost  regions 
of  the  world.  We  are  justified  in  honoring  the 
many  brilliant  teachers  who  have  made  Penn- 
sylvania a center  of  medical  education. 

In  preparing  this  brief  historic  sketch,  we 
have  been  impressed  with  the  brevity  of  our 
Society’s  existence,  when  compared  with  the 
countless  ages  that  preceded. 

The  archeologist  gives  us  glimpses  of  glorious 
civilizations  which  flourished,  died,  and  passed 
into  oblivion.  Pestilence  was  the  cause.  It  is 
recorded,  for  example,  that  during  the  fourteenth 
century  the  “Black  Death”  (bubonic  plague) 
killed  half  the  population  of  Europe  in  four 
years.  The  past  three  quarters  of  a century  has 
seen  the  cause  of  most  contagious  diseases  ex- 
plained. Surgery  has  been  developed  to  a state 
of  efficiency  undreamed  of  at  the  time  of  our 
organization’s  birth.  The  mortality  rate  has 
been  reduced  by  half. 

At  some  future  date,  the  deeds  of  those  now 
living  will  be  recorded.  Embarrassment  to  them 
forbids  our  doing  so  at  this  time,  but  some 
there  are  among  us  no  less  worthy  than  our 
predecessors.  What  a heritage  we  have  receiv- 
ed ! And  what  an  inspiration  to  carry  on ! 


CANCER  OF  THE  RECTOSIGMOID 
TRACT* 

DAMON  B.  PFEIFFER,  M.D. 

PHILADELPHIA,  PA. 

The  rectum  begins  at  the  level  of  the  third 
sacral  segment.  Anteriorly,  it  possesses  a peri- 
toneal covering  as  far  down  as  the  bottom  of 
the  rectovesical  or  rectovaginal  pouch,  according 
to  the  sex.  The  upper  portion  of  the  rectum, 
which  is  partly  peritonealized,  averages  to 
2 inches  in  length.  This  portion  of  the  rectum, 
together  with  an  equal  length  of  sigmoid  above 
the  junction  of  the  sigmoid  and  rectum,  is 
spoken  of  for  convenience  as  the  rectosigmoid. 
It  acquires  importance  because,  physiologically, 
it  constitutes  a mechanism  for  the  retardation 


•Read  before  the  Section  on  Surgery  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  9,  1924. 


of  the  fecal  current  of  the  colon,  preparing  its 
contents  for  propulsion  into  the  rectum,  which 
is  designed  not  so  much  for  a receptacle  as  for 
expulsion  of  the  feces.  Secondly,  this  small 
segment  of  the  bowel  demands  special  attention 
because  it  is  the  seat  of  carcinoma  more  often 
than  any  similar  area  of  the  intestinal  tract  ex- 
cept the  pylorus,  and  finally,  the  surgical  prob- 
lems connected  therewith  are  difficult  of  com- 
prehension and  require  the  most  thorough 
surgical  skill  and  technic  for  their  practical  ap- 
plication. 

In  100  cases  of  cancer  of  the  lower  bowel, 
W.  J.  Mayo  found  7 of  the  anal  canal,  30  of 
the  rectum  only,  and  the  remaining  63  involved 
the  rectosigmoid.  Fourteen  of  these  were  more 
on  the  sigmoid  side  of  the  junction,  21  more  on 
the  rectal  side,  and  28  about  equally  divided. 

Two  thirds  of  all  cases  occur  in  men.  Nine 
tenths  begin  after  the  age  of  forty.  The  symp- 
toms, in  order  of  frequency,  are  hemorrhage, 
pain,  constipation,  diarrhea,  disturbances  of  the 
bladder,  and  only  later  such  general  manifesta- 
tions of  malignant  disease  as  loss  of  weight, 
strength,  and  appetite,  and  anemia.  Local  signs 
and  symptoms  usually  dominate  the  picture  for 
months.  This  is  the  curable  stage.  When  gen- 
eral symptoms  superv^ene,  a diagnosis  is  of  little 
use  so  far  as  hope  of  cure  is  concerned.  When 
the  growth  is  high  in  the  rectosigmoid,  the 
symptoms  are  chiefly  abdominal,  due  to  its  ten- 
dency to  produce  partial  and  finally  complete 
obstruction.  When  the  growth  is  lower,  the 
symptomatology  is  largely  rectal,  and  is  often 
confused  with  hemorrhoids. 

Any  experienced  man  can  diagnose  90%  of 
these  cases  in  flieir  early  stage  by  the  use  of  the 
examining  finger.  A proctoscopic  examination 
may  confirm,  a biopsy  will  clinch  the  diagnosis, 
and  an  x-ray  examination  at  additional  expense 
and  trouble  may  give  further  evidence  of  an  ob- 
structing or  deforming  lesion  of  the  bowel.  It 
should  be  thoroughly  appreciated,  however,  that 
the  ordinary  bismuth  study  of  the  gastro- 
intestinal tract,  followed  from  above  after  in- 
gestion by  mouth,  frequently  misses  this  lesion. 
The  important  procedure  is  a bismuth  enema, 
watched  through  the  fluoroscope  and  checked  by 
plates.  I have  known  several  patients  to  be 
studied  thoroughly  and  conscientiously  by  good 
clinicians  and  radiologists  without  discovery  of 
a well-advanced  carcinoma  of  the  pelvic  colon, 
because  the  enema  was  omitted.  Fortunately, 
the  need  for  a bismuth-enema  study  has  become 
known;  but  to  our  first  line  of  defense,  the  gen- 
eral practitioner,  let  us  reiterate  that  the  finger 
is  the  best  diagnostic  instrument  for  the  dis- 
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covery  of  cancer  in  this  area.  A small  percent- 
age of  cases  require  other  study. 

The  principles  which  govern  the  surgery  of 
malignant  growths  in  the  rectosigmoid  are  ba- 
sically the  same  as  elsewhere.  However,  there 
are  a hundred  surgeons  who  understand  and  can 
satisfactorily  perform  the  operation  for  radical 
removal  of  a carcinomatous  breast  to  one  who 
has  an  equal  familiarity  and  facility  in  dealing 
with  growths  in  this  region.  This  I believe  to 
be  the  chief  factor  in  the  present  backward 
status  of  the  population  and  the  profession  in 
relation  to  carcinoma  in  this  location.  It  is  use- 
less for  us  as  surgeons  to  fulminate  against 
delay  in  diagnosis  until  we  can  remedy  this 
condition. 

It  is  an  established  principle  that  successful 
surgery  of  carcinoma  in  any  location  demands 
removal,  not  only  of  the  growth  and  the  adja- 
cent tissues,  but  also  of  the  lymphatic  drainage 
tract  associated  therewith.  Miles  has  clearly 
described  the  directions  of  spread  of  rectal  car- 
cinoma, including  that  of  the  rectosigmoid  junc- 
tion. Malignant  growths  spread  (1)  by  the 
blood  stream,  (2)  by  contiguity,  (3)  by  the 
lymphatics.  Metastasis  by  the  blood  stream  de- 
pends upon  factors  which  we  cannot  at  the 
present  time  control,  and  once  it  has  occurred, 
it  removes  the  case  from  the  possibility  of  oper- 
ative cure.  Spread  by  contiguity,  by  which  we 
understand  contact  implantations  and  the  pene- 
tration of  neighboring  tissues  by  an  expanding 
growth,  is  relatively  slow.  Miles  had  the  unu- 
sual opportunity  to  obseiwe  three  cancers  of  the 
rectum  develop  from  an  incipient  stage,  and 
found  that  on  the  average  it  required  almost  a 
year  for  a growth  to  become  immovably  fixed 
to  the  surrounding  pelvic  structures  by  imme- 
diate extension.  On  the  other  hand,  extension 
by  the  lymphatics,  or  permeation  as  Sampson 
Handley  conceives  it,  occurs  with  considerable 
though  varying  rapidity.  It  is,  therefore,  to 
meet  this  type  of  metastasis  that  surgery  is  prop- 
erly planned.  It  would  seem  unnecessary  to 
stress  these  well-known  facts  were  it  not  that 
their  application  is  so  commonly  neglected  in 
this  field. 

With  Miles,  we  may  recognize  three  zones  of 
spread  in  connection  with  every  growth  of  the 
lower  bowel ; namely,  downward,  lateral,  and 
upward.  The  intramural  lymphatics  of  the 
bowel  pass  radially  through  the  coats  on  their 
way  to  the  periphery  to  discharge  into  the  mar- 
ginal sinus  or  the  collecting  channels  of  the 
mesentery.  Thus  it  happen^  that  extension  up- 
wards or  downwards  within  the  walls  of  the 
bowel  itself  is  slight,  and  a margin  of  two  or 


three  inches  above  the  growth  and  rather  less 
below  is  usually  sufficient  to  meet  the  require- 
ments. More  than  enough  bowel  can  always  be 
excised.  As  we  shall  see,  the  proper  operation 
demands  much  more  than  this  length  of  bowel 
to  be  removed  above  the  growth.  It  is  not  here 
that  most  operations  fall  short.  It  is  in  dealing 
with  the  zones  of  downward,  lateral,  and  up- 
ward spread  outside  of  the  bowel  that  there  is 
as  yet  no  concerted  agreement  or  action. 

The  ideal  operation  removes,  in  the  zone  of 
downward  spread,  not  only  the  segment  of 
bowel  containing  the  growth,  but  the  enveloping 
mass  of  tissues  down  to  the  pelvic  floor  if  the 
growth  be  high;  if  low,  the  muscular  floor  itself 
and  the  ischiorectal  tissues. 

In  the  zone  of  lateral  spread,  the  lines  of 
cleavage  will  be  the  sacrum  posteriorly,  the 
pelvic  walls  laterally,  and  the  bladder  or  vagina 
anteriorly.  The  ureters,  of  course,  must  be 
separated  and  preserved.  At  times,  the  adjacent 
section  of  bladder  or  vagina  must  be  resected. 

In  the  upward  zone  of  spread  it  is  essential 
to  remove  the  mesentery  of  the  pelvic  colon  as 
far  upward  as  the  promontory.  This  is  the  path 
of  the  lymphatics  which  pass  upward  from  the 
diseased  bowel  on  their  way  to  the  thoracic  duct. 
This  introduces  a complicating  factor.  The 
lymphatics  follow  closely  the  course  of  the  blood 
vessels  of  supply.  It  is  impossible  to  separate 
the  lymph-bearing  tissue  from  the  superior 
hemorrhoidals,  and  these  also  must  be  removed. 
Now,  the  researches  of  Siideck,  Hartmann  and 
Dietrichs,  Davis,  Archibald,  Mondor,  and  others, 
have  demonstrated  beyond  a doubt  that  the 
hemorrhoidals  are  terminal  arterieg.  They  are 
connected  with  the  marginal  arcade  of  the  de- 
scending colon  and  sigmoid  only  by  a branch 
which  enters  the  superior  hemorrhoidal  or  one 
of  its  branches,  as  a rule  about  one  inch  below 
the  promontory.  This  is  Siideck’s  famous  crit- 
ical point.  If  the  artery  is  tied  above  this  point, 
it  is  true  that  the  circulation  of  the  rectosigmoid 
will  be  maintained  through  the  arcade  collateral. 
But  note  carefully  that  the  hemorrhoidals  must 
be  carefully  preserved,  or  gangrene  will  follow 
in  the  area  of  their  distribution.  This  entails 
leaving  the  most  dangerous  pxDition  of  the  zone 
of  upward  spread,  and  it  is  just  this  fault  that 
invalidated  the  Kraske  operation  for  high  rectal 
carcinoma  and  all  other  operations  which  do  not 
involve  opening  the  abdominal  cavity,  for  it  is 
impossible  to  reach  and  remove  this  danger  zone 
from  below. 

In  any  complete  oi^eration,  therefore,  we  must 
sacrifice  the  superior  hemorrhoidal.  Then, 
where  must  the  bowel  be  cut  above  the  growth  in 
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order  to  be  sure  that  the  remaining  segment  will 
not  undergo  gangrene?  Naturally,  section  must 
be  made  above  the  distribution  of  branches  of 
the  superior  hemorrhoidal  artery  in  an  area 
where  the  bowel  derives  its  blood  supply  from 
the  arcades,  or  the  so-called  marginal  artery  of 
Drummond.  The  mesentery  should  be  cut  at 
right  angles  to  the  axis  of  the  bowel,  in  order 
not  to  dam-age  the  straight  arterial  branches 
given  off  from  the  arcades,  until  the  arcade  it- 
self is  divided,  after  which  the  line  may  be  car- 
ried directly  toward  the  promontory  to  meet  the 
apex  of  removal. 

The  question  of  colostomy  will  then  largely 
take  care  of  itself.  If  the  remaining  viable 
bowel  can  be  mobilized  sufficiently  to  bring  it 
down  to  the  distal  stump  or  to  the  anus,  it  is 
permissible  to  reestablish  the  rectum  and  anus 
in  their  normal  position.  In  order  to  get  length 
of  bowel,  it  is  allowable  to  cut  the  sigmoid  ar- 
teries near  their  origin,  as  this  does  not  inter- 
fere with  the  marginal  arcade  or  its  blood  supply, 
which  will  enter  from  above.  But  the  greatest 
care  must  be  exercised  not  to  injure  this  mar- 
ginal artery.  In  other  words,  the  bowel  may  be 
lengthened  by  unfolding  the  attachment  of  the 
mesentery  to  the  posterior  abdominal  wall,  but 
never  by  unfolding  its  attachments  to  the  bowel 
itself,  which  would  destroy  all  the  blood  supply 
to  the  distal  segment.  Reestablishment  of  con- 
tinuity may  be  effected  by  Balfour’s  tube  anasto- 
mosis, by  direct  suture  through  a separate 
perineal  incision,  or  by  W.  J.  Mayo’s  plan  of 
drawing  the  entire  tube  of  bowel  through  the 
anus,  where  it  is  fixed  until  it  reaches  itself 
above. 

The  tube  anastomosis  is  a very  engaging  bit 
of  surgical  technic,  but  it  is  dangerous  on  ac- 
count of  liability  to  incomplete  excision  of  in- 
filtrated tissues,  unless  the  growth  is  at  the  upper 
limit  of  the  rectosigmoid.  One  should  also  bear 
in  mind  that  in  this  case  the  lower  segment  is 
liable  to  gangrene  because  of  section  of  the  su- 
perior hemorrhoidal^  and  the  invagination  of  the 
bowel  should  be  liberal  to  bring  the  site  of  union 
down  toward  the  distribution  of  the  middle 
hemorrhoidals.  However,  it  should  be  said  that 
the  attempt  to  reproduce  the  natural  avenue  of 
discharge  is  the  rock  upon  which  many  a fine 
surgical  procedure  has  been  wrecked. 

It  is  usually  safer  and  often  im]x)ssible  to  do 
otherwise  than  establish  an  artificial  anus.  This 
is  readily  done  by  fixing  the  end  of  the  bowel  in 
an  angle  of  the  wound,  or  better,  by  bringing  it 
through  a stab  through  the  left  rectus.  In  this 
connection,  we  must  unite  to  explode  the  myth 
in  regard  to  the  terrible  consequences  of  perma- 
nent colostomy.  We  all  have  seen  patients  living 


with  the  greatest  comfort  and  satisfaction  with 
an  artificial  anus,  and  far  from  its  being  worse 
than  death,  I may  say  that  I have  heard  many 
reasons  given  for  suicide,  but  never  yet  a co- 
lostomy. 

Now  this  ideal  operation,  so  briefly  sketched 
in  principle,  entails  a mortality.  It  should  never 
be  attempted  in  the  presence  of  obstruction.  It 
is  enough  to  relieve  the  obstruction  by  cecostomy 
or  colostomy.  If  left  colostomy  is  selected,  it 
is  equivalent  to  a decision  in  favor  of  artificial 
anus,  as  it  is  practically  impossible  to  mobilize 
the  bowel  sufficiently  to  bring  it  down  to  the 
pelvis  when  it  has  been  fixed  above  by  colostomy. 

Cecostomy,  on  the  other  hand,  permits  greater 
freedom  in  handling  the  left  colon,  but  does  not 
allow  the  lower  bowel  to  be  cleansed  prior  to  the 
second  stage,  as  is  the  case  where  all  the  fecal 
stream  is  diverted.  Also,  if  a permanent  anus 
is  necessary,  the  cecal  opening  will  have  been 
unnecessary.  Still,  no  serious  matter  of  prin- 
ciple is  involved,  and  surgeons  will,  for  the 
present,  choose  according  to  the  case  and  their 
predilections.  Perhaps  the  future  will  demon- 
strate a winning  advantage  for  one  or  the  other 
procedure. 

For  the  technical  steps  of  the  complete  oper- 
ation one  should  familiarize  himself  with  the 
operations  of  Miles,  Quenu,  Jones,  and  the  re- 
cently published  operation  of  Coffey.  All  these 
answer  the  requirements  of  completeness,  with 
due  regard  to  the  necessities  imposed  by  the 
blood  and  lymph  supplies. 

The  last  item  of  principle  concerns  the  ques- 
tion of  the  one-stage  versus  the  two-stage  oper- 
ation. As  above  stated,  in  the  presence  of  ob- 
struction, the  two-stage  operation  is  obligatory. 
When  no  obstruction  is  present  and  the  patient 
is  sound  organically  and  not  too  old  or  fat,  these 
procedures  may  be  carried  out  in  one  stage,  with 
a mortality  that  is  not  prohibitive.  What  will 
happen,  however,  if  we  subject  the  general  run 
of  patients  to  the  extensive  operation  in  one 
stage,  may  be  inferred  from  the  fact  that  in  the 
skillful  and  experienced  hands  of  Miles,  the 
mortality  in  his  last  series  was  over  20%.  This 
is  too  high  to  popularize  the  surgery  of  this  or 
any  other  disease.  The  two-stage  principle  has 
been  shown  to  reduce  the  mortality  to  5%  or 
less,  which  is  satisfactory  in  the  face  of  the  im- 
pending danger. 

In  the  last  five  years  I have  had  twelve  cases. 
Five  were  too  far  advanced  for  anything  but 
colostomy.  Three  died  of  recurrence  at  varying 
times  after  operation.  The  remaining  four  are 
living  in  comfort,  one  4^  years,  one  3 years, 
one  1J4  years,  and  one  6 months  after  operation. 
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ABSTRACT  OF  DISCUSSION 

LevfiR  F.  Stewart,  M.D.  (CeEarfield,  Pa.)  : Dr. 
Pfeifler’s  paper  represents  study  extending  over  a pe- 
riod of  more  than  twelve  years,  and,  presenting  the 
best  modern  thought  on  tlie  subject,  leaves  little  fur- 
ther to  be  said.  A diagnosis  of  cancer  of  the  recto- 
sigmoid is  comparatively  rare  at  the  present  time  in 
this  country.  The  average  clinic  probably  does  not  see 
over  ten  cases  in  any  one  year.  However,  when  oper- 
ating for  hemorrhoids,  sigmoidoscopy  should  always  be 
practiced,  as  it  is  easy  of  accomplishment  and  a valu- 
able precautionary  measure. 

The  mortality  of  the  Kraske  operation  is  given  as 
about  25%.  It  is  favored  by  very  few  surgeons,  the 
present  trend  being  toward  the  two-stage  operation. 
The  Coffey  operation,  mentioned  by  Dr.  Pfeiffer,  is 
arresting  in  its  detail,  and  especially  in  the  ease  of 
accomplishment  of  the  second  stage.  Briefly,  Coffey 
does  a colostomy,  isolates  the  upper  abdomen  from  the 
pelvis,  and  walls  off  the  sigmoid  and  rectosigmoid.  As 
does  Dr.  Pfeiffer,  he  ligates  the  superior  hemorrhoidal 
arteries  and  attempts  to  invaginate  a portion  of  the 
bowel  through  tlie  rectum.  He  also  carries  out  a more 
or  less  extensive  dissection  of  the  perirectal  tissues, 
places  drainage,  and  returns  in  about  ten  days  through 
the  sacral  region,  excising  the  sphincter  muscles  and 
the  entire  surrounding  perirectal  tissues.  He  reports  a 
mortality  of  two  cases  in  forty-seven  operations. 

Operations  which  in  the  past  have  been  attended  by 
a high  mortality  are  today  being  performed  in  two  or 
m.ore  stages.  This  is  a healthy  trend,  for  it  has  tended 
greatly  to  lower  the  death  rate  in  such  cases. 

William  L.  Estes,  Jr.,  M.D.  (Bethlehem,  Pa.)  : 
Routine  rectal  examination  in  hemorrhoid  cases  is  ex- 
ceedingly important,  since  so  many  cases  of  carcinoma 
of  the  rectum  have  previously  been  operated  upon  for 
hemorrhoids  without  recognition  or  suspicion  of  trouble 
higher  up.  Radiographic  examination  following  the 
bismuth  enema  (rather  than  bismuth  given  by  mouth), . 
and  proctoscopic  examination  arc  also  great  aids.  The 
importance  of  early  diagnosis  is  especially  brought 
home  to  those  of  us  in  the  smaller  clinics,  because  most 
of  the  cases  we  see  are  so  advanced  that  a radical  oper- 
ation is  rarely  possible. 

American  surgeons  are  fairly  well  committed  to  the 
advisability  of  the  two-stage  operation — -preliminary 
colostomy  and,  later,  radical  resection.  In  a certain 
hospital  visited  in  Paris,  in  which  a one-stage  oper- 
ation was  still  being  used  (Kraske  operation  with  com- 
plete excision  and  colostomy  at  one  time ; the  bowel 
drawn  up  for  colostomy,  however,  whenever  possible, 
being  allowed  to  remain  closed  for  two  days  before 
opening),  the  surgeon  in  charge  was  very  frank  to 
state  that  his  mortality  ranged  between  25  and  30%. 
It  seemed  rather  remarkable  that  the  two-stage  oper- 
ation had  never  been  recognized  nor  practiced. 

M.  Behrend,  M.D.  (Philadelphia,  Pa.):  The 

three-stage  Mikulicz  operation  and  the  operation  of 
anastomosis  by  exclusion,  should  be  mentioned  here  to- 
day. We  have  had  a varied  experience  with  the  three- 
stage  operation,  and  believe  that  anastomosis  by  ex- 
clusion will  be  recognized  as  the  ideal  operation  in 
intestinal  surgery. 

William  P.  Walker,  M.D.  (Bethlehem,  Pa.)  : In 
view  of  the  high  mortality,  before  deciding  upon  the 
radical  operation,  investigation  should  be  made  as  to 
the  possible  presence  of  metastasis  in  the  upper  abdo- 
men. In  a case  with  which  I was  associated  and  in 
which  the  radical  operation  was  agreed  upon,  at  the 


last  moment,  after  the  patient  was  etherized  and  on  the 
table,  the  question  of  examining  the  liver  was  men- 
tioned. Although  metastasis  had  not  been  seriously 
considered,  the  abdomen  was  opened  and  examination 
made  of  the  upper  portion.  An  advanced  stage  of 
metastasis  was  found  in  the  liver. 

Harold  L.  Foss,  M.D.  (Danville,  Pa.)  : It  is  ex- 
tremely easy,  even  for  the  most  expert,  to  make  mis- 
takes. This  is  illustrated  by  a case  which  occurred 
perhaps  ten  years  ago.  The  operator,  who  has  done 
more  of  this  type  of  work  than  any  one  living,  with 
the  possible  exception  of  Miles,  inserting  his  hand 
through  the  incision  prepared  for  the  colostomy  and 
examining  the  liver,  said,  “This  patient  is  entirely  free 
of  metastasis,  but  he  has  several  large  gall  stones.”  He 
performed  a colostomy,  and  later  an  extensive  perineal 
excision  of  the  rectum.  Within  a few  weeks  the  pa- 
tient died,  and  at  the  autopsy  we  discovered  extensive 
metastases  in  the  liver.  The  nodules  that  had  been  felt 
w'ere  not  gall  stones,  but  metastatic  nodules  along  the 
liver  margin. 

Altliough  the  tendency  is  now  to  condemn  Kraske’s 
operation,  the  Kraske  perineal  excision  with  inguinal 
colostomy  is,  at  least,  the  best  operation  we  have  for 
low  rectal  carcinoma.  A posterior  artificial  anus  is  an 
abomination,  of  course.  After  reviewing  all  of  Dr. 
W.  J.  Mayo’s  rectal  cases  for  some  thirty  years  past, 
the  impression  received  was  that  the  Kraske  operation 
was  giving  us  by  far  the  best  results.  In  a recent  con- 
versation with  Dr.  Mayo  on  this  subject,  he  intimated 
that  in  carcinoma  low  in  the  rectosigmoid  and  especially 
in  the  rectum,  the  Kraske  operation  with  preliminary 
colostomy  is  still  the  most  satisfactory  procedure. 

A properly  arranged  colostomy  is  not  the  horrible 
thing  the  general  practitioner  often  pictures  it.  With 
a colostomy  made  through  a left  McBumey  incision 
and  a well-fitting  appliance  (I  prefer  that  of  Pilling), 
the  patient  can  get  along  very  well  indeed.  I have 
several  railroad  men  engaged  at  the  strenuous  work  of 
freight  brakeman  who  for  several  years  have  existed 
in  perfect  comfort  following  such  operations  as  we 
have  been  discussing. 

J.  H.  Wilson,  M.D.  (Beaver,  Pa.)  : In  a case  of 
carcinoma  of  the  rectum  in  a woman  of  65,  I recently 
did  a colostomy  and  introduced  radium.  I should  be 
,glad  for  Dr.  Pfeiffer’s  opinion  as  to  what  may  be  ex- 
pected from  the  radium. 

Dr.  Pfeiffer  (in  closing)  : Answering  Dr.  Behrend’s 
question  in  regard  to  the  Mikulicz  operation,  carcinoma 
in  this  situation  is  hardly  amenable  to  that  operation. 
I believe  thoroughly  in  the  Mikulicz  procedure  where 
it  is  applicable,  but  carcinoma  of  the  rectosigmoid  as  a 
rule  cannot  be  mobilized  sufficiently  to  allow  of  exte- 
riorization. W.  J.  Mayo  has  spoken  of  the  possibility 
of  using  the  Mikulicz  principle  even  where  it  was  neces- 
sary to  separate  the  affected  loop  from  the  general  peri- 
toneal cavity  by  packing,  but  such  a procedure  will 
rarely  commend  itself. 

In  regard  to  Dr.  Foss’s  question  as  to  the  Kraske 
operation,  I do  not  intend  to  convey  the  idea  that  there 
is  no  field  for  it,  but  only  that  in  this  situation  it  cannot 
be  used  with  any  reasonable  hope  of  cure.  The  recto- 
sigmoid is  too  high  for  the  Kraske  and  too  low  for  the 
Mikulicz  operation.  There  is,  in  my  opinion,  a very 
definite  field  for  an  operation  of  the  Kraske  type. 
Personally,  I like  the  procedure  of  Lockhart-Mummery 
where  this  type  of  operation  is  indicated.  I employ 
it  chiefly  in  carcinoma  of  the  rectum  below  the  recto- 
sigmoid when  the  risk  is  poor  and  the  growth  of  the 
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type  which  is  distinctly  local  and  slow  of  growth  as 
evidenced  by  the  history  and  examinations.  It  is  very 
safe,  and  cures  a fair  proportion  of  cases,  though  not 
so  many  as  the  more  radical  operations.  Carcinoma 
differs  in  its  degree  of  malignancy,  just  as  does  any 
other  disease.  Some  cases  remain  local  for  mondis  or 
years,  and  are  cured  by  local  excision.  Some  are  of 
such  virulence  that  even  in  the  early  weeks  or  months 
they  invade  the  lymphatics  or  blood  stream,  and  are  be- 
yond the  reach  of  surgery.  While  it  is  not  possible  to 
determine  definitely  the  degree  of  malignancy  in  many 
given  cases,  we  may  have  indications  of  it  and  should 
consider  it  as  a factor  in  the  decision  as  to  the  type  of 
operation  applicable  to  the  case.  The  general  rule, 
however,  should  be  to  use  the  most  radical  operation 
compatible  with  safety. 

My  experience  with  radium  and  deep  x-ray  therapy 
in  carcinoma  leads  me  to  the  belief  that  they  are  al- 
most useless.  Possibly  certain  cases  may  be  benefited,  but 
I have  not  seen  anything  approaching  a cure,  and  even 
in  palliation,  radiation  has  been  a disappointment.  On 
the  other  hand,  unless  used  with  great  care,  it  may 
greatly  increase  the  patient’s  suffering  through  irrita- 
tion and  necrosis. 


CONGENITAL  SYPHILIS* 

A.  DATTNER,  M.D. 

WIPKES-BARRE,  PA. 

Time  and  extensiveness  of  subject  will  not 
permit  me  to  go  into  details  in  the  diagnosis  and 
treatment  of  congenital  syphilis.  One  cannot 
read  or  hear  too  much  on  this  serious  and  stimu- 
lating subject,  as  it  is  a disease  that  does  not 
always  present  itself  with  snuffles,  enlarged 
spleen,  and  pustular  eruptions  on  the  hands  and 
face. 

The  Wassermann  test,  although  a wonderful 
aid  to  diagnosis,  has,  in  many  instances,  been 
responsible  for  failure  to  diagnose,  since  a nega- 
tive report  is  too  often  accepted  as  final.  Is  this 
failure  due  to  lack  of  consideration  of  the  nega- 
tive phase  of  the  disease,  or  is  it  because  the 
physician  welcomes  the  fact  that  the  Wasser- 
mann is  negative  so  that  the  patient  can  be  free 
from  any  disgrace  that  the  disease  may  place  on 
him?  Syphilis  is  a misfortune,  not  a disgrace. 
A positive  Wassermann  means  a good  deal, 
while  a negative  Wassermann  very  often  means 
nothing,  and  should  only  stimulate  further  ef- 
forts to  exclude  this  disease.  Very  often  the 
spinal  fluid  is  positive  when  the  blood  Wasser- 
mann is  negative. 

In  glancing  over  the  literature  on  the  subject 
of  fifty  years  ago,  before  the  days  of  the  dis- 
covery of  the  Wassermann  test  and  the  Spiro- 
chaeta,  it  is  remarkable  to  read  what  wonderful 
success  the  old-time  practitioner  met  with  in 
handling  this  disease.  His  success  lay  in  the 

* Read  before  the  Section  on  Pediatrics  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania,  Reading  Session,  October  7, 
1924. 


fact  that  he  treated  his  cases  over  a long  period 
of  time.  The  real  advance  made  today  has  been 
the  treatment  with  salvarsan,  with  the  Wasser- 
mann as  a control. 

Some  authorities  make  a distinction  between 
“congenital”  syphilis  and  “inherited”  syphilis. 
They  apply  the  term  “inherited  syphilis”  only  to 
those  cases  in  which  the  syphilis  dates  from  the 
time  of  conception,  and  “congenital,”  only  to 
those  cases  in  which  the  syphilis  is  transmitted 
at  some  later  period  of  intra-uterine  life — in 
other  words,  where  the  mother  becomes  infected 
during  pregnancy.  Since  there  is  a doubt 
whether  there  is  any  difference  in  the  manifesta- 
tions of  the  disease,  for  clinical  purposes  we 
should  make  no  discrimination. 

The  woman  may  be  infected  before,  during, 
or  after  conception.  It  is  a long-recognized  fact 
that  mothers  of  syphilitic  children  very  often 
show  not  the  slightest  trace  of  syphilis,  and  the 
history  in.  both  the  father  and  mother  is  negative. 

The  woman  may  be  syphilitic  before  concep- 
tion occurs.  If  she  is  actually  syphilitic,  infec- 
tion of  the  fetus  may  occur  so  early  that  con- 
ception may  not  even  be  suspected  of  having 
occurred,  or  abortion  may  take  place  at  an  early 
date.  If  her  infection  is  more  chronic,  the  fetus 
may  not  be  infected  sufficiently  to  produce  death 
until  late  in  pregnancy,  with  the  production  of 
miscarriage  or  premature  labor.  If  her  infection 
is  latent,  as  the  result  of  long-standing  syphilis 
with  the  production  of  syphilitic  immunity,  the 
child  may  be  infected  more  lightly  and  be  bom 
living  but  with  lesions  of  syphilis.  If,  in  addi- 
tion to  chronic  and  latent  syphilis,  the  mother 
has  had  previous  pregnancies,  which  greatly  in- 
creases her  immunity  with  consequent  reduction 
in  the  number  and  pathogenicity  of  the  spiro- 
chetes, the  child  may  not  only  be  born  living  but 
without  demonstrable  evidences  of  syphilis  until 
later  periods.  If  the  child  is  conceived  and  car- 
ried until  birth  without  any  periods  of  activity 
of  the  spirochetes  in  the  blood  of  the  mother 
during  this  period,  it  may  escape  infection  alto- 
gether. 

The  woman  may  become  infected  with  syph- 
ilis after  conception.  If  infection  occurs  before 
the  seventh  month  of  pregnancy,  the  child  is 
likely  to  become  infected,  because  spirochetemia 
of  the  mother  is  apt  to  occur  during  the  eight 
weeks  preceding  birth.  If,  however,  the  mother 
is  infected  after  the  eighth  month  of  pregnancy, 
the  child  may  escape,  because  birth  occurs  before 
the  spirochetes  have  extensively  invaded  the  ma- 
ternal blood,  with  transmission  to  the  fetal  cir- 
culation. 

The  possibility  of  syphilis  being  present  in  a 
child  should  be  suspected  in  every  case  where 
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the  mother  gives  a history  of  repeated  miscar- 
riages, then  a stillborn  child,  then  a child  who 
lived  only  a few  hours,  and  finally  a living  child. 
Such  instances  certainly  do  occur,  and  prove 
strongly  that  repeated  pregnancies  in  a syphilitic 
w'oman  act  as  a therapeutic  agent,  and  in  many 
instances  produce  immunity. 

When  pregnancy  results  in  a syphilitic,  one  of 
several  things  may  happen:  (1)  The  fetus  dies 
and  abortion  or  stillbirth  results.  (2)  The  fetus 
does  not  die,  but  is  expelled  prematurely.  (3) 
The  child  may  present  obvious  evidence  at  birth 
or  within  a few  weeks,  or  may  appear  healthy 
for  several  years  and  then  develop  some  syphi- 
litic manifestations,  such  as  interstitial  keratitis, 
optic  atrophy,  Hutchinson’s  teeth,  periostitis, 
arthritis,  abnormal  mentality,  convulsions,  paral- 
yses, signs  of  juvenile  tabes,  paresis,  or  general 
malnutrition.  (4)  Occasionally,  a healthy  child 
is  born  to  syphilitic,  parents  whose  disease  is  in 
a latent  stage.  (5)  The  child  may  exhibit  cer- 
tain stigmata,  the  result  of  protoplasmic  disturb- 
ances, even  when  no  infection  occurs.  The  com- 
mon dystrophies  are  the  high,  narrow  palate, 
harelip,  scaphoid  scapulae,  short  arms,  and  hypo- 
plastic teeth. 

The  possibility  of  congenital  syphilis  should 
be  suspected  in  individuals  whose  chief  charac- 
teristic is  a constitutional  inferiority.  These 
children  are  usually  affected  by  all  the  ailments 
of  childhood  and  are  always  ill  and  even  when 
not  definitely  sick,  they  are  ailing  and  hard  to 
raise,  yet  without  definite  reasons.  They  are 
usually  nervous  and  irritable,  and  frequently 
complain  of  headache.  Often,  a thorough  ex- 
amination will  reveal  a suspicious  sign,  though 
sometimes  only  the  tell-tale  dystrophy  or  a 
symptom  in  a brother  or  a sister  may  be  found. 

It  would  be  a great  mistake  to  assume  that 
all  delicate  children  are  heredosyphilitics.  Nev- 
ertheless I am  sure  that  too  little  attention  has 
been  paid  to  this  particular  disease  as  a cause 
of  the  “weakling.”  Many  infants  with  a dis- 
tended abdomen  and  abdominal  veins  are  very 
often  diagnosed  as  infected  with  tubercular 
peritonitis,  while  the  child  is  really  a sufferer 
from  syphilis.  The  same  holds  true  in  many 
cases  of  rickets,  especially  if  there  be  craniotabes. 
One  should  always  be  on  the  lookout  in  cases  of 
anorexia,  habitual  vomiting,  and  malnutrition, 
especially  when  there  is  a progressive  loss  of 
weight  independent  of  any  faulty  feeding  or 
irregularity  of  the  bowels.  In  the  conditions 
just  enumerated,  regardless  of  the  Wassermann 
reaction,  if  there  is  the  least  suspicion  of  syphi- 
lis, the  case  should  be  managed  as  though  the 
diagnosis  were  certain.  The  clinical  diagnosis 


should  always  take  precedence  over  the  labora- 
tory diagnosis,  and  proper  treatment  should  be 
instituted. 

At  the  arsphenamin  clinic  at  the  Pennsylvania 
Hospital  in  Philadelphia,  there  have  been  given 
as  high  as  nine  hundred  injections  in  one  month. 
This  being  the  case  in  only  one  clinic,  the  great 
prevalence  of  this  disease  is  evident,  as  well  as 
the  necessity  for  cooperation  between  the  ob- 
stetrician and  pediatrician  so  that  it  may  be 
eradicated  so  far  as  possible  in  childhood. 

In  Williams’s  series  of  over  4,000  cases, 
syphilitic  mothers  without  treatment  produced 
48  to  52%  of  syphilitic  children  and  stillbirths. 
There  seems  to  be  no  question  as  to  where  the 
treatment  should  be  started,  considering  the 
above  statistics.  The  proper  treatment  of  a 
syphilitic  mother  during  pregnancy  will  un- 
doubtedly result  in  the  birth  of  a healthy  infant. 

The  obstetrician  is  doing  fine  work  today 
with  his  prenatal  clinics,  and  many  of  the  ma- 
ternity hospitals  are  doing  routine  blood  Was- 
sermanns  before  delivery  and  cord  Wassermanns 
following  delivery,  thereby  doing  everything 
possible  to  determine  any  syphilitic  stigma  in 
the  child.  Any  child  bom  of  a syphilitic  mother 
or  with  a positive  cord  Wassermann  can  imme- 
diately be  placed  under  observation,  and  as  soon 
as  symptoms  arise,  can  receive  proper  treatment 
at  once.  If  no  symptoms  arise,  it  should  be  kept 
under  observation  for  a definite  time,  during 
which  time  repeated  Wassermanns  are  done. 
The  cord  Wassermann  is  only  in  its  infancy,  and 
with  proper  technic  will  eventually  play  an  im- 
portant role  in  the  eradication  of  congenital 
syphilis,  and  will  probably  someday  be  a com- 
pulsory measure. 

The  grouping  of  cord  Wassermanns  by  Dr. 
Pierson  is  most  interesting  and  most  valuable. 
He  groups  them  as  follows : 

(1)  The  mother  is  negative;  the  child  is 
negative.  This  is  the  finding  that  is  most  de- 
sired. If  there  are  no  clinical  manifestations,  it 
definitely  excludes  syphilis. 

(2)  The  mother  is  positive;  the  child  is  posi- 
tive. This  tells  us  definitely  that  we  have  a child 
of  syphilitic  parents  and  that  it  is  very  likely  that 
the  disease  may  manifest  itself  later.  However, 
should  this  not  be  the  case,  the  child  should  be 
kept  under  close  observ-ation  for  at  least  two 
years. 

(3)  The  mother  is  positive ; the  child  is  nega- 
tive. In  this  group,  the  child  is  practically  safe, 
but  must  also  be  kept  under  observation. 

(4)  The  mother  is  negative ; the  child  is  posi- 
tive. This  is  the  group  in  which  the  cord  Was- 
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sermann  proves  its  value,  since  the  mother  may 
be  free  of  symptoms  and  serologic  reactions,  and 
the  child  be  definitely  syphilitic. 

The  cord  Wassermann,  if  positive,  does  not 
conclusively  prove  that  the  child  has  syphilis,  as 
it  may  be  due  to  the  carrying  over  of  the  Was- 
sermann bodies  from  the  mother,  and  a control 
done  later  may  yield  a negative  reaction.  Never- 
theless, the  knowledge  it  provides  is  valuable, 
for  any  necessary  procedure  can  the  more  read- 
ily be  followed. 

A step  farther  needed  in  the  eradication  of 
this  disease  is  either  the  elimination  of  the  mid- 
wife or  the  compulsory  attendance  of  every  one 
of  her  pregnant  women  at  a prenatal  clinic.  It 
is  true  that  nrany  localities  are  lacking  in  phy- 
sicians, and  that  a midwife  is  the  only  resort. 
However,  the  localities  that  lack  physicians 
probably  also  lack  midwives,  so  they  should  no 
longer  be  licensed. 

Luzerne  County  is  well  supplied  with  phy- 
sicians, yet  statistics  show  that  a large  percent- 
age of  deliveries  are  made  by  midwives,  and 
also  that  the  infant  mortality  is  high.  Perhaps 
the  mortality  could  be  lowered  if  every  woman 
were  required  to  be  delivered  by  a physician, 
with  proper  prenatal  examinations  and  careful 
histories.  Certainly,  there  are  many  women 
who  have  repeated  miscarriages  that  are  sug- 
gestive of  syphilis,  who  would  be  properly 
treated  were  they  compelled  to  engage  a physi- 
cian for  delivery. 

It  takes  a well-trained  physician  to  take  a 
proper  prenatal  history  and  make  a proper 
physical  examination  of  the  newborn,  so  what 
can  be  expected  of  a midwife?  The  midwife  is 
being  taught  asepsis,  but  she  really  defeats  the 
ideas  taught  her  when  she  does  practically  all  of 
the  housework  in  the  home  of  the  mother  de- 
livered. She  is  actually  engaged  as  a domestic, 
not  as  a midwife. 

The  treatment  is  a matter  of  choice,  but  no 
matter  what  the  choice  may  be,  it  should  be  con- 
tinued over  a long  period,  and  the  blood  and 
spinal  Wassermann  should  be  used  as  a control. 
Success  in  treatment  lies  in  the  early  diagnosis 
of  the  disease,  since  the  older  the  disease,  the 
more  tissue  changes  take  place  and  the  more  in- 
tensive the  treatment  must  be. 

In  infantile  syphilis,  artificial  feeding  presents 
a seemingly  more  difficult  problem  than  therapy. 
Butter-flour  mixtures  have  proved  very  satis- 
factory in  these  cases. 

The  following  cases  may  prove  of  interest: 

Case  I. — A female,  aged  11  years.  Her  father  had 
been  killed,  and  her  mother,  one  brother,  and  a sister 
were  living  and  well.  Nine  children  had  died  at  a ‘very 


early  age,  some  of  them  living  only  a few  hours.  Diph- 
theria was  the  only  illness  she  had  ever  had,  but  she 
had  never  been  in  good  health.  December  23,  1923, 
she  had  fallen  downstairs,  and  the  only  noticeable  in- 
jury had  been  a bruised  shin  bone;  but,  on  the  next 
day  her  abdomen  had  become  very  much  enlarged,  and 
on  the  fourth  day  following  her  injury,  she  had  been 
operated  upon  and  closed  up  with  a diagnosis  of  sar- 
coma of  the  liver. 

February  6,  1924,  she  was  admitted  to  my  service 
with  a large  globular  swelling  of  the  abdomen,  and  the 
abdominal  veins  markedly  distended.  She  was  dyspneic, 
the  heart  sounds  were  indistinct,  and  the  heart  was  dis- 
placed upwards  and  to  the  left.  There  was  no  question 
that  fluid  was  present  in  the  abdomen.  The  blood  pic- 
ture was  that  of  a secondary  anemia,  and  the  blood 
Wasserman  was  -)-4.  A paracentesis  abdominalis 
was  performed  to  give  her  relief  from  the  distention, 
and  about  four  gallons  of  clear  ascitic  fluid  was  slowly 
drained  off.  After  the  paracentesis,  the  spleen  could  be 
palpated  a full  handbreadth  below  the  costal  margin. 
The  liver  was  also  markedly  enlarged,  particularly  the 
left  lobe.  There  was  a distinct,  tender  nodule  palpated 
on  both  the  spleen  and  liver.  On  the  third  day  follow- 
ing, a characteristic  syphilitic  rash  appeared.  The  ab- 
domen filled  up  again  so  rapidly  that  one  week  later 
another  paracentesis  was  performed.  On  the  following 
day  the  patient  commenced  to  vomit  large  quantities  of 
bright  clear  blood,  and  on  the  second  day  after,  she  died 
as  a result  of  her  hemorrhages.  No  autopsy  could  be 
obtained. 

Case  II. — A female,  six  months  old,  weighing  IV2 
lbs.,  was  found  in  a vacant  field  and  brought  in  by  the 
police.  This  child  did  not  gain  for  a period  of  weeks, 
no  matter  what  feeding  was  given  her,  although  she 
was  perfectly  contented  and  had  perfect  stools.  The 
Wassermann  was  negative.  Nevertheless,  the  child 
was  put  on  specific  treatment,  and  almost  immediately 
there  was  marked  improvement. 

CasB  III. — A female,  three  months  old  and  breast 
fed,  vomited  practically  after  every  feeding.  The 
fluoroscopic  and  x-ray  examinations  revealed  no  pa- 
thology of  the  gastro-intestinal  tract.  The  Wassermann 
of  the  mother  was  negative,  although  she  gave  a history 
of  having  two  stillbirths.  The  Wassermann  of  the 
child  was  faintly  positive. 

Case  IV.— a male  child,  nine  months  old,  at  the  age 
of  two  months  had  shown  signs  of  syphilis  in  its  most 
virulent  form,  with  snuffles,  saddle  nose,  ragades,  en- 
larged spleen,  adenitis,  periostitis,  bullous  eruption,  and 
a -|-4  Wassermann.  The  father  had  had  a suspicious 
sore  years  before  the  mother  had  become  pregnant, 
but  never  showed  any  secondaries.  Since  the  birth  of 
the  child,  he  had  had  a half  dozen  provocatives  but 
never  yielded  a positive  Wassermann.  The  mother  had 
no  knowledge  of  a lesion,  and  had  five  provocatives  be- 
fore she  yielded  a mildly  positive  Wassermann. 


289  N.  Main  Street. 

ABSTRACT  OF  DISCUSSION 

Peter  P.  Mayock,  M.D.  (Wilkes-Barre,  Pa.)  : 
Early  diagnosis  of  syphilis  in  the  second  generation  is 
important,  for  it  is  curable  only  in  proportion  to  the 
length  of  time  the  patient  has  it.  It  is  a good  rule, 
however,  to  “be  quick  to  suspect  syphilis  and  slow  to 
diagnose  it,”  using  all  available  means  to  prevent  the 
patients  from  suffering  from  a faulty  or  tardy  diag- 
nosis. 
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Routine  cord  Wassermanns  and  Wassermanns  during 
pregnancy  are  of  distinct  value  in  early  diagnosis  and 
treatment.  The  syphilographcr  should  not  only  give 
his  patient  thorough  treatment,  but  also  should  for- 
bid marriage  for  four  or  five  years,  except  in  primary 
cases  where  intensive  and  abortive  treatment  was  given 
and  controlled  over  a sufficiently  long  period  by  Was- 
sermann  tests. 

Faulty  interpretation  of  the  Wassermann  by  the 
clinician  has  probably  been  the  source  of  more  errors 
than  has  a faulty  technic  by  the  serologist.  Careful 
history  taking,  proper  evaluation  of  clinical  findings, 
and  a thorough  knowledge  of  the  mechanism  of  infec- 
tion and  immunity  in  congenital  syphilis,  of  latency  and 
the  symptomatic  and  asymptomatic  involvement  of  the 
central  nervous  system  are  all  necessary  for  its  proper 
interpretation. 

False  positive  tests,  while  they  do  occur,  due  to  tech- 
nical errors  or  the  use  of  too  highly  sensitive  antigens, 
can  usually  be  checked  up  with  the  history  and  clinical 
findings,  and  if  the  latter  are  doubtful,  failure  to  re- 
spond to  antisyphilitic  therapy  is  an  important  guide. 

False  negative  tests,  due  to  latency  or  to  failure  on 
the  part  of  the  clinician  to  make  repeated  tests  and 
give  provocative  treatment,  or  failure  to  examine  the 
spinal  fluid  are  all  inexcusable  errors  in  the  light  of 
our  present-day  knowledge  of  syphilis.  The  Wasser- 
mann test,  properly  interpreted,  is  not  only  the  most 
delicate  guide  in  diagnosing  syphilis,  but  is  also  the 
best  index  in  judging  the  efficiency  of  treatment  and  as 
a criterion  of  cure. 

John  M.  Higgins,  M.D.  (Sayre,  Pa.)  ; About  four 
years  ago,  a young  woman  contracted  syphilis,  with  a 
very  definite  four-plus  Wassermaim.  She  was  treated 
quite  intensively  for  two  years,  although  a negative 
Wassermann  had  been  secured  long  before  the  end  of 
that  period,  the  last  test  being  made  during  the  fifth 
month  of  a recent  pregnancy — her  first.  Her  pregnancy 
was  devoid  of  anything  abnormal,  she  was  in  very  good 
health,  the  delivery  was  normal,  and  the  baby  appeared 
to  be  healthy,  with  a negative  cord.  Is  any  further 
follow-up  of  this  baby  necessary  in  order  to  determine 
whether  there  is  any  specific  infection? 

Charles  H.  Miner,  M.D.  (Harrisburg,  Pa.)  : The 
reduction  in  the  number  of  cases  of  syphilis  in  women 
and  children  is  one  of  the  biggest  problems  tliat  the 
State  Department  of  Health  has  to  meet.  The  State 
clinics  have  accomplished  a great  deal,  but  much  still 
remains  to  be  done  along  the  line  of  education  of  the 
laity  and  of  the  general  profession,  and  stimulation  of 
prenatal  clinics.  The  great  difficulty  is  that  it  is  al- 
most impossible  to  induce  the  women  to  attend.  In  tlie 
ordinary  community,  the  pregnant  woman  does  not  care 
to  advertise  herself  by  going  to  a prenatal  clinic,  al- 
though she  is  more  apt  to  do  it  in  the  larger  cities. 
The  cooperation  of  this  Section  in  that  work  will  be 
of  great  help  to  the  Department. 

Dr.  Dattner  (in  closing)  : In  the  case  cited  by 
Dr.  Higgins,  tlie  fact  that  the  Wassermann  was  nega- 
tive before  delivery  and  that  the  cord  was  also  negative 
practically  rules  out  syphilis  in  the  child,  although  it 
would  be  well  to  keep  it  under  observation  for  any 
manifestations  arising  later. 


That  peptic  ulcer  is  characterized  by  the  presence  of 
a hypersecretion  of  the  gastric  juice  is  generally 
acknowledged,  though  whether  or  not  hyperacidity  is  a 
causative  factor  is  disputed. — 'Judd. 


THE  TREATMENT  OF 
NONSUPPURATIVE  DEAFNESS* 

JAMES  A.  BABBITT,  M.D. 

PHILADELPHIA,  PA. 

There  is  scarcely  a phase  of  medical  practice 
whose  definition  is  more  simple  and  yet  whose 
successful  treatment  presents  a more  baffling 
complex  than  that  included  under  the  title,  and 
it  is  the  realization  of  this  complexity,  enhanced 
by  a long  and  continuous  otologic  hospital  rou- 
tine, with  an  intense  desire  to  further  and  share 
in  some  fruitful  investigation,  that  influenced  the 
choice  of  this  topic. 

The  chronic  type  of  nonsuppurative  deafness, 
insidious  in  origin,  equally  obscure  in  its  prog- 
ress and  uncertain  in  terminology,  is  as  surely  a 
Metchnikoff  problem  as  alopecia,  canities,  arte- 
rial tension,  and  the  presbyopic  lens.  To  be 
frank,  it  is  a menace  to  most  of  this  State  Medi- 
cal audience,  and  with  a most  impressive  psychic 
or  social  aspect — for  few  medical  maladies  more 
disable  the  individual  efficiency  and  change  the 
social  relation  than  the  realization  that  one  is 
becoming  deaf.  Is  it  not  pertinent,  then,  to  place 
emphasis  upon  the  analysis  of  what  is  a com- 
paratively routine  procedure? 

An  analysis  of  types  appropriate  to  the  title 
would  seem  to  be  first  in  order.  A convenient 
grouping  might  be  as  follows;  (1)  The  deaf- 
ness incident  to  a common  cold,  without  marked 
fixation  tissue  changes,  accompanied  by  blocking 
of  the  eustachian  tube,  often  with  varied  and  for- 
tunately temporary  types  of  tinnitus.  This  may 
be  brief  or  of  many  days’  duration,  or  even  in- 
termittent in  character.  There  is  a certain 
amount  of  tympanic  retraction  and  hyperplasia 
in  the  tunica  propria  of  the  eustachian  tube. 
The  amount  of  actual  bacteriologic  involvement 
is  not  probably  sufficiently  great  to  produce  a 
definite  post-tympanic  infection  in  the  time  in- 
terval of  isolation  of  the  tract.  With  the  multi- 
tude of  infecting  organisms,  there  can  be  no 
cjuestion  as  to  their  presence,  and  treatment  must 
include  such  assumption,  but  the  bacteriologic 
element  in  this  group  is  a controllable  one, 
and  the  circulatory,  tympanic,  and  middle-ear 
changes  are  physiologically  remediable.  (2)  The 
chronic  otitis  media,  the  “c.  c.  o.  m.”  of  the  rou- 
tine dispensary,  the  so-called  dry  catarrhal 
state,  not  necessarily  of  the  elderly  individual. 
This  group  must  of  necessity  be  much  subdi- 
vided; e.  g.,  (a)  the  chronic  sequence  of  the 
first  acute  type,  with  hypertrophic  contraction 
of  the  tube  lumen,  frequent  obstruction  bands  in 
the  fossae  of  Rosenmiiller,  hyperplasia  of  lymph- 

*Read  before  the  Section  on  Eye,  Ear.  Nose  and  Throat  Di.s- 
eases  of  the  Medical  Society  of  the  State  of  Pennsylvania, 
Reading  Session,  October  8,  1924. 
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oid  tissue,  chronic  retraction  of  tympanum, 
fibrous  thickening  of  the  annulus,  and  partial 
immobilization  of  the  ossicles.  (b)  Fixation 
changes  in  the  tympanic  cavity,  fibrous  or  chalky 
degeneration  in  the  membrane,  adhesions  to  the 
posterior  wall,  partial  fixation  of  the  stapes,  tin- 
nitus subjective  but  more  or  less  constantly  pres- 
ent, increase  of  fibrous  elements  with  diminished 
vascularity  and  tympanic  luster  dulled,  light  re- 
flex narrowed  or  broken,  and  Shrapnell’s  area 
evidencing  permanent  thickening  of  fibrosis. 

(c)  The  atrophic  sequence  to  the  hypertrophic 
stage.  The  lumen  of  the  tube  may  have  resumed 
a certain  patency,  because  of  this  atrophic  dimi- 
nution of  tissue  circulation.  Portions  or  the 
whole  of  the  tympanic  membrane  have  become 
thinned  to  transparency,  and  while  the  Siegel 
otoscope  shows  a fair  mobility  to  aural  exami- 
nation, it  immediately  sinks  back  to  a position 
of  stationary  concave  retraction,  and  may  ap- 
pear almost  plastered  to  the  posterior  wall. 

(d)  Otosclerosis  (osteoporosis)  of  the  laby- 
rinthine capsule.  One  approaches  this  term  with 
dread  because  the  diagnosis  of  the  hereditary 
and  trophic  contribution  has  proved  such  a va- 
ried one.  Just  how  much  contribution  in  this 
case  has  been  made  by  preceding  types  is  uncer- 
tain, but  the  picture  is  not  usually  so  indicative, 
unless,  in  the  varied  opinion,  much  that  should 
be  accepted  as  fibrosis  has  been  termed  otosclero- 
sis. Here,  the  membrane  frequently  appears 
normal  in  color  and  reflex,  with,  of  course,  the 
promontory  redness  and  evidence  of  stapes  fixa- 
tion ; tinnitus  is  distressing,  and  deafness  pro- 
gressive. Further  examination  of  otosclerosis 
will  be  given  later  in  this  discussion,  (e)  True 
labyrintliine  deafness.  This  again  is  inclusive 
of  several  types,  the  deafness  secondary  to 
toxemia,  meningeal  disturbance  (as  in  typhoid 
and  pneumonia,  specific  toxemia  of  mumps  and 
certain  drugs),  the  cochlear  degeneration  sequent 
to  parasyphilis,  either  due  to  choking  of  the 
vascular  supply  to  the  labyrinthine  vessels,  or  to 
the  “neurorecidive”  reaction  from  stirring  up  of 
endotoxins  in  administration  of  arsphenamin. 
In  any  case,  the  change  is  a basic  one,  and  recon- 
struction is  scarcely  a possibility,  (f)  In  a spe- 
cial classification,  there  might  be  added  that  type 
of  case  suggested  by  Pohlman  in  his  studies  of 
the  isolation  of  the  labyrinth  from  a complete 
fixation  of  the  stapes  in  the  oval  window.  The 
circuit  impulse  would  seem,  physically  speaking, 
an  impossibility,  if  either  the  oval  or  round  win- 
dow were  permanently  closed,  and  the  otologic 
world  awaits  with  interest  the  further  researches 
of  Barany  and  others  in  the  artificial  window 
construction  in  the  external  circular  canal  to  re- 
store the  possibility  of  through-and-through  vi- 


bration. Such  restoration  would  seem  necessary 
before,  rather  than  after,  the  basilar  membrane 
group  of  cochlear  elements  has  actually  become 
degenerated. 

The  first  essential  in  consideration  of  treat- 
ment must  obviously  be  the  establishment  of  a 
correct  diagnosis,  and  upon  such  a determina- 
tion, the  building  of  an  organization  to  stay  the 
deafness  advance  and  reverse  the  change  in  etio- 
logic  progression.  This  is  the  vital  point  in  the 
therapeutic  problem.  Outstanding  in  modern 
otology  has  been  the  effort  to  standardize  the 
functional  tests  of  hearing,  with  a differentiation 
between  conductive  and  perceptive  deafness,  and 
second,  to  clarify  the  mystic  pathology  of  laby- 
rinthine degeneration.  The  Otologic  Congress, 
as  stated  by  Barnhill,  has  endeavored  to  obtain 
some  uniformity  in  standardization  of  hearing 
tests,  to  which  in  varying  measure  the  clinics  of 
this  and  foreign  countries  have  approached,  in- 
tentionally or  otherwise.  This  consists  in  care- 
ful registration  tests  of  varying  tuning  forks  of 
high,  medium,  and  low  pitch,  distance  tests  of 
the  spoken  voice,  whisper  and  watch,  Rinne’s 
relation  of  air  and  bone  conduction,  Schwabach’s 
bone-conduction  time,  and  Weber’s  lateraliza- 
tion. The  forks,  in  general,  cover  the  range  of 
50-200-2,000  vibration  interval,  and  are  fortified 
by  the  Politzer  acoumeter  and  the  Galton  high- 
tone  limit,  all  rendered  difficult  by  the  personal 
variance  in  usage,  complexity  of  overtones,  and 
well-nigh  impracticability  of  obtaining  sound- 
proof surroundings  for  testing.  Reduced  to 
simple  terms,  one  must  know  to  what  degree  the 
patient  hears  high-,  medium-,  and  low-fork  tones, 
to  what  degree  he  actually  hears  the  voice,  whis- 
per, or  mechanical  tick,  how  much  this  is  modi- 
fied by  actual  life  relation  to  noise,  and  how 
much,  from  a treatment  standpoint,  relative  con- 
duction tests  will  separate  the  conductive  appa- 
ratus from  an  unassailable  structural  change  in 
the  internal  ear.  It  was  refreshing  in  the  Wash- 
ington conference  of  the  A.  L.  R.  & O.  three 
years  ago,  to  have  demonstrated  anew,  after  the 
baffling  mechanics  of  physical  accoustics  and  the 
mechanical  complications  of  the  audiometric 
apparatus,  the  simple  functional  tests  of  actual 
hearing. 

The  studies  of  Dean  and  Bunch  on  tonal 
ranges  in  lesions  of  the  acoustic  nerve  and  its 
end  organs,  combining  audiometric,  tuning-fork, 
Koenig’s  cylinders,  the  Monochord  and  Galton 
whistle  tests,  and  the  analysis  of  Sonnenschein 
on  the  Rinne,  Schwabach,  and  Weber  tests  in 
100  cases  each,  attest  the  difficulty  in  establish- 
ing this  perception-conduction  ratio,  so  that  un- 
less our  focal  attack  be  made  on  empirical  gen- 
erality, its  perception  proof  is  not  too  simple. 


September,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


823 


Radiographic  study  of  the  accessory  sinuses  illustrating  the  septum-ethmoid  complex.  X-ray  plates  by  Dr.  Pfahler. 
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One  cannot  review  the  work  of  Pohlman  and 
Krantz  on  hearing  acuity  in  pressure  changes 
and  investigation  of  mass  displacement  versus 
molecular  changes  from  sound  waves  passing 
through  the  ossicular  chain,  without  further  re- 
flection as  to  the  value  of  purely  mechanical 
types  of  middle-ear  treatment. 

JMackenzie,  as  an  aid  in  diagnosis,  and  logically 
in  sequence  as  an  aid  in  direction  of  treatment, 
has  reviewed  the  characteristic  speaking  of 
deaf  people — soft  in 
the  middle-ear  (con- 
ductive), and  loud 
in  the  internal  ear 
(nerve)  deafness, 
with  low-tone  hear- 
ing loss  marked  in 
the  former  type,  and 
high-tone  in  the 
latter. 

Eundamen- 
tally  basic  to  all 
treatment  is  the 
question  of  percep- 
tion versus  conduc- 
tion priority.  Emer- 
son has  presented 
masterly  studies  of 
the  perception  ques- 
tion, and  maintains 
that  the  perception 
apparatus  is  involved 
from  the  first,  and 
that  beginning  loss 
of  tone  perception 
always  takes  place 
in  the  part  of  the 
scale  represented  by 
the  whispered  voice. 

This  is  a basic  point 
in  treatment.  If  per- 
ception has  priority, 
the  toxemic  involvement  of  the  auditory  nerve 
and  end  organs  means  focal  infection  some- 
where, in  present  or  previous  existence. 

If,  as  asserted  by  Daland,  such  marked  in- 
volvements as  sacro-iliac  pain  on  motion,  of  a 
year’s  duration,  or  cardiac  arhythmia  of  half 
that  time  may  disappear  in  twenty-four  to  forty- 
eight  hours  after  removal  of  the  tonsils,  the 
initial  treatment  for  deafness  demands  an  in- 
vestigation of  such  foci.  Greene  has  presented  a 
startling  list  of  diseases  originating  from  foci 
of  infection  in  the  head,  and  has  reviewed  the 
equally  startling  list  of  organisms  there  present. 

At  the  present  time,  the  earlier  efforts  toward 
standardization  and  pathology  would  seem  to 
have  been  succeeded  by  an  intense  effort  to 


reach  the  etiologic  side  of  deafness.  After  a 
diagnosis  is  established  by  clinical  picture  and 
uniformly  accepted  tests,  one  is  still  confronted 
by  the  fact  that  routine  treatment  of  nonsuppu- 
rative deafness  in  the  vast  majority  of  cases  is 
making  comparatively  little  progress.  Physical 
exercise  of  the  humai>  body  or  its  parts  has  its 
place,  and  psychic  optimism  has  a contribution 
to  make,  but  common  honesty  requires  admis- 
sion of  the  fallacy  of  assuming  that  ten  min- 
utes of  physical 
exercise  in  ear  mas- 
sage and  tubal  in- 
flation, even  with 
n a s o pha  ry  n g ea 1 
cleansing,  will  coun- 
teract the  opposing 
fixed  antagonism  of 
from  twenty- four  to 
seventy-two  hours 
static  position  during 
absence  from  office 
routine.  The  aim  of 
this  paper  is  to  meet 
fairly  this  feeble 
success  in  ordinary 
routine  and  open  the 
discussion  for  prog- 
ress. To  give  relief, 
one  must  find  cause 
for  inception  as  well 
as  for  continuance 
of  deafness,  for,  as 
stated  above,  tbe  re- 
lief must  somehow 
reverse  this  process. 

In  the  research 
study  of  this  com- 
plex physical,  phys- 
iologic, and  patho- 
logic process,  Fraser 
has  made  a remark- 
able contribution  in  his  studies  on  otosclerosis, 
and  it  must  be  admitted,  practically  eliminates 
trophic  osteoporosis  from  the  treatable  forms 
of  deafness.  The  researches  in  syphilology  as 
affecting  the  labyrinthine  integrity  have  in- 
dicated the  hopelessness  of  greatly  modifying 
the  anatomic  finality  of  cochlear  degeneration  in 
this  type. 

Pemberton,  in  his  researches  on  focal  infec- 
tion, has  struck  a discouraging  note  as  to  the 
probable  value  of  counteracting,  from  such  point 
of  attack,  the  arthritic  tendency,  which  has  its 
intratympanic  counterpart,  but  has  introduced  a 
most  encouraging  stimulus  on  the  side  of  stabi- 
lizing the  reconstruction  in  body  metabolism. 
Pohlman,  as  cited  above,  has  induced  reflection 
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Chart  curves  illustrating  ear  tests  and  nasal  lateralization. 
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enough  on  the  possible  isolation  of  the  laby- 
rinthine impulse  after  possible  fixation  of  the 
stapes.  Bordley  has  stimulated  optimism  in  the 
hope  of  intratubally  tiding  over  the  hypertrophic 
change. 

Eyes  and  ears  of  otologists  cannot  resist  fo- 
cusing on  the  intratubal,  Roentgen  ray,  and 
osteopathic  treatments  of  special  types  which 
have  recently  attracted  so  much  public  attention 
and  summoned  patients  from  far  and  wide  for 
treatment.  This  has  aroused  too  much  interest 
to  be  treated  slightingly,  and  it  is  reasonable  to 
assume  something  more  than  psychic  influence 
in  the  persistent  ad- 


tions in  the  Chicago  public  schools.  Such 
research  must  analyze  the  external  as  well  as 
the  individual  conditions  - — heredity,  environ- 
ment, nutrition,  and  basic  contact.  Boiler- 
maker’s, railway,  and  telephone  deafness  are 
common  terms.  Kranz  has  recently  given  us  a 
brief  contribution  on  hearing  in  the  presence  of 
noise,  but  the  subject  of  vibrational  devitalizing 
needs  more  research. 

Focal  elimination  and  metabolic  reconstruc- 
tion have  already  been  briefly  considered.  Ton- 
sil removal,  tooth  extraction  and  sinus  exentera- 
tion have  been  exhaustively  before  the  public 

eye,  both  rhetorically 


audibility  metlr 


herence  to  the  treat- 
ment. Richardson  has 
already  published  his 
methods  of  treatment 
in  x-ray  reduction  of 
sclerosis. 

Assuming  again  the 
facts  that  the  question 
of  treatment  is  or- 
dinarily a matter  of 
superficial  routine, 
that  it  consists  of  a 
more  or  less  intricate 
diagnosis  of  the  bal- 
ance between  the  per- 
ceptive and  conductive 
elements  of  chronic 
deafness,  with  a fairly 
indifferent  success  in 
actual  clinical  treat- 
ment, our  problem  is 
clearly  a double  one. 

( 1 ) Upon  the  basis 
of  established  diagno- 
sis as  to  contributory 
elements,  to  render 

such  treatment  as  will  effectively  retard  pro- 
gressive auditory  change,  ameliorate  distressing 
symptomatology,  and  sometimes  definitely  im- 
prove the  patient. 

(2)  Exhaustively  to  study  the  problem  of 
conservation  of  hearing,  by  research  in  the 
etiology  in  ages  and  types  presenting  feasible 
opportunity — not  in  the  office,  hospital,  or  dis- 
pensary patients  with  fixed  pathology,  but  in  the 
army,  educational  institutions,  and  industrial 
medicine,  where  incipient  changes  can  be  studied 
during  the  formative  period.  The  school  period, 
with  its  fine  organization  in  child  hygiene,  pre- 
sents much  of  difficulty,  for  the  subjective  re- 
port of  the  individual  does  not  carry  the  same 
value  as  does  objective  examination.  Yet  Nor- 
val  Pierce  and  Theobald  have  presented  a valu- 
able contribution  as  a result  of  1,093  examina- 
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and  surgically. 

Unless  deafness 
can  be  treated  on  such 
a basis  of  etiology,  the 
simple  home  routine 
of  hand  and  finger 
massage,  stroking 
along  the  line  of  the 
eustachian  tube,  and 
the  hot  gargle  would 
seem  as  rationally  ef- 
fective as  mechanical 
massage  and  promis- 
cuous use  of  the 
catheter,  which  Beck, 
in  discussing  Holmes’s 
paper  on  the  naso- 
pharyngoscope,  said 
he  believed  more  often 
catheterized  the  fossa 
of  Rosenmiiller  than 
the  eustachian  tube,  in 
the  hands  of  novices. 
In  routine  treatment 
of  the  ear,  the  word 
routine  might  be 
dropped  and  replaced  by  the  words  tubal  treat- 
ment, focal  elimination,  and  metabolism  recon- 
struction, placed  in  whichever  order  is  most 
suitable. 

Holmes,  in  his  examination  and  treatment  of 
the  eustachian  tube  by  the  nasopharyngoscope, 
says  that  it  is  a fact  that  90%  of  all  the  diseases 
of  the  middle  ear  are  due  to  disease  primarily 
in  and  about  the  tube.  Phillips  calls  attention 
to  the  ciliated  and  goblet  epithelium  of  the  tube 
and  adenoid  tissue  lining  it,  and  Ballenger  cites 
the  cause  of  tubal  inflammation  as  due  to  micro- 
organisms or  obstructive  lesions,  with  secondary 
toxic  intratubal  development.  Wood  describes 
the  sinus  running  up  behind  the  pharyngeal  ton- 
sil, called  the  bursa  pharyngea,  an  occlusion  sinus 
formed  by  adhesion  of  the  folds  of  the  pha- 
ryngeal tonsil. 
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The  possible  relief  of  tinnitus  is  a positive 
fact  in  the  treatment  of  deafness.  Yankauer,  in 
suggesting  the  use  of  the  direct  speculum  for 
examination  and  treatment  of  the  eustachian 
tube,  presents  an  interesting  situation.  He  de- 
scribes tbe  effectual  damming  up  of  secretions 
in  the  fossa  of  Rosenmuller  by  the  contraction 
of  the  pharyngeal  muscle,  and  cites  six  cases  of 
excessive  secretion  which  produced  a blowing, 
grinding,  or  saw-mill  tinnitus,  conveyed  to  the 
cochlear  trough  by  tbe  sounding-board  aid  of  tbe 
quadrangular  plate  over  the  carotid  artery  in  the 
middle  fossa.  The  removal  of  this  sticky  mucus, 
attended  with  much  difficulty,  and  subsequent 
treatment  by  nitrate  of  silver,  resulted  in  disap- 
pearance of  secretion  in  four  of  the  cases,  and 
head  noises  ceased.  In  two  of  the  cases,  relief 
had  been  permanent  up  to  the  time  of  writing 
the  paper. 

Various  authorities  have  discussed  the  influ- 
ence of  hyperplasia  of  the  middle  turbinate — an 
increased  exudate,  doubtless  infective  in  type — 
and  the  writer  wishes  to  present  here  a dozen 
slides  demonstrating  the  septum-ethmoid  com- 
plex, recently  presented  before  a joint  meeting 
of  the  New  York  Academy  and  Philadelphia 
College  of  Physicians,  Sections  on  Otology  and 
I,aryngology.  These  particular  slides  were 
taken  from  routine  x-ray  examinations  made  by 
Dr.  George  E.  Pfahler,  and  demonstrate  the  evi- 
dence of  combined  septal  pressure  and  anterior 
ethmoid  degeneration.  These  particular  cases 
were  discovered  in  routine  search  for  tubal 
etiology,  and  whether  considered  from  the 
standpoint  of  focal  infection  or  restricted  nasal 
ventilation,  present  an  aspect  of  the  relation  to 
the  posterior  margin  of  the  tube  mouth. 

An  effort  was  also  recently  made  to  investi- 
gate some  thirty  selected  cases  of  an  adolescent 
type,  to  ascertain  whether  an  apparent  picture 
of  nasal  obstruction,  as  seen  by  the  speculum, 
could  be  found  to  present  vitiated  nasal  ventila- 
tion, and  whether  this  apparent  pressure  com- 
plex bore  a distinct  relation  to  tests  in  hearing 
by  tuning  fork,  whisper,  watch,  and  a simple 
form  of  audiometric  registration.  These  tests, 
carried  out  with  the  aid  of  skilled  assistants, 
whose  initials  appear  on  the  charts,  present  a 
somewhat  mixed  result  not  at  all  conclusive  in 
such  a small  series,  but  at  least  suggestive. 

In  these  curves,  somewhat  arbitrarily  inter- 
valed,  the  first  point  represents  from  one  to  five 
degrees  of  apparent  nasal  obstructive  deflection, 
with  no  special  emphasis  on  turbinate  change; 
the  second  represents  the  audiometric  reading  on 
a device  prepared  by  Mr.  Patterson ; the  third, 
relative  bilateral  air  current,  as  measured  by 
condensation  of  aqueous  vapor  in  a measured 


number  of  respirations ; the  fourth,  a similar 
estimate  by  precipitation  of  carbon  dioxid  with 
barium  hydroxid  and  titration.  The  fifth  repre- 
sents the  aggregate  of  tuning-fork  tests,  esti- 
mated percentage.  The  sixth  shows  the  watch 
test  for  distance ; and  the  final  one,  the  lateral- 
ization test  of  Weber,  rated,  when  definite,  as 
an  indication  of  conduction  deafness  on  that 
side.  These  results  were  somewhat  disappoint- 
ing, but  register  perhaps  60%  of  harmony  with 
pressure  sequences  we  should  like  to  have  per- 
tain. Errors  in  original  judgment  as  to  the  in- 
spection picture  may  have  affected  results. 

The  differential  leukocyte  count  was  made  in 
each  of  these  cases,  to  obtain  some  possible  con- 
formity in  the  small  lymphocyte  count,  but  as 
these  were  not  definitely  pathologic  cases,  the 
results  were  more  interesting  than  consequential. 
This  procedure  however,  carries  a suggestion ; 
namely,  that  under  a proper,  appointed  commis- 
sion, tests  of  a similar  nature  and  a hundred 
others  could  be  carried  out  in  locations  under 
medical  supervision  and  careful  observation. 
Research  must  embrace  physical,  physiologic, 
and  pathologic  backgrounds,  and  particularly  in 
the  nonsuppurative  type  of  cases,  must  include 
(1)  an  exact  audiometry,  f 2 ) perfect  otological 
analysis,  (3)  preventive  research  study  in  the 
adolescent  period,  and  (4)  measures  for  block- 
ing incipient  and  insidious  audition  loss. 

Conclusions. — (1)  The  analysis  of  deafness 
has  reached  a more  satisfactory  status  than  its 
treatment.  (2)  The  fundamentally  most  impor- 
tant question  is  to  determine  the  time  priority  in 
perceptive  and  conductive  deafness.  (3)  If 
perception  deafness  is  established  as  antecedent, 
unlimited  investigation  of  focal  infection  would 
be  justified.  (4)  Hyperplasia  or  exudative 
change  with  probable  latent  infection  is  often 
overlooked.  (5)  Tubal  treatment  is  the  most 
promising  type  of  local  treatment.  (6)  The 
sum  total  of  probable  relief  seems  greater  in  con- 
servation of  hearing  than  in  treatment  of  esta- 
lished  deafness. 
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ABSTRACT  OF  DISCUSSION 

George  W.  Mackenzie,  M.D.  (Phieadelphia,  Pa.)  : 
Mixed  forms  of  deafness  were  not  considered  by  the 
essayist.  Impairment  of  hearing  caused  by  hereditary 
syphilis  does  not  exempt  a child  from  further  impair- 
ment caused  by  future  catarrhal  attacks ; nor,  on  the 
other  hand,  does  an  obstructive  condition  in  the  middle 
ear  render  him  immune  to  inner  ear  involvement  caused 
by  infection,  for  example,  about  the  root  of  a tooth. 

Several  forms  of  mixed  deafness  have  quite  definite 
combinations.  In  chronic  middle-ear  suppuration  (with 
the  Weber  lateralized  toward  the  affected  side,  the 
Schwabach — bone  conduction — lengthened,  and  air  con- 
duction shortened)  the  toxins  may  eventually  seep 
through  the  median  wall  of  the  middle  ear  into  the 
inner  ear,  and  produce  a chronic  plastic  labyrinthitis 
which  eventually  leads  to  complete  deafness.  In  other 
forms  of  catarrhal  deafness,  the  inner  ear,  because  of 
the  lack  of  normal  stimulation,  gradually  loses  function. 

The  functional  fork  test  is  the  best  method  of  deter- 
mining whether  the  lesion  is  in  the  conductive  or  the 
perceptive  apparatus,  or  both,  and  to  what  extent  each 
is  involved.  In  a case  of  long-standing  perceptive  deaf- 
ness recently  complicated  by  further  obstructive  deaf- 
ness, the  treatment  would  naturally  be  confined  to  the 
latter  condition.  In  functional  tests,  careful  technic  is 
most  necessary,  as  these  tests  often  contradict  the  less 
reliable  otoscopic  findings. 

George  M.  Coates,  M.D.  (Philadeephia,  Pa.)  : Our 
experience  in  the  Veterans’  Bureau  confirms  Emerson’s 
statement  that  all  cases  of  chronic  deafness  are  both 
conductive  and  perceptive.  In  advanced  cases,  there  is 
almost  invariably  some  degeneration  of  perception. 

It  is  remarkable  that  oftentimes,  in  perceptive  deaf- 
ness, attention  to  the  original  infection  will  cure  the 
patient.  In  early  types  of  eustachian-tube  obstruction, 
improvement  can  certainly  be  obtained  by  careful  atten- 
tion to  the  tube  and  to  underlying  factors.  Even 
though  an  actual  increase  of  hearing  cannot  be  demon- 
strated by  test,  the  patient  may  be  made  more  com- 
fortable. 

Lewis  H.  Taylor,  M.D.  (Wilkes-Barre,  Pa.)  : 
One  of  the  most  important  things  in  the  treatment  of 
deafness  is  getting  the  patient  to  admit  his  hearing  im- 
pairment. The  better  results  secured  in  eye  cases  are 
due  largely  to  the  greater  promptness  with  which  the 
patient  will  report  for  treatment.  Prevention  is,  of 
course,  the  important  point,  and  with  no  nose  or  throat 
trouble  there  is  practically  no  deafness.  Contrary  to 
the  statement  of  Emerson,  inflation  does  seem  to  help, 
and  even  to  retard  the  progress  of  deafness.  Treat- 
ment of  the  eustachian  tube,  together  with  the  removal 
of  the  obstruction  in  the  nose,  and  treatment  of  the 
nose  and  throat,  is  of  course  the  procedure  of  primary 
importance.  Many  cases  are  helped  by  the  Yankauer 
treatment  of  the  eustachian  tube  and  application  of 
medicine  to  the  tube. 

Robert  F.  Ridpath,  M.D.  (Philadelphia,  Pa.)  : 
The  ethmoid  rather  than  the  sphenoid  is  more  fre- 
quently involved  in  ear  conditions.  In  the  latter,  the 
ostium  is  situated  at  the  upper  third  of  the  sinus,  and 
the  drainage  point  is  more  toward  the  center  of  the 
pharynx;  whereas  the  ethmoid  cells  drain  practically 
directly  over  the  eustachian  orifice. 

Dr.  Skillern  states  that  at  the  present  time  not  so 
many  exenterations  of  the  ethmoid  are  being  done  as 


formerly,  more  conservative  treatment  being  preferred 
— both  operative  and  medical.  The  ojierative  treatment 
consists  in  inserting  the  Hyjac  hook  under  the  middle 
turbinate,  and  opening  the  ethmoid  cells  to  permit  the 
essential  thing — aeration,  which  is  even  more  important 
than  drainage.  After  the  cells  are  opened,  the  medical 
treatment  is  started.  This  consists  of  placing,  twice  a 
week,  in  the  opening  between  the  middle  turbinate  and 
the  lateral  nasal  wall,  pledgets  of  cotton  saturated  with 
hot  solution  of  silvol,  grains  to  30  drops,  leaving 
them  there  for  four  hours.  This  will  clear  up  the 
ethmoid  condition  surprisingly,  and  of  course  help  the 
ear  as  well.  In  the  acute  tinnitus  caused  by  a cold,  and 
known  as  tubular  involvement,  treatment  by  a high  fre- 
quency eustachian  glass  applicator  devised  by  Dr.  Har- 
old Hays,  of  New  York,  is  worth  trying. 

S.  MacCuen  Smith,  M.D.  (Philadelphia,  Pa.)  ; 
It  is  the  height  of  folly  to  treat  the  aural  state  without 
determining  the  causative  factor  and  proceeding  with 
its  elimination,  let  this  be  pathologic  tonsils,  teeth,  ap- 
pendix, gall  bladder,  or  other  cause,  for  an  eighth- 
nerve  toxemia  may  result  from  these  and  other  causes. 
Adhesions  in  the  postnasal  space,  especially  around 
Rosenmiiller’s  fossa,  frequently  cause  an  impairment  of 
hearing  even  after  removal  of  tonsils  and  adenoid  vege- 
tations. Such  cases  will  improve  after  breaking  up 
these  adhesions. 

Inflation,  either  by  Politzer’s  method  or  by  the  use 
of  the  catheter,  is  often  abused  and  is  frequently  con- 
traindicated, but  when  the  tinnitus  aurium  and  the 
hearing  are  bettered  by  such  a procedure,  it  gives  hope 
of  a permanent  improvement  under  proper  treatment 
and  regulation. 

Dr.  Babbitt  (in  closing)  : The  purpose  of  this 
paper  was  to  analyze  the  degree  of  success  obtained  at 
the  present  time  in  middle-ear  treatment,  and  if  there 
is  a lack  of  success,  to  discuss  a remedy  for  the  situa- 
tion. Tuberculosis  has  been  marvelously  handled  in  the 
last  decade ; by  the  Wassermann  test,  the  specific  situa- 
tion is  practically  under  control ; everything  possible 
is  being  done  in  cases  of  cancer;  the  eye  is  almost 
completely  under  mechanical  adjustment;  but  what  is 
being  done  to  care  for  this  question  of  deafness — a 
condition  which  people  are  so  apt  to  hide  for  a long 
time?  Sixty  to  seventy  per  cent  of  treatment  in  in- 
stitutions of  learning  which  report  accurately  is  for 
conditions  in  the  upper  respiratory  tract.  Yet  what  a 
small  percentage  of  the  medical  course  is  devoted  to 
this  question!  It  would  seem  that  a worth-while  ob- 
jective today  would  be  the  establishment  of  a commis- 
sion on  physico-pathologic  investigation,  with  the  idea 
of  adding  perhaps  ten  years  to  the  average  individual’s 
hearing. 


CHRONIC  OTORRHEA* 

WITH  SPECIAL  REFERENCE  TO  CON- 
SERVATIVE TREATMENT  IN  A 
SERIES  OF  162  CASES 
ARTHUR  J.  WAGERS,  M.D. 

PHILADELPHIA,  PA. 

Why  are  there  so  many  cases  of  chronic  otor- 
rhea? Is  it  because  the  patient  has  been  negli- 
gent, or  is  it  the  fault  of  the  physician?  In 

*Read  before  the  Section  on  Eye,  Ear,  Nose  and  Throat 
Diseases  of  the  Medical  Society  of  the  State  of  Pennsylvania, 
Reading  Session,  October  9,  1924. 
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many  cases  the  patient  alone  is  to  blame  for  his 
negligence  in  seeking  relief  from  his  condition, 
but  far  too  often  it  is  due  to  the  carelessness,  if 
not  the  absolute  indifference,  of  the  attending 
physician. 

Notwithstanding  the  fact  that  the  present-day 
graduate  goes  out  from  our  better  medical 
schools  duly  impressed  with  the  necessity  for 
early  and  proper  attention  to  acute  middle-ear 
inflammation,  too  often  he  will  evade  the  issue, 
throwing  the  burden  of  responsibility  on  nature, 
and  too  often  nature,  unassisted,  fails  in  her 
efforts  to  cope  successfully  with  an  acute  sup- 
puration, and  the  condition  becomes  chronic. 

A patient  recently  stated  that  he  had  had  a 
discharge  from  the  left  ear  for  six  years.  All 
that  could  be  seen  was  a canal  nearly  filled  with 
a polyp  bathed  in  a liberal  quantity  of  pus.  When 
asked  if  he  had  been  receiving  treatment  he  re- 
plied that  he  had  never  been  treated.  A doctor 
who  looked  into  the  ear  soon  after  the  appear- 
ance of  the  discharge  told  him  there  was  nothing 
to  be  done  for  it,  that  it  would  probably  dry  up 
in  time.  An  endeavor  was  made  to  impress  this 
individual  with  the  necessity  for  treatment,  urg- 
ing him  to  return  the  following  day  in  order 
that  the  polyp  might  be  removed  as  a prelimi- 
nary step  to  a regular  course  of  treatment.  He 
said  he  did  not  know  whether  or  not  he  would  be 
able  to  take  the  time  from  his  work,  but  would 
return  if  he  could.  He  has  not  been  seen  since. 
Evidently  he  had  reached  the  conclusion,  sup- 
ported by  a doctor’s  opinion,  that  the  condition 
was  not  one  to  worry  about,  much  less  one  to 
interfere  with  his  daily  occupation. 

Is  the  chronic  discharging  ear  really  a men- 
ace to  life?  While  cases  exist  in  which  an  ear 
has  been  discharging  for  ten,  fifteen,  and  even 
twenty-five  years  or  more,  and  the  only  discom- 
fort to  the  individual  has  been  more  or  less  im- 
pairment of  hearing  and  the  presence  of  the 
disagreeable  discharge  in  the  canal,  and  while  it 
is  true  that,  in  many  of  these  cases,  the  discharge 
may  continue  without  treatment  for  years  with- 
out disastrous  result,  yet  in  spite  of  this  fact,  a 
chronic  discharging  ear  is  an  ever-present  menace 
to  life  itself. 

Brief  reference  to  a case  which  occurred  a few 
years  ago  will  serve  to  emphasize  this  assertion. 

An  intelligent  business  man  sought  relief  from  acute 
pain  in  the  left  ear.  Examination  disclosed  the  pres- 
ence of  a furuncle  of  such  dimensions  as  to' close  the 
entrance  to  the  external  auditory  canal.  In  taking  the 
history,  it  was  learned  that  there  had  been  a discharge 
from  the  middle  ear  of  the  same  side  during  a period 
of  thirteen  years.  He  had  always  treated  the  condi- 
tion himself,  wiping  out  the  canal  with  cotton  wound 
on  a toothpick.  He  had  suffered  no  particular  discom- 
fort, and  to  his  mind,  the  middle-ear  suppuration  was  a 
trivial  matter.  But  now  he  had  pain,  and  he  wanted 


relief  from  it.  In  the  hospital,  under  gas  anesthesia, 
the  furuncle  was  incised  and  the  pus  evacuated.  Next 
day  the  patient  was  able  to  go  about  his  business  as 
usual.  The  general  swelling  of  the  canal  wall  was 
somewhat  persistent,  and  the  ear  was  seen  and  treated 
daily.  On  a Saturday  morning,  about  seven  or  eight 
days  after  the  incision  of  the  furuncle,  this  man 
awakened  complaining  of  headache.  The  family  physi- 
cian was  called.  Finding  his  patient  with  a moderate 
rise  of  temperature^  he  advised  him  to  remain  in  bed. 
Sunday  morning  he  was  taken  to  the  hospital.  The 
headache  continued,  mentality  became  dulled,  signs  of 
meningeal  irritation  developed.  Late  Sunday  night  the 
mastoid  was  opened,  and  an  extradural  abscess  in  the 
middle  fossa  was  drained.  The  patient  died  at  twelve 
o’clock  on  Monday.  Autopsy  done  at  one  o’clock  dis- 
closed the  site  of  the  abscess  with  perforation  of  the 
tegmen  tympani,  and  in  addition,  an  area  of  purulent 
meningitis  covering  the  upper  surface  of  the  left  side 
of  the  cerebellum. 

This  case  is  thus  briefly  mentioned  in  order 
to  show  how  an  ordinary,  uninteresting,  dis- 
charging ear  may  suddenly  become,  not  only 
interesting,  but  tragic.  And  it  is  a tragedy  for 
a man  only  forty-seven  to  be  taken  in'  so 
short  a time,  when  it  is  entirely  probable  that  he 
would  be  living  today  had  his  ear  received  the 
profier  attention  in  the  original  acute  stage  of 
the  inflammation.  And  this  case  is  not  unique ; 
every  aurist  has  seen  similar  ones.  Doubtless, 
however,  there  will  always  be  cases  which  have 
been  allowed  to  run  on  through  months  and 
years  of  chronicity,  and  they  must  be  treated  as 
they  present  themselves. 

Probably  a large  proportion  of  these  chronic 
middle-ear  suppurations  could  be  arrested  by 
conservative  treatment,  were  the  conditions  of 
treatment,  particularly  as  to  frequency  and  regu- 
larity, carried  out  according  to  what  would  ap- 
pear to  be  the  most  desirable  plan.  In  connection 
with  the  work  in  the  Department  of  Otolaryn- 
gology of  the  U.  S.  Veterans’  Bureau  at  Phila- 
delphia such  a status  existed.  A large  number 
of  cases  of  chronic  otorrhea  could  be  seen  and 
treated  as  often  as  desired  and  for  as  long  a 
period  as  might  be  necessary,  the  patient  having 
no  financial  obligation. 

The  162  cases  included  in  the  present  study 
were  examined  and  treated  during  a period  of 
three  years,  from  June,  1921,  to  June,  1924. 
They  are  too  numerous  to  attempt  detailed  ac- 
counts of  individual  cases,  and  after  all,  there 
is  a fair  degree  of  similarity  in  the  actual  condi- 
tions found. 

Before  taking  up  the  question  of  treatment, 
let  us  consider  in  some  detail  the  conditions 
found  at  the  time  of  the  first  examination. 

In  72  cases  the  right,  and  in  64  cases  the  left 
ear  alone  was  involved,  while  in  13  cases  the 
otorrhea  was  bilateral. 

Cause  of  Infection. — Not  having  access  to 
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the  early  records  in  these  cases,  the  only  infor- 
mation available  was  that  which  the  patients 
were  able  to  give.  Each  man  was  asked  what  he 
knew  or  suspected  to  have  been  the  cause  of 
the  original  acute  otitis  media.  The  answer  in 
44  cases  was  “no  known  or  suspected  cause.” 
“Cold  in  the  head”  or  “exposure”  was  held  re- 
sponsible in  17  cases;  4 developed  during  an 
attack  of  scarlet  fever,  2 with  mumps,  3 with 
pneumonia,  1 with  diphtheria,  and  13  during  or 
soon  after  an  attack  of  influenza.  Other  causes 
given,  incidental  to  the  occupation  of  the  mo- 
ment, were  “concussion  from  high  explosives,” 
resulting  in  32  discharging  ears,  and  “head 
wounds”  of  various  descriptions,  which  ap- 
peared to  have  been  the  immediate  cause  of 
infection  in  11  instances.  In  a few  cases,  the 
condition  was  attributed  to  “diving,”  “boxing,” 
“use  of  wireless  head  ’phone,”  “working  in  com- 
pressed air,”  or  “attempts  at  removal  of  im- 
pacted cerumen.”  This  information  is,  of 
course,  subject  to  inaccuracy,  but  as  furnished, 
was  according  to  the  individual’s  best  knowledge 
and  belief. 

Tre.'vtment  received  during  earliest  stages 
OF  INFECTION. — Here  again  it  was  necessary  to 
rely  on  the  patients’  personal  knowledge.  Twen- 
ty-seven ears  had  received  no  treatment,  either 
before  discharge  had  appeared  or  within  a period 
of  from  a few  days  to  several  weeks  after- 
wards. It  must  be  said,  for  a number  of  these 
cases  at  least,  that  this  lack  of  attention  was  not 
due  to  the  carelessness  or  indifference  of  any 
one,  since  most  of  the  cases  in  this  group  oc- 
curred while  the  men  were  in  action  at  or  near 
the  front,  and  the  circumstances  of  the  moment 
were  such  that  proper  attention  could  not  have 
been  given. 

This  question  of  early  attention  to  these  ears 
was  very  carefully  considered,  because  the  early 
and  proper  treatment  of  acute  middle-ear  dis- 
ease is  so  important  and  so  absolutely  necessary 
in  the  prevention  of  chronic  suppuration  that  it 
was  astonishing  to  hear  the  replies  given  to  the 
query,  “Was  the  eardrum  incised  before  the 
discharge  appeared,  or  did  the  discharge  appear 
spontaneously?”  In  but  eight  instances  was  the 
individual  certain  that  such  incision  had  been 
made ; four  were  uncertain  or  did  not  remember, 
and  as  for  the  other  150  ears,  the  men  were 
positive  that  no  such  incision  had  been  made. 
There  can  be  no  doubt  that  in  some  instances 
these  ears  did  have  early  and  efficient  treatment, 
but  for  the  most  part,  according  to  the  patients’ 
statements,  the  treatment  consisted  mainly  of 
wiping  out  the  external  auditory  canal  with  a 
cotton  wound  applicator  or  merely  syringing  the 


ear  with  an  antiseptic  solution,  and  this  often 
at  very  irregular  intervals. 

This  matter  of  early  and  efficient  treatment  is 
the  most  important  pvoint  which  can  be  brought 
out  in  considering  the  establishment  of  a chronic 
otorrhea.  It  may  serve  to  impress  the  thought 
to  state  that  during  the  same  three-year  period 
covered  by  the  study  of  these  cases,  there  were 
at  a conservative  estimate,  between  seventy-five 
and  one  hundred  cases  of  acute  otitis  media  pre- 
sented at  the  Bureau  for  treatment.  This  in- 
cludes only  those  cases  seen  before  spontaneous 
rupture  of  the  membrana  tympani,  but  in  which 
incision  was  clearly  indicated.  The  incision  was 
made  to  provide  the  necessary  free  drainage 
from  the  middle-ear,  and  the  patients  were  then 
treated  daily  until  the  discharge  ceased.  But 
one  out  of  this  large  number  of  acute  cases 
became  chronic,  and  it  was  only  after  many 
weeks  of  the  most  careful  attention  that  the  dis- 
charge was  finally  and  definitely  arrested. 

Conditions  observed  at  time  of  examina- 
tion.— Mastoidectomy  had  been  performed  in 
22  cases — 11  simple  and  11  radical  operations, 
four  of  the  latter  having  been  done  after  previous 
simple  operations.  No  mastoid  surgery  had  been 
done  on  the  other  140  ears.  Presumably  the 
radical  operations  had  been  done  in  the  hope  of 
securing  a dry  ear.  If  such  was  the  case,  it  is 
interesting  to  note  that  the  average  length  of 
time  elapsing  from  time  of  operation  to  the  time 
of  our  examination  was  3.1  years.  In  those 
cases  having  had  the  simple  operation,  this  period 
of  time  averaged  4.2  years.  For  all  ears  in  this 
series,  the  average  time  since  discharge  had  first 
appeared  was  4.5  years. 

On  inspection,  all  ears  were  found  to  contain 
pus,  and  a notation  of  the  amount  was  made — 
large  in  21  ears,  moderate  in  79,  and  small  in  61. 

Odor  was  noted  as  distinctly  foul  in  75  and 
only  slight  in  79  ears.  In  the  majority  of  cases, 
the  offensive  odor  did  not  indicate  anything  more 
serious  than  a lack  of  cleanliness  of  the  canal 
and  middle-ear.  Usually  the  disagreeable  odor 
practically  disappeared  after  a few  daily  treat- 
ments. 

Perforations  of  the  membrana  tympani. 
— Perforations  varied  in  size  from  pin-point 
openings  to  complete  destruction.  As  to  size, 
they  were  roughly  classified  as  large  in  53  cases, 
medium  in  55,  small  in  42,  and  complete  destruc- 
tion in  9. 

The  cases  most  difficult  to  treat  were  those 
presenting  a small  or  medium-sized  perforation 
situated  in  the  anterior-superior  quadrant.  In 
but  a small  proportion  of  these  cases  was  it 
possible  to  arrest  the  discharge  by  any  kind  of 
conservative  treatment.  As  for  perforations  in 
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other  portions  of  the  drum  membrane,  whether 
they  were  marginal  or  central  appeared  to  bear 
little  or  no  relation  to  the  response  to  treatment 
of  the  existing  condition. 

Granulation  tissue  and  polypi. — Aside 
from  the  purulent  discharge  and  the  perforations, 
the  next  most  commonly  observed  pathology 
consisted  of  small  masses  of  granulation  tissue, 
either  at  the  margin  of  the  perforation  or  on  the 
inner  wall  of  the  tympanic  cavity.  Such  evi- 
dence of  chronicity  was  seen  in  73  ears.  Aural 
polyps  were  not  so  frequently  seen,  being  pres- 
ent in  but  22  ears.  They  were  usually  attached 
at  some  point  within  the  tympanic  cavity,  and 
protruded  through  the  p>erf oration.  Occasionally 
they  had  their  attachment  on  the  canal  wall. 

Subjective  Symptoms. — The  most  common- 
ly noted  subjective  symptoms  were  tinnitus 
aurium  in  64  cases,  vertigo  in  23,  pain  in  60, 
while  impairment  of  hearing  in  the  affected  ear 
was  present  in  some  degree  in  all  cases.  Tinni- 
tus aurium  was  found  to  be  a constant  disturb- 
ance in  a few  cases  only.  Vertigo  was  usually 
intermittent  and  its  appearance  was  associated 
with  certain  occupations  or  piositions  of  the  body. 
Pain  was  mentioned  as  of  rather  infrequent  oc- 
currence, of  short  duration,  and  seldom  severe. 

TREATMENT 

Under  this  heading,  consideration  will  first 
be  given  to  the  general  plan  of  treatment  which 
was  applicable  to  all  cases,  after  which  the  re- 
sults obtained  from  the  use  of  special  curative 
agents  or  germicides  will  be  briefly  noted. 

Frequency  of  treatment. — Experience  hav- 
ing led  to  the  conclusion  that  but  little  if  any 
progress  could  be  made  when  treating  chronic 
otorrhea  but  two  or  three  times  a week,  it  was 
arranged  that  the  cases  in  this  series  should  be 
treated  daily,  if  possible. 

Cleansing  the  Ear. — It  is  self-evident  that 
any  local  application  made  in  a middle-ear  filled 
with  pus  would  have  but  slight  chance  of  affect- 
ing the  underlying  tissue.  Therefore,  it  was 
considered  absolutely  essential  that  the  middle 
ear  and  external  auditory  canal  should  be  thor- 
oughly freed  from  pus,  cerumen,  cholesteatoma- 
tous  masses,  crusts,  etc.,  before  making  any 
curative  application.  This  cleansing  was  usually 
accomplished  by  wiping  dry  with  cotton  the  canal 
and  exposed  surface  of  the  membrana  tympani, 
and  the  tympanic  cavity  itself  when  the  perfora- 
tion was  of  sufficient  size  to  permit  this  being 
done.  Suction  was  then  applied  to  the  meatus 
of  the  canal,  using  from  five  to  ten  pounds  pres- 
sure. In  this  way,  any  pus  remaining  within  the 
middle  ear  was  withdrawn  into  the  canal,  where 
it  could  be  removed  with  the  cotton-wound  ap- 


plicator, or  by  the  application  of  suction,  this 
time  using  a small  canula,  the  tip  of  which  could 
be  inserted  directly  into  the  mass  of  pus.  The 
application  of  negative  pressure  was  applied  as 
many  times  as  necessary  to  secure  an  ear  tem- 
fiorarily  free  from  pus.  The  canal  and  exposed 
portion  of  the  tympanic  cavity  was  then  further 
cleansed  by  the  application  of  a solution  of  alco- 
hol and  boric  acid,  and  wiped  dry.  If  there  were 
no  visible  granulations  or  stumps  of  previously 
removed  polyps,  the  middle-ear  was  then  ready 
for  the  application  of  any  germicide  or  other 
curative  agent  chosen. 

When  granulation  tissue  is  present,  no  differ- 
ence how  small  the  amount,  it  must  be  removed 
before  arrest  of  pus  formation  can  be  secured. 
This  removal  was  accomplished  in  various  ways 
in  different  ears,  and  in  some  instances  only 
after  the  application  of  two  or  more  reducing 
agents  used  in  turn.  The  milder  applications 
used  were  alcohol  applied  directly  to  the  part, 
or  an  insufflation  of  alum  powder  sufficient  to 
cover  the  granulations.  If  these  measures  failed 
to  produce  the  desired  result,  stronger  applica- 
tions were  used — silver  nitrate  60%,  or  tri- 
chloracetic acid  25% — great  care  being  taken 
that  the  solution  came  in  contact  with  the  gran- 
ulations only.  The  time  required  to  remove  these 
masses  ranged  from  a few  days  to  several  weeks, 
depending  upon  their  size  and  location.  It  is 
not  to  be  supposed  that  the  tissue  surface  is 
healed  over  when  the  granular  mass  of  tissue  is 
removed.  It  often  required  three  or  four  weeks 
before  complete  epithelization  took  place  on  the 
site  of  the  removed  tissue.  This  process  could 
be  observed  during  the  further  treatment  by 
one  of  the  following  germicides,  each  of  which 
was  used  on  a series  of  cases. 

Special  Curative  Agents  Employed. — Four 
agents  were  arbitrarily  selected ; namely,  a col- 
loidal silver  preparation,  ultraviolet  rays,  zinc 
ionization,  and  mercurochrome — 220  soluble, 
each  of  which  was  to  be  used  on  a sufficient 
number  of  cases  to  permit  the  formation  of 
some  conclusion  as  to  their  relative  merits.  Time 
allows  but  the  briefest  comment  on  the  theory 
of  action  of  these  agencies,  the  main  purpose 
being  to  record  the  results  obtained  by  their  use. 

The  colloidal  silver  preparation  used  (arkase), 
possesses,  according  to  Mr.  J.  C.  Rhodes,^  chem- 
ist, certain  advantages  over  silver  nitrate.  The 
latter  is  an  efficient  germicide  when  it  comes 
in  contact  with  the  germ,  but  when  applied  to  a 
mucous  membrane  immediately  coagulates  the 
proteins  on  the  surface  and  fails  to  penetrate  to 
the  deeper  layers  where  other  bacteria  may  be 
found.  He  states  that  animal  experimentation 
has  demonstrated  the  fact  that  colloidal  silver 
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does  penetrate  the  tissue,  thus  bringing  its 
gfermicidal  effect  in  contact  with  the  hidden 

o 

organisms. 

After  the  preliminary  prejiaration  of  the  ear 
as  above  described,  arkase  was  applied  by  drop- 
ping three  or  four  drops  into  the  canal  of  the 
ear  while  the  head  rested  on  the  opposite  side. 
This  permitted  the  solution  to  flow  into  the 
middle-ear  cavity  and  come  in  contact  with  all 
exposed  surface.  The  canal  was  then  closed 
with  a plug  of  cotton  to  prevent  the  outflow  of 
the  solution  and  to  prevent  dust  and  other  extra- 
neous matter  from  reaching  the  diseased  area. 

Seventy  ears  were  treated,  and  the  discharge 
was  arrested  in  forty.  In  fourteen  other 
cases,  the  condition  was  improved,  while  in  six- 
teen no  improvement  was  noted.  The  percentage 
of  dry  ears  obtained  was  57.1.  The  average 
number  of  applications  of  arkase  in  the  arrested 
cases  was  9.3. 

Application  of  the  ultraviolet  ray  was  made 
with  the  Kromayer  lamp,  under  the  direction 
of  Dr.  R.  J.  Henderson,  head  of  the  physiother- 
apy department.  The  ear  having  been  cleansed 
and  dried,  the  quartz  pencil  attachment  was  in- 
serted into  the  canal,  and  the  tissue  exposed  to 
the  light  for  one  minute  at  the  first  treatment. 
The  time  of  exposure  at  subsequent  treatments 
was  gradually  increased  to  ten  minutes.  The 
light  was  used  in  29  cases.  Seventeen  or  58.6% 
were  dry  after  an  average  of  9 applications. 
Ten  cases  were  improved,  while  two  were  not. 

Zinc  ionization  was  also  directed  by  Dr.  Hen- 
derson, who  followed  the  methods  of  application 
as  described  by  Friel,^  Wells,®  and  others.  A 
solution  was  prepared  consisting  of  zinc  sulphate, 
5 grams,  and  glycerin,  57  c.c.,  in  1,000  c.c  of 
water.  After  the  necessary  preliminary  cleans- 
ing and  drying,  the  head  was  placed  on  the  side, 
the  ear  to  be  treated  being  uppermost.  The 
canal  was  then  filled  with  equal  parts  of  the  zinc 
solution  and  warm  water,  added  at  the  moment 
of  using.  Air  bubbles  were  removed  by  aspira- 
tion. Through  a hard  rubber  speculum  or  canula 
placed  in  the  canal,  an  electrode  consisting  of  a 
zinc  wire  was  introduced  into  the  fluid  and 
connected  with  the  positive  terminal.  The  in- 
different electrode,  connected  with  the  negative 
terminal,  was  kept  moist  with  a warm  saline 
solution  and  held  in  the  hand.  A current  of 
two  or  three  amperes  was  allowed  to  come  on 
slowly  and  continued  for  ten  minutes,  then 
turned  off  slowly  in  order  to  prevent  vertigo. 

In  our  hands,  the  results  from  this  treatment 
were  not  so  favorable  as  those  reported  by 
others.  We  treated  19  ears  by  this  method,  and 
secured  but  5 dry  ears,  or  26.3%.  Ten  ears 
showed  improvement,  and  four  were  not  bene- 


fited. It  was  felt  that  the  results  did  not  justify 
continuance  of  this  line  of  treatment  on  a larger 
number  of  cases. 

Mercurochrome — 220  soluble  appears  to  have 
been  first  used  as  a germicidal  agent  in  treating 
the  genito-urinary  tract.  Dr.  H.  H.  Young,  his 
associates,  and  others,  including  general  surg- 
eons, having  reported  favorably  on  the  effective- 
ness of  this  preparation  as  an  antiseptic,  it  was 
decided  to  test  its  value  in  chronic  otorrhea. 
Mercurochrome  was  used  in  a series  of  45  ears. 
As  in  all  cases,  the  ear  was  thoroughly  cleansed 
and  dried,  after  which  a few  drops  of  a solution 
consisting  of  5%  mercurochrome  in  50%  alcohol 
was  dropped  into  the  canal  and  middle-ear,  the 
head  resting  on  the  side.  The  canal  was  tightly 
plugged  with  cotton  to  prevent  the  outflow  of 
the  solution,  which  stains  the  skin.  Of  the  45 
ears  treated,  23,  or  51.1%  became  dry  after  an 
average  of  6.5  applications.  Sixteen  cases  were 
recorded  as  improved ; six  were  not. 

By  the  various  agencies  and  methods  of  treat- 
ment employed,  80  definitely  dry  ears  were  se- 
cured in  the  whole  series  of  162. 


table  I 


Showing  number  of  cases  treated  with  each  of  the  four  ger- 
micidal agents  used  and  the  results  obtained. 


It  may  be  asked  if  these  ears  will  remain  dry. 
Not  all  of  them  have.  There  have  been  recur- 
rences in  each  of  the  four  treatment  groups. 
From  the  standpoint  of  recurrence,  the  results 
obtained  from  the  use  of  mercurochrome  ap- 
peared to  be  most  lasting,  there  being  but  three 
recurrences  in  the  23  ears  dried. 

There  is  no  doubt  that  the  ear  which  has 
suffered  a long-continued  discharge  is  more  su- 
sceptible to  infection  than  one  which  has  never 
been  infected  at  all.  On  the  other  hand,  it  is 
observed  that  in  most  cases,  if  the  same  careful 
attention  is  given  to  a recurrent  discharge,  it  is 
usually  arrested  after  a few  treatments,  and  the 
tendency  is  for  recurrences  in  a given  ear  to  be- 
come fewer  and  finally  to  cease  altogether. 

Attention  is  called  to  the  results  obtained  in 
those  cases  in  which  a mastoid  operation  had 
been  performed  previous  to  the  time  of  our  first 
examination. 
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Of  the  11  cases  of  simple  mastoidectomy,  6 
dry  ears  were  obtained  after  an  average  number 
of  20.6  treatments  of  any  description.  There 
were  two  recurrences  in  these  6 dried  ears. 

There  were  also  11  cases  in  which  the  radical 
mastoid  operation  had  been  done.  In  these 
cases,  the  average  time  from  operation  to  begin- 
ning of  our  treatment,  as  stated  above,  was  3.1 
years ; which  shows  that  doing  a radical  opera- 
tion does  not  necessarily  mean  that  a dry  ear 
will  be  the  prompt  result  in  every  case.  But  at 
the  same  time,  it  is  recognized  that  the  inherent 
danger  in  a given  case  may  be  greatly  lessened 
by  the  operation,  even  though  the  otorrhea  con- 
tinues indefinitely.  After  an  average  of  41  treat- 
ments for  each  of  these  radical  cases,  we  were 
able  to  record  but  three  ears  dried,  and  recur- 
rence took  place  in  one  of  these. 


table  II 


Oj 

w 

'6 

V 

a 
^ 5 
qS 

4A 

O 

®'S 

Yrs. 

Deration. 

T’reat’s 

ested 

a 

0} 
fci  s 

Operation. 

d® 

. M . 

^5  W) 

o 

CO 

S 

as 

ca’g 

H 

e 

. O 

>35 

- « 

cO 

2 

o 

< 

< 

'iC 

11 

6 

5 

4.2 

20.6 

2 

11 

3 

S 

3.1 

41 

1 

Showing  results  of  treatment  in  those  cases  in  which  a mas- 
toid operation,  either  simple  or  radical,  had  been  performed 
previous  to  our  first  examination. 


What  is  to  be  done  with  those  cases  in  which 
conservative  treatment  has  failed  to  arrest  the 
discharge  ? 

In  some  instances  it  has  been  felt  that  a 
favorable  result  might  eventually  be  obtained  by 
continuing  the  same  general  plan  of  treatment. 
There  can  be  no  definite  rule  of  guidance. 

When  the  otorrhea  does  not  yield  to  such  con- 
servative treatment  as  has  been  described,  it  is 
likely  that  the  failure  is  due  to  the  fact  that  all 
the  diseased  area  has  not  been  reached.  The 
radical  mastoid  operation  then  becomes  the  prac- 
tical method  of  reaching  and  removing  the  gran- 
ulations or  other  diseased  tissue.  The  radical 
operation  has  already  been  done  in  some  of  the 
cases  herein  reported,  has  been  refused  in  some 
instances,  and  doubtless  will  be  done  in  other 
cases  in  the  future.  The  results  obtained  in 
such  operated  cases  will  be  the  subject  of  further 
study  and  report. 

Based  on  the  observations  and  study  connected 
with  this  series  of  cases  the  following  conclu- 
sions are  noted : 

CONCLUSIONS 

1.  More  than  95%  of  all  cases  of  chronic 
otorrhea  have  become  so  through  neglect  or  im- 
proper attention  given  during  the  early  acute 
middle-ear  inflammation. 


2.  Chronic  otorrhea  cannot  be  arrested  while 
granulation  tissue  or  polyps  are  present  in  the 
middle  ear  or  adjacent  areas. 

3.  It  is  possible  to  bring  about  arrest  of  the 
otorrhea  by  conservative  methods  of  treatment 
in  from  50%  to  60%  of  all  cases. 

4.  The  particular  germicide  used  makes  but 
little  difference  in  the  final  results  obtained,  the 
essential  curative  factor  being  thoroughness  and 
frequency  of  treatment. 

5.  While  the  radical  mastoid  operation  may  be 
clearly  indicated,  an  early  arrest  of  the  otorrhea 
does  not  necessarily  follow  its  performance. 

The  Lenox,  13th  and  Spruce  Streets. 
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ABSTRACT  OF  DISCUSSION 

George  W.  Mackenzie,  M.D.  (Philadelphia,  Pa.)  : 
At  the  Ninth  International  Congress  in  1912,  Nagle  re- 
ported a cure  by  vaccine  therapy  in  over  50  out  of  61 
cases  of  chronic  middle-ear  suppuration;  Yankauer  re- 
ported more  than  50%  of  cures  following  curettage  of 
the  eustachian  tube  after  his  method ; and  Heath,  of 
England,  reported  a remarkable  number  of  cures  by 
operation  upon  the  mastoid  after  his  modified  radical 
method. 

Not  every  case  of  middle-ear  suppuration  should  be 
treated  conservatively;  for  instance,  a cholesteatoma. 
This  type  is  operative  from  the  moment  diagnosis  is 
made.  Attacks  of  vertigo  of  the  typical  vestibular  type 
should  not  be  treated  conservatively;  nor  should  cases 
of  persistent  headache,  when  other  causes  have  been 
ruled  out.  Cases  should  be  studied  from  all  angles, 
and  the  form  of  treatment  suited  to  the  findings.  This 
calls  for  a most  exhaustive  examination,  not  only  from 
the  aural  standpoint,  but  from  every  other.  It  is  neces- 
sary to  know  whether  a dyscrasia  is  present,  such  as 
syphilis,  tuberculosis,  or  diabetes.  Every  patient  with 
a chronic  ailment  should  have  a Wassermann  test,  and 
even  though  this  is  negative,  it  may  not  always  be  re- 
lied upon.  In  cases  where  the  local  findings  suggest 
diabetes,  the  blood  sugar  should  be  tested  as  well  as 
the  urine. 

Treatment  for  the  dyscrasia  is  as  necessary  as  treat- 
ment for  the  local  condition,  for  the  latter  may  not  clear 
up  until  the  former  is  subdued.  In  a case  operated 
upon  by  Dr.  Shemeley  because  of  symptoms  character- 
istic of  thrombosis,  the  Wassermann  was  found  to  be 
mildly  positive.  The  patient  was  put  on  antiluetic  treat- 
ment, and  the  mastoid  condition  disappeared. 

George  M.  Coates,  M.D.  (Philadelphia,  Pa.)  : Dr. 
Wagers  was  fortunate  to  have  had  a large  series  of 
cases  that  he  could  treat  regularly,  for  his  remarks  in 
regard  to  the  various  reagents  indicate  that  much  of  the 
improvement  was  due  to  the  thoroughness  with  which 
the  ears  were  cleansed  and  kept  clean. 

Adequate  drainage  of  the  middle  ear  is  always  a pre- 
requisite to  medical  treatment,  so  that  in  many  cases  it 
would  seem  wise  to  make  a larger  opening  in  the  drum, 
so  that  the  mucosa  of  the  middle  ear  may  be  reached 
better.  At  the  American  Otological  Society  this  year. 
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Thomas  Hubbard  of  Toledo  advocated  the  use  of  pure 
ether  in  the  ear,  maintaining  that  it  penetrates  more 
easily  than  any  other  reagent.  I have  used  it  in  a 
small  series  of  cases,  and  my  results  have  been  very 
good,  but  the  number  is  not  yet  large  enough  to  justify 
any  definite  conclusions. 

S.  MacCuen  Smith,  M.D.  (Philadelphia,  Pa.)  : It 
is  unfortunate  that  in  civil  life  it  is  impossible  to  secure 
patients  for  daily  and  long-continued  treatments,  for  as 
soon  as  they  begin  to  improve  they  are  apt  to  become 
lax  in  attendance  and  finally  drop  out  of  sight  entirely. 
Dr.  Wagers’s  large  percentage  of  cures  was  doubtless 
due  to  his  perseverance  in  treatment.  When  the  pa- 
thology is  confined  to  tlie  mucosal  lining  of  the  tym- 
panic cavity  and  there  is  no  bone  involvement  there  is 
also  greater  probability  of  a cure. 

In  otolcfgy,  as  well  as  in  other  branches,  prevention  is 
always  better  than  cure.  Furthermore,  practically  all 
cases  of  chronic  otorrhea  are  the  result  of  negligence 
or  inefficient  treatment  of  the  initial  lesion.  An  early 
and  ample  myringotomy,  followed  by  suction,  is  the 
best  means  of  preventing  the  development  of  the  lesion 
under  consideration.  This  should  be  followed  by  rather 
frequent  irrigation  with  an  antiseptic  solution  if  the 
discharge  is  profuse,  or  the  introduction  of  a drain 
saturated  with  a 1-1,000  acriflavine  (neutral)  solution, 
repeated  once  or  twice  daily  until  improvement  is  noted. 

Because  of  the  fear  that  incising  the  membrana 
tympani  will  interfere  with  hearing  or  that  the  drum- 
head may  fail  to  unite  again,  a puncture  is  frequently 
made  instead.  This  does  not  provide  for  the  necessary 
drainage,  and  besides,  a free  incision  will  close  without 
leaving  the  slightest  semblance  of  a scar.  When  the 
membrane  is  allowed  to  rupture  spontaneously,  the 
edges  of  the  wound  are  ragged,  widely  separated,  slow 
to  coaptate,  possibly  resulting  in  a permanent  opening 
and  chronic  otorrhea.  Hence,  everything  is  to  be  gained 
by  early  myringotomy,  and  much  to  be  lost  by  waiting 
for  a spontaneous  rupture. 

In  old  chronic  cases,  the  mastoid  cells  being  destroyed, 
the  resultant  cavity  becomes  filled  with  granulation  tis- 
sue and  other  inflammatory  debris,  and  this,  after  pass- 
ing through  certain  histologic  changes,  becomes  hard, 
ivorylike  bone,  many  times  leaving  nothing  but  the 
antrum,  and  even  the  caliber  of  the  latter  may  be  some- 
what encroached  upon.  Cases  of  this  type  will  not  re- 
cover through  tympanic  treatment,  and  unquestionably 
must  be  operated  upon  if  the  possibility  of  intracranial 
complications  is  to  be  removed.  The  inflammatory 
process  will  follow  the  line  of  least  resistance,  and  the 
new  bone  formation  would  definitely  resist  external 
erosion,  the  result  being  that  the  interior  of  the  skull 
would  be  invaded,  forming  one  of  the  serious  otitic 
intracranial  complications.  I have  just  had  two  cases 
of  brain  abscess,  one  involving  the  temporal  lobe  and 
the  other  the  cerebellar,  as  the  result  of  a process  simi- 
lar to  the  one  outlined. 

Dr.  Wagers  (in  closing)  ; Out  of  eleven  cases  in 
which  a radical  mastoid  operation  had  been  performed 
previous  to  our  first  examination,  we  have  secured  but 
three  dry  ears.  The  reason  for  failure  to  secure  dry 
ears  after  operation  is  probably  that  the  intensive  and 
persistent  after-treatment  which  the  condition  demands 
is  not  done.  Operation  alone  cannot  be  relied  upon  to 
bring  about  prompt  cessation  of  the  discharge. 


The  State  Commissioner  of  Health  of  Illinois  has 
established  a correspondence  course  for  prospective 
mothers,  which  includes  instruction  in  infant  and  child 
hygiene. 


CHRONIC  BRONCHITIS* 

THOMAS  T.  SHEPPARD,  M.D. 

PITTSBURGH,  PA. 

The  diagnosis  of  chronic  bronchitis  is  one  of 
the  most  frequent  made,  particularly  among 
adult  patients,  and  is  usually  founded  on  a his- 
tory of  more  or  less  chronic  cough,  expectora- 
tion, dyspnea,  and  the  physical  signs  of  bron- 
chial irritation,  which  may  or  may  not  be  accom- 
panied by  emphysema,  depending  on  the  length 
of  time  during  which  the  condition  has  existed. 

It  is  the  aim  of  this  paper  to  emphasize  the 
fact  that  chronic  bronchitis  accompanies  many 
conditions,  some  of  which  are  of  a dangerous 
nature ; that  chronic  bronchitis  per  se  is  not  a 
common  failing;  and  that  where  a long-standing- 
bronchial  irritation  is  found,  an  exhaustive 
search  should  be  made  of  the  whole  body  to  de- 
termine whether  the  bronchial  tree  is  primarily 
at  fault  or  whether  the  fundamental  defect, 
which  may  be  more  or  less  grave,  lies  elsewhere. 

For  the  sake  of  discussion,  the  cases  may  be 
divided  into  a primary  group,  or  those  in  which 
the  initial  involvement  is  the  bronchial  mucosa, 
and  a secondary  group,  in  which  the  primary 
source  of  trouble  lies  outside  the  bronchi,  with 
a secondary  involvement  of  these  structures.  In 
the  first  or  primary  group,  will  fall  those  cases 
in  which  there  is  a constant  irritation,  due  to  the 
environment  of  the  individual,  such  as  in  the 
trades  where  smoke,  dust,  gases,  chemicals,  and 
metal  particles  are  inhaled.  Glass  blowers  and 
musicians  playing  wind  instruments  are  also  sub- 
ject to  chronic  bronchitis,  due  probably  to  the 
continuous  forceful  distention  of  the  lungs,  with 
subsequent  loss  of  elasticity  of  the  tissues  and 
secondary  infection.  The  above  constitute  prob- 
ably the  largest  number  of  cases  of  primary 
bronchitis.  It  must,  however,  be  admitted  that 
the  condition  will  be  found  where  no  cause  can 
be  considered  other  than  repeated  attacks  of 
acute  bronchitis. 

In  the  secondary  group  fall  a large  variety  of 
causes ; measles,  whooping  cough,  influenza, 
pneumonia,  typhoid  fever,  scarlet  fever,  and 
malaria  may  all  be  followed  by  chronic  bron- 
chitis. Rickets  may  be  a factor.  Search  should 
be  made  in  the  upper  air  passages  for  chronic 
sinus  infections,  adenoids,  tonsillar  disease,  or 
new  growths  which  are  secondarly  irritating  the 
bronchi.  Trachial  stenosis  from  some  cause  may 
rarely  be  found.  Lung  diseases,  such  as  tuber- 
culosis, bronchiectasis,  lung  tumors,  and  occa- 
sionally syphilis  may  have  an  accompanying  in- 
volvement of  the  bronchial  tree.  Long-standing 

*Read  before  the  Section  on  Medicine  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  Reading  Session,  October  9,  1924. 
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disease  of  the  pleura  will  also  usually  show  this 
trouble.  Mediastinal  growths  and  displacement 
can  be  a cause  of  the  condition.  Chronic  disease 
of  the  cardiorenal-vascular  system  is  a very  fre- 
quent finding,  causing  a poor  lung  circulation, 
with  subsequent  trouble  referred  to  the  bronchi. 
This  type  is  very  commonly  seen  in  the  so-called 
“winter  cough,”  where  the  peripheral  vessels  are 
contracted,  due  to  the  cold,  with  a resulting 
strain  on  an  already  feeble  circulation,  giving  a 
more  or  less  stagnant  condition  of  the  blood 
stream  in  the  lungs.  Thyroid  disease  is  also  ac- 
companied at  times  by  a cough  which  ends  in  a 
chronic  bronchial  catarrh.  Another  type  is  that 
due  to  some  form  of  protein  intoxication  or  an 
anaphylactic  state,  possibly  with  a secondary  in- 
fection giving  the  chronicity.  Among  this  num- 
ber fall  those  who  have  asthma,  hay  fever,  and 
various  forms  of  food  intoxication.  Gout  and 
chronic  alcoholism  must  also  be  mentioned.  I 
have  in  mind  one  patient  affected  with  a chronic 
urticaria,  who,  when  the  skin  eruption  breaks 
out,  begins  to  cough  and  continues  until  the  at- 
tack is  over,  and  I have  no  doubt  that  the  ana- 
phylactic state  produces  in  the  lung  mucosa 
some  condition  analogous  or  closely  related  to 
the  skin  eruption. 

As  to  the  pathology,  little  need  be  said.  Prob- 
ably it  first  starts  out  as  an  acute  inflammatory 
condition,  slowly  passing  on  to  the  chronic  stage, 
with  the  end  result  being  hypertrophy  in  some 
parts  of  the  mucous  membrane,  and  atrophy  in 
others.  Dilatation  of  the  medium  and  smaller 
bronchi  is  frequent,  with  emphysema  becoming 
more  marked  as  the  disease  continues.  The 
symptoms  complained  of  are  usually  cough, 
sometimes  productive  and  sometimes  not,  with 
dyspnea  on  exertion.  The  cough  is  quite  vari- 
able, usually  being  more  noticeable  in  the  cold 
months,  and  may  be  periodic  in  relation  to  the 
hour  of  the  day,  sometimes  more  severe  in  the 
night  or  after  waking  from  sleep.  There  usu- 
ally is  sputum  of  a mucopurulent  character,  but 
some  cases  have  little  or  none.  In  the  majority 
of  cases  there  is  no  pain  nor  fever. 

Physical  signs  vary  in  individuals,  but  in  the 
ordinary  case,  the  chest  is  found  to  be  barrel 
shaped  and  rather  fixed,  with  little  or  no  lateral 
expansion.  The  heart  apex  is  usually  not  seen, 
due  to  overlapping  by  emphysematous  lung  tis- 
sue. Vocal  fremitus  is  either  normal  or  de- 
creased, and  there  may  be  areas  of  fremitus  due 
to  rhonchi.  The  percussion  note  is  either  not 
changed  or  hyperresonant,  depending  on  the 
degree  of  emphysema,  and  if  the  secretion  is 
profuse,  there  is  slight  dullness  at  the  bases, 
fl'he  ausculatory  sounds  depend  to  a large  extent 
on  the  amount  of  secretion  and  emphysema 


present.  There  is  usually  a depressing  of  the 
breath  sounds  with  a prolonged  expiratory 
phase,  and  where  there  is  much  secretion,  the 
chest  is  filled  with  mixed  rales,  most  marked  and 
constant  at  the  bases.  The  voice  sounds  either 
come  through  normally  or  are  diminished. 

Diagnosis  is  not  difficult,  but  it  is  of  much 
importance  to  remember  that  the  condition  is 
usually  a secondary  one,  and  here  the  problem 
becomes  more  complicated,  and  it  should  be 
borne  in  mind  that  the  bronchitis  may  be  only 
one  manifestation  of  a condition  more  or  less 
grave. 

Treatment  of  chronic  bronchitis  is  at  times  a 
severe  strain  on  the  ability  of  the  practitioner, 
since  it  may  go  on  in  spite  of  treatment,  only  to 
clear  up  as  the  weather  changes.  The  patient 
should  be  thoroughly  surveyed  to  discover  any 
condition  predisposing  to  the  lung  disease,  and 
a routine  treatment  laid  out  for  this.  Therapy 
of  the  various  diseases  which  are  accompanied 
by  chronic  bronchitis  falls  outside  this  paper, 
but  it  may  be  remarked  in  passing  that  cure  or 
improvement  of  the  underlying  condition  may 
entirely  clear  up  or  moderate  the  bronchitis.  In 
cases  where  occupation  seems  to  be  the  irritating 
factor,  change  of  work  brings  about  great  relief, 
and  if  the  irritation  is  not  of  too  long  standing, 
may  result  in  complete  cecession  of  the  symp- 
toms. With  young  persons,  when  it  is  felt  that 
some  focus  of  infection  in  the  upper  respiratory 
tract  is  keeping  up  the  condition,  surgical  treat- 
ment, where  remedial,  should  be  advised. 
Among  older  patients,  surgical  interference  is 
often  very  unsatisfactory.  Individuals  with 
chronic  catarrh  of  the  bronchi  do  better  in  an 
even,  warm,  moist  climate,  either  produced  by  a 
change  of  environment,  where  the  patient  can 
afford  such,  or  artificially  induced  in  a warm 
room  where  pans  of  water  are  allowed  to  evapn 
orate.  Some  people  like  this  water  to  be  medi- 
cated with  one  of  the  soothing,  volatile  oils. 
Rapid  changes  of  temperature  are  not  advisable, 
particularly  toward  the  cold  side,  as  the  cool  or 
cold  air  irritates  the  respiratory  passages  and 
starts  up  coughing. 

One  of  the  most  pernicious  sources  of  respira- 
tory-tract irritation  is  the  open  gas  or  coal  stove 
in  a room  which  has  no  source  of  moisture  to 
draw  from  and  has  not  a free  circulation  of  air. 
The  atmosphere  in  such  a room  becomes  very 
dry,  with  a decrease  in  the  oxygen  and  an  in- 
crease in  the  carbon-monoxid  content,  which 
produces  a very  undesirable  environment,  even 
for  a well  person,  to  say  nothing  of  one  who  has 
any  disturbance  of  the  respiratory  system.  For 
long-standing  cases,  with  expectoration,  relief  at 
times  may  be  had  by  culturing  the  sputum,  and 
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making  up  a vaccine  from  the  predominating 
organism  or  organisms. 

Drug  treatment  consists  principally  in  the  ad- 
ministration of  sedatives  to  check  the  cough  and 
expectorants  where  the  cough  is  irritating  and 
nonproductive.  Each  practitioner  has  his  own 
favorite  cough  syrup,  which  is  probably  as  good 
as  any  other,  the  most  common  opiates  used  be- 
ing codein  and  heroin.  Personally,  I prefer 
codein,  as  it  has  less  potential  viciousness  than 
heroin,  although  some  claim  that  heroin  is  su- 
perior to  codein  for  checking  the  cough  reflex. 
Morphin  should  not  be  used  except  where  there 
is  a great  amount  of  emphysema  and  dyspnea, 
and  then  only  when  all  other  drugs  have  failed 
to  give  the  patient  some  rest.  Opium  and  de- 
rivatives seem  to  be  better  borne  by  old  patients 
than  by  younger  ones.  Sodium  iodid,  where  it 
is  well  borne,  seems  to  be  of  some  value  in  help- 
ing sweep  away  the  chronic  inflammation  and 
make  the  sputum  thin  and  more  easily  brought 
up.  Some  patients  seem  to  have  plenty  of  secre- 
tion from  the  bronchial  mucosa,  but  are  unable 
to  cough  it  up,  and  for  these,  strychnin  is  a help. 
Personally,  I have  little  faith  in  the  so-called 
respiratory  disinfections.  The  inhalation  of 
chlorinated  air,  which  has  lately  been  introduced, 
may,  however,  be  of  some  real  value  in  helping 
to  clear  up  secondary  infection.  My  own  expe- 
rience with  the  method  has  been  so  limited,  that 
I am  unable  to  say  just  what  the  real  value  of 
the  procedure  is.  For  the  rest,  the  general  hy- 
giene of  the  patient  should  be  looked  after,  par- 
ticularly the  intestinal  tract.  Diet  has  very  little 
bearing  on  the  disease,  except  in  so  far  as  it  may 
have  to  do  with  some  underlying  condition  or 
with  constipation. 

ABSTRACT  OF  DISCUSSION 

Howard  G.  SchlEiter,  M.D.  (Pittsburgh,  Pa.)  : 
A diagnosis  of  chronic  bronchitis  should  not  be  made 
until  possible  causes  in  other  parts  of  the  body  have 
been  eliminated.  However,  in  many  people,  the  bronchi 
are  a site  of  lessened  resistance,  and  are,  therefore, 
particularly  susceptible  to  irritation  and  infection.  In 
many  such  individuals,  even  when  contributory  causes 
have  been  removed,  the  bronchitis  still  persists. 

The  removal  of  foci  of  infection  is  more  likely  to  be 
followed  by  a permanent  cure  in  children  than  in  adults. 
In  the  latter,  one  must  be  satisfied  with  hygienic  and 
symptomatic  treatment.  Warm,  moist  air  is  best  for 
these  patients,  and  a change  to  a warm  climate 
is  best  of  all,  when  practicable.  Alcohol  should  not  be 
used,  as  it  is  eliminated  to  a large  extent  through  the 
respiratory  tract  and  is  a cause  of  irritation  in  long- 
standing cases.  In  the  obese,  much  benefit  may  be  ob- 
tained by  a reduction  in  diet.  lodids  are  valuable. 
Where  there  is  no  contraindication  to  their  use,  such  as 
a caseous  tuberculous  focus,  they  should  be  adminis- 
tered to  the  limit  of  the  patient’s  tolerance. 

Like  Dr.  Sheppard,  I have  had  no  opportunity  so  far 
to  use  chlorin,  but  from  what  I have  heard,  I should 


judge  that  it  is  calculated  to  affect  chiefly  those  organ- 
isms which  are  superficially  located  in  the  mucous 
membrane.  Consequently  it  is  not  likely  to  affect  deep- 
seated  changes  which  have  already  taken  place  in  the 
lung  structure. 


SPOROTRICHOSIS 

REPORT  OF  A CASE  FROM 
PENNSYLVANIA*! 

FRANK  C.  KNOWLES,  M.D. 

EDWARD  F.  CORSON,  M.D. 

AND 

HENRY  B.  DECKER,  M.D. 

PHILADELPHIA,  PA. 

The  first  case  of  sporotrichosis  came  under 
the  observation  of  Finney  and  Schenck  in  Bal- 
timore, in  1896,  and  the  latter  isolated  a fungus 
from  the  lesions  by  culture.  This  fungus  was 
classified  by  E.  F.  Smith  as  of  the  genus  Sporo- 
trichum.  The  findings  in  this  case  were  pub- 
lished in  1898. 

In  1903,  de  Beurmann  and  Raymond  recog- 
nized the  first  case  of  sporotrichosis  in  France, 
and  the  organism  isolated  was  studied  by  Matru- 
chot  and  Raymond.  In  1905,  these  investigators 
named  the  fungus  the  Sporotrichum  heurmanni. 

R.  L.  Sutton  of  Missouri,  and  Trimble  and 
Shaw,  of  Kansas,  are  given  credit  for  the  local 
interest  aroused  in  this  disease,  which  resulted 
in  the  recording  of  39  cases,  21  of  them  proved 
by  culture,  in  their  section  of  the  country,  from 
1910  to  1912. 

The  thorough  investigations  of  de  Beurmann 
and  Gougerot,  were  responsible  for  the  hun- 
dreds of  cases  recorded  in  France,  and  to  them 
we  owe  most  of  our  knowledge  of  the  disease. 

Sporotrichosis  is  of  world-wide  distribution, 
having  been  reported  as  present  in  Europe,  the 
Americas,  Asia,  and  Oceanica. 

In  May,  1915,  Meyer  tabulated  82  cases  re- 
ported in  the  United  States,  50  of  which  were 
diagnosed  by  culture  tests. 

Foerster  has  made  a valuable  contribution  to 
this  subject  during  the  present  year,  and  his  sta- 
tistics will  be  largely  used  in  the  present  con- 
tribution. 

There  have  been  125  cases  of  sporotrichosis 
reported  in  the  United  States,  in  66  of  which 
the  causal  organism  was  isolated;  94  of  these 
occurred  in  the  Middle  West.  Very  few  cases 
have  been  recorded  in  the  Eastern  United  States, 
England,  and  Germany. 

The  occupation  of  70  adults  was  mentioned, 
there  were  20  farmers  and  farm  laborers,  16  in- 
dustrial workers,  18  housewives  and  servants, 

*From  the  Dermatological  Department  of  the  Jefferson  Medi- 
cal College. 

tRead  before  the  College  of  Physicians  of  Philadelphia,  No- 
vember 5,  1924. 
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Fig.  1.  Sporotrichosis,  May  14,  1924,  before  starting 
treatment. 


5 gardeners,  3 florists,  2 clerks,  and  1 each  of 
the  following:  soldier,  sailor,  merchant,  teacher, 
and  shop  superintendent. 

The  average  age  of  100  cases  was  twenty- 
nine  years ; 71  having  occurred  between  the 
ages  of  sixteen  and  flfty.  The  oldest  was 
seventy-seven  years,  the  youngest  sixteen 
months ; 20  were  children.  There  were  67 
males  and  33  females. 

The  site  of  the  primary  lesion  was  given  in 
109  cases  as  follows : thumb,  9 ; index  finger, 
13;  other  fingers,  11;  back  of  the  hand,  17; 
hand,  8 ; palm,  4 ; wrist,  10 ; forearm,  10 ; arm, 
2 ; elbow,  3 ; shoulder,  2 ; neck,  2 ; cheek,  1 ; 
toe,  2;  leg,  9;  eyelid,  5.  Skin  injuries  were 
mentioned  as  predisposing  factors  in  43  cases. 
The  location  of  the  primary  lesion  was  on  the 
hand  or  finger,  most  frequently  the  right,  in  62 
cases  and  on  some  part  of  the  upper  extremity 
in  90  out  of  109  cases. 

Gougerot  recognizes  the  following  clinical 
varieties : ( 1 ) multiple  disseminated  subcutane- 
ous gummous  sporotrichosis,  (2)  multiple  ulcer- 
ating gummous  sporotrichosis,  (3)  localized 
lymphangitic  sporotrichosis,  (4)  sporotrichosis 
dermique,  (5)  sporotrichosis  epidermique,  (6) 
extracutaneous  sporotrichosis. 

The  first  variety,  multiple  disseminated  sub- 
cutaneous gummous  sporotrichosis,  is  the  type 
most  frequently  observed  in  France. 

The  third  variety,  localized  lymphangitic 
sporotrichosis,  is  the  predominating  type  ob- 
served in  this  country.  It  is  the  variety  most 
commonly  met  with  and  described  in  American 


Fig.  2.  After  eight  weeks  of  treatment. 


literature.  The  first  manifestation  is  the  initial 
lesion,  or  sporotrichotic  chancre,  occurring  at 
the  site  of  inoculation,  where  there  is  usually  a 
break  in  the  skin  due  to  injury.  A frequent  site 
is  the  index  finger,  thumb  or  back  of  the  hand. 
This  lesion  is  sometimes  a simple  ulcer,  an  acne- 
form  pustule,  an  abscess,  a gumma,  or  fre- 
quently a vegetative  plaque,  becoming  verrucous 
and  having  the  appearance  of  a verrucous  tuber- 
culosis. Rarely,  it  is  the  only  lesion  present. 
Usually,  after  a variable  period  of  a few  days 
to  several  weeks,  multiple  subcutaneous  gum- 
mata  appear  along  the  course  of  lymphatic  drain- 
age from  the  site  of  inoculation,  and  with  these 
there  is  also  frequently  an  ascending  lymphan- 
gitis, resulting  in  a palpable,  painless,  cordlike 


Fig.  3.  Hanging  drop  preparation  of  Sporothrix. 


thickening  of  the  lymphatic  vessels,  which  is 
sometimes  very  pronounced.  The  gummata  usu- 
ally behave  in  a manner  siinilar  to  the  lesions  in 
the  first  variety  of  the  disease,  but  frequently 
ulcerate  spontaneously  or  after  incision,  with  the 
development  of  polymorphous  lesions  such  as 
have  just  been  described. 

The  regional  lymph  nodes  may  enlarge,  be- 
come indurated,  and  occasionally  suppurative. 
A pure  culture  of  sporothrix  has  been  obtained 
from  a suppurative  gland.  The  lymphatic  va- 
riety remains  a localized  cutaneous  and  subcu- 
taneous process,  very  rarely  becoming  dissemi- 
nated through  the  blood-vascular  system  to  other 
parts  of  the  body.  The  initial  lesion  may  have 
healed,  the  disease  showing  only  the  localized 
gummous  lymphangitis,  or  there  may  be  no 
lymphangitis  and  the  site  of  inoculation  may 
show  the  only  manifestation  of  the  disease. 

The  diagnosis  is  based  on  the  aspect  of  the 
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chancre,  which  at  one  time  may  be  both  vege- 
tating and  oozing,  verrucous  and  dry,  the  rapid 
evolution  of  the  lesions,  the  presence  of  micro- 
abscesses in  the  vegetations  and  of  intradermic 
abscesses,  the  frequency  of  auto-inoculation  of 


Fig.  4.  Sporothrix  growth  ten  days  after  inoculation  of 
S.abouraud’s  maltose  agar. 

the  adjacent  skin,  the  polymorphism  of  the 
gummata  and  their  lymphatic  distribution,  the 
lymphatic  cords,  the  lack  of  symptoms,  and 
finally,  the  rapid  response  to  potassium  iodid. 

Sporotrichosis  may  invade  any  or  all  tissue 
and  organisms  of  the  body,  and  shows  great 
clinical  polymorphism.  In  certain  cases  of  this 
disease  there  may  be  cutaneous,  subcutaneous, 
osseous,  or  visceral  lesions  in  different  stages  of 
development. 

Widal  and  Andre  have  isolated  the  parasite 
from  the  blood  of  a patient  with  cutaneous 
sporotrichosis  (Adamson). 

According  to  Hyde  and  Davis,  the  period  of 
incubation  of  the  disease  in  human  subjects  ex- 
tends somewhat  uniformly  between  the  sixth 
and  twelfth  days,  the  most  cases  developing 
seven  days  after  invasion. 

The  latter  writers  state  that  the  lower  animals 
to  which  the  Sporothrix  has  been  successfully 
transmitted  are  gray  and  white  rats  and  mice, 
dogs,  guinea  pigs,  and  fowls.  The  pigeon,  the 
rabbit,  and  the  guinea  pig  seem  less  susceptible 
than  the  others.  They  successfully  transmitted 
the  disease  to  a rhesus  monkey. 


Meyer  accidentally  inoculated  his  finger  with 
laboratory  material  from  an  infected  horse,  and 
sporotrichosis  resulted.  He  states  that  similar 
cases  resulted  from  the  bite  of  a gopher,  rats, 
parrot,  a hen,  a field  mouse,  and  a white  mouse. 
This  investigator  believes  however  that  the 
wounds  may  have  been  secondarily  inoculated 
by  plant  material  containing  the  fungus. 

The  fungus  of  sporotrichosis  shows  pleomor- 
phic characteristics,  which  has  lead  to  a consid- 
erable amount  of  discussion  as  to  whether  the 
organism  isolated  by  Schenck  and  the  one  found 
by  de  Beurmann  were  the  same,  the  French  be- 
lieving them  different,  while  the  majority  of 
y\merican  investigators  believe  them  to  be  the 
same.  This,  however,  can  be  stated : that  their 
serological  reactions  and  their  pathological  effect 
on  certain  animals  is  identical. 

There  have  been  but  six  cases  of  sporotrichosis 
observed  in  the  State  of  Pennsylvania  in  which 
the  fungus  has  been  cultured  and  isolated. 
Meyer  recorded  two  cases.  Miller  one,  and  Guy 
three  in  the  same  family.  The  seventh  case  is 
reported  by  us  in  the  present  communication. 

Mrs.  M.  E.  W.,  40  years  of  age,  native  American, 
housewife,  came  to  the  Skin  Dispensary  of  the  Jef- 


Fig.  5.  Sporothrix  growth  twenty-eight  tlays  after  inoculation 
of  Saboiiraud’s  maltose  agar. 


ferson  Hospital  on  May  14,  1924.  During  February, 
1924,  she  abraded  her  right  index  finger  against  a stove. 
Within  twenty-four  hours,  a papule,  reddish  and  in- 
durated, developed  at  the  site  of  the  abrasion.  A few 
days  later  this  lesion  enlarged,  softened,  pointed,  and 
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opened  spontaneously.  Two  weeks  afterwards  similar 
lesions  developed  along  the  forearm,  and  later,  lesions 
appeared  on  the  hand  and  arm.  The  lesions  all  fol- 
lowed the  superficial  lymphatic  drainage  of  the  index 
finger.  They  were  incised,  curetted,  and  drained  by 
other  physicians,  with  no  apparent  relief. 

Her  personal  and  family  history  have  no  bearing 
on  the  condition. 

Cultures  showed  the  presence  of  the  Sporothrix. 

She  was  placed  on  sodium  iodid,  gr.  xv,  t.  i.  d.,  which 
she  could  not  tolerate.  After  a week,  she  was  given 
syrup  of  ferrous  iodid,  H xx,  t.  i.  d.,  which  she  has 
taken  up  to  the  present  time.  The  lesions  were  entirely 
healed  after  ten  weeks’  treatment. 


Fig.  6.  Sporothrix  growth  fifty  days  after  inoculation  of 
Sabouraud’s  maltose  agar. 


Description  of  Cultures  and  Fungus. — Cultures 
were  made  from  necrotic  material  in  the  lesions,  on 
Sabouraud’s  maltose  agar,  inoculated  and  incubated  at 
room  temperature.  Colonies  first  appeared  on  the  fifth 
day  as  minute  whitish  spots  surrounded  by  a delicate 
whitish  fringe.  These  rapidly  increased  in  size,  at- 
taining a diameter  of  about  one  centimeter  by  the  tenth 
day.  The  center  was  elevated,  the  edge  smooth,  the 
surface  white  and  glistening. 

The  colonies  increased  in  size  at  a slower  rate,  and 
by  the  twentieth  day,  the  color  remaining  the  same,  the 
edge  had  assumed  a peculiar  corrugated  appearance. 
By  the  fortieth  day,  the  growth  covered  the  entire  sur- 
face of  the  medium.  It  was  a brownish-gray  color, 
markedly  wrinkled,  and  somewhat  dry  and,  powdery. 

Although  numerous  media  were  used,  Sabouraud’s 
maltose  agar  gave  the  most  characteristic  growth. 

Hanging  drop  preparation  showed  a mass  of  inter- 
lacing, branching,  septate  hyphae.  These  were  about 
2 microns  in  diameter,  and  varied  considerably  in 
length.  The  spores  were  fairly  numerous,  spherical  or 
oval  in  outline,  and  slightly  greater  in  diameter  than  the 
hyphae  (about  3 microns).  They  apparently  arose  from 


any  portion  of  the  hypha.  No  sterigmata  were  noted. 
At  numerous  branches,  the  spores  were  noted  in  the 
angle  formed  by  the  branch. 

The  fungus  grown  from  this  case  .shows  certain  char- 
acteristics of  the  type  described  by  de  Beurmann,  but 
this  is  probably  due  to  the  fact  that  the  primary  inocu- 
lation was  made  on  Sabouraud’s  proof  medium.  We 
believe,  however,  that  the  fungus  belongs  to  the  variety 
originally  described  by  Schenck,  as  this  case  clinically 
corresponds  to  the  usual  American  type. 
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PITTSBURGH  ACADEMY  OF 
MEDICINE 


ABSTRACTS 


OPERATIVE  TREATMENT  OF  CATARACT 
E.  A.  WEISSER,  M.D. 

Patients  should  be  admitted  to  the  hospital  a day 
before  the  operation  to  accustom  themselves  to  their 
new  surroundings  and  prepare  for  the  operation. 

Flushing  with  boric-acid  solution  is  the  only  treat- 
ment of  the  eye  necessary  until  just  before  the  opera- 
tion. The  night  before,  the  patient  should  be  given 
epsom  salts,  followed  by  an  enema  in  the  morning,  if 
necessary.  One  hour  before  operation,  he  should  be 
given  a hypodermic  of  ^ grain  of  morphin  and  1/150 
grain  of  atropin,  together  with  a small  dose  of  sodium 
bromid  and  chloral  by  mouth.  One  drop  of  a sterile 
4%  solution  of  cocain  is  instilled  in  the  eye  to  be 
operated  upon  every  15  minutes  for  four  times,  and 
then  the  patient  is  sent  to  the  operating  room.  There, 
the  lid  and  surrounding  skin  surface  are  washed  with 
soap  and  water,  then  with  alcohol,  and  the  eye  flushed 
with  boric-acid.  A few  more  drops  of  sterile  cocain 
and  adrenalin  are  instilled,  and  sterile  towels  are  placed 
over  the  head  and  face,  except  about  the  eye  to  be 
operated  upon.  The  patient  is  then  ready  for  operation. 

The  choice  of  operation  should  be  the  one  the  opera- 
tor knows  best  and  is  best  able  to  do.  I believe  that  a 
preliminary  iridectomy  is  the  method  of  choice,  be- 
cause I think  I can  make  a better  section,  have  no  fear 
of  the  knife  catching  the  iris,  and  have  no  hemorrhage 
to  deal  with  when  the  extraction  is  done.  The  iridec- 
tomy is  easy  to  do,  does  not  lay  the  patient  up,  and 
really  prepares  him  for  the  extraction. 

Having  warned  the  patient  not  to  talk  nor  move  the 
eye  unless  asked  to  do  so,  taken  the  proper  position  for 
operating  (according  to  whether  right  or  left  handed 
or  ambidextrous),  and  placed  the  patient’s  head  to  the 
best  advantage,  the  lid  specula  is  inserted,  and  the  con- 
junctiva grasped  with  the  forceps  at  the  lower  part 
of  the  cornea.  Selecting  the  proper  place  for  the 
corneal  section  and  being  careful  to  see  that  the  cut- 
ting edge  is  upwards,  the  knife  is  carried  straight  across, 
through  the  anterior  chamber,  to  a corresponding  point 
on  the  nasal  side.  Then,  with  a few  strokes  to  and 
fro,  the  section  is  completed  within  the  cornea  at  the 
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point  desired,  or  in  the  conjunctiva,  as  per  the  wish 
of  the  operator. 

If  an  iridectomy  is  to  be  done,  the  iris  forceps  are 
next  introduced  into  the  anterior  chamber,  with  lips 
closed.  The  lower  part  of  the  iris  is  grasped  with  the 
forceps,  drawn  out  of  the  wound,  and  the  protruding 
part  snipped  off  with  one  sweep  of  the  iris  scissors. 
The  cystitome  is  introduced,  and  a large  crucial  incision 
is  made  into  the  anterior  capsule  of  the  lens,  after 
which  the  lens  is  ready  for  delivery  with  a lens  spoon. 
Gentle  pressure  at  the  lower  edge  of  the  cornea  will 
cause  the  lens  to  move  forward  from  its  bed,  tilting 
into  the  wound  and  causing  it  to  gape.  The  pressure, 
then  made  a little  upward  toward  the  wound,  will  drive 
the  lens  and  cortex  out.  Any  cortical  matter  that  re- 
mains in  and  about  the  wound  is  removed,  the  lips  of 
the  iris  are  replaced,  a few  drops  of  atropin  are  in- 
stilled, also  bichlorid  ointment  1-3,000,  the  eyes  are 
closed  by  pads,  bandage  and  protectors,  and  the  patient 
is  ready  to  be  transferred  to  his  bed. 

Robert  M.  Entwisee,  M.D.,  Secretary. 


POSTOPERATIVE  TREATMENT  AND 
CARE  OF  CATARACT 

WILLIAM  C.  MEANOR,  M.D.,  3EAVBR,  PA. 

In  any  surgical  work,  the  after  treatment  and  care 
is  of  no  less  importance  than  the  operation  itself.  In 
an  uncomplicated  case  of  senile  cataract,  the  patient 
should  be  kept  in  as  near  absolute  quiet  as  possible  for 
the  first  48  to  72  hours.  He  should  be  made  com- 
fortable in  a private  room  or  semiprivate  ward  where 
there  is  not  too  much  commotion,  with  a private  nurse 
for  at  least  the  first  48  hours. 

The  dressing  on  the  eyes  should  be  simple.  The 
many  masks  and  wire  shields  that  have  been  devised 
for  the  protection  of  the  eyes  have  not  proved  as 
satisfactory  as  small  pads  of  gauze  and  cotton,  slightly 
larger  than  the  circumference  of  the  orbit,  held  in  place 
by  the  ordinary  figure-of-eight  bandage.  The  bandage 
should  be  applied  just  tightly  enough  to  hold  the  dress- 
ing in  place. 

The  diet  for  the  first  three  days  should  be  liquid 
and  increased  gradually  thereafter.  The  patient  may 
have  the  head  and  shoulders  elevated  as  much  as  neces- 
saiy  to  give  comfort.  This  has  been  found  to  de- 
crease the  danger  of  hypostatic  pneumonia,  and  actually 
to  favor  the  earlier  closing  of  the  wound  and  lessen  the 
number  of  hospital  days. 

The  first  night  after  operation  a sedative  may  be 
given — always  in  nervous  patients — and  the  hands  may 
be  loosely  tied  to  prevent  accidental  striking  of  the  eye 
during  sleep.  Delirium  is  always  to  be  looked  for  in 
older  patients.  If  it  is  at  all  violent,  the  dressing  may 
be  removed  from  the  unoperated  eye.  Hyoscin  may  be 
administered  hypodermically.  If  the  delirium  is  per- 
sistait,  the  patient  should  be  removed  to  his  home,  for 
oftentimes  getting  back  to  accustomed  surroundings 
gives  relief.  Pain  in  the  eye  is  usually  a sign  of  trouble 
and  should  be  immediately  reported  to  the  surgeon. 

The  first  complete  dressing  is  usually  done  on  the 
second  , or  third  day,  although  it  should  be  done  earlier 
if  there  is  suspicion  of  trouble.  The  outer  dressing  may 
be  removed,  and  an  idea  of  the  condition  of  the  eye 
obtained  without  separating  the  lids.  In  case  of  swelling 
or  puffing  of  the  lids,  the  dressing  should  be  com- 
plete. The  lids  should  be  gently  sponged  with  a boracic- 
acid  solution,  opened  sufficiently  to  get  a good  view  of 
the  wound,  and  atropin  solution  instilled.  From  now 


on,  daily  dressings  should  be  done,  and  just  enough 
atropin  used  to  keep  the  pupil  well  dilated.  At  the  end 
of  the  fifth  day,  the  dressing  may  be  omitted  from  the 
unoperated  eye,  and  the  patient  allowed  to  sit  up  in  bed. 

Delayed  union  occurring  in  poorly  nourished  patients 
should  not  be  allowed  to  keep  the  patient  in  bed  too 
long.  An  eggnog  twice  a day  is  of  much  benefit  to 
patients  of  low  vitality. 

When  the  patient  is  discharged  from  the  hospital,  he 
should  be  instructed  as  to  the  proper  care  of  the  eye 
and  the  importance  of  his  regular  return  visits  until 
the  eye  is  perfectly  quiet.  Lenses  are  not  usually  pre- 
scribed for  six  weeks  after  the  operation.  The  refrac- 
tion should  be  gone  over  at  intervals  during  the  first 
year,  on  account  of  the  changes  that  may  occur  in  the 
astigmatism. 


MYXEDEMA ; WITH  REPORT  OF  A CASE 

T.  McMABON,  M.D. 

The  following  presents  a very  typical  and  interesting 
example  of  myxedema.  The  far-reaching  effects  in  the 
I>hysiological  activity  of  the  organism  by  supplying  the 
deficient  glandular  substance  are  likewise  of  interest. 

Mrs.  C.,  aged  53,  complained  of  a choking  sensation 
in  the  throat  and  aching  in  the  lower  extremities.  A 
definite  history  of  onset  was  difficult  to  obtain.  About 
15  years  prior  to  examination,  she  first  noticed  a 
gradual  swelling  and  puffiness  about  the  face  and  neck. 
The  skin  became  dry  and  scaly,  and  the  hair  dry  and 
lustreless.  Coldness  of  the  extremities  developed,  and 
difficulty  was  experienced  in  remaining  comfortable 
during  the  winter  months.  General  lassitude  and  weak- 
ness, loss  of  interest  in  her  surroundings,  and  inability 
to  do  her  housework  gradually  developed.  About  6 
years  before,  dyspnea  on  exertion,  with  swelling  of  the 
lower  extremities,  developed,  and  the  patient  became 
subject  to  severe  attacks  of  orthopnea  and  choking  sen- 
sations coming  on  about  4 or  5 a.  m.  and  lasting  10  to 
15  minutes.  During  these  attacks  deafness  was  marked. 
About  the  same  time,  there  developed  severe  muscular 
and  joint  pains  which  interfered  greatly  with  walking. 
About  2 years  after,  a speech  defect  developed,  and  the 
voice  became  low  and  coarse.  Appetite  had  always 
been  good,  but  a bloated  sensation  had  usually  devel- 
oped soon  after  meals.  Bowels  had  always  been  consti- 
pated. Pruritus  vulva  had  been  present  since  marriage, 
33  years  before,  and  patient  had  had  frequency  of 
micturition  and  nocturia.  The  menstrual  history  was 
negative,  menopause  coming  on  at  42,  and  no  history  of 
conception  was  obtainable. 

The  patient  had  consulted  several  doctors  without 
relief  from  symptoms.  Diming  her  last  course  of 
treatment  she  received  14  intravenous  injections,  to- 
gether with  injections  of  rabbit  serum,  and  tablets 
which  she  was  told  contained  “monkey  glands.” 

Physical  Examination;  Fairly  well-developed  and 
well-nourished  adult  white  female.  The  general  im- 
pression was  that  of  a distinctly  subnormal  mentality, 
the  expression  dull  and  stupid,  the  mouth  half  open, 
with  a thickened  tongue  half  protruding.  Marked 
subcutaneous  pouches  were  noted  beneath  the  lower 
eyelids.  The  skin  was  dry  and  inelastic,  with  a tendency 
to  form  fine  flakes  along  the  body  folds.  The  extremi- 
ties were  cold  and  “clammy.”  The  hair  was  dark, 
coarse,  straight,  and  brittle.  Pupils  equal,  reacting  to 
light  and  accommodation.  Lower  eyelids  puffy.  Septum 
intact.  Teeth  missing,  except  four  lower  laterals  show- 
ing pyorrhea.  Tongue  markedly  thickened,  with  hyper- 
trophied papillae.  Buccal  pads  enlarged.  Throat  red. 
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Tonsils  enlarged.  Thyroid  not  palpable.  Lungs  clear 
throughout.  Definite  subcutaneous  swelling  in  supra- 
clavicular fossae.  Heart  not  enlarged.  Rate  regular, 
60  sounds  distant,  A2  greater  than  P2,  not  accentuated. 
No  murmurs.  Blood  pressure  160/100.  Abdomen 
slightly  distended.  A large,  irregular  superficial 
scar  below  umbilicus,  measuring  about  9 inches  in 
the  transverse  by  inches  in  the  vertical  direction. 
(Patient  claimed  this  was  a result  of  the  application 
of  ice  bags  to  operative  wound  after  therapeutic  stupes 
had  been  applied.)  Generalized  tenderness  over  upper 
abdomen.  Reflexes  equal  but  sluggish.  Urine  exami- 
nation negative.  Blood  Wassermann  negative. 

The  patient  was  placed  on  small  doses  of  thyroid 
extract  (B.  W.  & Co.)  commencing  with  gr.  1/10  three 
times  a day,  gradually  increasing  to  about  gr.  1 per  day. 
Symptomatically,  marked  improvement  was  noted  in  her 
general  appearance,  with  disappearance  of  orthopnea, 
coldness  of  the  extremities,  and  generalized  muscular 
pains.  There  was  but  little  change  in  the  metabolic  rate, 
however. 


ALLERGY  AND  INFECTION  IN  HAY  FEVER 
AND  ASTHMA 

W.  J.  FETTER,  M.D. 

(by  invitation) 

Recent  experimental  evidence  indicates  largely  that 
protein  and  enzymes  are  not  the  active  substances  in 
hay  fever,  and  that  tlie  reaction  is  not  anaphylactic,  al- 
though Parker  has  shown  that  precipitins  can  be  pro- 
duced in  animals  by  pollen  antigens  where  they  were 
immunized  against  staphylococci  or  horse  serum.  How- 
ever, we  do  know  that  certain  individuals  are  sensitive 
to  specific  pollens  and  that  this  sensitiveness  is  a factor 
in  the  production  of  their  symptoms,  so  that  it  is 
important  to  find  the  causative  pollens  and  judge  cor- 
rectly the  relation  of  allergy  to  the  pathology  present. 
There  may  also  be  a nonallergic  type  of  hay  fever  or 
rhinorrhea,  often  perennial,  where  there  is  endocrine 
dysfunction  with  its  effect  on  the  autonomic  nervous 
system  and  production  of  vasomotor  disturbances  due 
to  sympathetic  reaction. 

Clinically,  the  diagnosis  of  hay  fever  and  like  condi- 
tions is  relatively  easy.  The  scratch  test  is  the  method 
of  choice  in  determination  of  the  offending  pollens. 
Commercial  extracts  are  usually  sufficient,  although 
occasionally  it  is  necessary  to  prepare  antigens  of  some 
peculiar  pollens.  The  wind-carried,  not  the  contact 
pollens  are  the  important  ones.  It  is  sometimes  neces- 
sary to  use  glycerin-coated  plates  about  the  patient’s 
house  in  order  to  ascertain  the  specific  exciting  pollen. 

The  diagnosis  of  true  asthma  is  more  difficult,  as  all 
types  of  asthma  do  not  arise  from  the  same  cause. 
Asthma  should  be  considered  as  a symptom  rather 
than  as  a disease,  and  may  often  be  complicated  by 
bronchitis  or  cardiovascular  disease.  A complete  gen- 
eral examination  of  the  patient,  therefore,  is  always 
indicated,  including  the  nose,  accessory  sinuses,  and 
throat. 

Foreign  proteins  may  be  divided  into  five  classes : 
foods,  animal  emanations,  pollens,  dusts,  and  bacteria. 
Feathers,  hairs,  furs,  dusts,  and  orris  root  (contained 
in  toilet  preparations)  have  been  most  prominent  in  our 
diagnostic  work,  with  foods  of  secondary  importance. 
In  every  case  of  asthma,  in  addition  to  specific  pro- 
teins and  infection,  physical  factors  such  as  heat,  light, 
and  climatic  changes  have  to  be  considered  as  jxissible 
etiologic  agents.  Infection  and  pathology,  however, 
appear  to  be  the  outstanding  feature  rather  than  protein 
sensitiveness.  Intelligent  treatment  of  chronic  sinusitis 


often  gives  splendid  results,  as  well  as  treatment  else- 
where in  the  respiratory  tract.  Chlorine  or  other  gas 
treatments  may  be  of  value  in  bronchial  infection. 
Undernutrition,  neuroses,  intoxications,  and  infections 
elsewhere  than  in  the  respiratory  tract,  should  also  be 
considered.  If  the  cause  of  specific  hypersensitiveness 
cannot  be  removed,  specific  desensitization,  nonspecific 
therapy,  or  symptomatic  treatment  may  be  attempted. 
Desensitization  is  the  most  difficult,  and  often  the  re- 
sults are  unsatisfactory.  Knowledge  of  the  path  of 
entry  of  the  protein  is  essential,  and  will  in  some  cases 
determine  the  form  of  treatment,  as  in  cases  where 
wheat-flour  dust  inlialed  will  produce  symptoms  and 
ingestion  of  wheat  will  have  no  effect. 

When  all  other  methods  fail,  nonspecific  protein 
therapy  should  be  tried.  There  is  a possibility  that  in 
specific  protein  therapy  the  nonspecific  element  is  an 
important  factor.  The  substances  used  for  this  therapy 
vary  from  sterile  milk  (probably  the  easiest  prepared 
and  used)  to  peptone,  autogenous  or  stock  vaccines, 
colon  bacilli,  or  sera.  While  a valuable  adjunct  to  the 
treatment  of  asthma,  the  relief  given  by  nonspecific 
therapy  is  not  usually  permanent. 


SUGGESTIONS  FOR  SPEAKERS 
The  following  suggestions  are  offered,  not  because 
we  feel  that  any  particular  man  needs  them,  but  because 
there  are  many  pitfalls  which  the  physician  is  some- 
times drawn  into,  in  his  relations  with  the  public ; 
(1)  The  use  of  scientific  terms  should  be  avoided  when 
speaking  to  a lay  audience.  (2)  Do  not  talk  over 
thirty  minutes,  unless  urged  to  do  so.  (3)  Keep 
closely  to  your  subject.  (4)  Put  pep  into  your  talk 
and  speak  loudly  enough  for  all  to  hear.  (5)  Speakers 
should  arrive  at  least  a few  moments  before  the  hour 
announced.  (6)  It  is  suggested  that  speakers  endeavor 
to  present  the  composite  view  of  the  profession  in  their 
addresses  to  the  public.  (7)  It  is  advisable  to  avoid 
citation  of  personal  case  reports. — Jr.  Ind.  State  Med. 
Asso.,  July,  1925. 


THE  BROOKLYN  PLAN  OF  PERIODIC 
MEDICAL  EXAMINATIONS 

The  Medical  Society  of  the  County  of  Kings  has 
taken  up  the  problem  of  periodic  medical  examinations, 
and  has  demonstrated  a practical  method  of  making 
them.  The  Medical  Society  recognized  that  the  prob- 
lem was  a double  one : 

1.  The  physicians  had  to  be  reached  in  order  that 
they  should  become  desirous  of  making  the  examinations 
and  be  prepared  to  do  them  in  a way  that  should  be 
standard,  uniform,  and  efficient.  This  part  of  the  prob- 
lem w’as  purely  medical,  and  was  handled  entirely  by 
physicians  through  the  County  Medical  Society. 

2.  The  second  part  of  the  problem  was  that  of  edu- 
cating the  people  regarding  the  value  of  the  new 
service  which  the  physicians  were  offering  to  them. 
This  part  of  the  problem  was  one  of  salesmanship 
through  organizations  of  laymen,  and  consisted  in  in- 
fluencing the  people  to  go  to  their  physicians  and  take 
advantage  of  their  examination  service.  The  Brooklyn 
Bureau  of  Charities  was  the  principal  lay  organization 
that  was  instrumental  in  the  education  of  the  people. 

The  two  organizations — medical  and  lay — coordinated 
their  activities  through  a special  committee,  called  the 
Brooklyn  Llealth  Examination  Committee,  which  was 
made  up  of  both  physicians  and  laymen,  and  represented 
all  groups  of  the  community,  including  the  Medical 
Society,  Health  Department,  Chamber  of  Commerce, 
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and  churches.  The  medical  activities  of  the  committee 
were  managed  by  a subcommittee  of  which  Dr.  Glen- 
worth  R.  Butler  was  chairman.  The  expenses  of  the 
campaign,  which  were  considerable,  were  met  from 
several  available  sources,  including  the  Committee  on 
Dispensary  Development  of  the  United  Hospital  Fund. 

The  campaign  in  promotion  of  the  periodic  medical 
exam.inations  was  both  extensive  and  intensive,  and 
consisted  of  the  following  activities : 

1.  There  were  meetings  of  the  Medical  Society  of 
the  County  at  which  the  project  was  fully  considered 
and  explained. 

2.  The  Medical  Society  conducted  an  examination  of 
one  hundred  physicians  in  active  practice  in  order  to 
demonstrate  the  method  of  making  the  examinations, 
and  to  show  the  physicians  directly  that  they  themselves 
could  profit  by  the  examinations. 

3.  Letters  and  pamphlets  were  prepared  for  both 
physicians  and  the  general  public. 

This  is  only  a meager  outline  of  the  program,  which 
was  successfully  carried  out  during  last  spring  and 
early  summer.  The  physicians  were  examined  accord- 
ing to  schedule,  and  the  lay  organizations  did  their 
part  in  popularizing  the  movement,  which  is  still  in 
its  infancy  and  is  growing  fast. 

The  details  of  the  Brooklyn  periodic  medical-examina- 
tion movement  in  Brooklyn  have  been  published  in  the 
September  issue  of  the  Long  Island  Medical  Journal. 
This  is  a community  health  number,  and  over  a third 
of  its  pages  are  upon  the  examinations  campaign. 
Copies  of  the  Journal  may  be  obtained  from  the  Editor 
of  the  New  York  State  Journal  of  Medicine,  17  West 
43rd  Street,  New  York.  F.  O. — Selected. 


AN  INTERESTING  MESSAGE 
ON  A NUMBER  OF  THINGS 
FROM  OUR  OLDEST  LIVING 
EX-PRESIDENT 

E.  E.  MONTGOMERY,  M.D. 

PHII,ADEI,PHIA,  PA. 

The  writer  has  been  told  that  he  is  the  oldest 
surviving  ex-president  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  and  has  been  asked 
to  write  a message  for  this  number  of  our  val- 
uable Journal. 

The  first  statement  he  could  hardly  credit, 
until  he  had  reviewed  the  list  of  former  presi- 
dents, on  which  were  the  names  of  Foster,  Mc- 
Cormick, Roberts,  Hartzell,  Gable,  Welch,  and 
many  others,  his  predecessors  and  successors, 
who  have  finished  their  w'ork  and  passed  on. 

As  to  the  second  request,  when  he  remembered 
the  avidity  with  which  he  listened  to  the  recitals 
of  Dunlap,  of  Ohio,  about  his  early  operations, 
and  of  Drysdale  telling  of  the  experiences  of 
Atlee,  he  felt  that  his  own  experiences  might  be 
interesting  and  profitable  to  those  who  have 
many  years  of  life  before  them.  There  may  be 
incidents,  also,  that  may  prove  of  historical  value 
in  later  years. 

Upon  graduation  from  Jefferson  Medical  Col- 
lege, in  the  Class  of  1874,  he  applied  for  an 
internship  in  the  Philadelphia  Hospital.  The 
yearly  number  of  interns  then  chosen  to  serve 


the  institution  was  ten,  but  fortunately  for  him, 
the  Board  of  Guardians  decided  that  year  to 
increase  the  number  to  twelve  by  the  selection 
of  two  official  substitutes,  in  order  that  each 
member  of  the  Board  could  be  insured  an  ap- 
pointment. Through  the  kindness  and  influence 
of  Dr.  R.  J.  Levis,  the  writer  was  the  choice  of 
Mr.  Naylor. 

The  result  of  the  preliminary  examination 
made  him  first  on  the  list  in  medicine  and 
surgery,  but  his  defective  knowledge  in  obstet- 
rics and  gynecology  gave  him  sixth  place  on  the 
list,  and  absence  of  political  pull  still  further 
reduced  him  to  the  eleventh  place.  Consequent- 
ly, he  had  the  honor  of  becoming  the  first  official 
substitute  and,  at  once,  securing  the  condemna- 
tion of  the  official  interns,  who  resented  the 
curtailment  of  their  privilege  of  selecting  their 
friends  to  substitute  for  them  when  they  desired 
to  take  a few  days  of  rest  from  their  arduous 
labors. 

The  substitute,  was  accorded  neither  the  cour- 
tesy of  an  invitation  to  see  rare  cases,  nor 
opportunity  to  do  any  work.  He  employed  his 
time  in  reading,  and  kept  himself  subject  to  call 
should  it  come.  The  hard-worked  residents  soon 
envied  the  substitute  his  leisure,  and  unloaded 
on  him,  first  the  men’s,  and  then  the  women’s 
out-wards.  Several  thousand  occupants  awoke  to 
the  fact  that  they  had  a medical  attendant  who 
made  himself  objectionable  to  many,  by  his 
obnoxious  interest  in  their  sanitary  welfare  and 
insistence  that  their  beds  and  cubby  holes  should 
be  kept  clean.  Even  the  Guardians  began  to  ask, 
“Who  is  this  man  Montgomery  who  is  cleaning 
up  things  about  here?” 

The  nursing  of  the  institution  was  done  by 
the  more  intelligent  paupers,  or  by  the  less  effi- 
cient people  from  the  outside  who  had  sufficient 
political  influence  to  secure  them  place.  The 
head  of  the  women’s  surgical  wards  anticipated 
Shepherd  by  directing  her  assistants  to  adminis- 
ter epidemic  injections.  The  male  nurse  in  one 
medical  ward  applied  a blister  over  the  patient’s 
coat,  because  the  physician  had  outlined,  over 
the  garment,  the  situation  on  the  body  it  was  to 
cover. 

When  patients  were  unusually  sick  or  had 
undergone  a serious  operation,  resident  physi- 
cians were  detailed  to  watch  them  day  and  night. 
A victim  of  popliteal  aneurysm  which  threatened 
rupture  was  the  subject  of  vigil  by  three  resident 
physicians  and  a male  surgical  nurse.  They  mis- 
calculated the  amount  of  alcoholic  stimulant 
necessary  to  support  them  in  their  arduous  task, 
and  went  on  a rampage  through  the  institution. 
The  superintendent,  who  was  waiting  for  an 
opportunity  to  reach  one  of  the  party,  had  them 
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up  for  trial,  and  two  of  them  were  invited  to 
seek  other  fields  of  glory.  The  substitute  then 
became  a full-fledged  resident,  and  had  the  privi- 
lege of  selecting  one  of  his  friends  for  the  other 
vacancy. 

His  subsequent  course  brought  him  under  the 
observation  of  Wood,  Pepper,  Ludlow,  and' 
S.  W.  Gross,  who  became  his  lifelong  friends. 
Gross  procured  him  an  invitation  to  become  a 
member  of  an  extramural  quiz  at  Jefferson,  and 
M^arder,  another  member  of  the  staff,  subse- 
quently afforded  him  an  opportunity  to  assist 
him  in  his  practice,  and  later  to  become  associ- 
ated with  him  in  a private  hospital. 

July  1,  1875,  he  opened  an  office  at  19th  and 
Jefferson  Streets,  and  wondered  who  would  be 
fool  enough  to  consult  him.  He  procured  a 
position  as  outdoor  physician  to  a poor  district, 
and  for  want  of  other  patients,  gave  them  as 
diligent  attention  as  if  they  were  paying  for  it. 
A year  later,  he  was  elected  to  a position  on  the 
obstetrical  staff  of  the  hospital,  and  feeling  that 
he  should  not  hold  dual  offices  under  the  Board, 
resigned  the  poor  district  and  secured  the  ap- 
pointment for  the  president  of  the  Class  of  75 
at  Jefferson.  The  latter  was  an  ex-minister,  but 
his  love  for  his  fellowman  impelled  him  to  make 
his  visits  infrequent ; consequently  the  writer 
was  preferred,  and  received  more  remuneration 
for  his  services  to  these  people  than  he  had  re- 
ceived from  the  city  the  preceding  year.  His 
desire  for  work  induced  him  to  connect  himself 
with  Dr.  Strawbridge’s  Eye  and  Ear  Institute 
at  13th  and  Chestnut  Streets,  and  to  look  with 
interest  to  the  facilities  afforded  by  the  Woman’s 
Medical  College. 

This  institution  was  the  first  college  in  the 
world  organized  for  the  medical  instruction  of 
women.  Its  original  charter,  granted  in  1850, 
was  entitled,  the  “Female  Medical  College  of 
Pennsylvania,”  but  in  1867  its  name  was  changed 
to  its  present  form,  the  “Woman’s  Medical  Col- 
lege of  Pennsylvania.”  Its  students  had  been 
subjected  to  personal  indignities  by  the  male 
medical  students  when  the  women  ventured  to 
attend  the  clinics  of  the  Pennsylvania  and  Phila- 
delphia Hospitals.  This  ungallant  conduct  was 
not  especially  discouraged  by  the  members  of 
the  teaching  staff,  particularly  those  on  the  sur- 
gical division.  A professor  of  surgery  in  the 
University  of  Pennsylvania  declined  reelection 
to  the  staff  of  the  Pennsylvania  Hospital  rather 
than  be  obliged  to  lecture  to  mixed  classes. 

The  writer  had  not  been  in  sympathy  with 
their  treatment  while  he  was  an  intern  in  the 
Philadelphia  Hospital,  but  later,  when  he  had 
opjxjrtunity  to  observe  the  earnest,  studious 
character  of  the  women  students  whose  thirst 


for  medical  knowledge  led  them  to  brave  the 
I^ersecution  of  the  male  students,  he  became  an 
earnest  champion.  His  representations  to  the 
surgical  members  of  Blockley,  as  the  Philadelphia 
Hospital  was  then  called,  that  these  women  were 
conveying  their  methods  of  instruction  to  por- 
tions of  the  world  that  were  not  open  to  the 
male  students,  induced  the  staff  members  to 
assert  that  the  women  should  be  afforded  every 
facility  and  that  they  would  exert  their  influence 
to  see  that  the  latter  were  treated  with  courtesy 
and  consideration. 

The  writer  during  one  summer  term  lectured 
on  dermatology ; the  following  winter  he  had 
a private  class  in  operative  surgery,  and  for  a 
time  was  a surgeon  to  the  Woman’s  Hospital. 
An  effort  on  his  part  to  secure  more  extended 
privileges  for  the  members  of  the  attending  staff 
was  utilized  by  the  resident  physician  then  in- 
cumbent to  impress  the  Managers  with  the  idea 
that  the  male  members  of  the  staff  were  desirous 
of  usurping  undue  authority,  and  in  consequence, 
his  connection  with  the  institution  was  summarily 
severed. 

The  older  physicians  of  the  city,  with  but  few 
exceptions,  were  strongly  prejudiced  against  ac- 
cording any  courtesy  or  recognition  to  the  female 
members  of  the  profession.  Dr.  Hiram  Corson, 
of  Plymouth,  was  not  only  always  an  earnest 
advocate  of  their  recognition,  but  he  urged  that 
every  hospital  for  the  insane  should  have  a 
woman  physician  in  charge  of  its  female  depart- 
ment. Through  his  efforts.  Dr.  Anna  Lukens 
was  the  first  woman  physician  to  be  admitted  to 
membership  in  a county  society,  that  of  Mont- 
gomery, and  consequently  to  be  eligible  to  mem- 
bership in  the  State  Society.  Such  membership 
had  been  solicited  in  the  Philadelphia  County 
Medical  Society  but  emphatically  denied. 

The  Northern  Medical  Society  of  Philadelphia 
was  older  than  the  County  Society,  and  had 
enrolled  the  names  of  many  progressive  and 
active  young  men  who  were  ready  to  vote  for 
women  as  members,  but  it  also  carried  on  its 
list  of  members  many  inactives,  who  would  be- 
come vigorously  active  in  combating  the  addi- 
tion of  a woman  practitioner  to  membership. 
To  overcome  this  difficulty,  notices  of  proposed 
new  members  were  issued  under  their  initials, 
H.  T.  Croasdale  and  I.  E.  Richardson,  and  at 
the  election  they  had  no  opposition.  At  a subse- 
quent meeting,  the  old  members  turned  out  in 
full  force,  although  they  could  not  reverse  the 
action.  The  advocates  of  women  membership, 
rather  than  subject  these  old  members  to  further 
humiliation,  withdrew  from  the  society  and 
formed  the  Philadelphia  Clinical  Society,  which 
subsequently  had  a large  number  of  members 
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of  both  sexes  and  did  good  work  until  the  admis- 
sion of  women  to  membership  in  the  County 
Medical  Society  made  its  separate  existence  no 
longer  desirable.  Dr.  Clara  Marshall  says  that 
Dr.  Mary  Willitts  was  the  first  woman  physician 
to  be  admitted  to  membership  in  the  County 
Medical  Society.  With  her  sweetness  and  hon- 
esty of  character,  it  is  not  surprising  that  other 
women  soon  found  ready  admission. 

The  mortality  of  peritoneal  operations  under 
the  old  methods  rendered  such  procedures  infre- 
quent, except  before  a limited  and  select  number 
of  persons.  The  writer  saw  an  ovariotomy  in 
the  surgical  clinic  at  Jeflferson  and  another  at  the 
Philadelphia  Hospital  before  a few  medical  men  ; 
both  of  these  patients  died.  On  the  17th  of 
May.  1879,  under  carbolic  spray,  in  the  clinic 
of  the  Philadelphia  Hospital,  he  performed  his 
first  ovariotomy  before  a class  of  250  students. 
He  was  severely  criticised  for  performing  the 
operation  before  so  many  persons  in  a room 
where  the  walls  behind  the  seats  served  the 
purpose  of  a museum,  in  the  cases  of  which 
were  stored  many  hundreds  of  specimens,  and 
where,  beneath  the  seats  on  one  side,  were  the 
morgue  and  autopsy  rooms.  The  answer  was 
to  have  the  patient  walk  into  the  operating  room 
two  weeks  later.  She  was  the  first  patient  to 
recover  from  an  ovariotomy  performed  in  a 
public  clinic  in  the  city,  and  the  first  to  survive 
the  operation  in  the  Philadelphia  Hospital. 

As  the  writer  is  no  longer  engaged  in  practice, 
and  consequently  could  not  be  considered  as 
profiting  by  self-advertising,  he  might  speak  of 
the  tracheotomies  done  for  diphtheritic  croup, 
in  the  number  of  which  he  exceeded  any  of  his 
local  contemporaries ; of  his  experience  in 
intubation,  of  which  he  did  the  primary  opera- 
tion in  the  city;  of  his  contributions  to  medical 
literature ; but  self-laudation  was  never  pleasant, 
and  the  habits  of  a lifetime,  have  not  served  to 
make  it  seem  praiseworthy. 

The  aim  of  every  practitioner  of  medicine 
should  be  to  be  so  prepared  that  he  can  do 
honest  and  just  service  to  those  who  become 
his  patrons,  but  to  attain  the  goal  he  must  main- 
tain the  appearance  of  success.  Unfortunately 
for  many,  it  is  impossible  to  divorce  the  financial 
side.  His  patrons  expect  him  to  appear  well- 
dressed  and  are  very  disinclined  to  employ  him 
from  charitable  motives.  They  may  not  expect 
to  pay  him,  but  they  want  him  to  appear  able  to 
accomplish  results.  Next  to  ample  and  appli- 
cable qualifications  to  practice  his  profession ; 
to  the  desire  to  be  of  the  greatest  service  to  his 
fellowmen ; every  practitioner,  to  be  truly  suc- 
cessful, must  have  been  able  so  to  finance  his 
labor  that  he  shall  not  only  enjoy  ease  and 


comfort  during  its  conduct,  but  ensure  a com- 
petence for  himself  in  old  age  and  for  his  de- 
pendents when  he  is  taken  away. 

The  great  majority  of  the  practitioners  of 
medicine  find  themselves  entering  upon  their 
professional  labors  in  debt  for  their  education. 
They  become  deeper  in  debt  before  they  can  feel 
themselves  safely  established,  and  with  increas- 
ing income,  the  expenses,  unless  carefully  guard- 
ed, are  disproportionately  augmented. 

In  the  conduct  of  the  financial  side  of  his 
work,  the  physician  is  handicapped  by  want  of 
knowledge  of  business  principles.  His  years  in 
college  have  been  those  in  which  men  ordinarily 
are  acquiring  their  knowledge  of  financial  condi- 
tions, and  no  medical  school,  to  the  writer’s 
knowledge,  considers  the  business  side  of  the 
training  of  any  significance. 

Every  medical  man  should  begin  his  year  with 
the  preparation  of  a financial  budget,  and  so 
measure  his  outgo  by  the  previous  year’s  income 
that  he  can  look  forward  to  a reasonable  surplus. 
The  disposition  of  this  surplus  will  depend  upon 
his  previous  financial  standing.  If  dependent 
upon  his  earnings  and  with  dependents,  it  would 
be  wise  to  take  sufficient  life  insurance  to  make 
them  comfortable  in  case  of  his  early  demise. 
Next  to  protection,  the  physician  should  aim  to 
own  his  residence  and  office.  With  a small 
investment,  he  can  usually  carry  the  debt  at 
a less  cost  than  to  j>ay  rent.  A part  of  this  may 
be  taken  in  a building  and  loan  association,  where 
each  monthly  payment  is  not  only  paying  interest 
but  reducing  the  principal.  If  he  has  the  courage 
to  exercise  self-denial,  and  is  blessed  with  a 
companion  who  so  considers  herself  his  partner 
that  he  can  be  honest  with  himself,  he  can 
arrange  to  reduce  the  mortgage  by  semiannual 
payments  equaling  what  he  would  pay  the  build- 
ing and  loan,  and  add  to  its  safety  by  passing  it 
directly  into  the  hands  of  his  creditor. 

He  will  have  frequent  opportunities  afforded 
him  to  grow  rich  quickly,  through  gold  mines 
and  other  investments,  but  he  should  resolutely 
exclude  all  such  until  he  has  acquired  his  com- 
petency, and  then  when  he  has  a competency,  he 
will  be  still  less  inclined  to  invest  in  doubtful 
securities.  He  should  rigidly  exclude  invest- 
ments on  margin  in  the  stock  market.  The  dis- 
traction of  constant  study  of  the  varying  market, 
and  its  continuous  discussion  with  patrons  and 
others  are  fatal  to  professional  success. 

Every  competent  physician  devoted  to  the 
interests  of  his  patients  who  exercises  financial 
prudence,  may  feel  confident  that  his  profession 
will  afford  him  a livelihood,  assure  his  children 
a suitable  education,  and  grant  him  a competence 
for  old  age. 
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Ira  G.  Shoemaker  was  born  August  14,  1869, 
in  Balliettsville,  Lehigh  County,  Pa.  The  pa- 
ternal side  of  his  ancestry  can  be  traced  to 
Germany.  The  first  Shoemakers  migrated  to 
America  from  Saxony  in  1682,  and  settled  at  a 
place  which  first  bore  the  name  of  Shoemaker- 
town.  This  was  later  changed  to  Ogontz.  The 
family  continued  to  reside  in  this  section  of  the 
State  until  1750,  when  the  Doctor’s  great-great 
grandfather  moved  to  Skippack,  Montgomery 
County,  where  for  a time  he  was  engaged  in 
farming,  also  conducting  a grist  mill.  On  the 
old  homestead,  his  father  was  born,  and  after 
due  preparation,  took  up  the  practice  of  med- 
icine, practicing  in  Berks  and  Lehigh  Counties. 

Dr.  Shoemaker’s  mother  was  a Graff,  whose 
forefathers  settled  in  North  White  Hall  Town- 
ship, Lehigh  County.  The  grandmother,  whose 
name  was  Ruch,  was  of  Swiss  origin,  however, 
migrating  to  Germany.  Later,  the  family  came 
to  America,  and  settled  also  in  White  Hall 
Township.  The  Doctor,  therefore,  comes  from 
a sturdy,  rugged,  and  most  splendid  family,  who 
were  highly  honored  and  respected  in  the  com- 
munity where  they  lived  for  so  many  years. 

Dr.  Shoemaker’s  family  came  to  Kutztown, 
Berks  County,  in  1873,  and  in  1883  moved  to 
Reading.  The  Doctor  received  his  premedical 
training  in  the  public  schools  of  Berks  County, 
the  Keystone  State  Normal  School  at  Kutztown, 
the  Boy’s  High  School  at  Reading,  and  the 
Schuylkill  Seminary.  After  completing  his  work 
in  these  schools,  he  entered,  in  1888,  the  Medico- 
Chirurgical  College,  Philadelphia,  graduating 
with  distinction  in  1891.  Immediately  upon  his 
graduation  he  came  back  to  his  old  home  in 
Reading  and  began  the  practice  of  medicine. 
Of  late  years  he  devoted  a large  part  of  his  time 
and  study  to  the  subject  and  practice  of  proctol- 
ogy- 

About  twenty  years  ago  he  was  elected  assist- 
ant to  the  Staff  of  the  Reading  Hospital,  and 
three  years  later  became  one  of  the  chiefs  on 
the  Medical  Service.  Seventeen  years  'ago  he 
was  elected  by  the  Reading  Medical  Association 
as  its  representative  on  the  Board  of  Managers 
of  the  Reading  Hospital,  which  position  he  held 
for  some  years — until  the  charter  of  the  insti- 
tution was  amended.  He  has  always  been  a 


leading  spirit  in  medical-society  affairs,  having 
been  president  of  the  Reading  Medical  Associa- 
tion, secretary  for  several  years  of  the  Berks 
County  Medical  Society,  which  honored  him  a 
few  years  later  by  electing  him  to  its  presidency, 
which  office  he  filled  with  credit. 

When  the  question  of  a new  home  for  the 
society  was  considered,  he  was  made  chairman 
of  the  new  home  committee,  which  finally  ar- 
ranged for  the  purchase  of  the  present  quarters 
of  the  society. 

He  was  elected  as  a delegate  to  the  Medical 
Society  of  the  State  of  Pennsylvania  for  a 
number  of  years,  and  at  the  session  held  at 
Pittsburgh  in  1917  was  elected  Trustee  and 
Councilor  for  the  Third  District.  Several  years 
later  he  was  appointed  chairman  of  the  Publica- 
tion Committee,  which  has  charge  of  the  publi- 
cation of  the  Atlantic  Medical  Journal. 
This  position  he  held  until  the  fall  of  1924.  At 
the  meeting  of  the  State  Medical  Society  held 
at  Reading  in  1924,  he  was  signally  honored 
by  being  chosen  president-elect.  He  has  proved 
himself  the  man  for  the  place,  gracing  this  posi- 
tion with  dignity  and  honor,  and  showing  him- 
self a loyal  friend  of  the  profession,  as  well  as 
a wise  counselor. 

In  civic  affairs.  Dr.  Shoemaker  has  taken  a 
leading  interest.  For  a period  of  fifteen  years 
he  was  a member  of  the  School  Board,  represent- 
ing his  ward.  He  served  as  chairman  of  the 
Committee  on  Sanitation,  on  organization.  This 
committee  inaugurated  the  system  of  examining 
the  scholars,  and  adopted  methods  for  correction 
of  physical  defects.  He  proved  himself  a most 
valuable  man  on  this  committee.  The  Doctor 
is  also  an  active  member  of  the  Kiwanis  Club. 
During  the  World  War,  he  served  as  a member 
of  Draft  Board  No.  2,  City  of  Reading. 

He  is  also  a faithful  and  consistent  member 
of  the  First  Presbyterian  Church,  honoring  his 
profession  in  rendering  faithful  service  in  the 
advancement  of  the  religious  ideals,  not  only  in 
his  own  denomination,  but  in  the  community  in 
which  he  lives. 

In  1891  Dr.  Shoemaker  married  Miss  Aquila 
G.  Markley.  One  daughter  came  into  this  fam- 
ily, who  now  resides  in  New  York. 


IRA  G.  SHOEMAKER,  M.D. 
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FRANK  G.  HARTMAN  LAWRENCE  LITCHFIELD 
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Secretarij  of  the  Socieli] 

The  members  of  the  Medical  Society  of  the  State  of  Pennsylvania  are  federated  to  extend 
medical  knowledge,  so  that  the  profession  shall  become  more  useful  to  tbe  public  in  prolonging 
and  adding  to  the  comfort  of  human  life.  After  seventy-seven  years  of  service,  this  Society  re- 
verts with  confidence  to  its  history. 


INTRODUCTION 


To  chronicle  great  historical  events,  thereby 
satisfying  readers  in  search  of  such  allurement 
as  is  found  only  in  true  stories  of  gripping  in- 
terest, is  not  the  lot  of  that  one  who  is  assigned 
the  task  of  reviewing  the  economic  and  organiza- 
tional activities  of  a state  medical  society.  As 
the  history  of  mankind,  however,  was  not  made 
at  Armageddon  alone  or  at  Chateau-Thierry  or 
in  the  storming  of  the  Bastille,  so  all  medical 
history  was  not  created  in  epoch-making  dis- 
coveries by  medical  men  since  become  immortal. 
Most  of  our  Society’s  history  was  made  by 
members  inspired  only  by  the  desire  to  serve 
others,  entirely  unconscious  of  the  fact  that  their 
very  devotion  to  duty  stimulated  and  enheartened 
their  fellow  men  to  triumph  over  circumstances. 

Many  of  the  nation’s  most  famous  physicians 
have  been  enrolled  as  members  of  our  Society, 
but  they  have  contributed  no  more  to  our  proud 
standing  in  the  ranks  of  constituent  state  medical 
associations  than  have  those  less  famous  mem- 
bers who  have  served  for  years  or  for  decades 
as  officers  or  committeemen  in  the  Society  or 
its  component  county  societies. 

The  history  of  our  Society  is  to  be  found 
piecemeal,  but  in  minutiae,  scattered  throughout 
its  published  and  bound  transactions  from  1848 
to  1924.  These  volumes  record  not  only  the 
official  transactions  of  the  Society,  but  include 
also  the  recorded  contributions  of  its  members 
to  medical  literature  and  medical  science.  A 
complete  collection  of  the  Transactions  is  shelved 
in  the  office  provided  by  the  Society  for  the 
Secretary,  as  well  as  in  the  office  provided  for 
the  Editor  of  our  Journal  and  in  the  Library 
of  the  University  of  Pennsylvania.  From  this 
source  alone  we  have  gleaned  the  facts  herein- 
after related  regarding  the  development  of  our 
organization.  Mention  or  detailed  description  of 
the  contributions  of  individual  members  of  our 
Society  to  medical  science  and  the  comfort  of 
mankind  will  be  left  to  a writer  more  capable 


of  doing  justice  to  the  inspiring  records  which 
await  the  researches  of  a worthy  historiographer. 

As  we  review  the  recorded  details  of  the 
Society’s  activities  and  the  problems  discussed' 
at  succeeding  annual  sessions,  we  are  impressed 
with  the  frequency  and  regularity  with  which 
certain  admittedly  important  subjects  are  re- 
vived. For  instance,  Dr.  Humes  in  his  presi- 
dential address  in  1849  referred  to  the  scarcity 
of  physicians  in  rural  districts  in  the  following 

words  : “ when  our  graduates  in  medicine 

select  locations  for  practice  without  reference 
to  their  comfort  and  ease,  but  where  their  re- 
cently acquired  knowledge  can  be  brought  into 
immediate  requisition,”  etc.,  etc.  This  same  ad- 
dress also  dealt  with  the  apparent  futility  of 
seeking  the  passage  of  proper  legislation,  advis- 
ing that  “further  appeals  to  legislative  halls  are 
futile,  as  forty  years  of  trial  has  shown.”  The 
following  words  in  Dr.  Hume’s  address  refer 
to  charlatans  practicing  the  healing  art : “when 
the  infinitesimal  humbugs  of  the  day  are  super- 
seded by  the  sober  second  thought  of  an  en- 
lightened community.” 

Throughout  the  history  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania,  which  was 
prepared  by  William  B.  Atkinson,  A.M.,  M.D., 
of  Philadelphia,  Secretary  of  the  Society  from 
1869  to  1897,  and  published  in  Volume  27  of  the 
Transactions  of  the  Society,  will  be  found  many 
references  to  certain  subjects  that  have  called 
forth  much  discussion  and  action  from  1848  to 
the  present  time. 

1896 

The  Forty-sixth  Annual  Session  of  the  Medical  So- 
ciet}'  of  the  State  of  Pennsylvania  was  held  in  the 
Hall  of  the  House  of  Representatives,  Harrisburg, 
May  19-21,  1896.  The  meeting  was  called  to  order  by 
the  President,  Dr.  William  S.  Foster,  Pittsburgh. 

The  Honorable  Daniel  H.  Hastings,  Governor  of 
Pennsylvania,  delivered  an  address  of  welcome. 

In  his  presidential  address  on  “The  Mutual  Relations 
of  the  Profession  and  the  State,”  Dr.  Foster  said: 
“A  man’s  value  to  the  state  as  a political  organization 
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is  enhanced  by  the  intelligence  of  the  man' and  by  the 
integrity  and  activity  with  which  that  intelligence  is 
employed  in  matters  affecting  the  welfare  of  the  state 
...  It  then  follows  that  the  physician  who  willingly, 
earnestly,  and  actively  fulfills  the  ordinary  demands  of 
citizenship  becomes  the  state’s  most  valuable  citizen  . . . 
A doctor  ought  to  take  an  interest  in  politics — local, 
state,  and  national  . . . There  is  much  for  this 
Society  to  do  for  the  state,  and  in  doing  for  the  state 
to  advance  at  once  its  own  honor  and  the  welfare  of 
every  citizen  however  humble  . . . Pennsylvania’s 

three  largest  cities  have  for  years  maintained  an  un- 
enviable reputation  for  typhoid-fever  prevalence.  That 
prevalence  is  not  simply  unnecessary  in  the  light  of 
modern  sanitary  science — it  is  a crime  as  great,  as 
cruel,  and  as  shameful  as  the  slaughter  of  the  innocents 
in  sacred  history  . . . When  the  water  supplies  of 
the  state  have  been  purified,  it  is  probable  that  the 
typhoid  fever  mortality  of  this  state  will  not  range 
much  higher  than  that  of  smallpox,  and  there  may  yet 
arise  a generation  of  physicians  to  whom  the  one  dis- 
ease will  be  as  great  a curiosity  as  the  other.” 

Secretary  William  B.  Atkinson  reported  that  societies 
had  been  organized  in  Snyder,  Erie,  Bedford,  Tioga, 
and  Juniata  counties;  also,  that  in  many  of  the 
counties  the  membership  was  increasing  and  that  only 
one  or  two  were  in  a state  of  decadence. 

The  Treasurer  reported  that  the  receipts  for  the 
year  were  $3,261,  and  the  expenditures  $3,088.  Forty- 
nine  counties  paid  their  assessments  during  the  fiscal 
year,  although  but  nineteen  had  remitted  the  amount  of 
assessment  within  the  constitutionally  required  time 
limit. 

Chairman  Edward  Jackson  gave  a report  to  the  So- 
ciety for  the  Committee  on  Publication ; Chairman  F. 
Le  Moyne  reported  for  the  Committee  on  Scientific 
Business ; Chairman  Charles  S.  Shaw  for  the  Com- 
mittee on  Pharmacy.  Chairman  John  B.  Roberts  pre- 
sented the  report  of  the  Committee  on  Improvement  of 
Business  Methods  of  the  Society. 

The  Society  adopted  a motion  instructing  the  Board 
of  Trustees  and  Judicial  Council  to  consider  ‘‘the  prac- 
ticability of  making  Pittsburgh,  Harrisburg,  or  Phila- 
delphia the  place  of  meeting  every  second  or  third 
year  as  a general  central  place  of  meeting  where  an 
establishment  sufficiently  commodious  may  be  obtained 
to  found  a museum  and  library  in  which  the  State  So- 
ciety may  preserve  preparations  and  commence  forming 
a state  medical  library.” 

The  registration  at  the  1896  meeting  was  233. 

The  following  officers  were  elected  for  the  following 
year : President,  E.  E.  Montgomery,  Philadelphia ; 

Vice-Presidents,  C.  S.  Shaw,  Pittsburgh,  F.  P.  Ball, 
Lock  Haven,  T.  AI.  Livingston,  Lancaster,  A.  C.  Wentz, 
York;  Secretary,  William  B.  Atkinson,  Philadelphia; 
Assistant  Secretary,  Adolph  Koenig,  Pittsburgh;  Treas- 
urer, George  B.  Dunmire,  Philadelphia;  Judicial 
Council:  M.  A.  Rhoads,  Berks  County;  John  H. 

Packard,  Philadelphia;  John  Curwen,  Warren. 

1897 

The  Forty- seventh  Annual  Session  of  the  Medical 
Society  of  the  State  of  Pennsylvania  was  held  in  the 
Alvin  Theater,  Pittsburgh,  May  18-20,  1897,  and  was 
called  to  order  by  the  President,  Dr.  E.  E.  Montgomery 
of  Philadelphia. 

In  the  course  of  his  presidential  address  Dr.  Mont- 
gomery remarked  that  ‘‘during  the  existence  of  this 
Society,  medicine  and  surgery  have  been  revolution- 


ized  That  touch-m-e-not  of  the  early  surgeon — 

the  peritoneum — now  furnishes  a livelihood  to  multi- 
tudes; reputations  have  been  established  and  men 
have  lived  well — upon  the  appendix  and  its  disorders.” 
Dr.  Montgomery  later  pointed  out  the  fact  that  with 
seventy  thousand  practitioners  of  medicine  in  the  United 
States,  the  Journal  of  the  American  Medical  Associa- 
tion had  less  than  nine  thousand  subscribers. 

The  Treasurer  reported  that  fifty-four  counties  had 
remitted  their  assessment  during  the  fiscal  year,  but 
that  only  fifteen  counties  had  forwarded  their  dues 
within  the  constitutionally  required  time  limit.  Money 
received  from  county  societies  during  the  year  totaled 
$3,592,  and  the  expenditures  amounted  to  $3,472.  The 
cash  balance  on  hand  was  $2,623. 

Reports  were  received  from  the  Committee  on  Scien- 
tific Business,  Committee  on  Increase  of  Membership 
and  Extension  of  Polyclinic  Teaching,  Committee  on 
Pharmacy,  Committee  on  Legislation,  Committee  on 
Rush  Monument,  and  Committee  on  Publication,  the 
latter  committee  reporting  that  three  thousand  copies 
of  a five-hundred-and-thirteen-page  volume  on  Trans- 
actions for  1896  had  been  printed  and  distributed.  This 
volume  of  transactions  marked  the  last  number  thus 
issued,  the  official  transactions  of  the  Society  thereafter 
appearing  in  the  Pennsylvania  Medical  Journal,  be- 
ginning with  Volume  I for  the  year  1897-1898.  Dr. 
Koenig  agreed,  for  the  sum  of  $200  monthly,  to  publish 
the  Society’s  transactions  in  the  form  of  a monthly 
journal,  with  forty-eight  pages  of  reading  matter  con- 
sisting of  addresses,  papers,  minutes,  communications, 
and  other  transactions  of  the  Society,  together  with 
editorials,  news  items  and  matters  of  medical  interest, 
the  whole,  advertising  pages  included,  to  be  subject  to 
the  approval  of  the  Committee  on  Publication,  a copy 
to  be  mailed  to  every  member  of  county  societies  not 
in  arrears  for  dues,  each  number  to  contain  a dis- 
claimer of  responsibility  for  articles  published,  all 
editorial  articles  to  be  signed  at  least  by  initials,  and 
included  an  option  permitting  the  Society,  at  the  end 
of  one  year,  to  purchase  the  Journal  in  consideration 
of  the  payment  of  one  dollar,  and  the  condition  that  all 
advertisements  of  secret  or  copyrighted  medicinal  prep- 
arations should  be  excluded  forever  from  its  pages. 

At  this  meeting  the  By-Laws  of  the  Society  were 
subjected  to  considerable  amending,  and  the  By-Laws 
as  amended  in  May,  1897,  were  published  in  the  July, 
1897,  Journal. 

The  Americal  Medical  Association  met  in  Philadel- 
phia in  1897. 

The  following  officers  of  the  State  Society  were 
elected  for  the  coming  year : President,  W.  Murray 
Weidman,  Reading;  Vice-Presidents,  William  B.  At- 
kinson, Philadelphia,  B.  H.  Detwiler,  Williamsport, 
Wray  Grayson,  Washington,  J.  H.  Bittinger,  Hanover ; 
Secretary,  Cyrus  L.  Stevens. 

1898 

The  Forty-eighth  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  Pennsylvania  was  held  in 
Maennerchor  Hall,  Lancaster,  May  17-19,  1898.  The 
meeting  was  called  to  order  by  the  President,  Dr.  W. 
Alurray  Weidman  of  Reading. 

The  Secretary  reported  fifty-seven  county  societies  in 
affiliation  with  the  State  Society,  with  a total  member- 
ship of  3,194.  There  was  a net  increase  during  the  year 
of  398  members.  During  the  year,  the  Potter  County 
Medical  Society  was  organized,  and  the  Lawrence  Coun- 
ty Medical  Society  was  reorganized. 
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The  receipts  for  the  year  totaled  $3,765,  and  the 
disbursements  $3,669. 

During  the  year  1898,  an  active  Committee  on  In- 
crease in  Membership  and  Extension  of  Polyclinic 
Teaching  solicited  and  obtained  offers  from  eighty-five 
members  who  signified  their  willingness  to  visit  county 
societies  and  read  papers  or  deliver  clinical  or  didactic 
lectures  before  the  society,  the  county  society  in  each 
case  paying  the  traveling-expenses.  Twenty  engage- 
ments were  made,  through  the  chairman  of  the  com- 
mittee, Dr.  C.  L.  Stevens  of  Athens,  with  the  following 
counties:  Allegheny,  Beaver,  Clinton,  Crawford,  Cum- 
berland, Dauphin,  Erie,  Euzerne,  Lycoming,  Northamp- 
ton, Philadelphia,  Warren,  and  York. 

In  concluding  its  report,  the  committee  stated  that  “a 
county  society,  to  be  prosperous  and  progressive,  must 
be  conducted  in  the  interest  of  the  profession.  Every 
eligible  physician  in  the  county  should  be  sought  after 
and  made  welcome  when  he  visits  or  joins  the  society. 
The  question  should  be  not  so  much  ‘will  such  a physi- 
cian be  a help  to  the  society,’  as  ‘can  not  the  society 
be  a help  to  the  physician  ?’  ” 

The  following  officers  were  elected : President.  Web- 
ster B.  Lowman,  Johnstown ; First  Vice-President,  R. 
B.  Watson,  Lock  Haven ; Second  Vice-President,  G.  W. 
Guthrie,  Wilkes-Barre;  Third  Vice-President,  J.  Au- 
gust Ehler,  Lancaster ; Fourth  Vice-President,  Henry 
Landis,  Reading ; Secretary,  C.  L.  Stevens,  Athens ; As- 
sistant Secretary,  George  W.  Wagoner,  Johnstown ; 
Treasurer,  George  B.  Dunmire,  Philadelphia. 

1899 

The  Forty-ninth  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  Pennsylvania  convened  in  the 
Johnstown  Opera  House,  Johnstown,  Tuesday,  May  16, 
and  was  called  to  order  by  the  President,  Dr.  Webster 
B.  Lowman,  of  Johnstown. 

In  his  presidential  address  on  “The  Possibilities  of 
the  Medical  Profession,”  Dr.  Lowman  said : “Special- 
ism in  medicine  is  not  a deplorable  thing  if  confined 
within  proper  limits  ...  It  is  true  that  only  by 
confining  one’s  self  to  a certain  line  can  great  dis- 
coveries be  made;  but  the  progress  of  the  world  is 
measured  not  by  Bdisons  or  Listers,  but  by  the  educa- 
tion of  its  average  man  . . . ” Later  in  his  address, 
referring  to  the  question  of  ethics.  Dr.  Lowman  said: 
“I  know  it  is  the  fashion  to  sneer  at  ethics  openly  or 
covertly,  and  say  that  no  one  heeds  them ; but  that 
grand  old  document,  the  medical  Magna  Charta,  still 
lives  in  the  hearts  of  honorable  physicians.  Of  this  I 
want  no  greater  proof  than  the  universal  storm  of 
indignation  provoked  by  the  recent  efforts  of  Behring 
to  secure  letters  patent  in  the  United  States  for  his 
serum  . . . The  Code  of  Ethics  should  be  printed  in 
letters  of  gold  over  the  portals  of  every  medical  in- 
stitution.” 

The  Secretary  reported  fifty-six  societies  in  affiliation 
With  the  State  Society,  Snyder  County  Society  having 
failed  to  pay  its  assessment,  with  a total  membership 
of  3,252. 

The  Treasurer  reported  the  receipts  for  the  year  as 
$5,333,  and  the  disbursements  $5,122. 

The  Board  of  Trustees  met  in  October,  1898,  in 
Philadelphia,  and  adopted  a seal  for  the  use  of  the 
Medical  Society  of  the  State  of  Pennsylvania,  and  at 
this  meeting  requested  the  Treasurer  of  the  State 
Society  to  remit  as  soon  as  possible  to  the  Board  of 
Trustees  the  sum  of  $2,000  appropriated  by  the  Society 
at  the  Lancaster  meeting  in  1898  to  the  Rush  Monu- 
m.ent  Fund. 


The  report  of  the  Committee  on  Publication  showed 
an  increase  in  the  size  of  the  Pennsylvania  Medical 
Journal  from  forty-eight  to  fifty-six  pages.  Every 
member  of  each  county  medical  society  in  good  standing, 
numbering  about  3,250  members,  received  a copy  of  the 
Journal,  at  a cost  to  the  Society  of  $250  per  month ; 
one  hundred  nine  copies  per  month  were  exchanged 
with  other  medical  journals;  forty-seven  copies  each 
month  were  sent  to  the  secretaries  of  the  state  and 
territorial  societies,  and  twenty-five  copies  each  month 
to  various  libraries,  hospitals,  and  other  medical  organ- 
izations, resulting  in  wide  publicity  being  given  to  the 
society’s  transactions,  thereby  greatly  increasing  the 
number  of  orders,  for  “many  of  the  papers  were  re- 
produced or  abstracted  in  other  journals.” 

The  report  of  the  Legislative  Committee  for  the 
year  refers  to  the  committee’s  opposition  to  an  anti- 
vaccination bill  and  its  support  of  an  act  relating  to 
court  costs  in  suits  against  physicians,  surgeons,  and 
dentists  for  malpractice,  which  law  required  that  in  all 
suits  brought  in  any  court  of  this  Commonwealth 
against  any  practitioner  lawfully  practicing  medicine, 
surgery,  obstetrics,  or  dentistry  to  recover  damages 
for  malpractice,  the  person  bringing  the  suit  shall  file 
a bond  obligating  himself  to  pay  the  costs,  provided 
final  judgment  be  rendered  in  favor  of  the  defendant. 

At  this  meeting,  the  By-Laws  were  amended,  chang- 
ing the  date  of  the  annual  meeting  from  the  third 
Tuesday  in  May  to  the  third  Tuesday  in  September. 

Resolutions  were  also  adopted  fixing  June  30  as  the 
end  of  the  fiscal  year  of  the  Society,  and  the  chairman 
and  members  of  the  Publication  Committee  also  re- 
ceived respectively  the  titles  of  Editor  and  Associate 
Editors. 

The  following  officers  were  elected : President, 

George  W.  Guthrie,  Wilkes-Barre ; Vice-Presidents, 

S.  S.  Towler,  Marionville,  John  C.  Sheridan,  Johns- 
town, William  H.  Hartsell,  Allentown,  I.  P.  Klingen- 
smith,  Blairsville;  Secretary,  C.  L.  Stevens,  Athens; 
Treasurer,  George  B.  Dunmire,  Philadelphia;  Board 
of  Trustees  and  Judicial  Council : R.  .Armstrong,  Lock 
Haven;  I.  C.  Gable,  York;  W.  T.  Bishop,  Harrisburg; 

T.  P.  Simpson,  Beaver  Falls;  Henry  Beates,  Jr.,  Phil- 
adelphia; Thos.  D.  Davis,  Pittsburgh;  John  Curwen, 
Warren;  H.  G.  McCormick,  Williamsport;  A.  M. 
Miller,  Bird  in  Hand. 

1900 

The  Fiftieth  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  Pennsylvania  convened  in  the  Y.  M.  C. 
A.  Hall,  Wilkes-Barre,  September  18,  1900.  The  meet- 
ing was  called  to  order  by  the  President,  Dr.  George 
W.  Guthrie. 

The  Secretary  reported  a membership  of  3,350,  a net 
gain  during  the  year  of  98  members. 

The  Treasurer  reported  that  the  receipts  for  the  year 
were  $4,082,  and  the  disbursements  $6,433. 

The  address  of  the  President  was  devoted  largely 
to  a discussion  of  “the  flood  of  medical  nonsense  and 
knavery  which  seems  to  be  sweeping  over  the  land  with 
redoubled  energy,  deluding  and  destroying  the  weak, 
the  ignorant,  and  the  foolish,”  the  text  being  taken  from 
the  presidential  address  of  Dr.  Dennis,  delivered  before 
the  Society  in  Wilkes-Barre  in  1866.  Dealing  with 
Christian  Science  as  a medical  delusion,  as  a pretense 
to  healing.  Dr.  Guthrie  quotes  from  Mrs.  Eddy’s  book 
as  follows:  “If  the  case  to  he  healed  is  consumption, 
show  that  it  is  not  inherited,  that  inflammation,  tuber- 
cles, hemorrhage  and  decomposition  are  beliefs ; that 
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they  are  not  the  truth  of  man;  that  they  should  be 
treated  as  errors,  put  out  of  thought ; then  these  ills 
will  disappear.  What  if  the  lungs  are  ulcerated ! God 
is  more  to  a man  than  his  lungs,  and  the  less  we 
acknowledge  matter  and  its  laws  the  more  immortality 
we  possess.”  Dr.  Guthrie  further  remarked  that  “os- 
teopathy may  claim  its  thousands,  and  Christian  Science 
its  tens  of  thousands,  but  Lydia  Pinkham  numbers  her 
patients  at  a million,”  and  concluded  with  the  following : 
“Without  doubt  the  present  medical  delusions  will 
pass  as  all  their  predecessors  have  passed,  but  they 

will  be  succeeded  by  others but  the  great  sun  of 

true  medical  science  will  continue  to  shine  with  greater 
effulgence  until  the  perfect  day.” 

Dr.  F.  H.  Wiggin  of  New  York  City,  President  of 
the  New  York  State  Medical  Association,  discussed 
before  the  Society  plans  for  state  medical  organizations 
to  follow  in  conserving  the  material  as  well  as  the 
scientific  welfare  of  members,  referring  especially  to 
defense  in  approved  cases  by  the  Society  of  members 
threatened  with  suits  for  alleged  malpractice,  stating 
that  “it  is  not  right  that  any  of  us  should  be  per- 
mitted to  wage  a fight  against  the  blackmailer  single- 
handed.  Whoever  vigorously  defends  himself  against 
these  attacks  is  doing  it  as  much  for  every  practitioner 
in  the  State  as  for  himself.  Each  case  that  is  com- 
promised or  fought  in  a half-hearted  way  is  liable  to 
induce  others  to  bring  suit  in  the  hope  of  an  easy 
victory.” 

The  report  of  the  Committee  on  School  Text  Books 
criticised  radical  and  exaggerated  statements  regarding 
the  effects  of  intemperance  as  published  in  existing 
school  textbooks  on  hygiene  and  physiology.  The  con- 
cluding paragraph  in  the  report,  which  was  adopted, 
states  that  the  “Medical  Society  of  the  State  of  Penn- 
sylvania is  strongly  opposed  to  intemperance  and  in 
favor  of  teaching  children  temperance  principles  found- 
ed upon  truth.” 

The  following  officers  were  elected  for  the  year 
1900-1901:  President,  Thomas  D.  Davis,  Pittsburgh; 
Vice-Presidents,  William  B.  Ulrich,  Chester,  Lewis  H. 
Taylor,  Wilkes-Barre,  Augustus  A.  Eshner,  Philadel- 
phia, Martin  L.  Herr,  Lancaster;  Secretary,  Cyrus  L. 
Stevens,  Athens;  Treasurer,  George  B.  Dunmire,  Phil- 
adelphia. 

1901 

The  Fifty-first  Annual  Meeting  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  was  held  in  Horti- 
cultural Hall,  Philadelphia,  September  24-26,  1901. 
The  meeting  was  called  to  order  by  the  President, 
Dr.  Thomas  D.  Davis,  Pittsburgh. 

At  the  Tuesday  evening  meeting  Dr.  Davis  delivered 
the  annual  presidential  address,  his  subject  being  “Pi- 
oneer Physicians  of  Western  Pennsylvania.”  In  the 
course  of  his  address  Dr.  Davis  said : “It  is  not  my 
intention  to  give  you  complete  biographies  of  these 
notable  men;  that  is  impossible,  but  rather  to  use 
their  names  as  pegs  on  which  the  future  historian  may 
hang  more  interesting  incidents  as  from  time  to  time 
they  may  be  found.  In  order  to  understand  better  the 
arduous  duties  of  these  physicians  it  is  necessary  to 
recall  the  early  history  of  this  interesting  section  of 
our  State.  One  can  not  realize  that  only  a century 
and  a half  ago,  where  today  two  million  people  reside, 
not  a single  white  man  had  his  camp.”  The  first 
physician  mentioned  by  Dr.  Davis  was  Dr.  Thomas 
Walker,  Thomas  Jefferson’s  guardian,  and  George 
Washington’s  friend.  He  arrived  within  the  present 
boundaries  of  Pittsburgh  in  the  year  1749.  The  bibli- 
ography referred  to  by  Dr.  Davis  in  the  preparation 


of  his  exhaustive  and  scholarly  address  includes  sixty- 
eight  different  historical  articles  and  publications. 

After  the  address  by  Dr.  Davis,  the  Society  and 
invited  guests  retired  to  the  forum  and  were  tendered 
a reception  by  the  Philadelphia  County  Medical  So- 
ciety. 

We  note  also  from  the  minutes  of  this  meeting  that 
“members  of  the  Society  and  their  friends  accepted 
invitations  to  some  or  all  of  the  following  receptions : 
By  the  Trustees  and  Faculty  of  Jefferson  Medical  Col- 
lege, by  the  Corporators  and  Faculty  of  the  Woman’s 
Medical  College,  by  Dr.  James  Tyson  at  his  residence, 
by  Dr.  John  V.  Shoemaker  at  his  residence. 

The  Thursday-morning  session  was  addressed  by  the 
Honorable  William  A.  Stone,  Governor  of  the  State  of 
Pennsylvania. 

The  Secretary  reported  that  the  present  membership 
of  the  Society  was  3,460,  a net  gain  during  the  year 
of  110  members. 

The  Treasurer  reported  that  the  total  receipts  for  the 
year  were  $4,049,  and  total  expenditures  $4,2^. 

The  following  officers  were  elected  for  the  coming 
year : President,  Francis  P.  Ball,  Lock  Haven ; Vice- 
Presidents,  Walter  Lathrop,  Hazleton,  Robert  W. 
Stewart,  Pittsburgh,  Alexander  S.  Harshberger,  Lew- 
istown,  Joseph  K.  Weaver,  Norristown;  Secretary, 
Cyrus  L.  Stevens,  Athens ; Assistant  Secretary,  Wil- 
liam B.  Erdman,  Macungie;  Treasurer,  George  B. 
Dunmire,  Philadelphia. 

1902 

The  Fifty-second  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  Pennsylvania  convened  in  the 
Lyric  Theater,  Allentown,  September  16,  1902,  and  was 
called  to  order  by  the  President,  Dr.  Francis  P.  Ball, 
Lock  Haven. 

The  Secretary  reported  fifty-four  county  societies  in 
affiliation  with  the  State  Society,  with  a total  member- 
ship of  3,518,  a gain  during  the  year  of  118. 

The  Treasurer  reported  the  receipts  for  the  year  as 
$5,455,  and  the  disbursements  $4,601. 

At  this  meeting,  the  House  of  Delegates  adopted  a 
revision  of  the  By-Laws,  which  brought  about  many 
changes  in  the  form  of  organization  of  the  Society. 
The  By-Laws  as  adopted  were  planned  to  correlate  the 
organization  of  the  State  Society  with  the  American 
Medical  Association  as  reorganized. 

Before  this  revision,  every  member  of  a county 
society  having  once  served  as  a delegate  to  the  State 
Society  became  thereafter  a “permanent  member”  of 
the  State  Society  so  long  as  he  conformed  to  all  its 
rules  and  regulations  and  remained  a member  in  good 
standing  of  a county  society  entitled  to  representation 
therein.  After  this  revision,  the  State  Society  consisted 
of  active  members  of  county  medical  societies  within 
the  State  of  Pennsylvania  affiliating  with  the  State 
Society.  The  revised  By-Laws  continued  the  provision 
that  on  September  1 the  Trustees  fix  the  annual  per- 
capita  assessment  of  each  county  society,  basing  same 
on  the  membership  of  each  county  society  on  the  pre- 
vious day  (August  31)  ; also  the  provision  that  each 
county  medical  society  transmit  to  the  Treasurer  of 
the  State  Society  the  amount  of  its  annual  assessment 
within  sixty  days  of  receipt  of  notice  thereof.  Until 
liquidation  of  such  indebtedness,  no  county  medical 
society  was  entitled  to  representation  in  the  State  So- 
ciety, nor  were  its  members  entitled  to  receive  its  pub- 
lication (Pennsylvania  Medical  Journal). 
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The  revised  By-Laws  created  eighteen  censorial  dis- 
tricts, each  having  a separate  board  of  censors  formed 
by  the  Executive  Council  of  the  State  Society,  the 
latter  being  the  representative  and  legislative  body  of 
the  State  Society,  composed  of  the  president  of  each 
county  medical  society  as  ex-officio  members,  and  one 
delegate  member  from  each  county  medical  society  for 
each  one  hundred  members  or  fraction  thereof,  and  the 
secretary  of  the  last  meeting  of  each  censorial  district. 
Previous  to  this  revision,  the  Executive  Council  in- 
cluded in  its  personnel  delegates  from  each  county 
medical  society  in  good  standing  in  the  proportion  of 
one  delegate  for  each  five  members  and  an  additional 
delegate  when  the  society  contained  three  members 
more  than  a multiple  of  five. 

The  House  of  Delegates  also  adopted  a model  con- 
stitution and  by-laws  for  county  medical  societies. 

The  following  officers  were  elected : President,  Wil- 
liam M.  Welch,  Philadelphia;  Vice-Presidents,  H. 
Herbert  Herbst,  Allentown,  G.  Franklin  Bell,  New- 
berry, George  W.  McNeil,  Pittsburgh,  Samuel  P. 
Heilman,  Heilman  Dale;  Secretary,  Cyrus  L.  Stevens, 
Athens;  Assistant  Secretary,  Theodore  B.  Appel,  Lan- 
caster; Treasurer,  George  W.  Wagoner,  Johnstown; 
Board  of  Trustees  and  Judicial  Council:  Richard  Arm- 
strong, Lock  Haven;  Wm.  T.  Bishop,  Harrisburg; 
I.  C.  Gable,  York;  Henry  Beates,  Jr.,  Philadelphia; 
Luther  B.  Kline,  Catawissa ; Theo.  P.  Simpson,  Beaver 
Falls ; Thos.  D.  Davis,  Pittsburgh ; H.  G.  McCormick, 
Williamsport;  Thos.  M.  Livingston,  Columbia. 

1903 

The  Fifty-third  Annual  Meeting  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  was  convened  in 
Court  Room  No.  1,  York,  on  Tuesday  morning,  Sep- 
tember 22,  1903,  and  was  called  to  order  by  the  Pres- 
ident, Dr.  William  M.  Welch  of  Philadelphia. 

The  President,  in  his  address,  discussed  and  favored 
the  “registration  of  patients  suffering  from  consump- 
tion.” 

In  his  address  of  welcome,  the  Honorable  M.  B. 
Gibson,  Mayor  of  York,  cited  some  interesting  his- 
torical facts  regarding  early  physicians  of  Southeastern 
Pennsylvania,  among  which  we  note  that  Jan  Peterson, 
in  1638,  was  the  first  known  surgeon  to  settle  west  of 
the  Delaware,  and  John  Goodsom,  surgeon,  had  already 
located  at  Upland  when  William  Penn  landed  his 
colony  in  1682. 

The  Board  of  Trustees  fixed  the  assessment  for  the 
year  at  $1.50  per  capita. 

The  Secretary  reported  fifty- four  county  societies  in 
afliliation  with  the  State  Society,  with  a total  member- 
ship of  3,665,  or  a net  gain  during  the  year  of  145 
members.  One  new  society  was  organized  during  the 
year,  Wyoming  County  Medical  Society. 

The  Treasurer  reported  the  total  receipts  for  the  year 
as  $4,572,  and  the  disbursements  as  $4,504. 

The  following  officers  were  elected : President,  Wil- 
liam B.  Ulrich,  Chester ; Vice-Presidents,  Isaac  C. 
Gable,  York,  Philip  Y.  Eisenberg,  Norristown,  Fred- 
erick W.  Coover,  Harrisburg,  W.  A.  Marsh,  Mt.  Pleas- 
ant ; Secretary,  Cyrus  L-  Stevens,  Athens ; Assistant 
Secretary,  Theodore  B.  Appel,  Lancaster;  Treasurer, 
George  W.  Wagoner,  Johnstown;  Board  of  Trustees 
and  Judicial  Council;  Henry  Beates,  Jr.,  Philadelphia; 
Luther  B.  Kline,  Catawissa;  Theodore  P.  Simpson, 
Beaver  Falls ; Thomas  D.  Davis,  Pittsburgh ; H.  G. 
McCormick,  Williamsport ; Thos.  M.  Livingston,  Co- 
lumbia ; Richard  Armstrong,  Lock  Haven ; Isaac  C. 
Gabel,  York;  Wm.  S.  Ross,  Altoona. 


1904 

The  Fifty-fourth  Annual  Meeting  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  was  held  in  Car- 
negie Music  Hall,  Pittsburgh,  September  27-29,  1904. 
The  meeting  was  called  to  order  by  the  President,  Dr. 
William  B.  Ulrich,  Chester. 

The  Secretary  reported  that  during  the  year  five  new 
societies  had  been  organized ; Adams,  Bedford,  Monroe, 
Northumberland,  and  Union  County  Medical  Societies, 
making  the  total  membership  of  the  State  Society 
4,025,  or  a net  gain  during  the  year  of  350  members. 

The  Treasurer  reported  the  total  receipts  for  the 
year  as  $7,624,  and  the  expenditures  $7,407. 

The  1904  report  of  the  Committee  to  Examine  School 
Text  Books  was  very  exhaustive,  and  was  based  upon 
answers  to  questionnaires  sent  to  many  school  teachers 
throughout  the  State. 

The  Executive  Council  referred  to  the  Business  Com- 
mittee identical  resolutions  from  two  component  socie- 
ties asking  the  officers  of  the  Society  to  sever  the 
relations  existing  between  the  Society  and  the  Pbnn- 
SYLVANTA  Medxcab  Jouknal.  The  Business  Committee 
later  recommended  that  the  Journai.  be  published  by 
the  Society  and  increased  in  size. 

The  resignation  of  Dr.  Adolph  Koenig,  who  had 
served  for  seven  years  as  Chairman  of  the  Committee 
on  Publication,  was  received  and  accepted  with  regrets 
and  the  thanks  of  the  Society  for  his  unselfish  and 
devoted  efforts.  Dr.  Koenig  was  later,  during  the 
session,  elected  President  of  the  Society. 

At  the  same  meeting.  Dr.  C.  L.  Stevens,  of  Athens, 
Secretary  of  the  Society,  was  elected  Chairman  of 
the  Committee  on  Publication. 

Appropriate  resolutions  were  adopted  seeking  the 
enforcement  of  existing  laws  regarding  the  sale  of 
toy  pistols,  blank  cartridges,  dynamite  caps,  cannon 
crackers,  etc.,  on  account  of  the  appalling  mortality  from 
tetanus  occurring  in  the  United  States  (more  than  four 
hundred  deaths)  immediately  following  the  1903  Fourth 
of  July  celebration. 

The  following  officers  were  elected : President, 

Adolph  Koenig,  Pittsburgh ; Vice-Presidents,  Erasmus 
V.  Swing,  Coatesville,  Walter  S.  Stewart,  Wilkes- 
Barre,  Joseph  M.  Corson,  Chatham  Run,  James  B. 
Ewing,  Uniontown ; Secretary,  Cyrus  L.  Stevens, 
Athens;  Assistant  Secretary,  Theodore  B.  Appel,  Lan- 
caster; Treasurer,  George  W.  Wagoner,  Johnstown; 
Board  of  Trustees  and  Judicial  Council:  Thomas  D. 
Davis,  Pittsburgh ; H.  G.  McCormick,  Williamsport ; 
Thomas  M.  Livingston,  Columbia ; Richard  Armstrong, 
Lock  Haven;  Isaac  C.  Gable,  York;  William  S.  Ross, 
Altoona;  Henry  Beates,  Jr.,  Philadelphia;  Luther  B. 
Kline,  Catawissa;  William  H.  Hartzell,  Allentown. 

1905 

The  Fifty-fifth  Annual  Meeting  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  was  held  in  the 
Auditorium  of  the  Young  Men’s  Christian  Association 
Hall,  Scranton,  Pa.,  September  26-28,  1905,  and  was 
called'  to  order  at  9 :30  a.  m.  The  total  registration 
was  504.  Official  delegates  were  present  from  the 
state  medical  societies  of  New  York,  New  Jersey,  and 
Connecticut. 

Dr.  Adolph  Koenig,  in  the  annual  address  of  the 
President,  discussed  the  preliminary  and  medical  educa- 
tion of  the  students  of  the  day,  stressing  the  advantage 
of  study  of  the  natural  sciences  to  stimulate  the  powers 
of  observation. 
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The  report  of  the  Secretary  announced  organization 
of  the  counties  of  Snyder  and  Wayne,  making  a total 
of  sixty-one  counties  organized,  with  a total  member- 
ship of  4,300.  The  receipts  for  the  year  totalled 
$6,221.36,  the  expenditures  $5,361.33. 

The  Journals  for  the  year  averaged  sixty-eight 
pages,  printing  altogether  forty-eight  papers  read  at 
the  previous  aimual  meeting. 

During  the  year.  Dr.  J.  M.  McCormick,  Kentucky, 
Chairman  of  the  Committee  of  Medical  Organization 
of  the  American  Medical  Association,  spent  three  weeks 
in  Pennsylvania,  filling  nineteen  appointments. 

In  the  House  of  Delegates,  majority  and  minority 
reports  were  presented  by  the  Committee  on  Teaching 
of  Physiology  and  Hygiene  in  the  Public  Schools.  A 
model  constitution  and  by-laws  for  constituent  state 
associations  advised  by  the  American  Medical  Associa- 
tion was  adopted  by  the  House  “with  such  modifications 
as  seem  necessary  to  retain  the  advantages  and  valuable 
traditions  of  the  present  By-Laws  and  to  adapt  the 
model  to  our  incorporated  organization.”  The  report 
of  the  Committee  on  Legal  Matters  stated  that  the 
Committee,  in  order  to  achieve  its  work,  was  repre- 
sented at  eleven  sessions  of  the  House  and  at  meetings 
of  the  various  subcommittees.  The  minutes  of  the 
House  of  Delegates  also  included  the  report  of  the 
State  Board  of  Medical  Examiners  for  the  year  1904. 

The  bound  volume  and  transactions  for  the  year  con- 
tained 918  pages,  including  the  annual  membership  list 
and  stenographic  reports  of  the  General  Sessions  and 
two  sections  as  follows : Section  A — 20  papers  on  med- 
ical subjects,  4 papers  on  neurological  subjects,  and  six 
papers  in  otology,  ophthalmology,  and  laryngology; 
Section  B — 25  papers  on  surgical  subjects,  and  4 papers 
on  obstetrics  and  gynecology. 

The  report  of  the  Registration  Committee  showed 
the  registration  of  members  for  the  past  five  years  to 
be  as  follows : 1901,  Philadelphia,  ^2 ; 1902,  Allen- 
town, 337 ; 1903,  York,  355 ; 1904,  Pittsburgh,  675 ; 
1905,  Scranton,  504. 

The  following  officers  were  elected  for  the  ensuing 
year : President,  William  H.  Hartzell,  Allentown ; 

Vice-Presidents,  Morgan  J.  Williams,  Scranton,  John 
W.  Bruner,  Bloomsburg,  Israel  Cleaver,  Reading, 
George  G.  Harman,  Huntingdon;  Secretary,  Cyrus  Lee 
Stevens,  Athens;  Treasurer,  George  W.  Wagoner, 
Johnstown;  Assistant  Secretary,  Theodore  B.  Appel, 
Lancaster;  Board  of  Trustees,  term  expiring  1908, 
George  D.  Nutt,  Williamsport ; George  W.  Guthrie, 
Wilkes-Barre ; Thomas  D.  Davis,  Pittsburgh ; term 
expiring  1907,  Thomas  M.  Livingston,  Columbia ; Editor 
of  the  Journal,  Cyrus  Lee  Stevens,  Athens ; House  of 
Delegates,  .A.merican  Medical  Association : Fremont  W. 
Frankhauser,  Reading;  Isaac  C.  Gable,  York;  John  B. 
Roberts,  Philadelphia ; William  L.  Rodman,  Phila- 
delphia ; Alexander  R.  Craig,  Columbia ; George  W. 
Guthrie,  Wilkes-Barre;  Edward  B.  Heckel,  Pittsburgh, 
and  Walter  Lathrop,  Hazleton. 

1906 

The  Fifty-sixth  Annual  Meeting  of  the  Medical  .So- 
ciety of  the  State  of  Pennsylvania  was  held  at  Bedford 
Springs,  September  10-13,  1906,  and  was  called  to  order 
by  the  President,  Dr.  William  H.  Hartzell,  of  Allen- 
town. 

The  Secretary  reported  one  new  county  medical 
society  organized  during  the  year,  also  that  the  total 
membership  of  the  State  Society  was  4,597,  a net 
gain  of  297. 


The  following  is  a quotation  from  the  Secretary’s 
report:  “The  enforcement  of  the  ordinances  and  By- 
l,aws  adopted  last  year  has  been  accomplished  without 
much  embarrassment  or  interruption  to  the  work  of 
the  Society,  with  the  trifling  exception  of  a slight  delay 
in  the  beginning  of  operation  by  the  Committee  on 
Scientific  Work.  These  rules  under  which  the  Society 
is  now  working  are  not  without  some  defects,  but  are 
an  improvement  upon  former  regulations,  and  it  is 
hoped  that  they  will  be  given  some  years’  trial  without 
modification.  It  takes  time  for  the  mass  of  our  mem- 
bership to  become  familiar  with  our  laws,  and  frequent 
changes  lead  to  waste  of  time  and  energies  that  should 
be  directed  in  carrying  forward  the  work  of  our 
organization.  When  once  amendments  are  offered,  there 
is  likely  to  be  a flood  of  amendments  proposed.” 

For  the  first  time  in  the  history  of  the  Society, 
reports  were  received  and  published  from  the  individual 
councilors  of  the  nine  councilor  districts  into  which 
the  Society  had  recently  been  divided. 

The  House  of  Delegates,  heretofore  known  as  the 
F.xecutive  Council,  adopted  amendments  striking  out 
the  reference  to  “orations”  in  the  various  sections,  and 
providing  for  the  election  of  a chairman  and  a sec- 
lelary  of  each  section  at  an  executive  meeting  held 
immediately  before  adjournment  of  the  section  on  the 
second  day  of  the  annual  session. 

The  House  of  Delegates  approved  the  idea  of  making 
an  annual  meeting  of  the  secretaries  of  the  county 
societies  a feature  of  the  annual  sessions. 

The  House  of  Delegates  adopted  rules  suggested 
by  the  Board  of  Trustees  to  regulate  the  medical  de- 
fense fund  provided  for  in  the  By-Laws  adopted  in  1905. 

The  House  of  Delegates  also  adopted  the  recom- 
mendation of  the  Board  of  Trustees,  advising  that  the 
medical  benevolence  fund  recently  provided  for  be 
allowed  to  accumulate  for  a period  of  three  fiscal  years 
before  any  distribution  be  made. 

The  House  of  Delegates  adopted  a resolution  creating 
a committee  of  nine  members  of  the  Society  to  be 
known  as  the  Committee  on  Inebriate  Hospital. 

The  1906  Oration  on  State  Medicine  was  delivered  by 
Samuel  G.  Dixon,  M.D.,  Commissioner  of  Health  of 
the  State  of  Pennsylvania. 

The  following  officers  were  elected : President,  Isaac 
C.  Gable,  York;  Vice-Presidents,  Charles  Emmerling, 
Pittsburgh,  William  B.  Ansley,  Saltsburg,  Phillip  R. 
Koons,  Mechanicsburg,  Henry  M.  Neale,  Upper  Lehigh ; 
Secretary,  Cyrus  L.  Stevens,  Athens ; Assistant  Secre- 
tary, Theodore  B.  Appel,  Lancaster;  Treasurer,  George 
W.  Wagoner,  Johnstown;  Trustees  and  Councilors 
(three  years)  : David  H.  Strickland,  Erie;  William  S. 
Ross,  Altoona ; John  B.  Donaldson,  Canonsburg ; House 
of  Delegates  of  the  A.  M.  A.  (two  years)  : Israel 
Cleaver,  Reading;  William  T.  Williams,  Mt.  Carmel; 
Theodore  P.  Simpson,  Beaver  Falls ; Samuel  Wolfe, 
Philadelphia ; Adolph  Koenig,  Pittsburgh. 

1907 

The  Fifty-seventh  Annual  Session  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  was  held  in  Rajah 
Temple,  Reading,  September  23-26,  1907.  The  meeting 
was  called  to  order  by  the  President,  Dr.  Isaac  C. 
Gable,  York,  on  Monday,  September  23. 

The  Secretary  reported  a total  membership  of  4,934 
members,  a net  gain  of  337  members  over  the  preceding 
year. 

The  Treasurer  reported  the  total  receipts  for  the 
year  as  $8,060,  and  the  expenditures  $8,484. 
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The  report  of  the  Committee  on  Religious-Newspaper 
Advertising,  which  was  organized  in  November,  1906, 
stated  that  of  twenty-four  such  journals  examined,  but 
six  were  considered  clean  in  their  advertising  policy. 
Eighteen  of  the  journals  examined  contained  from  one 
to  six  advertisements  of  most  objectionable  character, 
such  as  cancer  cures  and  the  rankest  patent  medicines. 
A year  later,  after  the  passage  of  the  pure-food  law 
and  a general  campaign  against  nostrums,  the  same 
list  of  journals  was  examined  and  all  approved  with 
the  exception  of  eight,  and  none  of  these  contained  any 
advertisements  of  cancer  cures.  The  Society  gave  great 
credit  to  the  individual  members  of  the  Society  who 
had  written  to  editors  of  offending  religious  journals 
expressing  in  no  uncertain  terms  their  condemnation  of 
such  unfair  and  unchristian  advertisements. 

The  House  of  Delegates  approved  the  resolution  pro- 
testing against  the  entree  of  the  manufacturers  of  pro- 
prietary medicines  and  foods  to  vital-statistics  reports, 
including  births  and  contagious  diseases. 

The  Business  Committee  recommended  that  the  Com- 
mittee on  Public  Policy  and  Legislation  be  required  to 
report  a bill  for  a single  board  of  medical  examiners  to 
take  the  place  of  the  existing  law. 

Dr.  George  H.  Simmons,  Secretary  of  the  American 
Medical  Association,  addressed  the  second  annual  con- 
ference of  secretaries  of  the  county  societies  affiliated 
with  the  Medical  Society  of  the  State  of  Pennsylvania. 

The  following  officers  were  elected  for  the  coming 
year:  President,  William  L.  Estes,  South  Bethlehem; 
Vice-Presidents,  Samuel  G.  Statler,  Alum  Bank;  Daniel 
Longaker,  Reading ; Theodore  Diller,  Pittsburgh ; 
Daniel  J.  Landton,  Shenandoah ; Secretary,  Cyrus  L. 
Stevens,  Athens ; Assistant  Secretary,  Theodore  B. 
Appel,  Lancaster;  Treasurer,  George  W.  Wagoner, 
Johnstown;  Trustees  and  Councilors  (three  years): 
Lsaac  C.  Gable,  York;  George  G.  Harman,  Hunting- 
don ; James  B.  Walker,  Philadelphia ; House  of  Dele- 
gates of  the  A.  M.  A.  (two  years)  : Alexander  R. 
Craig,  Philadelphia  ; Philip  Y.  Eisenberg,  Norristown  ; 
George  W.  Guthrie,  Wilkes-Barre;  Edward  B.  Heckel, 
Pittsburgh. 

1908 

The  Fifty-eighth  Annual  Session  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  was  held  in  the 
theater  of  the  Hotel  Rider,  Cambridge  Springs,  Sep- 
tember 14-17,  1908.  The  meeting  was  called  to  order 
by  the  President,  Dr.  William  L.  Estes,  South  Beth- 
lehem. 

In  his  presidential  address.  Dr.  Estes  said : “Selfish- 
ness is  one  of  the  fundamental  and  elemental  attributes 
of  man.  Certain  it  is  pure  altruism  is  a very  rare 

possession  of  any  person  in  any  walk  of  life 

This  doctrine  is  so  commonly  held  by  people  generally 
that  they  do  not  believe  the  efforts  of  physicians  for 
the  great  movement  of  modern  times  towards  the  pre- 
vention of  diseases  can  be  purely  philanthropic 

Let  us  acknowledge  frankly  that  much  of  this  work  is 
done  for  some  expected  r turn,  but  let  us  insist  never- 
theless that  these  efforts  lead  to  better  conditions  in  the 
communities.”  Referring  to  the  contract  system  of 
medical  service.  Dr.  Estes  said : “This  system  is  as 
insidious  and  it  seems  to  be  as  alluring  as  the  reasons 
for  accepting  it  are  specious.” 

The  Secretary  reported  that  the  total  membership  of 
the  sixty-three  component  county  societies  was  5,003, 
showing  a net  gain  over  the  preceding  year  of  161 
members. 


The  following  quotation  is  taken  from  the  Secretary’s 
report : “In  connection  with  the  gradual  growth  of  the 
Society  it  may  be  of  interest  to  review  briefly  the 
statistical  history  of  the  Pennsyi,van[A  Medicap 
Journal.  The  first  volume,  beginning  with  June,  1897, 
and  issued  at  Pittsburgh,  contained  575  reading  pages 
and  was  mailed  to  3,100  members.  The  eighth  volume, 
beginning  with  October,  1904,  and  issued  from  Athens, 
contained  808  reading  pages  and  was  mailed  to  4,200 
members.  Volume  eleven,  ending  with  this  month, 
contained  1,014  reading  pages  and  was  mailed  to  5,000 
members.  During  the  four  years  of  its  present  manage- 
ment more  and  more  of  smaller  type  and  closer  lines 
have  been  used,  so  that  on  an  average,  one  page  now 
contains  nearly  as  many  words  as  two  pages  at  the 
beginning.” 

The  Treasurer  reported  that  the  total  receipts  for 
the  year  were  $8,542,  and  the  expenditures  $9,068. 

The  report  of  the  Committee  on  Malpractice  states : 
“We  feel  that  the  effect  of  this  committee  is  most 
beneficial  in  giving  moral  support  to  county  societies 
throughout  the  State  in  being  ready  at  any  time  to  aid 
directly  or  indirectly  in  the  prosecution  of  the  abor- 
tionist. 

The  report  also  recommended  the  insertion  of  a 
clause  in  the  medical-practice  act,  the  One-Board  Bill 
approved  by  the  1908  House  of  Delegates,  revoking 
the  license  of  any  one  duly  convicted  by  the  courts  of 
performing  a criminal  abortion. 

The  following  officers  were  elected : President, 

George  W.  Wagoner,  Johnstown ; Vice-Presidents, 
James  I.  Johnston,  Pittsburgh,  Glennis  E.  Humphry, 
Cambridge  Springs,  Lowell  M.  Gates,  Scranton,  Sam- 
uel Z.  Shope,  Harrisburg;  Secretary,  Cyrus  L.  Stevens, 
Athens;  Assistant  Secretary,  Theodore  B.  Appel,  Lan- 
caster; Treasurer,  Clarence  M.  Harris,  Johnstown; 
Trustees  and  Councilors  (three  years):  George  W. 
Guthrie,  Wilkes-Barre  ; George  D.  Nutt,  Williamsport ; 
Jefferson  H.  Wilson,  Beaver;  House  of  Delegates  of 
the  A.  M.  A. : Thomas  D.  Davis,  Pittsburgh ; William 
L.  Estes,  So.  Bethlehem,  and  Fremont  W.  Frank- 
houser,  Reading. 

1909 

The  Fifty-ninth  Annual  Session  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  was  held  in  the 
Bellevue-Stratford  Hotel,  Philadelphia,  September  27- 
30,  1909.  The  meeting  was  called  to  order  by  the 
President,  Dr.  George  W.  Wagoner,  Johnstown. 

In  his  presidential  address  Dr.  Wagoner  laid  em- 
phasis on  the  true  object  of  the  practice  of  the  science 
and  art  of  medicine,  namely,  helpfulness,  stating  that 
if  we  as  physicians  “attempt  to  prove  theories  in  the 
ai'plication  of  remedies  while  our  patients  linger  in 
uncertainty  and  disability,  then  do  we  fail  in  helpfulness. 
If  we  clash  over  the  minute  and  technical  measures 
while  neglecting  fundamental  means  of  renewing  life 
and  health,  we  fail  to  be  helpful.  The  keynote  of 
success  is  helpfulness.  If  it  be  helpfulness  based  upon 
scientific  observation,  deduction,  and  knowledge,  it 
marks  the  highest  and  most  desirable  attainment  pos- 
sible to  an  educated  physician.  But  no  matter  upon 
what  the  ability  to  help  is  based,  the  fact  of  being 
helped  is  all  that  concerns  the  sufferer.” 

The  Secretary  reported  the  total  membership  of  the 
sixty-three  county  societies  5,025,  a gain  during  the  year 
of  202  members. 

The  Treasurer  reixirted  that  the  total  receipts  for 
the  year  were  $8,977,  and  the  disbursements  $10,448. 
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The  House  of  Delegates  received  majority  and  minor- 
ity reports  from  the  Committee  on  Inebriate  Hospital, 
also  for  the  first  time  in  the  history  of  the  Society  a 
report  from  the  Committee  on  Trachoma,  a report  from 
the  Committee  on  Vaccination  and  Vivisection,  a r^ort 
from  the  Committee  on  Distribution  of  Medical  Litera- 
ture, and  a report  from  the  Committee  on  Independence 
Day  Injuries. 

Dr.  W.  S.  Foster,  for  many  years  delegate  from  the 
Medical  Society  of  the  State  of  Pennsylvania  to  the 
American  Medical  Association  Legislative  Conference, 
presented  an  unusually  long  and  interesting  report, 
dealing  especially  with  the  granting  by  the  Federal 
authorities  of  immunity  to  users  of  benzoate  of  soda, 
sulphurous  acid,  saccharine,  and  copper  sulphate  as 
adulterants  in  food  products. 

The  House  of  Delegates  took  no  action  on  resolutions 
from  the  Northwestern  Medical  Society  of  Philadelphia 
demanding  of  all  public  hospitals  that  they  have  a 
signed  statement  from  each  charity  patient  to  the  effect 
that  he  or  she  is  a fit  subject  for  such  charity. 

The  1909  House  of  Delegates  created  a Committee 
on  Cancer,  a Committee  on  Hospital  Appropriations, 
and  a Committee  on  Revision  of  the  By-Laws  Con- 
cerning Scientific  Work. 

The  following  officers  were  elected  for  the  ensuing 
year;  President,  Dr.  Theodore  B.  Appel,  Lancaster; 
Vice-Presidents.  Charles  A.  E.  Codman,  Philadelphia, 
Henry  H.  Riegel,  Catasauqua,  Joseph  W.  Albright, 
Muncy,  Charles  W.  Bachman,  Reading;  Secretary, 
Cyrus  L.  Stevens,  Athens ; Assistant  Secretary,  Alex- 
ander R.  Craig,  Philadelphia;  Treasurer,  George  W. 
Wagoner,  Johnstown;  Trustees  and  Councilors  (for 
three  years)  : John  B.  Donaldson,  Canonsburg;  David 
H.  Strickland,  Erie  (to  succeed  themselves)  ; W. 
Albert  Nason,  Roaring  Spring;  House  of  Delegates  of 
the  American  Medical  Association  (for  two  years)  : 
Frederick  L.  Van  Sickle,  Olyphant ; Alexander  S. 
Harshberger,  Lewistown ; George  W.  Guthrie,  Wilkes- 
Barre  ; Wendell  Reber,  Philadelphia ; John  B.  Low- 
man,  Johnstown;  John  G.  Wilson,  Montrose;  Alexander 
R.  Craig,  Philadelphia ; H.  G.  McCormick,  Williams- 
port; A.  R.  Allen,  Carlisle;  P.  Y.  Eisenberg,  Norris- 
town. 

1910 

7 he  Sixtieth  Annual  Session  of  the  Medical  Society 
of  the  State  of  Pennsylvania  was  held  in  Soldiers’ 
Memorial  Hall,  Pittsburgh,  October  3-6,  1910.  The 
meeting  was  called  to  order  by  the  President,  Dr. 
Theodore  B.  Appel,  Lancaster. 

In  his  presidential  address,  after  reviewing  the  aims 
and  accomplishments  of  the  Society,  Dr.  Appel  said : 
“I  think  we  have  established  our  claim  to  be  a repre- 
sentative state  organization,  with  an  organic  foundation 
broad  enough  to  support  all  who  practice  medicine  in 

Pennsylvania The  development  of  scientific 

medicine  means  the  physical,  intellectual,  and  moral 
betterment  of  the  race.  Medicine  is  taking  its  place 
among  the  exact  sciences.  It  consists  of  facts  gathered 
from  the  various  sciences  that  may  be  used  in  the 
prevention  and  cure  of  disease It  no  longer  di- 

vides into  schools  founded  on  speculative  dogma  or  on 
theories  evolved  from  the  inner  consciousness.” 

The  Secretary  reported  that  the  total  membership 
of  the  sixty-three  county  societies  was  5,380,  a net 
gain  over  last  year  of  165  members. 

The  Treasurer  reported  that  the  total  receipts  for  the 
year  were  $11,402,  and  total  expenditures  $9,582. 


The  1910  House  of  Delegates  received  a report  from 
the  Committee  on  Refracting  Opticians,  dealing  espe- 
cially with  methods  to  control  the  practice  of  optometry. 

The  House  also  received  the  report  of  the  delegate 
to  the  1910  meeting  of  the  Association  of  American 
Medical  Colleges. 

The  following  officers  were  elected  for  the  ensuing 
year:  President,  Dr.  John  B.  Donaldson,  Canonsburg; 
Vice-Presidents,  Thomas  N.  McKee,  Kittanning,  David 
S.  Funk,  Harrisburg,  Luther  B.  Kline,  Catawissa,  John 
S.  Mabon,  Pittsburgh ; Secretary,  Cyrus  L.  Stevens, 
Athens ; Assistant  Secretary,  Alexander  R.  Craig, 
Philadelphia;  Treasurer,  George  W.  Wagoner,  Johns- 
town; Board  of  Trustees:  Isaac  Gable,  York;  George 
G.  Harman,  Huntingdon;  William  L.  Estes,  So.  Beth- 
lehem (for  three  years)  ; also  Thomas  D.  Davis, 
Pittsburgh  (for  two  years)  to  fill  the  unexpired  term 
of  Dr.  John  B.  Donaldson,  who  was  elected  President. 

1911 

The  Sixty-first  Annual  Session  of  the  Medical  Society 
of  the  State  of  Pennsylvania  was  held  in  the  State 
Capitol,  Harrisburg,  September  25-28,  1911.  The  meet- 
ing was  called  to  order  by  the  President,  Dr.  John  B. 
Donaldson,  Canonsburg. 

In  his  presidential  address  on  “The  Doctor  and  His 
Societies  as  Pound  in  Pennsylvania,”  Dr.  Donaldson 
said : “Pennsylvania  is  a fairly  representative  state, 
better  organized  than  the  average  state ; but  keep  in 
m.ind  that  a list  of  names  does  not  constitute  an  organi- 
zation. If  an  organization  is  not  to  aid  first  those 
who  belong  to  it,  and  then  do  the  most  good  to  the 

greatest  number,  it  had  better  be  dissolved A 

great  number  of  those  enrolled  may  be  classed  as  con- 
tributing members,  who,  barring  a bit  of  prestige,  get 
practically  nothing  from  the  Society  that  is  unfortunate 

enough  to  enroll  their  names To  the  secretaries 

of  the  component  societies  of  this  State,  combined  with 
the  excellent  teamwork  of  the  Secretary  of  the  State 
Society  (Dr.  C.  L-  Stevens),  more  is  owing  than  to 

any  other  set  of  men When  I am  asked  my 

advice  as  to  the  very  best  thing  for  a society,  I say 
every  time,  ‘Look  well  to  your  secretary.  Without  a 
good  one  your  society  will  not  prosper ; with  a live 
one  you  can  not  help  prospering.’  ” 

The  Secretary  reported  that  the  total  membership  of 
the  sixty-three  county  societies  was  5,534,  making  a 
ret  gain  during  the  year  of  177  members.  During  the 
year  there  had  been  ten  applications  for  assistance 
from  the  Medical  Defense  Pund.  Up  to  this  time  the 
Society  had  not  lost  a single  case  during  the  five  years 
the  Medical  Defense  Pund  had  been  in  force. 

The  Treasurer  reported  that  the  total  receipts  for 
the  year  were  $11,033,  and  the  disbursements  $10,814. 

Addresses  of  welcome  at  the  opening  session  included 
one  by  Adjutant  General  T.  J.  Stewart. 

In  addition  to  reports  from  the  usual  committees,  the 
1911  House  of  Delegates  received  a report  from  a 
Committee  on  Transportation  and  Place  of  Meeting, 
Committee  on  'Plan  for  Medical  Defense,  Committee  on 
Plan  for  Distribution  of  Medical  Benevolence  Pund, 
Commission  on  End  Results  of  Fracture  of  the  Shaft 
of  the  Femur;  Commission  on  Tuberculosis,  Committee 
on  Vaccination,  and  Committee  on  Permanent  Location. 
The  report  of  this  latter  Committee  favored  the  holding 
of  the  annual  meeting  of  the  Society  onlv  in  cities 
known  to  have  adequate  hotel  accommodations ; also 
that  the  Society  in  the  future  should  control  and 
regulate  all  business  relating  to  its  sessions,  because 
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the  Society  should,  out  of  its  own  funds,  pay  all  ex- 
penses incidental  to  the  meetings.  The  Committee  also 
presented  amendments  to  the  By-Laws,  assigning  to  the 
Assistant  Secretary  the  duty  of  carrying  out  all  busi- 
ness details  incidental  to  the  annual  sessions  of  the 
Society  under  the  direction  and  advice  of  the  President 
and  Secretary. 

The  following  officers  were  elected  for  the  coming 
year;  President,  James  Tyson,  Philadelphia;  Vice- 
Presidents,  Hugh  Hamilton,  Harrisburg,  Walter  La- 
throp,  Hazleton,  George  W.  Kehl,  Reading,  Howard  C. 
Frontz,  Huntingdon;  Secretary,  Cyrus  L.  Stevens, 
Athens;  Assistant  Secretary,  William  H.  Cameron, 
Pittsburgh;  Treasurer,  George  W.  Wagoner,  Johns- 
town; Board  of  Trustees:  William  T.  Sharpless,  West 
Chester;  Frederick  L-  Van  Sickle,  Olyphant;  Alem  P. 
Hull,  Montgomery. 

1912 

The  Sixty-second  Animal  Session  of  the  Medical 
Society  of  the  State  of  Pennsylvania  was  held  in  Hotel 
Casey,  Scranton,  September  23-26,  1912.  The  meeting 
was  called  to  order  by  the  President,  Dr.  James  Tyson, 
Philadelphia. 

In  his  presidential  address  on  “Review  of  the  Progress 
of  Medicine  During  the  Last  Half  Century,”  Dr.  Tyson 
discussed  in  detail  the  beneficences  arising  from  the 
evolution  of  the  germ  theory  and  the  advances  in 
diagnosis  and  treatment  due  to  the  application  of  the 
x-ray. 

The  Secretary  reported  that  the  total  membership  of 
the  Society  was  5,773,  a net  gain  of  239  members  over 
last  year.  Fewer  members  were  suspended  during  the 
year  for  nonpayment  of  dues  than  in  previous  years, 
due  perhaps  to  the  protection  by  the  Medical  Defense 
Fund.  Twelve  applications  for  assistance  from  the 
Medical  Defense  Fund  were  received  during  the  year. 

The  Treasurer  reported  that  the  receipts  for  the 
year  were  $14,577,  and  the  expenditures  $11,924. 

The  1912  House  of  Delegates  received  the  first  report 
made  by  an  Assistant  Secretary,  Dr.  William  H. 
Cameron,  Pittsburgh,  having  been  placed  in  charge  of 
the  business  arrangements  for  the  sixty-second  annual 
session.  They  also  received  a report  from  the  special 
Committee  to  Act  with  the  Pennsylvania  Dairy  Asso- 
ciation, a special  Committee  on  Lodge  Practice,  a 
special  Committee  on  Library,  Committee  on  Plan  for 
Uniform  Regulation  of  Membership,  Committee  for 
Public  Health  Education  Among  Women. 

In  an  address  of  welcome  delivered  during  this  session 
of  the  Society,  a personal  criticism  of  the  Department 
of  Health,  which  resulted  in  some  unfortunate  news- 
paper publicity  was  later  by  resolution  disavowed  by 
the  House  of  Delegates,  and  as  a result,  an  amendment 
to  the  By-Laws  was  offered  creating  a Press  Bureau 
to  censor  all  items  given  to  the  public  press  in  connec- 
tion with  the  Society’s  annual  sessions. 

The  following  officers  were  elected  for  the  ensuing 
year:  President,  Lewis  H.  Taylor,  Wilkes-Barre; 

Vice-Presidents,  Alfred  A.  Long,  York,  David  H. 
Strickland,  Erie,  M.  Howard  Fussell,  Philadelphia, 
John  C.  Gilland,  Greencastle ; Secretary,  Cyrus  L. 
Stevens,  Athens ; Assistant  Secretary,  William  H. 
Cameron,  Pittsburgh;  Treasurer,  George  W.  Wagoner, 
Johnstow'n ; Trustees  and  Councilors:  Thomas  D.  Davis, 
Pittsburgh;  W.  Albert  Nason,  Roaring  Spring;  James 
Johnston,  Bradford ; House  of  Delegates  of  the  A.  M. 
A.:  John  B.  McAlister,  Harrisburg;  Thomas  D.  Davis, 
Pittsburgh;  W.  Rowland  Davies,  Scranton;  William 
T.  Hamilton,  Philadelphia. 


1913 

The  Sixty-third  Annual  Session  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  was  held  in  the 
Bellevue-Stratford  Hotel,  Philadelphia,  September  22- 
26,  1913.  The  meeting  was  called  to  order  by  the 
President,  Dr.  Lewis  H.  Taylor,  Wilkes-Barre. 

In  his  presidential  address  Dr.  Taylor  said : “The 
annual  meeting  of  the  State  Medical  Society  is  primarily 

a general-practitioner’s  meeting  I believe  the 

division  of  our  scientific  work  into  sections  on  surgery, 

medicine  and  specialties  is  as  far  as  we  should  go 

Let  us  not  further  subdivide  lest  we  lose  that  bond  of 
union  between  general  practitioner  and  specialist  which 
is  so  essential  to  the  welfare  of  our  Society.” 

The  Secretary  reported  the  total  membership  of  the 
Society  6,044,  a net  gain  during  the  year  of  271  mem- 
bers. Seventeen  applications  for  assistance  from  the 
Medical  Defense  Fund  were  received  during  the  year. 

The  Treasurer  reported  that  the  total  receipts  for 
the  year  were  $12,788,  and  the  expenditures  $12,890. 

The  1913  House  of  Delegates  adopted  proposed 
changes  in  the  By-Laws  creating  seven  standing  com- 
mittees of  the  Society,  including  a Press  Committee. 

The  following  officers  were  elected  for  the  ensuing 
year : President,  Edward  B.  Heckel,  Pittsburgh ; Vice- 
Presidents,  Henry  D.  Jump,  Philadelphia,  James  B. 
Amberson,  Waynesboro,  Jefferson  H.  Wilson,  Beaver, 
Uriah  B.  Murray,  Washington ; Secretary,  Cyrus  L. 
Stevens,  Athens;  Assistant  Secretary,  William  H. 
Cameron,  Pittsburgh;  Treasurer,  George  W.  Wagoner, 
Johnstown:  Board  of  Trustees  (for  three  years): 

William  L.  Estes,  So.  Bethlehem;  Theodore  B.  Appel, 
Lancaster;  Horatio  W.  Gass,  Sunbury;  House  of 
Delegates  of  the  A.  M.  A.  (for  two  years)  ; Adolph 
Koenig,  Pittsburgh ; J.  M.  Baldy,  Philadelphia ; A;  R. 
Allen,  Carlisle;  Luther  B.  Kline,  Catawissa;  Herbert 
B.  Gibby,  Wilkes-Barre. 

1914 

The  Sixty-fourth  Annual  Session  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  was  held  in  Carnegie 
Institute,  Pittsburgh,  September  21-24,  1914.  The  meet- 
ing was  called  to  order  by  the  President,  Dr.  Edward 
B.  Heckel,  Pittsburgh. 

Dr.  Heckel,  in  his  presidential  address,  dealing  with 
the  statement  so  frequently  heard  that  “medical  so- 
cieties represent  al  trust,”  said ; “In  one  sense  the 
medical  profession  is  a trust — it  not  only  trusts  in 
God  but  it  trusts  everybody.”  In  concluding  his  address, 
referring  to  the  conflict  so  recently  begun  among 
European  nations.  Dr.  Heckel  said : “I  cannot  refrain 
at  this  time,  while  we  sit  peacefully  together,  from 
adverting  to  the  struggle  which  is  now  going  on  across 
the  sea,  and  only  do  so  to  express  the  hope  that  the 
nations  which  have  given  to  humanity  such  men  as 
Lister,  Pasteur,  Koch,  Virchow,  Behring,  Ehrlich,  and 
a host  of  others,  may  soon  again  mingle  peacefully  to- 
gether in  the  pursuit  of  knowledge  for  the  amelioration 
of  human  suffering  and  the  advancement  of  mankind.” 

The  Secretary  reported  the  total  membership  of  the 
Society  as  6,543,  a net  gain  during  the  year  of  499 
members,  this  increase  being  due  to  the  work  of 
organizers  throughout  the  State  representing  the  Ameri- 
can Medical  Association. 

The  Treasurer  reported  that  the  total  receipts  for 
the  year  were  $14,202,  and  the  expenditures  $15,406. 

The  report  of  the  Committee  on  Society  Comity  and 
Policy  to  the  House  of  Delegates  presented  a com- 
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pletely  revised  Constitution  and  By-Laws  for  the  State 
Society,  and  a draft  of  a model  constitution  and  by- 
laws for  county  societies.  One  of  the  most  important 
problems  dealt  with  in  the  new  Constitution  was  that 
of  maintaining  the  members  of  the  Society  in  good 
standing,  doing  away  with  the  plan  of  dealing  with  the 
members  of  the  component  society  as  a group  and  in 
the  future  issuing  individual  receipts  upon  payment  of 
annual  dues  to  the  county  society,  thereby  maintaining 
in  good  standing  in  the  county,  state,  and  national 
organizations  the  individual  member  whose  dues  were 
paid  on  time,  and  no  longer  withholding  membership 
benefits  until  remittance  was  made  for  all  members  of 
the  county  society.  The  revision  also  provided  for 
choice  of  a President-Elect  of  the  Society,  and  as  a 
result  President  Heckel  served  throughout  two  years. 

The  Commission  on  Medical  Expert  Testimony  gave 
a two-thousand-word  report,  embodying  a model  bill 
for  presentation  to  the  Legislature,  stating  that  “the 
enactment  of  the  bill  would  protect  corporate  bodies 
from  unscrupulous  attorneys  and  close  the  wide-open 
door  upon  the  crooked  expert.” 

The  following  officers  were  elected : President,  John 
B.  McAlister,  Harrisburg;  Vice-Presidents,  G.  Frank- 
lin Bell,  Newberry,  Walter  S.  Stewart,  Wilkes-Barre, 
Jacob  R.  Lehman,  Mountville,  Otto  C.  Gaub,  Pitts- 
burgh ; Secretary,  Cyrus  L.  Stevens,  Pittsburgh ; As- 
sistant Secretary,  William  H.  Cameron,  Pittsburgh; 
Treasurer,  George  W.  Wagoner,  Johnstown;  Board  of 
Trustees  (for  three  years)  ; Alem  P.  Hull,  Montgomery; 
William  T.  Sharpless,  West  Chester ; Frederick  L. 
Van  Sickle,  Olyphant;  House  of  Delegates  A.  M.  A. 
(for  two  years)  : Thomas  D.  Davis,  Pittsburgh;  Joseph 
D.  Findley,  Altoona;  William  T.  Hamilton,  Philadel- 
phia; Jesse  Y.  Scott,  Washington. 

1915 

The  Sixty-fifth  Annual  Session  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  was  held  in  the 
Bellevue-Stratford  Hotel,  Philadelphia,  September  20- 
23,  1915,  and  was  called  to  order  by  the  President,  Dr. 
Edward  B.  Heckel,  Pittsburgh. 

After  the  installation  of  President-Elect  John  B. 
McAlister,  Harrisburg,  he  delivered  the  presidential 
address.  Speaking  from  many  years’  experience  as  the 
resident  member  of  the  Legislative  Committee  of  the 
State  Society,  Dr.  McAlister  said:  “If  we  were  gov- 
erned by  the  commercial  side  of  medicine,  we  would 
allow  contagious  disease  to  spread  and  run  rampant 
through  our  communities.  Our  fight  is  always  against 
disease.  As  a profession  we  have  conscientiously  tried 
to  legislate  in  protection  of  the  public  health,  and  yet 
our  efforts  have  been  frequently  unappreciated,  misun- 
derstood, and  opposed.  We  have  never  engaged  in  a 
fight  which  has  not  in  some  way  benefited  the  com- 
munity.” Speaking  of  the  thirty-seven  sects  in  Pennsyl- 
vania alleged  to  be  practicing  their  various  methods  to 
relieve  human  ailments.  Dr.  McAlister  further  said: 
“We  want  all  that  is  good  in  any  of  them ; we  welcome 
every  efficacious  idea — we  oppose  only  ignorance  and 
fraud.” 

The  Secretary  reported  the  total  membership  of  the 
Society  as  6,428.  During  the  year  twenty  applications 
were  received  for  assistance  from  the  Medical  Defense 
Fund. 

The  Treasurer  reported  the  receipts  for  year  as 
$20,774,  and  the  expenditures  as  $17,199. 

The  following  officers  were  elected  for  the  coming 
year:  President,  John  B.  McAlister,  Harrisburg; 


President-Elect,  Charles  A.  E.  Codman,  Philadelphia; 
Vice-Presidents,  J.  Torrance  Rugh,  Philadelphia,  Edgar 
M,  Green,  Easton,  W.  Albert  Nason,  Roaring  Spring, 
Myers  W.  Horner,  Mt.  Pleasant;  Secretary,  Cyrus  L. 
Stevens,  Athens;  Assistant  Secretary,  Clarence  P. 
Franklin,  Philadelphia;  Treasurer,  George  W.  Wag- 
oner, Johnstown;  Trustees  and  Councilors:  Jay  B.  F. 
Wyant,  Kittanning  (for  two  years)  ; Irwin  J.  Moyer, 
Pittsburgh;  James  Johnston,  Bradford;  John  B.  Low- 
man,  Johnstown  (for  three  years)  ; House  of  Dele- 
gates of  the  A.  M.  A.  (for  two  years)  : Americus  R. 
Allen,  Carlisle;  William  F.  Bacon,  York;  Wilmer 
Krusen,  Philadelphia ; Charles  G.  Strickland,  Erie ; 
Frederick  L.  Van  Sickle,  Olyphant. 

1916 

The  Si.vty-sixth  Annual  Session  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  was  held  in  the 
Hotel  Casey,  Scranton,  September  18-21,  1916.  The 
meeting  was  called  to  order  by  the  President,  Dr.  John 
B.  McAlister,  Harrisburg. 

After  the  installation  of  President-Elect  Charles  A. 
E.  Codman,  Philadelphia,  he  delivered  the  presidential 
address,  deploring  the  “woeful  lack  of  influence  in  the 
last  session  of  the  Legislature  which  terminated  in  the 
passage  of  the  Workmen’s  Compensation  Law  without 
even  so  much  as  the  slightest  recognition  of  the 
physician.”  He  continued : “We  have  been  working  as 
a sectarian  medical  body  and  not  representing  the  view- 
point of  the  entire  profession.  To  remedy  this  condi- 
tion, efforts  will  be  made  to  hold  joint  meetings  of  our 
Committee  on  Public  Policy  and  Legislation  with  those 
of  the  Homeopathic  and  Exlectic  Medical  Societies.” 
In  concluding  his  address,  which  reviewed  the  activities 
of  the  offices  of  Secretary  and  Editor,  the  most  im- 
portant standing  committees,  and  the  funds  of  the  So- 
ciety, Dr.  Codman  expressed  the  “hope  that  we  may 
see  our  way  clear  to  establish  a financial  system  that 
will  lead  to  the  creation  of  an  endowment  fund  which 
will  ultimately  place  the  Society  where  it  rightfully 
belongs.” 

The  Secretary  reported  that  the  total  membership 
for  the  year  was  6,587,  a gain  during  the  year  of  208 
members.  During  the  year  three  applications  were  re- 
ceived for  assistance  from  the  Medical  Defense  Fund. 

The  Treasurer  reported  that  the  total  receipts  for 
the  year  were  $21,993,  and  the  total  expenditures 
$15,995. 

Reports  to  the  1916  House  of  Delegates  included  that 
of  the  Committee  on  Medical  Education,  with  Sub- 
committees on  the  Use  of  Large  and  Small  Hospitals 
as  Teaching  Units,  report  of  the  Subcommittee  on  Un- 
dergraduate Training  and  Study,  report  of  the  Subcom- 
mittee on  Postgraduate  Study,  and  report  of  the 
Subcommittee  on  Preparation  for  the  Study  of  Medi- 
cine. 

The  1916  House  of  Delegates  created  a scientific 
section  on  Pediatrics. 

Volumes  XX  and  XXI  of  the  Pennsyi,vania  Med- 
ical Journal  contain  many  records  of  the  activities  of 
the  ^ciety  and  its  members  during  the  first  eighteen 
months  following  the  entry  of  the  United  States  of 
America  into  the  World  War. 

The  following  officers  were  elected : President-Elect, 
Samuel  G.  Dixon,  Bryn  Mawr ; Vice-Presidents,  John 
B.  Corser,  Scranton,  Joseph  W.  Albright,  Mimcy,  J. 
Treichler  Butz,  Allentown,  Herbert  B.  Gibby,  Wilkes- 
Barre  ; Secretary,  Cyrus  L.  Stevens,  Athens ; Assist- 
ant Secretary,  Clarence  P.  Franklin,  Philadelphia ; 
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Treasurer,  George  W.  Wagoner,  Johnstown ; Board  of 
Trustees:  Theodore  B.  Appel,  Lancaster;  Horatio  W. 
Gass,  Sunbury;  William  W.  Lazarus,  Tunkhannock; 
House  of  Delegates  of  the  A.  M.  A.:  (for  two  years) 
John  D.  McLean,  Philadelphia;  Edward  B.  Heckel, 
Pittsburgh ; David  N.  Dennis,  Erie ; Cyrus  L.  Stevens, 
Athens. 

1917 

The  Sixty-seventh  Annual  Session  of  the  Medical 
Society  of  the  State  of  Pennsylvania  was  held  in  the 
William  Penn  Hotel,  Pittsburgh,  September  24-27,  1917. 
The  meeting  was  called  to  order  by  the  President,  Dr. 
Charles  A.  E.  Codman,  Philadelphia. 

Owing  to  illness,  President-Elect  Samuel  G.  Dixon 
was  unable  to  attend  the  meeting,  and  his  presidential 
address  was  read  by  Dr.  John  B.  McAlister  of  Harris- 
burg. Referring  to  the  World  War,  Dr.  Dixon  stated : 
“Great  responsibility  rests  upon  the  home  army  to  pro- 
duce, and  at  the  same  time  retain  our  ability  to  continue 
producing  more  than  ever  before  those  things  essential 
for  our  own  sustenance,  and  to  sustain  the  fighters  at 
the  front.  This  means  that  we  must  have  intelligent 
and)  vigilant  medical  work  continued  in  this  great  com- 
m,onwealth  of  ours  as  well  as  behind  the  trenches. 
Pennsylvania  has  not  been  rich  in  medical  men.  For 
several  years  the  Department  of  Health  has  been  re- 
ceiving requests  from  communities  throughout  the  State 
asking  for  resident  physicians.  Some  of  the  letters 
contained  the  statement  that  the  writers  represented  in- 
telligent rural  communities  with  sufficient  means  to  pay 
for  medical  service.  We  have  not  been  able  to  supply 
the  demand.” 

Dr.  Dixon’s  continued  illness  resulted  in  his  death 
on  February  27,  1918,  and  First  Vice-President  Walter 
F.  Donaldson  of  Pittsburgh  became  President  of  the  So- 
ciety. This  was  the  first  time  in  the  history  of  the 
Society  that  its  president  had  died  during  his  term  of 
office. 

The  Secretary  reported  that  the  total  membership  of 
the  Society  was  6,838,  a net  gain  of  209  members  during 
the  year.  Thirteen  applications  were  received  for  as- 
sistance from  the  Medical  Defense  Fund. 

The  Treasurer  reported  that  the  total  receipts  for  the 
year  were  $22,955,  and  the  expenditures  $26,256. 

Many  of  the  deliberations  of  the  1917  House  of  Dele- 
gates were  concerned  with  medical  and  surgical  problems 
of  the  World  War  as  they  affected  the  communities 
served  by  the  individual  members  of  the  Society,  and 
as  they  affected  the  Society  and  its  component  societies. 

The  following  officers  were  elected  for  the  coming 
year : President-Elect,  Frederick  L.  Van  Sickle,  Oly- 
phant ; Vice-Presidents,  Walter  F.  Donaldson,  Pitts- 
burgh, B.  Franklin  Royer,  Harrisburg,  David  N.  Den- 
nis, Erie,  and  Walter  J.  Leaman,  Leaman  Place;  Secre- 
tary, Cyrus  L.  Stevens,  Athens ; Assistant  Secretary, 
Christian  B.  Longenecker,  Philadelphia;  Treasurer, 
George  W.  Wagoner.  Johnstown;  Board  of  Trustees: 
Ira  G.  Shoemaker,  Reading ; Frank  G.  Hartman,  Lan- 
caster ; Harry  W.  Albertson,  Scranton ; Spencer  M. 
Free,  Dubois;  Donald  Gu(hrie,  Sayre;  J.  B.  F.  Wyant, 
Kittanning;  House  of  Delegates  of  the  A.  M.  A.: 
George  G.  Harman,  Huntingdon ; Herbert  B.  Gibby, 
Wilkes-Barre;  Wilmer  Krusen,  Philadelphia;  William 
F.  Bacon,  York;  George  R.  S.  Corson,  Pottstown. 

1918 

The  Sixty-eighth  Annual  Session  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  was  held  in  the 
Bellevue-Stratford  Hotel,  Philadelphia,  September  23- 


26,  1918.  The  meeting  was  called  to  order  by  the 
President,  Dr.  Walter  F.  Donaldson,  Pittsburgh. 

President-Elect  Frederick  L.  Van  Sickle,  Olyphant, 
having  been  installed,  he  delivered  the  presidential  ad- 
dress. Referring  to  the  work  of  former  President 
Dixon  as  Commissioner  of  Health  of  the  State  of 
Pennsylvania,  Dr.  Van  Sickle  stated : “Beginning  as  he 
did,  with  many  obstacles  to  contend  with.  Dr.  Dixon 
built  up  an  organization  the  equal  of  which  is  found  in 
no  state  of  our  Union.”  Dr.  Van  Sickle  also  expressed 
the  hope  that  Dr.  Dixon’s  successors  in  the  Department 
of  Health  would  be  endowed  with  such  “stability  of 
character,  wiseness  of  discernment,  and  strength  of 
conviction  that  the  work  established  by  him  would  not  be 
altered,  perverted,  or  disorganized.” 

The  keynote  of  the  1918  session,  as  expressed  by 
Dr.  Van  Sickle,  should  be  “to  disturb  as  little  as  possible 
well-organized  plans  as  they  are  associated  with  the 
work  of  the  profession,  and  not  to  launch  new  or  un- 
tried theories,  which  might  detract  from  the  great 
problem,  the  people  of  the  country  have  in  hand.”  He 
continued:  “It  would  be  eminently  unwise  were  we 

seriously  to  consider  anything  that  has  not  a bearing 
directly  or  indirectly  on  the  vital  needs  of  this  nation.” 

The  Secretary  reported  that  the  total  membership  of 
the  Society  was  6,787  members,  including  908  members 
whose  dues  had  been  remitted  on  account  of  their  being 
“engaged  in  the  service  of  the  United  States  or  her 
Allies.”  Seventeen  applications  for  assistance  from  the 
Medical  Defense  Fund  were  received  during  the  year. 
The  Pennsylvania  Medical  Journal  for  the  twelve 
months  ending  with  the  September,  1918,  number  con- 
tained nearly  one  hundred  pages  of  reading  matter  more 
than  called  for  by  the  contract.  Copies  were  mailed 
monthly  to  all  members  in  the  Army  or  Navy  whose 
addresses  were  furnished. 

The  Treasurer  reported  that  the  total  receipts  for  the 
year  were  $18,003,  and  the  total  disbursements  $18,383. 

The  1918  House  of  Delegates  was  confronted  with 
problems  incident  to  the  effect  of  the  World  War  on 
medical  organization,  and  with  the  preparation  of  plans 
for  opposition  to  the  compulsory  health  insurance  legis- 
lation to  be  introduced  in  the  1919  Legislature. 

The  report  of  the  War  Committee  brought  out  the 
fact  that  on  September  1,  1918,  2,872  Pennsylvania 
physicians  had  been  recommended  for  commissions  in 
the  United  States  Army  and  Navy.  Reports  received 
also  dealt  with  the  activities  of  the  Volunteer  Medical 
Service  Corps. 

The  scientific  sessions  were  attended  by  many  physi- 
cians from  other  states  in  military  service  at  the  time 
in  nearby  camps. 

The  House  of  Delegates  accepted  the  resignation  of 
Dr.  C.  L.  Stevens,  as  Secretary,  after  having  served 
for  twenty-one  years ; however,  he  continued  as  Editor 
of  the  Journal.  During  the  same  session,  in  which 
Dr.  Stevens  was  chosen  President-Elect,  he  was  also 
awarded  $2,000  as  a testimonial  of  the  appreciation  of 
the  Society  of  his  valuable  services  to  the  Society  and 
the  sacrifices  he  had  made  during  his  term  of  office. 

The  following  officers  were  elected  for  the  coming 
year  : President-Elect,  Cyrus  L.  Stevens,  Athens  ; Vice- 
Presidents,  William  D.  Robinson,  Philadelphia,  J.  N. 
Sprowls,  Claysville,  Julius  H.  Comroe,  York,  Wesley 
F.  Kunkle,  Williamsport;  Secretary,  Walter  F.  Donald- 
son, Pittsburgh ; Assistant  Secretary,  Christian  B. 
Longenecker,  Philadelphia ; Treasurer,  George  W. 
Wagoner,  Johnstown;  Board  of  Trustees:  Howard  C. 
Frontz,  Huntingdon  (to  fill  the  unexpired  term  of  Dr. 
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H.  W.  Gass) ; (for  three  years)  H.  W.  Mitchell, 
Warren;  Spencer  M.  Free,  Dubois;  Irwin  J.  Moyer, 
Pittsburgh;  House  of  Delegates  of  the  A.  M.  A.: 
Edward  B.  Heckel,  Pittsburgh ; John  D.  McLean, 
Philadelphia;  David  N.  Dennis,  Erie;  J.  M.  Baldy, 
Philadelphia. 

1919 

The  Sixty-ninth  Annual  Session  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  was  held  in  the 
Penn-Harris  Hotel,  Harrisburg,  September  22-25,  1919. 
The  meeting  was  called  to  order  by  the  President,  Dr. 
Frederick  L.  Van  Sickle,  Olyphant. 

After  the  installation  of  President-Elect  Cyrus  L. 
Stevens,  Athens,  he  delivered  the  presidential  address. 
In  the  course  of  his  remarks  Dr.  Stevens  said : “The 
medical  profession  has  always  been  progressive  and 
has  kept  not  only  abreast  but  almost  always  in  advance 
of  the  moral  and  intellectual  changes  of  the  world.” 
In  referring  to  prohibition  he  said : “The  alcohol  curse, 
removed  from  the  presence  of  workingmen  and  from 
politics,  the  difficulties  of  proper  housing  should  be 
more  easily  overcome.”  Dr.  Stevens  also  praised  the 
governments  of  certain  large  American  cities  for  their 
cooperation  with  the  Army  and  Navy  in  their  efforts 
to  suppress  prostitution  during  1917-18-19,  and  con- 
demned others  for  their  failure  to  cooperate.  He  stated 
that  forty-nine  Pennsylvania  physicians  died  while  in 
the  service  of  the  United  States  or  one  of  the  allied 
countries  during  the  World  War.  He  mentioned  also 
the  valuable  services  rendered  at  great  financial  sacrifice 
by  physicians  who  served  on  local  selective-service  and 
medical  advisory  boards. 

The  opening  general  meeting  of  the  1919  session  was 
graced  by  the  presence  of  the  Honorable  William  C. 
Sproul,  Governor  of  the  Commonwealth  of  Pennsyl- 
vania, who  in  an  extended  address  welcomed  the  Society. 

The  Secretary  reported  that  the  total  membership  of 
the  Society  was  6,636.  “The  response  of  the  com- 
ponent societies  to  the  1918  House  of  Delegates’  request 
was  generous  and  almost  unanimous.  Sixty-one  so- 
cieties paid  the  1919  per-capita  assessment  for  their 
military  members,  and  the  State  Society  has  therefore 
actually  remitted  the  1919  dues  of  but  five  members  on 
account  of  absence  in  military  service.” 

The  Treasurer  reported  that  the  total  receipts  for 
the  year  were  $20,405,  and  the  expenditures  $18,688. 

The  Board  of  Trustees,  since  the  1918  meeting  of 
the  House  of  Delegates,  was  called  upon  to  fill  the 
unexpired  term  of  Treasurer  George  W.  Wagoner, 
deceased.  Dr.  J.  B.  Lowman  of  Johnstown  was  ap- 
pointed Treasurer.  Dr.  Wagoner,  first  elected  Treas- 
urer in  1902,  was  reelected  each  year,  except  in  the 
year  1908,  when  he  served  the  Society  as  President. 

The  work  of  the  1919  House  of  Delegates  was  marked 
by  extra  sessions  of  the  House  in  consideration  of  the 
report  of  the  committee  appointed  in  1918  to  revise 
the  Constitution  and  By-Laws.  As  adopted,  the  By- 
Laws  provided  for  a full-time  officer  to  be  known  as 
the  Executive  Secretary,  who  “shall  organize  the  med- 
ical profession  for  efficient  action  on  proposed  or  pend- 
ing legislation  of  interest  to  the  general  public 'and  the 
medical  profession.  It  shall  further  be  his  duty  to 
organize  the  machinery  for  and  conduct  the  prosecution 
of  illegal  practitioners  of  the  healing  art  in  the  Com- 
monwealth of  Pennsylvania.  He  shall  be  appointed  by 
the  Board  of  Trustees.” 

An  amendment  was  adopted  increasing  the  term  of 
office  of  a member  of  the  Board  of  Trustees  from  three 
to  five  years.*  The  House  of  Delegates  later  approved 


the  report  of  a special  committee  apportioning  the  terms 
to  be  served  by  the  members  of  the  Board. 

A proposed  bill  providing  for  a new  office  of  the 
Society,  that  of  Speaker  of  the  House  of  Delegates, 
was  defeated. 

The  House  of  Delegates  approved  the  recommenda- 
tion of  the  Board  of  Trustees  increasing  the  annual 
per-capita  assessment  from  $2.75  to  $5.00,  to  become 
effective  in  1920. 

The  report  of  the  Conunittee  on  Public  Policy  and 
Legislation  embodied  the  activities  of  the  newly  formed 
Medical  Legislative  Conference  of  Pennsylvania  and 
emphasized  the  splendid  results  attained  at  Harrisburg 
in  the  more  favorable  recognition  of  physicians  attend- 
ing beneficiaries  of  the  Workmen’s  Compensation  Act. 

The  following  officers  were  elected : President-Elect, 
Henry  D.  Jump,  Philadelphia;  Vice-Presidents,  J.  W. 
Ellenberger,  Harrisburg,  Spencer  M.  Free,  Dubois, 
Charles  B.  Wood,  Monongahela,  Anthony  F.  Myers, 
Blooming  Glen ; Secretary,  Walter  F.  Donaldson,  Pitts- 
burgh ; Assistant  Secretary,  Christian  B.  Longenecker, 
Philadelphia;  Treasurer,  John  B.  Lowman,  Johnstown; 
Board  of  Trustees;  Frank  C.  Hammond,  Philadelphia; 
Howard  C.  Frontz,  Huntingdon;  Theodore  B.  Appel, 
Lancaster ; Donald  Guthrie,  Sayre ; Irwin  J.  Moyer, 
Pittsburgh;  G.  Franklin  Bell,  Williamsport;  Harry  W. 
Mitchell,  Warren;  Ira  G.  Shoemaker,  Reading;  Harry 
W.  Albertson,  Scranton;  J.  B.  F.  Wyant,  Kittanning; 
House  of  Delegates  of  the  A.  M.  A.  (for  two  years)  : 
William  F.  Bacon,  York;  George  R.  S.  Corson,  Potts- 
ville ; Herbert  B.  Gibby,  Wilkes-Barre;  George  G. 
Harman,  Huntingdon;  Wilmer  Krusen,  Philadelphia. 

1920 

The  Seventieth  Annual  Session  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  was  held  in  the 
William  Penn  Hotel,  Pittsburgh,  October  4-7,  1920. 
The  meeting  was  called  to  order  by  the  President,  Dr. 
C.  L.  Stevens,  Athens. 

President-Elect  Henry  D.  Jump,  Philadelphia,  having 
been  installed,  delivered  the  presidential  address.  Deal- 
ing with  the  question  of  attempts  to  extend  paternalism 
in  medicine.  Dr.  Jump  said : “Prevention  of  sickness 
has  long  been  a governmental  function,  and  has  come 

to  be  considered  as  such As  we  have  granted  the 

right  of  the  State  to  protect  itself  by  preventive  meas- 
ures, we  must  also  grant  it  function  in  curing  the  sick 
who  are  unable  to  pay.  Few,  however,  are  willing  to 
consider  the  wisdom  of  fatherly  support  for  those  who 
are  well  qualified  to  support  themselves.” 

The  Secretary  reported  that  the  total  membership  of 
the  Society  was  7,042.  Seven  applications  for  assist- 
ance from  the  Medical  Defense  Fund  were  received 
during  the  year. 

The  Treasurer  reported  that  the  receipts  for  the  year 
were  $44,091  as  a result  of  the  increase  in  the  annual 
per-capita  tax,  and  the  expenditures  $34,646,  this  in- 
crease in  expenditures  being  due  to  the  opening  of  the 
Society’s  offices  in  Harrisburg  and  Pittsburgh. 

The  1920  House  of  Delegates  received  for  the  first 
time  a report,  through  the.  Board  of  Trustees,  from 
the  Executive  Secretary,  Dr.  Frederick  L.  Van  Sickle 
having  been  chosen  by  the  Board  and  having  taken  up 
the  work  February  15,  1920.  On  July  15,  under  the 
direction  of  the  Publication  Committee  of  the  Board  of 
Trustees,  the  office  of  the  Journai,  was  opened  at  212 
North  Third  Street,  Harrisburg,  from  which  place  the 
activities  of  the  Executive  Secretary  were  conducted. 
The  Executive  Secretary’s  report  included  the  follow- 
ing, having  an  important  bearing  on  the  functions  of 
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the  office  as  outlined  in  the  By-Laws : “The  eflort  to 
organize  the  machinery  for  the  prosecution  of  illegal 
practitioners  of  medicine  resulted  in  the  legal  opinion 
that  the  State  Society  could  not  prosecute  such  of- 
fenders,” etc. 

Beginning  with  the  August,  1920,  number,  The 
Journal,  edited  by  Dr.  C.  L.  Stevens  and  managed  by 
the  Executive  Secretary,  was  published  in  Harrisburg. 

The  report  of  the  editor.  Dr.  Stevens,  included  the 
announcement  of  his  relinquishment  of  his  duties  as 
Editor  after  sixteen  years  of  service. 

The  following  officers  were  elected  for  the  coming 
year : President-Elect,  Frank  G.  Hartman,  Lancaster ; 
Vice-Presidents,  Harold  A.  Miller,  Pittsburgh,  Spencer 
M.  Free,  Dubois,  David  S.  Funk,  Harrisburg,  Anthony 
F.  Myers,  Blooming  Glen ; Secretary,  Walter  F.  Don- 
aldson, Pittsburgh ; Assistant  Secretary,  Christian  B. 
Longenecker,  Philadelphia;  Treasurer,  John  B.  Low- 
man,  Johnstown;  Board  of  Trustees  (full  term)  : Jay 
B.  F.  Wyant,  Kittanning ; Harry  W.  Albertson,  Scran- 
ton; Walter  F.  Brenholtz,  Williamsport;  House  of 
Delegates  of  the  A.  M.  A.:  George  A.  Knowles,  Phila- 
delphia; J.  B.  McAlister,  Flarrisburg;  Charles  A.  E. 
Codman,  Philadelphia;  John  D.  McLean,  Philadelphia. 

* 1921 

The  Seventy-first;  Annual  Session  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  was  held  in  the 
Bellevue- Stratford  Hotel,  Philadelphia,  October  3-6, 
1921.  The  meeting  was  called  to  order  by  the  Presi- 
dent, Dr.  Henry  D.  Jump,  Philadelphia. 

President-Elect  Frank  G.  Hartman  having  been  in- 
stalled, delivered  the  presidential  address.  In  the 
course  of  his  remarks  he  said : “The  problems  con- 
fronting the  medical  profession  to-day  differ  but  little 
from  those  that  have  presented  themselves  since  the 
practice  of  medicine  was  definitely  established  in  this 
Commonwealth.”  Speaking  of  the  report  of  the  Com- 
mission appointed  by  the  Governor  to  study  and  report 
on  the  subject  of  compulsory  health  insurance.  Dr. 
Hartman  said : “It  must  be  a source  of  satisfaction  to 
this  Society  to  know  that  the  negative  majority  report 
submitted  by  the  Commission  was  in  a large  measure 
the'  result  of  the  intelligent  arguments  presented  by 
your  representatives  in  voicing  the  sentiments  of  the 
medical  profession.” 

The  Secretary  reported  that  the  total  membership 
for  the  year  was  7,231  members.  Eight  applications  for 
assistance  from  the  Medical  Defense  Fund  were  re- 
ceived during  the  year. 

The  Treasurer  reported  that  the  total  receipts  for  the 
year  were  $45,622,  and  the  expenditures  $45,855. 

The  1921  House  of  Delegates,  in  addition  to  the  usual 
reports  from  officers  and  standing  committees,  received 
a favorable  report  from  the  special  Committee  on  Com- 
munity Needs  for  Hospitals.  The  report  of  the  Medical 
Legislative  Conference  reviewed  the  continued  success- 
ful efforts  to  defeat  the  plans  for  introducing  compul- 
sory health  insurance  into  Pennsylvania,  and  the  defeat 
of  the  Chiropractic  Bill. 

The  following  officers  were  elected  for  the  coming 
year  : President-Elect,  Lawrence  Litchfield,  Pittsburgh  ; 
Vice-Presidents,  John  B.  Carnett,  Philadelphia,  Victor 
B.  Chaapel,  Williamsport,  John  B.  McMurray,  Wash- 
ington, Spencer  M.  Free,  Dubois ; Secretary,  Walter  F. 
Donaldson,  Pittsburgh ; Assistant  Secretary,  Christian 
B.  Longenecker;  Treasurer,  John  B.  Lowman,  Johns- 
town; Board  of  Trustees:  Harry  W.  Mitchell,  Warren; 
Ira  G.  Shoemaker,  Reading;  House  of  Delegates  of 
the  American  Medical  Association : Edward  B.  Heckel, 
Pittsburgh;  W.  S.  .Stewart,  Corapolis;  William  F. 


Bacon,  York;  Wilmer  Krusen,  Philadelphia;  Charles  C. 
Cracraft,  Claysville. 

1922 

The  Se'i'enty-second  Annual  Session  of  the  Medical 
Society  of  the  State  of  Pennsylvania  was  held  in  the 
Armory,  Scranton,  October  2-5,  1922.  The  meeting  was 
called  to  order  by  the  President,  Dr.  Frank  G.  Hartman, 
Lancaster. 

After  the  installation  of  President-Elect  Lawrence 
Litchfield,  Pittsburgh,  he  delivered  the  presidential  ad- 
dress on  “The  Lure  of  Medicine,”  referring  to  the 
present  time  as  “the  golden  age  of  medical  progress, 
the  most  evident  fruition  after  some  three  million  years 
of  evolution,  the  era  of  the  keenest  interest,  the  greatest 
opportunity,  and  the  most  enthralling  promise  since  the 
world  began.  Medicine  arose  from  the  instinct  of  self- 
preservation  and  the  sympathetic  desire  to  help  our 
fellow  creatures.”  Dr.  Litchfield  later  referred  to  the 
subject  of  “nutrition”  as  “the  most  vital  subject  in  the 
progressive  medicine  of  to-day.” 

The  Secretary  reported  that  the  total  membership  of 
the  Society  was  7,202  members.  Nine  applications  were 
received  during  the  year  for  assistance  from  the  Med- 
ical Defense  Fund. 

The  Treasurer  reported  that  the  total  receipts  for  the 
year  were  $50,071,  and  the  total  expenditures  $46,359. 

The  1922  House  of  Delegates  adopted  a revised 
Constitution  and  By-Laws.  Of  chief  interest  was  the 
provision  whereby  the  duties  of  the  Executive  Secre- 
tary were  to  be  such  executive  duties  as  the  Board  of 
Trustees  might  designate,  he  to  serve  for  such  period  as 
the  Board  might  determine.  The  section  creating  a 
Committee  on  Public  Relations  was  adopted.  A pro- 
posed amendment  combining  the  offices  of  Secretary  and 
Treasurer  was  defeated. 

The  following  officers  were  elected  for  the  coming 
year  : President-Elect,  Howard  C.  Frontz,  Huntingdon  ; 
Vice-Presidents,  Martin  T.  O’Malley,  Scranton,  Peter 
Barkey,  Erie,  John  C.  Bucher,  Lebanon,  Frank  N. 
Emmert,  Chambersburg ; Secretary,  Walter  F.  Donald- 
son, Pittsburgh ; Assistant  Secretary,  Christian  B. 
Longenecker,  Philadelphia;  Treasurer,  John  B.  Low- 
man,  Johnstown;  Board  of  Trustees:  Irwin  J.  Moyer, 
Pittsburgh;  Walter  S.  Brenholtz,  Williamsport;  John 
M.  Quigley,  Clearfield;  House  of  Delegates  of  the  A. 
M.  A. : Walter  F.  Donaldson,  Pittsburgh ; George  A. 
Knowles,  Philadelphia;  John  D.  McLean,  Philadelphia; 
Cyrus  L.  Stevens,  Athens. 

The  House  received  a report  from  the  Committee  on 
Postgraduate  Medical  Education  proposing  the  creation 
in  the  various  county  societies  of  extension  groups  to 
work  under  the  direction  of  the  Graduate  School  of 
the  University  of  Pennsylvania. 

The  House  authorized  the  Board  of  Trustees  through 
its  Publication  Committee  to  proceed  with  a plan  for 
merging  the  interests  of  the  Delaware  Medical  Asso- 
ciation with  our  own  in  the  publication  of  a journal, 
permitting  the  change,  if  necessary,  from  the  present 
name  of  Pennsylvania  Medical  Journal. 

During  the  year,  a committee  of  the  Board  of 
Trustees  prepared  and  published  an  exhaustive  report 
dealing  with  “some  questions  affecting  the  training  of 
nurses,  the  shortage  of  applicants,  and  other  matters 
relating  thereto.” 

1923 

The  Seventy-third  Aoviual  Session  of  the  Medical 
Society  of  the  State  of  Pennsylvania  was  held  in  the 
William  Penn  Hotel,  Pittsburgh,  October  1-4,  1923. 
The  meeting  was  called  to  order  by  the  President,  Dr. 
Lawrence  Litchfield,  Pittsburgh. 
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After  the  installation  of  President-Elect  Howard  C. 
Frontz,  Huntingdon,  he  delivered  his  presidential  ad- 
dress on  “The  Medical  Care  of  the  Rural  Population.” 
As  a solution  of  the  problem  involved,  Dr.  Frontz  made 
the  following  suggestions;  “More  helpful  cooperation 
among  the  doctors  in  the  larger  towns  and  cities  in 
caring  for  the  rural  patients ; each  new  graduate  should 
be  willing  to  do  general  practice  for  a period  of  at 
least  five  j'ears;  better  roads  other  than  the  main  high- 
ways should  be  built ; there  should  be  a cooperation  of 
organizations  interested  in  rural  affairs,  such  as  the 
Grange,  component  county  medical  societies,  and  the 
citizens  in  small  communities ; the  opening  of  hospitals 
in  the  rural  counties ; continuation  of  the  great  work  of 
preventive  medicine.” 

The  Secretary  reported  that  the  total  membership  of 
the  Society  was  7,232  members.  Eleven  applications  had 
been  received  during  the  year  for  assistance  from  the 
Medical  Defense  Fund. 

The  Treasurer  reported  that  the  total  receipts  for 
the  year  were  $70,559,  and  the  expenditures  $82,307. 

In  his  opening  remarks  to  the  1923  House  of  Dele- 
gates, Dr.  Litchfield  announced  the  death  of  former 
Presidents  Dr.  I.  C.  Gable  and  Dr.  C.  L.  Stevens  since 
the  previous  meeting  of  the  House. 

The  1923  House  of  Delegates  approved  the  report  of 
the  Board  of  Trustees  regarding  the  consolidation  of 
the  Pennsylvani.\  Medical  Journal  with  the  Dela- 
ware State  Medical  Journal,  to  be  known  as  the  At- 
lantic Medical  Journal,  the  first  number  to  appear 
in  April,  1923;  also  the  report  of  the  purchase  for  the 
Society  in  December,  1922,  of  an  improved  property  at 
230  State  Street,  Harrisburg,  at  an  expense,  including 
improvements  to  suit  the  purpose  of  the  Society,  of 
approximately  $21,000,  the  building  being  a three- 
story  brick  of  old  style  and  construction,  erected  prior 
to  1857,  situated  on  a lot  26x113  feet,  to  a ten-foot 
private  alley  on  State  Street,  six  doors  from  the  corner 
of  North  Third  Street,  being  on  the  boulevard  leading 
from  the  entrance  to  the  Capitol  grounds  to  the  Sus- 
quehanna River. 

The  following  officers  were  elected  for  the  coming 
year  ; President-Elect,  J.  Norman  Henry,  Philadelphia  ; 
Vice-Presidents,  Ernest  W.  Willetts,  Pittsburgh,  Peter 
Barkey,  Erie,  Arthur  E.  Crow,  Uniontown,  William  E. 
Matthews,  Johnstown;  Secretary,  Walter  F.  Donald- 
son, Pittsburgh ; Assistant  Secretary,  Christian  B. 
Longenecker,  Philadelphia;  Treasurer,  John  B.  Low- 
man,  Johnstown;  Board  of  Trustees:  Theodore  B. 
Appel,  Lancaster;  Donald  Guthrie,  Sayre;  House  of 
Delegates  of  the  A.  M.  A. ; Charles  C.  Cracraft,  Clays- 
ville ; J.  Newton  Hunsberger,  Norristown ; William  H. 
Mayer,  Pittsburgh;  John  A.  Campbell,  Williamsport; 
Edward  B.  Heckel,  Pittsburgh;  George  G.  Harman, 
Huntingdon. 

1924 

The  Seventy-fourth  Annual  Session  of  the  Medical 
Society  of  the  State  of  Pennsylvania  was  held  in  Rajah 
Temple,  Reading,  October  6-9,  1924.  The  meeting  was 
called  to  order  by  the  President,  Dr.  Howard  C. 
Frontz,  Huntingdon. 

President-Elect  J.  Norman  Henry,  Philadelphia, 
having  been  installed,  delivered  the  presidential  address 
on  “A  Resume  of  Our  Duties  Under  the  Constitution 
and  By-Laws.”  Referring  to  the  purpose  for  which  the 
Society  exists,  as  stated  in  the  Constitution,  Dr.  Henry 
emphasized  particularly  the  Society's  obligation  “to  ob- 
tain the  enactment  of  just  laws  to  secure  the  protection 
of  the  public  from  charlatans,  quacks,  and  other  sharks 
who  prey  upon  it,  to  be  sure,  at  the  expense  of  the 


medical  profession,  but  more  particularly  and  more  seri- 
ously at  the  expense  of  the  public  health.”  Later  in  his 
address  Dr.  Henry  said : “Postgraduate  education  and 
research  also,  by  direction  of  the  By-Laws,  come  within 
our  prescribed  activities,  and  our  attention  should  con- 
stantly be  kept  focused  and  our  hands  out  to  aid  the 
very  progressive  postgraduate  work  of  the  University 

of  Pennsylvania  throughout  our  State I earnestly 

commend  this  educational  program  to  your  sympathetic 
and  active  consideration,  which  in  turn  must  eventually 
mean  your  active  aid.” 

The  Secretary  reported  that  the  membership  of  the 
Society  was  7,253.  (The  number  of  members  in  1915 
was  6,543 ; losses  by  death  alone  during  the  ten  years 
totaled  950.)  Six  applications  for  assistance  from  the 
Medical  Defense  Fund  were  received  during  the  year. 

The  Treasurer  reported  that  the  total  receipts  for 
the  year  were  $57,380,  and  the  expenditures  $45,055. 

The  total  resources  of  the  Society  in  1924  approxi- 
mated $110,000,  in  contrast  with  resources  of  $17,000  in 
1915,  the  increase  being  due  in  part  to  the  increase  in 

1920  of  the  per-capita  tax  from  $2.75  to  $5.00,  and  the 
receipt  by  the  Society  since  1920  of  the  advertising 
income  from  the  Journal.  A review  of  the  financial 
history  of  the  Society  would  of  necessity  convey  a 
tribute  to  the  splendid  management  of  the  Board  of 
Trustees. 

The  1924  House  of  Delegates,  in  addition  to  the  usual 
reports  from  standing  and  subsidiary  committees,  re- 
ceived a most  exhaustive  report  from  a Committee  to 
Confer  with  Morticians.  This  report,  which  has  since 
been  widely  quoted  in  medical  publications,  has  brought 
great  credit  to  our  Society.  The  House  also  received 
a report  from  the  Commission  on  Compensation  Law, 
and  a report  from  the  Commission  on  Cancer.  This 
latter  report  contained  tables  showing  delay  and  causes 
of  delay  between  the  time  of  development  of  the  first 
symptoms  in  cases  of  superficial  cancer  and  the  time 
the  physician  was  first  consulted,  as  well  as  the  time 
of  final  operation.  The  report  also  contained  a similar 
table  published  by  the  same  Commission  in  1911,  the 
contrast  demonstrating  an  encouraging  decrease  in  the 
time  of  delay  referred  to. 

The  House  of  Delegates  adopted  a recommendation 
in  favor  of  the  creation  of  a scientific  section  devoted 
to  dermatology  and  syphilology.  A Committee  on  Med- 
ical History  of  the  Society  was  also  created  by  the 
House  of  Delegates,  which  was  to  report  in  one  year 
as  to  the  practicability  of  securing  proper  data  for  the 
compilation  and  publication  of  such  history. 

The  registered  attendance  at  the  1924  meeting  was 
883;  at  the  1923  meeting,  which  was  held  in  Pittsburgh, 
1,262;  at  the  1922  meeting  in  Scranton,  800;  at  the 

1921  meeting  in  Philadelphia,  1,506;  at  the  1920  meet- 
ing in  Pittsburgh,  1,122;  and  at  the  1919  meeting  in 
Harrisburg,  682. 

The  following  officers  were  elected  for  the  coming 
year : President-Elect,  Ira  G.  Shoemaker,  Reading ; 

Vice-Presidents,  Frank  G.  Runyeon,  Reading,  M.  Edith 
MacBride,  Sharon,  Frederick  R.  Bausch,  Allentowni, 
Edgar  S.  Buyers,  Norristown ; Secretary,  Walter  F. 
Donaldson,  Pittsburgh;  Assistant  Secretary,  Christian 
B.  Longenecker,  Philadelphia;  Treasurer,  John  B. 
Lowman,  Johnstown;  Board  of  Trustees:  Frank  C. 

Hammond,  Philadelphia;  William  T.  Sharpless,  West 
Chester;  Howard  C.  Frontz,  Huntingdon;  Lawrence 
Litchfield,  Pittsburgh ; House  of  Delegates  of  the  A. 
M.  A. : Walter  F.  Donaldson,  Pittsburgh ; Henry  D. 
Jump,  Philadelphia;  Samuel  P.  Mengel,  Wilkes-Barre; 
Howard  C.  Frontz,  Huntingdon;  Arthur  E.  Crow, 
Uniontown ; Edward  B.  Heckel,  Pittsburgh. 
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MEDICAL  SCHOOLS  OF 
PENNSYLVANIA 


UNIVERSITY  OF  PENNSYLVANIA 
PHILADELPHIA 

The  Medical  School  of  the  University  of  Pennsylva- 
nia will  start  this  fall  its  one  hundred  and  sixty-first 
annual  session,  with  approximately  four  hundred  and 
eighty-seven  students.  At  present,  the  First-Year  Class 
is  limited  in  size  to  one  hundred  and  ten  students. 
Because  it  is  possible  to  teach  a larger  number  than  this 
in  the  last  two  years  of  the  course,  the  Third-Year 
Class  is  increased  by  the  admission  of  advanced-standing 
students  to  one  hundred  and  thirty-five.  The  increase 
in  the  entrance  requirements  to  three  years  of  college 
work  which  became  effective  two  years  ago  has  not 
tended  to  decrease  the  number  of  applicants  for  admis- 
sion to  the  school.  Although  three  years  of  college 
work  are  required,  more  than  one  hundred  and  ten 
applicants  this  year  had  four  years  of  college  work' 
and  were  the  holders  of  college  degrees. 

The  selection  of  the  entering  class  is  made  on  July 
first.  Although  attention  is  paid  in  the  selection  to 
the  amount  of  preparation  the  candidates  have  had,  each 
year  some  of  the  third-year  college  applicants  have 
seemed  to  the  committee  more  desirable  than  even  some 
of  the  college  graduates,  and  as  a result  the  class 
chosen  contains  a fair  number  of  men  with  but  three 
years  of  premedical  college  preparation. 

The  growing  importance  of  chemistry  in  the  study 
of  medicine  has  led  the  University  to  recommend  that 
applicants  take,  if  possible,  a course  in  physical  chem- 
istry while  in  college,  although  this  subject  is  not 
included  among  those  definitely  required  for  admission. 

For  several  years,  our  entering  classes  have  been 
composed  of  about  half  from  the  College  of  the  Univer- 
sity of  Pennsylvania  and  half  from  other  colleges 
throughout  the  United  States  with  an  occasional  foreign 
student. 

The  Faculty  this  coming  session  will  be  practically 
the  same  as  it  has  been  for  the  past  year.  With  the 
retirement  of  Dr.  Burton  Alexander  Randall,  Professor 
of  Otology  in  the  spring  of  1924,  and  the  retirement  of 
Dr.  Charles  P.  Grayson,  Professor  of  Laryngology  this 
spring.  Dr.  George  Fetterolf  has  been  elected  Professor 
of  Otolaryngology  and  will  have  charge  of  these  two 
subjects,  which  have  been  combined  into  one  depart- 
ment. No  other  changes  of  importance  have  occurred. 

In  June,  ground  was  broken  for  the  new  Laboratory 
of  Anatomy  and  Physiological  Chemistry  to  be  erected 
to  the  southwest  of  the  present  Medical  Laboratory 
Building  and  attached  to  it  by  corridors.  The  money 
for  this  new  building  is  in  hand,  the  General  Education 
Board  and  the  Rockefeller  Foundation  having  each 
promised  one  quarter  of  a million  dollars  provided  the 
University  of  Pennsylvania  would  raise  a half  a million 
dollars  for  the  purpose.  This  has  been  accomplished. 
The  old  building  known  for  some  years  as  the  Hare 
Laboratory  of  Chemistry,  at  the  corner  of  Thirty-sixth 
and  Spruce  Streets,  will  be  abandoned  following  the 
erection  of  this  new  laboratory  building.  The  Hare 
Laboratory  was  erected  fifty  years  ago  and  has  housed 
during  this  time  the  dissecting  room  and  the  laboratories 
of  chemistry  in  which  all  the  medical  and  dental 
students  have  been  taught. 


THE  GRADUATE  SCHOOL  OF 
MEDICINE,  UNIVERSITY 
OF  PENNSYLVANIA, 
PHILADELPHIA 

In  1916  a merger  was  effected  between  the  University 
of  Pennsylvania  and  the  Medico-Chirurgical  College 
and  Hospital  of  Philadelphia.  The  Medico-Chirurgical 
College  thereupon  retired  from  the  field  of  undergrad- 
uate medical  education  and  the  institution  became  an 
integral  part  of  the  University  under  the  legal  title : 
The  Medico-Chirurgical  College  and  Hospital,  Graduate 
School  of  Medicine  of  the  University  of  Pennsylvania. 

In  1918,  the  Philadelphia  Polyclinic  and  College  for 
Graduates  in  Medicine  merged  with  the  University, 
likewise  retiring  from  its  former  type  of  instruction 
and  becoming  a further  integral  portion  of  the  develop- 
ing organization  of  the  Graduate  School  of  Medicine. 

By  the  summer  of  1919,  so  many  of  the  members  of 
the  gradually  forming  faculty  had  been  discharged 
from  the  war  service  of  the  United  States  Government 
that  it  became  possible  for  the  University  to  open  a 
preliminary  session  of  the  school  in  the  fall  of  1919. 

The  second  session  of  the  school  began  in  October, 
1920,  upon  a notably  broad  basis,  made  possible  by 
the  complete  or  partial  cooperation  of  about  fifty  of 
Philadelphia’s  medical  organizations  in  the  general 
project.  From  this  good  beginning  the  University  has 
continued  to  develop  its  comprehensive  plans  of  grad- 
uate medical  education  under  further  aid  from  the 
State  of  Pennsylvania. 

The  school  has  been  conducted  in  entire  harmony  with 
the  same  graduate  medical  educational  standards  as 
those  adopted  in  1923  by  the  Americal  Medical  Associa- 
tion— these  normal  standards  having  been  anticipated 
by  the  school’s  earlier  plans  and  operations. 

In  its  Graduate  School  of  Medicine,  the  first  object 
of  the  University  is  to  provide  a comprehensive  series 
of  long,  systematic,  or  “regular,”  graduate  medical 
courses  competent  to  train  the  acceptable  graduate  in 
medicine  to  begin  special  medical  practice,  medical 
science  work,  or  teaching,  and  to  stimulate  him  to 
productive  medical  research.  Secondarily  the  Univer- 
sity desires  to  perform  the  public  service  of  affording 
reputable  physicians  briefer  opportunities  for  coming 
into  contact  with  the  newer  things  in  medicine,  as 
exemplified  by  the  practice  of  masters  in  various  fields 
of  medical  endeavor. 

The  basic  educational  work  of  the  Graduate  School 
of  Medicine  is  made  possible  by  the  facts  that  there 
exist  in  Philadelphia  the  factors  essential  to  such  a 
project;  and  that  the  University  has  been  enabled  to 
utilize  enough  of  these  factors  in  effective  combination 
with  its  old  and  prominent  medical  school. 

Regular  courses  are  designed  from  the  standpoint 
of  three  years  of  graduate  medical  work  for  those 
student  physicians  who  pursue  complete  courses.  Each 
registration  is  for  graduate  work  in  a single  well- 
defined  department  of  clinical  specialization  or  medical 
science,  seventeen  distinct  and  separately  organized 
departments  being  recognized. 

The  eleven  major  clinical  departments  under  present 
arrangements  are : Medicine  and  its  specialties — Inter- 
nal Medicine,  Pediatrics,  Neuropsychiatry,  Dermatology- 
Syphilology,  Radiology;  Surgery  and  its  specialties — 
Sui'gery,  Gynecology-Obstetrics,  Orthopedics,  Urology, 
Ophthalmology,  and  Otolaryngology.  The  si.x  major 
medical  science  departments  under  present  arrangements 
are:  Biochemistry,  Anatomy,  Physiology,  Pathology, 
Bacteriology-Immunology,  Pharmacology. 
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The  University  provides  “Personal  Courses,”  each 
of  which  is  offered  by  that  member  of  its  large  faculty 
who  is  particularly  well  equipped  within  the  special 
field  concerned.  The  personal  courses  deal  with  special 
subdepartmental  topics ; and  are  designed  primarily, 
though  not  exclusively,  for  the  benefit  of  physicians 
who  are  already  classifiable  as  clinical  or  medical-science 
specialists. 

There  have  been  established  well-conducted  University 
extension  postgraduate  medical  courses  in  Philadelphia 
and  in  several  local  centers  in  Pennsylvania. 

Certificates  and  degrees  are  awarded  to  successful 
regular  and  extension-course  student  physicians.  A 
certificate,  stating  the  facts  of  registration,  attendance, 
and  the  nature  of  the  graduate  work  accomplished,  is 
granted  at  the  successful  completion  of  the  first  year  in 
a clinical  department.  The  degree  of  Master  of  Medi- 
cal Scioice  is  conferred  after  the  successful  completion 
of  a second  year  in  a clinical  department.  The  degree 
of  Doctor  of  Medical  Science  is  granted  to  student 
physicians  who  have  been  productive  in  research,  upon 
the  completion  of  the  third  year  of  a regular  course. 


THE  WOMAN’S  MEDICAL  COLLEGE 
OF  PENNSYLVANIA 

SEVENTY-FIFTH  ANNIVERSARY  HISTORY 

The  nineteenth  century  was  well  styled  the  “woman’s 
century,”  for  during  the  one  hundred  years  from  1800 
to  1900  tremendous  strides  were  made  in  the  develop- 
ment of  the  intellectual  and  economic  life  of  women. 
The  establishment  of  a medical  school  for  women  in 
1850  was  not  by  “chance,”  nor  by  the  mere  whim  of  an 
enthusiastic  feminist,  but  the  logical  outcome  of  the 
social,  economic,  and  educational  revolution  which  has 
been  part  of  the  greater  so-called  “woman  movement” 
of  the  past  125  years. 

Dr.  Joseph  S.  Longshore,  who  seems  to  have  met  the 
fate  of  many  a prophet,  was  the  earliest  champion  of 
the  cause  of  women  in  medicine.  Through  his  efforts 
and  those  of  Dr.  Bartholomew  Fussell,  and  others  co- 
operating with  them,  the  charter  of  the  Female  Medical 
College  of  Pennsylvania  was  secured  March  11,  1850 
(the  name  being  changed  to  the  Woman’s  Medical 
College  of  Pennsylvania  in  1867). 

Dr.  Longshore  served  upon  the  first  Board  of  Cor- 
porators and  upon  the  first  faculty,  by  so  doing  sub- 
jecting himself  to  persecution  and  ostracism  on  the  part 
of  his  brothers  in  the  profession.  The  first  president, 
Wm.  J.  Mullen,  a man  accounted  wealthy  in  those  days, 
purchased  the  unexpired  lease  of  627  Arch  Street, 
remodeled  the  house  at  his  own  expense,  and  opened 
the  College  to  students  in  October,  1850.  The  equip- 
ment of  a medical  college  was  not  what  it  is  to-day, 
but  the  slender  resources  at  the  command  of  the  in- 
corporators rendered  even  the  most  primitive  equipment 
difficult  to  obtain. 

The  attitude  of  the  profession  at  large  toward  the 
training  of  women  in  medicine  was  such  that  it  was 
well  nigh  impossible  to  secure  good  men  for  the  faculty, 
which  in  the  first  years  numbered  six.  As  late  as  1859 
the  Philadelphia  County  Medical  Society  passed  “reso- 
lutions of  excommunication”  against  every  physician 
who  was  graduated  from  the  Woman’s  Medical  College, 
and  everybody  else  who  should  consult  with  its  faculty. 

The  only  contact  with  patients  was  obtained  through 
the  dispensaries  held  in  the  College  building  by  the 
professors,  men  ostracized  by  their  former  professional 
associates.  The  doors  of  all  the  hospitals  in  the  city 
were  closed  to  them. 


It  was  the  policy  of  the  Corporation  to  appoint  from 
among  the  graduates  of  the  institution,  women  who 
were  qualified  to  occupy  teaching  positions;  and  Ann 
Preston  who  was  graduated  in  the  first  class,  appears 
as  Professor  of  Physiology  in  the  Sixth  Annual  An- 
nouncement. She  is  described  as  “small  and  fragile  of 
body,  but  with  an  indomitable  little  soul.”  She  was  an 
ardent  abolitionist  and  “habitually  interested  in  the 
cause  of  minorities.”  To-day  we  should  probably  call 
her  a “Progressive.” 

There  were  those  who  felt  that  the  cause  of  women 
in  medicine  was  doomed  to  failure  because  of  the  lack 
of  intellectual  preparation  on  the  part  of  most  of  the 
candidates  and  because  of  the  lack  of  clinical  oppor- 
tunity in  the  college  curriculum.  Ann  Preston  thought 
otherwise,  and  in  her  numerous  addresses  she  “breathed 
a spirit  of  moral  enthusiasm  which,  as  the  final  result 
proved,  really  did  manage  to  compensate  for  the  inade- 
quacy of  intellectual  preparation.”  Dr.  Preston  seems 
to  have  been  thoroughly  convinced  that  “if  the  moral 
behavior  of  the  new  physicians  was  kept  irreproachable, 
intellectual  difficulties  would  take  care  of  themselves  or 
be  solved  by  an  over-ruling  Providence.” 

Dr.  Hannah  Longshore  was  a graduate  in  the  first 
class,  and  was  the  first  woman  to  “hang  out  her  sign” 
in  Philadelphia.  It  was  a great  curiosity,  and  the  street 
loungers  gathered  about  it  in  large  numbers.  Drug- 
gists refused  to  fill  her  prescriptions,  and  one  took  it 
upon  himself  to  order  her  home  to  “look  after  her  house 
and  darn  her  husband’s  stockings.”  She  ultimately 
established  herself  in  a very  lucrative  practice. 

In  these  days  of  public-health  education  it  is  inter- 
esting to  recall  Dr.  Longshore  as  a pioneer  in  sex  edu- 
cation. A small  folder  now  in  our  hands,  yellow  with 
age,  issued  in  1852,  announces  a “Course  of  Lectures 
to  Ladies  on  Medical  Subjects  by  Hannah  Longshore, 
M.D.”  In  a course  of  five  lectures,  the  anatomy  of  the 
pelvis  and  its  contents ; the  sexual  functions ; gestation  ; 
uterine  diseases,  their  causes,  symptoms,  prevention  and 
treatment ; and  the  hygiene  of  sex  were  taught.  The 
folder  states : “These  lectures  will  be  popular  and 

practical  and  fully  illustrated.  Their  object  is  to  en- 
lighten women  in  regard  to  their  own  peculiar  organiza- 
tion and  teach  them  the  means  of  avoiding  much  of  the 
suffering  now  so  common  with  the  sex.” 

The  problem  of  providing  clinical  advantages  for  the 
students  of  the  Female  Medical  College  loomed  large, 
the  cloud  of  the  Civil  War  was  threatening,  the  funds 
of  the  little  College  were  low.  Ann  Preston  resolved 
that  clinical  advantages  should  be  obtained,  for  without 
them  it  was  evident  that  the  college  must  fail.  It  is 
said  of  her  that  she  went  up  and  down  the  streets  of 
Philadelphia  and  drove  over  the  roads  of  the  outlying 
country,  seeking  funds  for  the  establishment  of  a 
woman’s  hospital. 

Then  came  the  crash  of  the  Civil  War,  and  during 
the  winter  of  ’61  and  the  spring  of  ’62,  in  common 
with  many  other  institutions,  the  College  doors  were 
closed,  but  permission  was  obtained  for  the  students  to 
visit  the  wards  of  the  Blockley  almshouse,  to  which 
institution  Dr.  Preston  escorted  them. 

Funds  for  a hospital  were  finally  secured,  and  the 
Woman’s  Hospital  of  Philadelphia  was  chartered,  its 
objects,  as  stated  in  the  charter,  being  to  establish  a 
hospital  for  the  treatment  of  women  by  physicians  of 
their  own  sex ; to  furnish  facilities  for  clinical  instruc- 
tion to  women  engaged  in  the  study  of  medicine;  and 
to  provide  for  the  practical  training  of  nurses. 

Among  the  women  whose  names  loom  large  in  this 
midperiod  of  the  College  history,  we  find  Mary  Putnam 
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Jacobi  (1864),  a woman  of  unusual  attainments.  Anna 
E.  Broomall  (1871),  than  whom  there  has  never  been 
a more  brilliant  teacher  of  obstetrics,  one  whose 
methods  were  in  advance  of  her  time  and  are  now 
recognized  as  standard,  was  professor  of  obstetrics 
from  1878  until  1903,  and  has  left  her  indelible  imprint 
upon  the  students  trained  under  her.  Hannah  T.  Croas- 
dale  (1870)  was  professor  of  gynecology  for  many 
years,  and  was  a finished  operator,  particularly  in 
plastic  surgery,  retiring  in  1902.  Frances  Emily  White 
(1872),  professor  of  physiology,  was  a woman  of  keen 
mind,  an  indefatigable  worker,  and  an  unfailing  stimu- 
lus to  the  students  under  her  instruction.  Clara  Mar- 
shall (1875)  was  professor  of  materia  medica  and 
therapeutics  until  1905  and  dean  of  the  College  from 
1887  to  1917. 

The  fight  to  secure  professional  recognition  for 
women  was  a long  one,  and  the  Philadelphia  County 
Medical  Society  may  be  said  to  have  “held  the  last 
ditch”  in  opposition.  The  Montgomery  County  Medical 
Society,  inspired  by  Dr.  Hiram  Corson,  championed  the 
cause  of  women,  but  not  until  1870  was  a woman  ad- 
mitted to  membership.  The  history  of  the  struggle  for 
recognition  reads  like  an  absurd  tale  out  of  the  dim 
past ; the  successful  issue  was  not  obtained  in  the 
American  Medical  Association  until  1876  and  in  the 
Philadelphia  County  Medical  Society  not  until  1888, 
thirty-six  3^ears  after  the  first  class  was  graduated. 

The  faculty  of  the  early  days  was  strengthened  as 
the  bars  were  gradually  taken  down  by  the  County  and 
State  Societies.  A graded  course  of  study  was  intro- 
duced in  1869,  antedating  that  important  advance  at 
Harvard  and  at  the  University  of  Pennsylvania. 

The  main  College  building,  as  we  now  know  it,  was 
erected  in  1875,  thanks  to  the  bequest  of  Mr.  Isaac 
Barton.  The  endowment  was  slowly  increased,  and  in 
1890  compared  very  favorably  with  that  of  the  other 
medical  schools,  at  one  time  being  the  largest  in  the 
country. 

The  hospital  facilities  continued  to  expand,  and  in 
1878  the  maternity  building  was  erected,  almost  doubling 
the  number  of  available  beds.  An  amphitheater  clinic 
was  built  a few  years  later,  and  in  1895  the  main  build- 
ing of  the  Woman’s  Hospital  of  Philadelphia  was 
erected. 

Those  far-seeing  men  and  women,  bound  up,  as  they 
were,  in  the  interests  of  the  two  institutions,  the 
Woman’s  Medical  College  of  Pennsylvania  and  the 
Woman’s  Hospital  of  Philadelphia,  did  not  dream  that 
the  interests  of  the  two  would  ever  diverge,  and  appar- 
ently it  occurred  to  no  one  that  a single  charter  was 
desirable.  In  consequence,  two  governing  bodies,  self- 
perpetuating,  conducted  the  affairs  of  College  and  Hos- 
pital. In  the  early  years,  the  Corporators  paid  rent  to 
the  managers  of  the  Hospital,  and  later,  when  the  Col- 
lege moved  into  its  own  building,  paid  sums  annually 
in  return  for  clinical  advantages,  and  the  College  faculty 
continued  to  act  as  the  staff  of  the  Hospital. 

The  death  of  Dr.  Preston  in  1872  and  of  Dr.  Cleve- 
land in  1878  removed  two  dominant  factors  in  the  con- 
trol of  the  College  and  Hospital  relations,  for  they 
were  members  of  the  College  faculty,  members  of  the 
Hospital  staff,  and  also  members  of  the  governing 
boards  of  both  institutions. 

Within  five  years  of  Dr.  Cleveland’s  death,  the  inter- 
est of  the  Hospital  management  began  to  drift  away 
from  those  of  the  College,  and  in  1903,  in  the  middle 
of  the  college  year,  the  last  faculty  member  was  dropped 
from  the  Hospital  staff.  This  act  cut  off  at  a stroke 


all  clinical  facilities  under  faculty  control  save  the 
obstetrical  out-practice  at  335  Washington  Avenue  and 
the  out-practice  at  Barton  Dispensary,  which  had  been 
chartered  as  the  Hospital  and  Dispensary  of  the 
Alumnse  of  the  Woman’s  Medical  College  of  Pennsyl- 
vania. 

The  College  was  therefore  forced  either  to  establish 
a new  hospital  or  to  retire  from  the  educational  field. 
The  spirit  of  its  founders  flamed  anew,  the  corporators 
and  faculty  took  up  the  burden,  and  under  the  charter 
of  the  Alumnae  Hospital  and  Dispensary,  the  present 
hospital  organization  was  effected,  and  in  1907  the  pres- 
ent modern  hospital  building  was  erected. 

In  face  of  the  growing  demand  for  the  services  of 
medical  women,  the  Woman’s  Medical  College,  now  the 
only  school  solely  for  women  in  this  country,  has  an 
increasingly  important  part  to  play  in  the  medical  edu- 
cational field. 

It  is  in  a position,  if  loyally  supported,  to  develop 
within  the  next  few  years  to  an  extent  undreamed  of  by 
its  founders.  To  such  a program  of  expansion,  the 
present  Corporation  is  committed. 


THE  SCHOOL  OF  MEDICINE,  TEMPLE 
UNIVERSITY,  PHILADELPHIA 

This,  the  youngest  of  the  medical  schools  of  the 
State,  which  was  established  in  1901  as  the  medical 
school  of  Temple  College,  will  begin  its  twenty-fourth 
session  September  21,  1925.  In  the  year  1907,  the 
Temple  College  was  granted  the  title  of  Temple  Uni- 
versity by  the  courts  of  Philadelphia.  This  made  the 
medical  department  in  name  as  in  fact  the  department 
of  a University.  The  school  is  coeducational,  offering 
for  both  sexes  the  opportunity  of  obtaining  a well- 
rounded  medical  education,  to  fit  them  properly  for 
entering  the  field  of  general  practice. 

The  various  laboratories  have  been  renovated  and 
much  new  equipment  installed.  New  books  are  being 
continually  added  to  the  medical  library  in  order  that 
with  the  medical  periodicals,  the  latest  medical  liter- 
ature will  be  at  the  disposal  of  the  students  and  in- 
structors. 

The  first  and  second-year  classes  are  limited  to 
sixty  students.  Applicants  for  admission  to  all  classes 
are  passed  upon  by  a committee  on  admissions.  During 
the  past  session  there  were  enrolled  222  students. 

The  new  wing  of  the  Samaritan  Hospital,  the  main 
teaching  hospital  of  the  School  of  Medicine,  is  now 
opened  and  affords  the  hospital  over  three  hundred  beds. 
The  new  wing  houses  the  operating  suite,  the  clinical 
amphitheater,  private  and  semiprivate  rooms,  the  admin- 
istration offices,'  a medical  library  in  charge  of  a 
librarian,  lecture  rooms,  and  the  dispensaries.  Altera- 
tions will  be  made  in  the  old  wing  to  increase  the  num- 
ber of  public  ward  beds.  With  the  opening  of  the  new 
wing  it  will  make  possible  the  admission  of  more  than 
sixty  students  each  to  the  third-  and  fourth-year  classes. 

The  University  has  two  other  hospitals  under  its  con- 
trol which  are  used  for  teaching  purposes,  the  Great- 
heart  Hospital,  which  is  devoted  to  obstetrics,  and  the 
Garretson  Hospital,  a general  hospital.  In  addition,  the 
student  body  is  assigned  for  clinical  teaching  to  the 
wards  of  the  Philadelphia  General  Hospital,  the  Phila- 
delphia Hospital  for  Concagious  Diseases,  the  Eagle- 
ville  Sanitarium  and  the  Phipps  Institute. 
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EDITORIALS 


ON  OUR  SEVENTY-FIFTH  ANNIVER- 
SARY 

Anniversaries  are  occasions  for  looking  back- 
ward and  reflecting;  for  looking  forward  and 
planning — a time  when  progress  may  be  meas- 
ured and  achievement  evaluated.  “It  is  an  in- 
stinct well  nigh  universal  which  bids  individuals 
and  institutions  to  pause  from  time  to  time  and 
contemplate  their  past.” 

The  Medical  Society  of  the  State  of  Pennsyl- 
vania has  afforded  an  opportunity  for  the  educa- 
tion of  the  practitioner  after  he  has  left  his 
Alma  Mater.  Osier  has  said  that  “the  killing 
vice  of  the  young  doctor  is  intellectual  laziness,” 
and  that  a well-conducted  medical  society-  should 
represent  a clearing  house  in  which  every  phy- 
sician of  the  district  would  receive  his  intellec- 
tual rating,  and  in  which  he  could  find  out  his 
professional  assets  and  liabilities. 

This  Society  fosters  postgraduate  education, 
and  affords  opportunity  for  the  medical  practi- 


tioner to  become  better  acquainted  with  his  fel- 
lows, and  form  and  foster  those  friendships 
which  make  life  worth  living.  Differences  may 
be  discussed  and  dispelled,  and  animosities 
averted. 

The  Society  gives  opportunity  for  the  meet- 
ing of  the  city  and  country  doctor,  which  is  of 
mutual  benefit  and  promotes  mutual  understand- 
ing and  esteem.  The  association  of  the  specialist 
with  the  general  practitioner  and  his  problems 
leads  to  valuable  discussion.  The  general  prac- 
titioner has  always  been  an  influential  factor  in 
this  organization,  and  practical,  common-sense 
medicine  has  profited  thereby. 

The  sessions  during  the  past  seventy-five  years 
have  been  characterized  by  many  valuable  con- 
tributions made  by  our  members  and  distin- 
guished visitors.  The  business  meetings  have 
occasionally  been  the  arena  for  sincerely  earnest 
and  vehement  discussions  on  the  policy  to  be 
pursued,  always  tending  to  protect  and  promote 
the  progress  of  the  profession. 

A brief  survey  of  contemporary  history  of 
the  period  of  our  foundation  may  be  of  interest. 
In  the  medical  world,  only  a few  years  had 
elapsed  since  the  founding  of  our  great  medical 
colleges,  Morton  had  only  recently  introduced 
ether  anesthesia  and  Holmes  pointed  out  in  no 
uncertain  language  the  contagiousness  of  puer- 
peral fever,  and  Marion  Sims  had  operated  suc- 
cessfully for  the  relief  of  vesicovaginal  fistula. 
During  the  decade  in  which  this  Society  was 
organized,  Florence  Nightingale,  “the  Angel  of 
the  Crimea”  and  founder  of  modern  nursing, 
was  revolutionizing  antiquated  methods  and  sav- 
ing the  lives  of  British  soldiers  in  Scutari. 
Claude  Bernard  was  making  notable  discoveries 
in  physiology,  and  Addison  gave  to  the  world  his 
memoir  on  the  suprarenal  capsules ; Pravaz  in- 
troduced the  hypodermic  syringe,  and  Charles 
Darwin  published  his  famous  “Origin  of  Spe- 
cies,” provoking  acrimonious  discussion  but  pro- 
moting scientific  progress. 

Since  1850,  medical  science  has  made  greater 
progress  than  in  any  similar  period  of  the 
world’s  history.  Since  that  date,  Pasteur  dis- 
covered anaerobic  bacteria,  and  Lister  intro- 
duced antiseptic  surgery ; Koch  discovered  the 
bacillus  of  tuberculosis,  and  Klebs  the  diphtheria 
bacillus ; Reed  and  Carroll  established  the  trans- 
mission of  yellow  fever  by  mosquitoes,  and 
Gorgas  has  lived  and  labored ; the  x-ray  has 
been  discovered  by  Rontgen,  and  radium  by 
Madame  Curie,  with  their  vast  possibilities  in 
diagnosis  and  treatment.  Space  will  not  permit 
even  a slight  summary  of  these  achievements. 
The  progress  in  medicine,  in  surgery,  and  in  the 
specialties  can  only  be  referred  to  with  pride  and 
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gratitude.  “But  greater  than  even  the  greatest 
discovery  is  to  keep  the  way  open  for  future 
discoveries”  (Abel). 

In  the  political  world,  it  is  of  interest  to  re- 
member that  the  conscience  of  America  was 
being  aroused  in  regard  to  the  evils  of  human 
slavery,  and  a great  fratricidal  war  was  in  the 
future.  The  population  of  Pennsylvania  was 
only  2,311,786.  William  F.  Johnston  was  the 
Governor  of  the  Keystone  State,  and  Millard 
Fillmore  was  President  of  the  United  States. 
Victoria,  that  gracious  and  beloved  Queen,  was 
on  the  throne  of  England,  with  Lord  John  Rus- 
sell as  the  Premier.  Frederick  William  IV  was 
King  of  Prussia,  and  Louis  Napoleon  President 
of  France.  There  were  great  orators  in  the 
Senate  of  the  United  State ; great  American 
poets  were  singing  their  songs,  and  great  medical 
teachers  were  winning  fame  for  our  Pennsyl- 
vania medical  schools.  Great  inventions  and 
many  great  inventors  were  yet  unborn.  Time  has 
wrought  many  changes  since  our  natal  day.  As 
DaCosta  has  so  admirably  said  “Beliefs  once 
thought  immutable,  principles  then  held  to  be 
eternal,  have  been  brushed  aside  as  so  much 
dross.  The  iconoclastic  and  ruthless  hand  of 
Time  has  cast  down  many  statues  once  niched 
high  in  the  world’s  esteem.” 

What  does  the  future  hold  for  our  Society 
and  for  our  sciences  ? Standing  on  the  vantage 
point  of  the  present,  we  wonder  will  the  coming 
years  bring  as  great  a victory — as  great  progress 
in  baffling  diseases  and  conquering  the  enemies 
of  the  human  organism — as  the  past?  Unless 
we  advance,  we  inevitably  retrograde.  Many 
problems  are  unsolved.  To  a serious  student  of 
medical  history  we  seem  to  be  standing  on  the 
brink  of  great  discoveries  that  will  materially 
decrease  morbidity  and  promote  longevity.  In 
spite  of  bigotry  and  ignorance  and  unreasonable 
opposition,  true  science  will  march  to  new 
achievements  and  greater  triumphs. 


PORTRAITS  OF  PAST  PRESIDENTS 

In  this  souvenir  number  of  the  Journal,  we 
present,  with  five  exceptions,  the  portraits  of  all 
former  presidents  of  the  Medical  Society  of  the 
State  of  Pennsylvania,  beginning  with  the  first. 
President  Samuel  Humes,  in  1848,  and  ending 
with  President  J.  Norman  Henry,  of  1924-25. 
We  were  unable  to  obtain  photographs  of 
Charles  Innes,  Northampton  County,  president 
in  1851;  John  P.  Heister,  Berks  County,  1853; 
Rene  La  Roche,  Philadelphia  County,  1856; 
Smith  Cunningham,  Beaver  County,  1858;  and 
William  M.  Wallace,  Erie  County,  1869. 

In  celebrating  the  seventy-seventh  anniver- 


sary of  the  organization  of  our  Society  in  con- 
nection with  our  seventy-fifth  annual  session, 
we  do  well  thus  to  group  and  further  distinguish 
the  seventy-six  members  who  have  served  their 
fellow-members  as  president.  It  may  be  futile 
to  reflect  on  the  underlying  motives  and  actions 
that  resulted  in  the  selection  of  the  men  compos- 
ing this  group,  but  in  most  instances  we  may 
fairly  consider  their  distinction  as  being  a re- 
ward for  their  contribution  to  the  advancement 
of  medical  literature,  medical  organization,  or 
medical  science.  Many  were  endowed  with 
superior  intellect,  making  them  outstanding ; 
others  with  qualifications  fitting  them  more  espe- 
cially for  executive  duties;  and  all,  no  doubt, 
with  that  sense  of  devotion  to  duty  that  marks 
leaders  among  English-speaking  people  and 
history-making  individuality  in  any  worth-while 
organization. 

While  the  presidency  of  our  Society  is  an 
honor  that  no  member  would  lightly  refuse  to 
accept,  on  account  of  its  inherent  distinction, 
nevertheless,  the  sacrificial  expenditure  of  time 
and  energy  incidental  to  the  fulfillment  of  its 
obligations  might  eliminate  from;  consideration 
many  well-qualified  members. 

It  is  interesting  to  note  that  six  presidents 
elected  have  been  members  of  the  Lancaster 
County  Medical  Society,  five  of  Berks  County 
Society,  ten  of  Allegheny  County  Society  and 
eighteen  of  Philadelphia  County  Society. 


DENTAL  EDUCATION 

The  medical  profession  must  realize  its  re- 
sponsibility in  cooperating  with  the  dentists  in 
their  altruistic  labors  in  dental  education.  At  a 
recent  meeting  of  the  Dental  Educational  Coun- 
cil of  America,  the  Council  unanimously  adopted 
the  following  minute : “The  Council  cordially 
endorses  the  Carnegie  Foundation’s  formal  con- 
clusion that  dentistry  is  an  independent  division 
of  health  service  which  is  attaining  the  full 
equivalence  of  an  oral  specialty  of  medicine,  and 
commends  these  views  of  the  Foundation  to  the 
attention  of  the  public  and  of  the  medical  and 
dental  profession.” 

The  annual  report  of  the  Council  for  1924  is 
intensely  interesting.  It  is  generally  conceded 
that  the  initial  classification  in  1918  of  the  dental 
schools  of  this  country  was  the  beginning  and 
the  direct  cause  of  a development  that  is  re- 
flected by  the  unusual  interest  in  the  present 
constructive  epoch  in  dental  education.  It  is  the 
hope  that  boards  of  trustees  of  universities  will 
awaken  to  the  problems  of  their  dental  schools, 
and  that  an  early  recognition  will  be  shown  by 
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medical  and  dental  teaching  faculties  of  the  im- 
portance of  cordial  union  and  effective  coopera- 
tion. 

The  necessity  for  closer  cooperation  between 
schools  of  medicine  and  schools  of  dentistry  is 
apparent,  for  the  glaring  deficiency  in  dental 
education  today  is  the  failure  of  schools,  gen- 
erally, to  develop  a medical  outlook  in  the  mind 
of  the  dentist.  Mercenary  tendencies,  inade- 
C|uate  financial  support,  lack  of  proper  educa- 
tional guidance,  selfish  utilization  of  resources, 
indifferent  or  neglible  codperation,  faulty  organ- 
ization, autocratic  administration,  unscientific 
and  archaic  methods  of  teaching,  are  some  of 
the  conditions  to  be  found  in  certain  universities 
that  are  obstructing  the  development  of  better 
dental  service  to  the  public.  The  failure  of 
dental  and  medical  faculties  to  cooperate  loyally 
in  the  coordination  and  correlation  of  medical 
and  dental  teaching,  and  their  indifference  to  a 
progressive  dental-education  program  is  to  be 
condemned. 

The  Council  has  established  a predental  year 
for  1926  as  one  of  the  requisites  for  class-A 
rating.  This  requirement  has  been  adopted  by 
the  dental  schools  for  the  session  of  1925-1926. 
I'he  Council  considers  that  hearty  support  should 
be  given  to  the  trial  of  the  “two-three  graduate 
plan  of  dental  education,”  which  plan  proposes 
two  years  of  work  in  a liberal-arts  college,  fol- 
lowed by  a three  years’  course  of  dental  study 
for  the  degree  awarded  the  general  practitioner 
of  dentistry.  The  various  dental  specialties  are 
to  be  taught  in  detail  in  full-year  graduate  cur- 
ricula to  those  who  may  elect  them. 

An  appeal  has  been  made  to  the  Council  on 
Medical  Education  and  Hospitals  of  the  Ameri- 
can Medical  Association  for  cooperation  be- 
tween dental  and  medical  education.  The  for- 
mation of  a national  board  of  dental  examiners, 
to  function  along  lines  similar  to  the  Federation 
of  Medical  Examining  Boards,  would  seem  ex- 
pedient. 

The  Dental  Educational  Council  of  America 
issued  a list  June  1,  1925,  of  the  classification  of 
the  dental  schools  of  the  United  States.  There 
are  24  in  class  A ; 14  in  class  B ; and  2 in  class 
C.  The  rating  of  3 has  been  postponed. 


CONGRATULATIONS  TO  THE  ILLINOIS 
STATE  MEDICAL  SOCIETY. 

The  Illinois  State  Medical  Society  celebrated 
its  seventy-fifth  anniversary  at  its  annual  ses- 
sion this  year. 

The  Medical  Society  of  the  State  of  Penn- 
sylvania wishes  to  extend  congratulations  and 
best  wishes  to  its  confrere  to  the  west — con- 


gratulations for  its  glorious  achievements,  the 
high  ideals  it  maintains,  and  the  very  important 
position  which  it  occupies  among  the  constituent 
state  medical  societies ; best  wishes  for  future 
happiness,  prosperity,  and  continued  activities 
for  the  best  interests  of  its  members  in  particular 
and  the  body  politic  in  general. 


THE  PHYSIOLOGY  AND  PSYCHOLOGY 
OF  scrambled  ENDOCRINES 

In  the  good  old  days  we  banked  strongly  on 
the  physiological  actions  of  a lot  of  drugs  now 
discarded  for  the  giblets  of  therapeutics.  We 
have  passed  up  the  old  rule  of  “signatures”  as 
applied  to  hepatica,  for  instance,  as  “good  for” 
liver  trouble,  for  that  was  only  a “doctrine,”  and 
doctrines,  in  these  days,  lead  more  toward  heresy 
than  toward  grace ; and  we  doll  up  the  same  old 
bunk  into  modernistic  exegesis,  which  is  the 
same  thing  in  recent  nomenclature,  and  “In- 
nerds fer  innerds”  is  the  new  orthodoxy.  The 
greatest  indoor  sport  in  therapeutics  today  is  the 
psycho-analysis  of  living  giblets  in  order  to  pep 
them  up  with  dead  ones.  But  it  is  the  old  doc- 
trine of  signatures  come  to  life  again  in  glori- 
fied reincarnation. 

But,  all  the  same.  Wood,  Bartholow,  and 
other  worthies  of  their  day  were  dead  right  in 
demanding  a physiological  action  of  some  defi- 
nite sort  that  was  understandable  and  demon- 
strable, before  a drug  was  credited  as  worthy 
a place  in  their  textbooks.  Pharmacology  is 
only  physiological  action  on  a laboratory  basis, 
and  it  is  just  as  right  and  just  as  wrong  as  labo- 
ratory diagnosis  proves  itself  to  be,  all  of  these 
things  having  to  be  tested  out  on  a clinical  basis 
before  hard-fisted  clinicians  lose  any  sleep  over 
them  or  have  some  professor’s  dream  over  them 
psychoanalyzed  to  see  if  it  will  wash,  rip,  tear, 
or  run  down  at  the  heel  in  actual  practice  by 
others  than  the  professor  himself. 

Yet  there  is  what  some  preachers  call  a “preci- 
ous thought”  in  the  whole  endocrine  propaganda, 
for  the  physiological  actions  of  both  drug  and 
organ  acted  on  by  the  drug  must  be  evaluated 
before  endocrinology  becomes  effective  in  actual 
practice.  Once  in  a while  we  find  a genius  in 
the  medical  profession  who  drives  this  double 
team  with  exactitude ; and  he  does  perfectly 
wonderful  things  with  the  endocrines.  But  can 
we  do  them — you  and  I and  our  fellows  in  the 
county  medical  society?  Sometimes,  when  we 
do,  we  are  just  as  much  surprised  as  is  the  pa- 
tient. But  just  when  we  think  we  have  caught 
the  combination,  the  next  dozen  endocrine  pre- 
scriptions we  write  are  as  futile  as  a hairpin  in 
picking  a Yale  lock.  The  key  and  the  lock  must 
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fit ; so  must  the  endocrine  and  the  organ  we  wish 
to  influence  with  it.  Center  shots  are  made  with 
a rifle,  not  with  a shotgun.  As  a matter  of  fact, 
there  is  much  remaining  to  learn  regarding  the 
physiological  actions  of  even  the  prominent  en- 
docrines,  and  when  subjunctive  symptoms  are 
involved,  we  know  almost  nothing  regarding 
their  relief  by  these  agents. 

This  is  not  said  in  entire  condemnation  of  the 
mixed  endocrine  prescription.  Gradually,  very 
gradually,  we  are  learning  somewhat  of  the  inter- 
actions and  interdependencies  of  the  hormones 
and  the  organs  and  diseases  they  influence,  for 
good  or  for  evil ; but  we  have  not  yet  reached 
any  certitude  in  these  matters.  It  is  not  to  be 
expected  that  research  on  the  lower  animals  and 
along  chemical  lines  will  give  much  clinical  in- 
formation concerning  what  may  be  expected 
from  any  certain  combination  of  two  or  more 
endocrines  in  a single  prescription.  For  this 
reason  we  are  not  justified  in  condemning  the 
clinician  who  employs  mixed  endocrines,  pro- 
vided he  is  using  them  thoughtfully  and  with 
controls,  so  he  can  evaluate  actual  findings  or 
the  lack  of  them.  But  for  the  busy  physician  to 
use  mixed  endocrines  in  the  same  spirit  as  he 
uses  mixed  laxatives  is  not  in  accordance  with 
scientific  medicine.  It  must  be  remembered  that 
endocrines  are  very  dissimilar  substances,  and 
their  chemical  and  physiological  incompatibilities 
are  very  imperfectly  worked  out. 

A detail  man  was  taking  orders  for  mixed 
endocrine  products  and  used  the  argument  that, 
as  “gland”  products  were  known  to  be  expen- 
sive and  the  newest  thing,  physicians  would  find 
such  catering  to  psychology  very  profitable, 
collecting  large  fees  and  hurting  no  one,  as  well 
as  doing  good  in  some  cases. 

Rather  unfortunately,  so  far  as  psychology  is 
concerned,  this  commercial  exploiter  was  not  far 
wrong.  As  to  the  ethics  of  practicing  medicine 
on  the  basis  he  proposed,  that  is  another  matter. 

But  the  writer  and  some  of  his  colleagues 
discussed  the  matter  and  could  cite  numerous 
cases  in  which  the  administration  of  mixed  en- 
docrines had  a splendid  psychological  effect,  pro- 
vided the  patient  knew  he  was  taking  a “gland” 
preparation. 


ELIGIBILITY  FOR  ADMISSION  TO 
MEMBERSHIP  IN  THE  COUNTY 
MEDICAL  SOCIETY 

The  report  of  the  committee  on  Society 
Comity  and  Policy  in  this  issue  of  the  Journal 
calls  attention  to  the  necessity  of  the  component 
county  medical  societies  having  a universal  rule 
regarding  eligibility  for  admission  to  active 


membership.  It  would  seem  in  order,  that  the 
resolution  which  will  be  submitted  to  the  1925 
House  of  Delegates  should  be  adopted,  in  order 
to  standardize  the  requirements  for  admission. 
It  is  only  in  this  way  that  future  embarrass- 
ments will  be  averted. 


A NEW  REMEDY  FOR  SYPHILIS 

Lhider  the  caption  “Science  News,”  in  Science, 
July  31,  1925,  appears  a reference  to  what  may 
be  a valuable  addition  to  the  growing  armamen- 
tarium against  one  of  the  most  widespread  and 
most  destructive  infections. 

The  work  was  reported  by  Dr.  Roux,  direc- 
tor of  the  Pasteur  Institute,  detailing  experi- 
mental work  by  M.  Lavatte,  one  of  his  associates 
at  the  institution.  The  new  remedy  is  called 
acetylozyamynaphenylynate,  no  convenient  han- 
dle apparently  having  been  supplied  as  yet.  It 
is  said  to  consist  of  arsenic  and  bismuth  in  the 
proportions  of  15  and  45  per  cent,  respectively. 
Injected  into  infected  rabbits,  the  symptoms  dis- 
appeared within  forty-eight  hours,  and  the  sores 
healed  completely  in  from  four  to  five  days. 

Thirty  human  patients  were  treated  by  Four- 
nier and  Schwartz.  These  cases  represented 
various  stages  of  the  disease,  and  were  given 
intramuscular  injections  of  2 c.c.  Dr.  Roux  re- 
}X)rted  that  twelve  injections  in  all  were  given 
to  each  patient,  marked  improvement  following 
the  first  injection,  and  in  every  case  the  Wasser- 
mann  reaction  was  negative  after  the  twelve 
doses  had  been  given.  At  the  same  time,  there 
was  a remarkable  improvement  in  the  general 
health  of  each  of  the  patients. 


RECENT  ACTIVITIES  OF  THE  STATE 
FIEALTH  DEPARTMENT 

In  addition  to  the  Health  Camp  and  the  Child 
Health  Car  described  in  the  August  number  of 
the  Journal,  the  Department  of  Health  has  been 
engaged  in  a number  of  other  activities  during 
the  summer  months  that  merit  more  extended 
comment  than  our  space  will  allow. 

A mobile  milk  laboratory  has  been  placed  on 
the  road  to  test  chemically  and  bacteriologically 
remote  sources  of  milk  supplies  which  do  not 
find  their  way  into  pasteurizing  plants.  The 
consumers  using  raw  milk  from  these  sources, 
therefore,  will  receive  a protection  hitherto  un- 
enjoyed. Incidentally,  the  sanitary  care  of  the 
stable  and  the  handling  of  milk  was  successfully 
preached  to  the  individual  dairyman. 

Representatives  from  the  Bureau  of  Engineer- 
ing and  technical  experts  from  the  leading  paper 
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manufacturers  in  Pennsylvania  conferred  re- 
cently in  an  effort  to  devise  a reasonable,  prac- 
tical, and  economical  method  for  the  treatment 
and  disposal  of  paper-mill  wastes  in  such 
manner  as  to  prevent  stream  pollution.  The 
meeting  was  successful,  and  definite  plans  will 
be  announced  later. 

The  Water  Car,  the  traveling  laboratory  de- 
signed to  protect  the  water  supply  for  the  motor- 
ists of  Pennsylvania,  has  covered  thousands  of 
miles  of  the  State  highways,  testing  and  placard- 
ing approved  and  nonapproved  springs  and 
wells. 

Nowhere  in  the  United  States  has  helio- 
therapy been  applied  so  vigorously  in  the  treat- 
ment of  pulmonary  tuberculosis  as  in  the  State 
Health  Camps  for  Children  at  Mont  Alto  and 
Cresson.  An  outstanding  piece  of  work  has  been 
done,  and  we  hope  to  oresent  further  comment 
in  the  near  future  on  the  results  obtained. 

In  twenty-seven  counties  in  the  State  a more 
intensive  effort  is  to  be  made  to  give  to  rural 
children  the  advantages  of  better  medical  inspec- 
tion. The  work  is  to  be  performed  largely  by 
State  Health  Nurses,  under  the  supervision  of 
physicians  appointed  by  the  Department.  Under 
the  direction  of  Dr.  J.  Bruce  McCreary,  head 
of  the  Bureau  of  Child  Health,  the  nurses  were 
given  a course  of  instruction  at  Mont  Alto  dur- 
ing August. 

In  order  better  to  advise  and  assist  the  pub- 
lic in  all  matters  pertaining  to  sanitation,  district 
offices  of  the  Bureau  of  Engineering  will  be 
opened  in  Philadelohia  (Room  922,  City  Center 
Bldg.,  1212  N.  Broad  St.)  and  Williamsport 
(407  First  National  Bank  Bldg.,  21  W.  3d  St.). 
The  Philadelphia  district  includes  Bucks,  Mont- 
gomery, Chester,  and  Delaware  Counties,  as  well 
as  the  city  of  Philadelphia. 

Dr.  Miner,  the  Secretary  of  Health,  has  re- 
cently announced  that  the  Department  will  offi- 
cially take  part  in  the  Philadelphia  Sesqui-Cen- 
tennial  Exposition.  It  is  understood  that  the 
Department  will  extensively  and  attractively  ex- 
hibit its  many  interesting  activities. 

A recent  meeting  of  the  county  medical 
directors  was  held  to  formulate  plans  for  the 
development  of  county  health  associations  com- 
posed of  lay  workers,  to  cooperate  with  the  local 
boards  of  health.  The  associations  will  affiliate 
with  the  Pennsylvania  Health  Association.  This 
movement  is  part  of  a nation-wide  campaign  for 
better  health.  A meeting  of  the  State  Associa- 
tion was  also  held  at  Mont  Alto  during  the 
Camp  of  Instruction,  when  it  was  voted  to  re- 
quest admission  into  the  National  Public  Health 
Association. 


WHO  PAYS? 

The  following  is  from  one  of  Girard’s  col- 
umns in  The  Philadelphia  Inquirer: 

A French  court  awarded  10,000  francs  to  a*  veteran 
of  the  World  War.  The  man  who  paid  was  a surgeon 
who  performed  an  operation  on  his  foot,  but  forgot  to 
remove  a couple  of  pieces  of  gauze  from  the  wound. 

Said  the  judge : “It  would  be  unjust  and  dangerous 
for  society  in  general  to  proclaim  that  in  no  case  are 
physicians  and  surgeons  responsible  for  the  manner  in 
which  they  practice  their  art.” 

Similar  cases  in  America  are  infrequent,  yet  they  do 
occur.  The  sister  of  a widely  known  Philadelphian 
was  the  victim  of  such  a mistake. 

A surgeon  in  that  case  sewed  up  a pair  of  forceps  in 
the  wound.  There  they  remained  for  half  a dozen 
years,  causing  continued  illness  and  finally  death. 

In  this  instance,  the  surgeon  had  died  before  his 
former  patient,  and  the  public  heard  no  more  about  it. 
* * * * 

I heard  one  of  the  ablest  surgeons  this  city  has  known 
say  that  he  once  sewed  up  a bit  of  gauze  in  a man’s 
head. 

The  condition  of  the  patient  in  a few  hours  con- 
vinced this  quick-witted  surgeon  that  something  unusual 
had  occurred.  His  courage  matched  his  wit,  a second 
operation  revealed  the  blunder,  and  a quick  recovery 
followed. 

That,  of  course,  is  a far  happier  method  than  the 
other  and  much-advertised  one,  of  the  physician  who 
“buried  his  mistakes.” 

Judge  John  Marshall  Gest,  noted  almost  as  much  for 
his  scholarship  and  wit  as  for  his  judicial  attainments, 
is  fond  of  calculating  chances.  I wonder  if  he  ever 
calculated  this ; 

How  often  does  a good  lawyer  win  a poor  case  and, 
vice-versa,  how  often  does  a poor  lawyer  lose  a good 
case  ? 

In  other  words,  is  it  the  fault  of  your  cause  or  your 
attorney  when  you  lose? 

* * 45  * 

When  an  engineer  makes  a misstep,  down  tumbles  the 
Quebec  bridge. 

The  gunner  makes  a mistake,  and  he  misses  the 
target.  A doctor’s  mistake  registers  as  quickly,  but  it 
is  not  so  easily  detected. 

Business  men  stumble.  In  their  case,  a telephone 
ring  for  the  sheriff  to  nail  up  the  door  is  the  symbol  of 
error. 

A general’s  blunder  costs  a battle  and  perhaps  a war. 

The  politician’s  mistake  loses  him  votes  and  the  office 
he  seeks. 

A misjudged  fist  coming  his  way  knocks  out  the 
pugilist,  while  a wrong  slant  at  a baseball  in  the  sky 
might  cause  a fielder  to  drop  a world  pennant. 

Surgeons  may  deem  it  harsh  to  be  fined  10,000  francs 
for  a mistake,  and  yet  I suspect  all  other  classes  of  men 
pay  in  one  way  or  another  for  theirs. 

It  is  of  interest  to  note  the  quickness  with 
which  a lawyer  will  enter  suit  against  a phy- 
sician for  alleged  malpractice.  This  explains 
why  the  physician  is  forced  to  carry  liability 
insurance  and  the  state  societies  to  maintain  a 
medical  defense  fund,  and  it  would  seem  that  the 
aim  of  the  lawyer  to  a greater  degree  is  to 
obtain  a settlement,  if  possible,  from  the  insur- 
ance carrier.  As  a rule,  he  is  working  on  a 
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50-50  basis  with  his  client.  It  is  noteworthy 
that  one  lawyer  never  brings  suit  against  another 
lawyer  for  alleged  malpractice  when  the  attor- 
ney has  lost  a case  for  his  client.  The  attorney, 
it  is  to  be  supposed,  has  rendered  his  best  service 
to  his  client,  yet  under  such  circumstances,  why 
is  not  the  legal  profession  harassed  by  suits  for 
alleged  malpractice? 

Organized  medicine  has  done  much  to  offset 
the  viciousness  of  such  suits  instituted  against 
its  members.  In  this  regard,  one  never  knows 
where  the  lightning  will  strike.  You,  reader, 
may  be  the  next.  Your  protection  is  to  keep  in 
good  financial  standing  in  your  county  medical 
society,  in  order  that  you  may  have  the  support 
of  your  county  and  state  medical  societies  in 
medical  defense  in  these  adversities. 


JOTS  AND  TITTLES 

The  Electromagnetic  Spectrum. — It  is  thought 
that  the  electromagnetic  spectrum  includes  the  alternat- 
ing-current waves,  Hertzian  waves,  radio  waves,  infra- 
red waves,  the  visible  light  waves,  the  ultraviolet,  and 
x-ray  waves.  Now  comes  Professor  Cazzamali,  of  the 
University  of  Milan,  who  says  that  the  human  brain 
emits  electromagnetic  oscillations  of  a type  so  similar  to 
radio  waves  that  they  may  be  picked  up  by  a radio 
receiving  set.  May  it,  therefore,  be  possible  that  thought 
waves  belong  in  one  of  the  undiscovered  octaves  of  the 
spectrum,  thus  providing  a scientific  basis  for  the  phe- 
nomenon of  telepathy  ? 

The  Optimum  oe  vSi.eEp. — Prof.  F.  A.  Moss,  of 
George  Washington  University,  with  eight  students,  has 
been  conducting  experiments  in  the  effects  of  sleepless- 
ness. Interesting  facts  that  he  has  announced  in  con- 
nection with  his  experiments  are : The  mind  is  little 
affected  by  lack  of  sleep;  the  body  suffers  more,  the 
white  corpuscles  increase  rapidly,  and  the  strain  on  the 
nerves  is  immense.  Women  are  as  able  as  men  to  with- 
stand fatigue,  and  older  persons  can  lose  sleep  more 
easily  than  younger  ones,  although  the  latter  recuperate 
more  quickly.  Loss  of  food  is  harder  on  the  system 
than  loss  of  sleep,  and  the  average  man  sleeps  one  third 
more  than  is  necessary. 

PiE  A Real  Food. — Let  those  with  a tendency  to 
increase  of  corpulence  beware ! Six  months’  experi- 
menting with  rats  has  proved,  according  to  R.  H.  Shaw, 
nutrition  expert  for  the  American  Baking  Association, 
that  rats  fed  on  custard  pie  gain  weight  more  rapidly 
than  those  fed  on  rice,  potatoes,  cabbage,  spinach,  and 
bread. 

Minnesota  Legislation. — Among  the  bills  introduced 
in  the  last  Minnesota  Legislature  and  which  failed  to 
pass  were  the  following : A hill  to  prohibit  vivisection 
and  providing  penalties  therefor ; a bill  providing  for 
the  establishment  of  a separate  board  of  chiropractic 
examiners ; a bill  providing  for  a separate  board  of 
naturopath  examiners ; a bill  which  would  allow  all 
kinds  of  practitioners  to  practice  in  hospitals,  institu- 
tions, or  sanatoriums  that  are  supported  by  public  funds ; 
and  an  antivaccination  bill.  What  a lot  of  trouble 
Minnesota  dodged  that  time ! 

Noise  and  Nerves. — While  it  is  perfectly  possible  to 
become  so  accustomed  to  the  noise  of  the  city  that  the 


silence  of  the  country  is  actually  annoying,  we  cannot 
resist  questioning  how  much  of  the  present-day  nervous 
tension  is  due  to  perpetual  immersion  in  a sea  of 
noise.  Is  it  not  perfectly  possible  that  the  elimination 
of  unnecessary  noises  is  a proper  function  of  the  public- 
health  authorities? 

SciENTiric  Dogmatism. — Apropos  the  evolution  trial, 
the  advice  of  Dr.  R.  A.  Milliken  to  the  American 
Chemical  Society  is  noteworthy : “There  are  many 
things  that  we  do  not  know,”  and  it  behooves  men  of 
learning  to  be  “more  modest  and  thoughtful.”  Since 
science  and  religion  are  both  but  a part  of  the  eternal 
quest  for  the  truth  that  will  “set  us  free,”  would  not 
both  of  them  reach  a bit  nearer  their  goal  were  there 
more  of  science  in  religion,  and  more  of  religion  in 
science  ? 

A Successful  Gland  Transflantation. — The  trans- 
plantation five  months  ago  of  a thyroid  gland  from  a 
beheaded  criminal  to  a mentally  defective  girl,  by  Dr. 
Rene  Lefort,  Professor  of  Medicine  at  Lille,  is  said  to 
be  successful.  Today,  the  patient  eats,  drinks,  and  plays 
like  a normal  child  of  her  age,  and  it  is  reported  that 
the  gland  has  been  completely  incorporated.  The  fur- 
ther progress  of  the  case  will  be  watched  with  an  un- 
usual degree  of  interest. 

Tainted  Money? — There  has  been  a great  hue  and 
cry  in  certain  circles  about  the  great  foundations  con- 
trolling medicine  and  medical  education  through  the 
subsidies  offered  the  medical  schools  and  universities. 
Wisconsin  has  evidently  decided  that  “there  is  some- 
thing in  it,”  for  the  Board  of  Regents  of  the  University 
has  resolved  to  accept  no  more  “gifts,  donations,  or 
subsidies”  from  any  “incorporated  endowments  or  or- 
ganizations of  like  character.”  Certain  newspapers  are 
unkind  enough  to  intimate : “what  price  higher  educa- 
tion, research,  and  scientific  service  when  these  get  in 
the  way  of  Wisconsin  political  ambitions?” 

Estimating  Education  by  Dollars. — A great  drive 
is  on  to  standardize  our  educational  institutions  and 
eliminate  those  found  unworthy.  Doubtless  this  is  a 
good  thing,  and  will  work  to  protect  Ihe  youth  of  the 
land  against  educational  fakery.  But,  in  the  working 
of  this  plan  we  must  take  care  tliat  we  do  not  stand- 
ardize all  the  individuality  out  of  our  colleges  as  well 
as  out  of  the  rising  generation,  and  that  we  do  not 
adopt  a financial  yardstick  in  evaluating  our  schools. 
We  have  come  a long  way  from  the  traditional  defini- 
tion of  a college  (Mark  Hopkins  on  one  end  of  a log 
and  the  student  on  the  other)  and  from  the  standard 
that  created  America — that  put  a high  premium  on  per- 
sonality. Let  us  beware,  then,  that  we  do  not  irre- 
trievably lose  that  precious  “something”  that  cannot  be 
replaced  by  the  unwieldy  magnitude  of  our  present  im- 
mense universities. 

To  Render  Metals  Transparent. — A process  which 
may  eventually  prove  of  great  value  to  the  scientific 
world  has  been  announced  by  Dr.  Karl  Mueller,  of  the 
Physical  Research  Bureau,  Berlin,  who  claims  to  have 
discovered  a method  of  reducing  metals  of  all  kinds  to 
the  thinness  of  one-millionth  part  of  a centimeter,  while 
retaining  its  elasticity.  The  foils  produced  by  the  new 
process  are  said  to  be  as  transparent  as  the  glass  used 
by  oculists,  easily  permitting  a study  of  their  atomic 
structure. 

Wanted. — More  conservative  radicals ; more  of  those 
sanel}'  poised  individuals  who  neither  reject  a propo- 
sition because  it  is  new,  nor  accept  it  because  it  is  old; 
who  assay  every  theory  on  its  own  merits,  and  having 
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accepted  it,  attempt  coura.sfeously  to  apply  it  to  every- 
day life  regardless  of  the  outcries  alike  of  the  preju- 
diced bigots  and  the  iconoclastic  reformers. 

Tag  Chjld  Labor  Amendment  is  not  to  be  allowed 
to  die.  There  was  no  time  limit  put  on  its  ratification, 
and  William  Green,  president  of  the  American  Federa- 
tion of  Labor,  is  urging  its  adoption.  It  may,  therefore, 
again  be  offered  in  the  state  legislatures  that  rejected  it. 

Interesting  ! — The  Wisconsin  Medical  Journal  tells 
us  that : “Osteopaths  cannot  write  liquor  prescriptions. 
Attorney  General  Herman  Ekern  held  in  a ruling  sub- 
mitted recently  to  Dr.  Robert  E.  Flynn,  secretary  of 
the  State  Board  of  Medical  Examiners  of  Wisconsin. 
‘The  Volstead  Act  provides  that  no  one  but  a physician 
holding  a permit  to  prescribe  liquor  shall  issue  any 
prescription  for  liquor.  It  has  been  held  that  an  osteo- 
path is  not  a physician  within  the  contemplation  of  the 
Prohibition  Enforcement  Act  of  Wisconsin  and  cannot 
i.ssue  prescriptions  for  intoxicating  liquor.’  ” 

A Remarkable  Reward  ! — Living  in  Ohio  is  a doc- 
tor who  has  practiced  forty-seven  years  without  once 
rendering  a bill.  Recently  his  fellow  citizens  presented 
him  with  $1,000  and  an  automobile.  We  wonder  if  that 
would  pay  the  interest  on  the  bills  lie  never  collected ! 
Man}'  physicians  are  slow  in  rendering  their  accounts, 
and  it  is  a bad  policy.  In  general,  the  more  promptly 
a bill  is  rendered,  the  more  promptly  payment  is  re- 
mitted— and  prompt  payment  is  more  appreciated  by  the 
physician  than  many  gifts. 

A Serious  Situation. — The  U.  S.  Bureau  of  Edu- 
cation estimates  that  because  of  mental  and  physical 
defects,  about  2,000,000  of  the  4,000,000  children  who 
enter  the  first  grade  of  the  public  schools  annually  fail 
of  promotion  to  the  second  grade.  The  Bureau’s  cam- 
paign to  have  school  beginners  given  mental  and  phys- 
ical examinations  before  school  opens  deserves  support. 
Thirty  states  have  already  agreed  to  cooperate  in  the 
movement. 

Lung  Capacity  and  FEealth. — Dr.  J.  A.  Myers,  of 
the  University  of  Minnesota  Medical  School,  reporting 
the  results  of  six  years  of  experimental  work  on  the 
lung-capacity  test  as  a means  of  medical  diagnosis, 
claims  that  the  vital  capacity  is  no  index  of  the  health, 
and  that  m.any  people  with  125%  or  more  of  normal 
capacity  developed  serious  diseases  of  the  heart  and 
lungs. 

The  Profession  in  Ireland. — The  Irish  Government 
has  announced  its  decision  to  establish  an  independent 
medical  register  in  place  of  the  British  General  Medical 
Council.  Doctors  qualifying  in  the  Free  State,  there- 
fore, will  be  unable  to  practice  in  Great  Britain  or 
northern  Ireland,  while  physicians  from  those  places 
will  be  barred  from  southern  Ireland.  About  on  a par 
with  our  antiquated  system  of  licensing  by  states! 

The  Title  “Doctor.” — Wisconsin  has  enacted  a law 
abolishing  the  chiropractic  exemption  of  1915  and  sub- 
stituting the  basic  science  prerequisite  and  a special 
chiropractic  examination.  The  license  may  be  revoked 
for  the  same  reasons  as  the  law  now  specifies,  for 
physicians.  Licenses  expire  annually  unless  renewed. 
The  use  of  the  title  “Doctor”  is  also  clarified  by  the 
statement : “No  person  not  possessing  a license  to 

practice  medicine  and  surgery,  osteopathy,  or  osteopathy 
and  surgery,  shall  use  or  assume  the  title  ‘doctor’  or 
append  to  his  name  the  words  or  letters  ‘doctor,’  ‘Dr.,’ 
‘specialist,’  ‘M.D.,’  ‘D.O.,’  or  any  other  title,  letters,  or 
designation  which  represents  or  may  tend  to  represent 
him  as  a doctor  in  any  branch  of  treating  the  sick.” 


Ad  Infinitum. — Not  the  least  interesting  of  the 
newer  discoveries  is  the  proof  of  the  existence  of  living 
beings  smaller  than  the  wave  length  of  light  (the  bac- 
teriophage), and  the  actual  cultivation  and  counting  of 
these  organisms  by  D’Herelle,  of  the  Pasteur  Institute. 
The  bacteriophage  is  said  to  be  an  “internal  parasite  of 
the  bacterium,  and  cannot  be  cultivated  in  pure  bouillon. 
The  attacked  bacillus  swells,  becomes  spherical,  and 
finally  bursts.”  It  is  interesting  to  note  that  “a  con- 
valescent carrier  of  bacteriophages  may  transmit  his 
cure  to  others,  just  as  a patient  may  transmit  his  dis- 
ease.” We  cannot  refrain  from  speculating  on  the 
chances  that  there  are  other  worlds  beyond  our  ken  as 
great  in  proportion  as  is  ours  to  that  of  the  bac- 
teriophage. 

An  Experiment  in  “Industrial  Convalescence.” — 
For  the  past  ten  years,  the  Committee  for  the  Care  of 
the  Jewish  Tuberculous  has  been  carrying  on  in  New 
York  a model  workshop  for  the  rehabilitation  of  the 
convalescent  tuberculous.  In  October,  1924,  the  Altro 
Work  Shops  moved  into  their  model  building,  con- 
structed largely  of  glass,  open  on  four  sides,  with 
kitchen,  dining  room,  rest  rooms,  baths  for  men  and 
women,  and  a roof  garden,  and  with  adequate  ventilation 
summer  and  winter.  Best  of  all,  the  doctor  is  the  boss 
in  this  unusual  industrial  plant  where  $100,000  worth  of 
garments  are  turned  out  of  a type  that  can  be  sterilized 
and  sold  to  physicians,  nurses,  and  hospitals.  Each 
employee  works  and  rests  by  the  physician’s  prescrip- 
tion, and  nurses  are  in  charge  to  see  that  his  orders  are 
carried  out.  The  greatest  difficulty  is  in  securing  a 
sufficient  market  for  the  products,  and  plans  are  now 
contemplated  which  will  allow  for  an  expansion  of  the 
type  of  work  done,  with  the  hope  that  it  will  eventu- 
ally lead  to  rehabilitative  ^vork  for  cardiac,  orthopedic, 
and  perhaps  selected  mental  patients.  The  Altro  Work 
Shops  are  located  on  Jennings  St.,  Boone  Ave.,  and 
West  Farms  Road,  and  visitors  will  be  welcomed. 

Pests. — It  would  seem  about  time  for  the  health  au- 
thorities to  take  a hand  in  repressing  the  mosquito.  In 
the  absence  of  serious  epidemics,  city  authorities  in 
many  parts  of  the  State  seem  loth  to  trouble  about  the 
swamps  and  breeding  places  of  the  pests,  regarding  the 
residents  who  object  as  the  worse  pest  of  the  two.  An 
ounce  of  prevention  would  be  welcome. 

X-Ray  Technicians. — We  have  heard  a great  deal 
about  the  menace  of  laboratory  technicians,  but  it  is 
quite  a shock  to  learn  that  there  are  in  the  Common- 
wealth of  Pennsylvania,  hospitals  that  employ  x-ray 
technicians  who  attempt  to  interpret  their  plates.  Great 
horn  spoon ! What  are  we  coming  to  next  ? 

When  Life  Loses  Its  Interest. — One  of  the  “big” 
doctors  of  the  country  was  recently  heard  to  remark 
that  he  felt  as  though  his  life  wasn’t  counting  as  it 
used  to — as  though  he  were  just  marking  time.  In 
other  words,  he  had  “gone  stale.”  Doubtless  everybody 
feels  this  way  at  one  time  or  another,  and  will  be 
interested  in  the  etiology  of  the  disease,  as  outlined  by 
Robert  Louis  Stevenson : “The  dull  man  is  made,  not 
by  the  nature,  but  by  the  immersion  in  a single  busi- 
ness, and  all  the  more  if  that  be  sedentary,  uneventful, 
and  ingloriously  safe.”  Medicine,  with  the  marvelous 
romance  of  its  development,  however,  does  not  need  to 
be  uneventful,  except  to  the  man  without  vision,  or 
with  vision  too  overworked  to  be  of  use.  Why  not  try 
getting  away  from  the  daily  grind  far  enough  to  see 
the  romance  of  the  work?  This  pays,  in  the  long  run, 
by  the  increased  efficiency  engendered. 
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The  Diamond  Jubilee  Meeting 

THE  PROGRAM  AND  OTHER  MATTERS  OF  INTEREST 


Although  founded  in  1848  (a  year  after  the 
American  Medical  Association),  the  Medical 
Society  of  the  State  of  Pennsylvania  is  this  year 
just  celebrating  its  seventy-fifth  annual  session. 
No  meetings  were  held  in  the  years  1861  and 
1889,  on  account  re- 
spectively of  the  Civil 
War  and  the  Johns- 
town flood. 

This  year  especially, 
the  Committee  on  Sci- 
entific Work  deserves 
the  commendation  and 
support  of  every  mem- 
ber of  the  Society  for 
the  splendid  work  its 
chairman  and  mem- 
bers have  done  in  the 
preparation  of  the 
program  which  was 
published  in  the  Au- 
gust number  of  the 
Journal.  Its  like 
has  never  before  been 
presented  in  Pennsyl- 
vania. 

Chairman  Simonton 
conceived  the  idea  of 
a true  postgraduate 
program,  conducted 
almost  on  classroom 
lines,  and  his  commit- 
tee members  have  co- 
operated as  a unit  in 
carrying  out  this  idea, 
unique  at  a state- 
society  meeting. 

The  morning  ses- 
sions will  be  divided 
into  four  periods  of 
fifty-five  minutes 
each,  with  five  min- 
utes of  relaxation  be- 
tween periods,  and  the 
afternoon  will  consist 
of  three  periods  of 
the  same  length. 

Bells  will  ring  at  the 
beginning  and  end  of 
each  period,  and  es- 
sayists have  been  asked  to  observe  the  time 
limits  strictly.  The  Section  officers  do  not  have 
any  control  over  the  ringing  of  these  bells,  and 


are  not  empowered  to  extend  the  periods.  In 
this  way,  every  one  will  know,  every  hour,  on 
the  hour,  just  what  subject  is  under  discussion 
at  each  meeting. 

Each  period  is  to  be  in  charge  of  a principal 
speaker,  who  has  se- 
lected his  own  assist- 
ants, and  has  planned 
for  heaping  up  and 
packing  down  the 
good  to  be  obtained 
from  his  hour  of  the 
program.  Very  little 
time  has  been  pro- 
vided for  the  usual 
aimless  and  time-con- 
suming general  dis- 
cussion, so  that  mem- 
bers can  be  assured  of 
learning  the  utmost 
possible  at  this  con- 
d e n s e d university 
course. 

Some  of  the  most 
eminent  scientists  in 
America  have  been  in- 
vited as  guests  of  the 
Society  to  address  the 
different  meetings, 
thus  providing  an  op- 
portunity that  is  worth 
a longer  journey  than 
even  the  farthest  dis- 
tance in  Pennsylvania. 

And  not  only  will 
there  be  an  oppor- 
tunity to  hear  these 
men  speak  : the 

Section  luncheons,  to 
be  held  at  various 
convenient  places  in 
the  city  of  Harris- 
burg, at  1 p.  m.  on 
Wednesday  and 
Thursday,  October 
7th  and  8th,  will 
provide  a chance  to 
meet  and  talk  per- 
s o n a 1 ly  with  the 
guests,  as  well  as 
with  other  members  of  the  Sections. 

A most  interesting  part  of  the  program  will 
be  the  ten  5-minute  case  reports  to  be  presented 


OUR  GUESTS  AT  HARRISBURG 

General  Sessions 

Royd  Ray  Sayers,  Washington,  D.  C.,  is  a native 
of  Indiana.  He  was  graduated  from  the  Univer- 
sity of  Indiana  in  1907,  with  the  degrees  of  A.B. 
and  A.M.  From  1907  to  1910  he  was  chief  chemist 
for  the  Gould  Storage  Battery  Company;  from 
1911  to  1913,  Professor  of  Electrochemistry  at  the 
University  of  Buffalo.  In  1914  he  received  the 
degree  of  M.D.  from  the  University  of  Buffalo. 
He  entered  the  United  States  Public  Health  Serv- 
ice in  1914,  and  was  assigned  as  Chief  Surgeon  of 
the  United  States  Bureau  of  Mines  in  1920.  Under 
his  direction,  this  Bureau  has  carried  on  extensive 
studies  in  carbon  monoxid  and  other  mine  gases, 
and  in  cooperation  with  Mr.  W.  P.  Yant,  Dr. 
Sayers  developed  the  pyrotannic-acid  method  for 
the  determination  of  carbon  monoxid  in  blood  and 
air.  Individually,  and  in  cooperation  with  others, 
he  has  published  a large  number  of  articles  on  the 
effects  of  carbon  monoxid  and  other  toxic  acids. 

John  Edward  Talbot,  Worcester,  Mass.,  received 
his  M.D.  from  Harvard  in  1912.  Devoting  his 
time  to  the  teaching  and  practice  of  obstetrics,  he 
soon  became  interested  in  the  study  of  the  toxemias 
of  pregnancy.  Noting  the  coexistence,  in  many 
cases,  of  vomiting,  eclampsia,  and  premature  pla- 
cental separation,  a common  etiological  factor  was 
suspected,  which  has  been  the  basis  of  his  original 
work.  His  paper  will  offer  a rational  basis  for 
prevention  and  treatment  of  these  conditions. 

Hugh  H.  Young,  Baltimore,  Md.,  is  Clinical 
Professor  of  Urology,  Johns  Hopkins  University 
Medical  Department,  and  Visiting  Urologist  to 
Johns  Hopkins  Hospital.  He  is  known  the  world 
over  for  his  skill  and  originality  in  the  field  of 
genito-urinary  surgery,  and  for  the  large  amount 
of  fruitful  research  along  the  lines  of  renal  func- 
tion and  genito-urinary  antiseptics  that  have  origi- 
nated in  his  clinic.  He  was  at  the  head  of  the 
genito-urinary  work  in  the  American  Army  in 
France  during  the  World  War,  administering  this 
with  such  skill  and  success  that  he  was  awarded 
the  Distinguished  Service  Medal,  as  well  as  sev- 
eral other  decorations.  Immediately  after  his 
graduation  from  the  University  of  Virginia  (A.M. 
’93  and  M.D.  ’94)  he  became  associated  with  the 
Johns  Hopkins  Hospital,  where  his  development 
of  the  department  of  urology  culminated  in  the 
establishment  of  the  James  Buchanan  Brady 
Urological  Institute,  of  which  Dr.  Young  is  the 
Director. 


870 


THE  ATLANTIC  MEDICAL  JOURNAL 


September,  1925 


at  one  session  of  the  General  Meetings  and  of 
each  of  the  Sections.  A glance  at  the  program 
will  give  an  idea  of  the  range  of  these  reports, 
as  well  as  the  care  with  which  they  have  been 
selected  in  order  to  provide  only  the  most  inter- 
esting and  unusual  cases  obtainable.  Every  “re- 
porter” will  have  the  privilege  of  presenting  for 
publication  in  the  Journal  a more  detailed  re- 
port of  his  case  than  time  will  allow  at  the  meet- 
ing, so  that  these  reports  may  be  followed  up  by 
those  especially  interested  in  them. 

Another  especially  valuable  feature  of  the  pro- 
gram is  the  large 
number  of  lantern 
demonstrations.  Two 
of  the  Sections  have 
asked  for  the  continu- 
ous services  of  a lan- 
tern and  operator.  If 
it  is  true  that  we  re- 
member better  what 
we  see  than  what  we 
hear,  the  conclusion  is 
obvious. 

In  line  with  the 
postgraduate  features 
of  the  program,  the 
Committee  on  Scien- 
tific Exhibit  is  plan- 
ning a postgraduate 
display.  Two  of  the 
parlors  in  the  Penn- 
Harris  (headquarters 
for  the  session)  have 
been  assigned  to  this 
exhibit,  as  well  as 
some  of  the  corridor 
space,  and  the  Board 
of  Trustees  has  ap- 
propriated a sum  for 
the  expenses  that  will 
guarantee  an  instruc- 
tive display.  It  is 
hoped  to  provide  not 
only  x-ray  plates, 
pathological  s p e c i- 
mens,  etc.,  but  also 
fresh  specimens,  with  an  appropriate  demonstra- 
tion, and  other  features  of  particular  interest  to 
the  practitioner. 

Nor  must  we  overlook  the  educational’ value 
of  the  commercial  exhibit.  It  is  purely  a matter 
of  good  business  for  the  commercial  houses  that 
have  engaged  space  in  this  exhibit  hall  to  show 
the  very  latest  developments  made  possible  by 
science,  but  the  wise  physician  can  profit  greatly 
by  their  diligence.  Their  representatives  are  al- 


ways glad  to  demonstrate  the  newest  surgical 
instruments,  electrical  apparatus,  quartz  lamps, 
books,  drugs,  and  practically  everything  that 
j)ertains  to  the  supplies  of  the  physician.  Men 
who  know,  make  it  a practice  to  spend  as  much 
time  as  possible  in  this  exhibit,  for  the  oppor- 
tunities to  learn  are  fascinating. 

One  of  the  most  attractive  elements  of  the 
meeting  will  be  the  social  features.  The  best 
orchestra  in  Harrisburg  has  been  engaged  to 
furnish  the  music  for  the  President’s  reception 
and  ball  on  Wednesday  evening.  Tuesday  night 

there  will  be  social 
functions  for  both  the 
men  and  the  women 
attending  the  session. 
Dinners  will  be  held 
for  the  women  phy- 
sicians, for  the  Jeffer- 
son alumni,  for  the 
county-society  secre- 
taries, and  for  the  edi- 
tors of  county-society 
bulletins.  The  public 
meeting  on  Thursday 
evening  will  be  ad- 
dressed by  Dr.  Alex- 
ander Lambert,  who 
will  discuss  periodic 
health  examinations — 
a subject  of  great  im- 
portance at  the  pres- 
ent time. 

The  ladies  will  be 
taken  care  of  this  year 
as  never  before. 
Since  the  1924  meet- 
ing, the  Woman’s 
Auxiliary  has  been 
organized,  and  a most 
delightful  program 
has  been  prepared, 
both  of  business  and 
pleasure,  including  a 
tour  of  the  Gettys- 
burg Battlefield. 

The  management 
has  been  warned  to  prepare  for  a registration  of 
1,500  physicians,  and  the  Hotel  Committee  ad- 
vises that  several  of  .the  hotels  are  completely 
filled.  No  fear  need  be  felt,  however,  lest  ade- 
quate provision  cannot  be  made  for  all  who 
come.  The  Housing  Bureau  of  the  Chamber  of 
Commerce  is  cooperating  with  the  Hotel  Com- 
mittee of  the  Society,  so  that  all  who  apply  to 
the  Chairman  of  the  Committee,  Dr.  Maurice  I. 
Stein,  813  N.  Second  St.,  Harrisburg,  can  be 


OUR  GUESTS  AT  HARRISBURG 

Medical  Section 

Richard  Pearson  Strong,  Boston,  Mass.,  is  Pro- 
fessor of  Tropical  Medicine  in  the  Harvard  Med- 
ical School,  and  is  one  of  the  foremost  investigators 
and  authorities  on  tropical  diseases  in  the  world. 
He  received  his  earlier  training  at  Yale  and  at 
Johns  Hopkins,  and  soon  evidenced  his  interest 
along  the  lines  in  which  he  has  since  become 
famous.  For  several  years  he  was  Director  of  the 
Army  Pathological  Laboratory  at  Manila,  and 
then  Professor  of  Tropical  Medicine  at  the  Uni- 
versity of  the  Philippines,  later  being  appointed  as 
Director  of  the  International  American  Red  Cross 
Sanitary  Commission  in  Serbia,  and  as  a represen- 
tative of  the  Interallied  Sanitary  Commission  dur- 
ing the  War.  Honorary  degrees  have  been  con- 
ferred on  him  by  Yale  and  Harvard,  as  well  as 
honorary  membership  in  most  of  the  foreign  so- 
cieties in  his  line.  He  speaks  with  authority  in  the 
field  of  tropical  medicine  and  bacteriology,  espe- 
cially concerning  dysentery,  cholera,  leprosy,  and 
plague.  Recent  experiences  in  this  country  make 
these  diseases  of  vital  interest  to  every  physician 
in  the  United  States. 

George  Draper,  New  York  City,  is  an  Associate 
in  Medicine  at  Columbia  University,  and  is  well 
known  for  his  studies  on  poliomyelitis  and  other 
infectious  diseases.  For  the  past  few  years  he  has 
interested  himself  in  attempting  to  apply  anthropo- 
metric methods  in  practical  medicine.  His  recent 
book,  “Human  Constitution,”  is  the  result  of  this 
effort,  and  has  brought  him  very  much  into  the 
public  eye.  His  work  is  a scientific  exposition  of 
the  basis  upon  which  the  clinician  recognizes  such 
types  of  individuals  as  the  enteroptotic  or  phthisical. 
It  is  work  of  the  utmost  importance,  with  which 
all  should  become  familiar. 
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comfortably  placed.  Single  rooms,  however,  are 
no  longer  available. 

This  is  going  to  be  a wonderful  meeting. 
Those  who  do  not  attend  will  be  missing  an  in- 
spiration to  better  work  that  they  cannot  afford 
to  lose.  The  up-to-date  physician  will  find  much 
to  help  him  increase  his  proficiency ; and  the 
out-of-date  doctor  will  have  his  faculties  sharp- 
ened. 

Be  sure  to  apply  promptly  to  the  Hotel  Com- 
mittee for  a reservation,  and  so  lighten  the  work 
they  will  have  to  do  at 
the  last  minute. 


THE  SCIENTIFIC 
EXHIBIT 

Under  the  able 
chairmamship  of  Dr. 

Joseph  V.  Klauder, 
assisted  by  Drs.  S. 

Calvin  Smith,  John  A. 

Kolmer,  O.  H.  Perry 
Pepper,  John  I.  Fanz, 
and  Catharine  Mac- 
farlane  of  Philadel- 
phia, George  R.  Mof- 
fitt  and  A.  Z.  Ritz- 
man  of  Harrisburg, 
and  E.  W.  Willetts  of 
Pittsburgh,  a scientific 
exhibit  has  been 
planned  that  will  oc- 
cupy parlors  B and  C 
of  the  Penn-Harris. 

A comprehensive 
heart  exhibit  will  be 
presented,  the  purpose 
of  which  is  to  stimu- 
late further  interest  in 
the  modern  aspects  of 
heart  affections  and  to 
aid  physicians  in  es- 
tablishing, in  their 
own  communities, 
heart  clinics  of  an 
up-to-date  and  most  efficient  character. 

The  internal  nerve  mechanism  of  the  heart 
will  be  illustrated  at  stated  intervals  by  demon- 
strations on  fresh  animal  hearts.  There  will  be 
an  exhibit  of  anatomical  specimens  showing  af- 
fections of  the  heart  muscle,  the  heart  valves, 
arterial  involvements,  etc.  Instrumental  methods 
of  heart  study  will  be  presented  in  an  elemental 
way,  and  examples  of  cardiography  will  be  ex- 
hibited from  various  sections  of  the  State.  An 
electrocardiograph  will  be  in  operation,  and  the 


committee  will  be  pleased,  on  request,  to  take 
cardiographic  records  of  physicians  who  visit 
the  exhibit. 

Physicians  will  be  constantly  in  attendance  to 
explain  the  manner  of  organizing  and  conduct- 
ing heart  clinics,  and  experienced  demonstrators 
will  discuss,  on  request,  the  social-service  aspect 
of  heart  disease.  As  this  affection  has  become 
a public-health  problem,  the  layman’s  interest  in 
the  subject  is  constantly  increasing,  and  the  conv 
mittee  hopes  to  lay  before  the  physician  informa- 
tion which  will  be  of 
clinical  and  commun- 
ity value. 

With  the  assistance 
of  the  Roentgen-Ray 
Society  of  Central 
Pennsylvania,  over  a 
thousand  x-ray  plates 
will  be  displayed,  pre- 
senting the  full  range 
of  subjects  covered  by 
the  specialty. 

Biological  s p e c i- 
mens  of  particular  in- 
terest will,  of  course, 
be  featured,  and  at- 
tendants will  be  pres- 
ent to  perform  for  all 
those  interested  the 
Wassermann  test,  the 
colloidal  gold  test  on 
the  spinal  fluid,  blood 
chemistry,  and  other 
laboratory  procedures. 
Fresh  specimens  will 
also  be  on  exhibition, 
with  instructors  to  ex- 
plain the  interesting 
points. 

Rather  an  unusual 
exhibit  is  promised, 
and  all  those  attending 
the  session  should  plan 
not  to  leave  Harris- 
burg without  a thor- 
ough study  of  the  material  presented. 


THE  COMMERCIAL  EXHIBIT 

At  the  State  Society  meeting  last  year,  a 
physician  who  shall  here  be  nameless  was  giving 
his  impressions  of  the  commercial  exhibit.  He 
had  been  dragged  in,  unwilling,  by  another  doc- 
tor. “Why,”  he  said,  “I’d  always  thought  these 
fellows  were  here  just  to  buttonhole  you  and  see 
how  much  stuff  they  could  sell  you,  and  I didn’t 


OUR  GUESTS  AT  HARRISBURG 

Surgical  Section 

William  D.  Haggard,  Nashville,  Term.,  is  Presi- 
dent of  the  American  Medical  Association,  and 
Professor  of  Surgery  and  Clinical  Surgery  in 
Vanderbilt  University  School  of  Medicine.  The 
Surgical  Section  is  especially  honored  in  having 
him  as  its  guest,  and  his  reputation  as  a surgeon 
and  lecturer  gives  promise  of  a most  delightful 
address  from  him.  He  will  also  speak  at  the  open- 
ing meeting  of  the  General  Sessions. 

Walter  Tinvme,  New  York  Ciiy,  is  Clinical  Pro- 
fessor of  Neurology  in  the  Columbia  University 
College  of  Physicians  and  Surgeons,  from  which 
school  he  was  graduated  in  1897.  His  notable 
work  in  neurology  and  psychiatry  lends  added 
authority  to  his  paper  on  the  role  played  by  glandu- 
lar feeding  in  the  treatment  of  pituitary  disorders, 
a subject  none  too  well  understood  by  the  average 
practitioner,  and  which  he  will  treat  in  an  expert 
manner. 

William  J.  Mayo,  Rochester,  Minn.,  is  the  elder 
of  the  two  famous  brothers  who  have  made  Roch- 
ester, Minnesota,  the  surgical  Mecca  of  the  United 
States.  In  forty  years  the  two  brothers  have  estab- 
lished a clinic  famed  not  only  for  its  surgery  and 
surgical  research,  but  for  extraordinary  develop- 
ments in  nearly  every  branch  of  medicine.  They 
are  the  donors  of  the  Mayo  Foundation  established 
at  the  University  of  Minnesota  for  advanced  med- 
ical teaching.  The  Society  is  especially  honored  to 
have  as  its  guest  so  distinguished  a representative 
of  our  profession. 


872 


September,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


want  to  be  bothered.  But  I’ll  declare  I got  so 
interested,  I was  astonished  when  I left  the  hall 
to  find  that  I’d  spent  four  hours  there.  I hadn’t 
any  idea  it  was  anything  like  that !” 

Pennsylvania  has  justly  been  proud  of  the 
Commercial  exhibit  she  has  been  putting  on  for 
the  last  few  years.  It 
ranks  high  among  the 
best  medical  exhibits 
of  the  entire  country, 
and  is  not  only  an  im- 
portant part  of  the 
financing  of  the  ses- 
sion, but  it  adds  an 
element  that  would  be 
greatly  missed  — an 
element  of  good  fel- 
lowship and  friendli- 
ness that  must  of 
necessity  be  missing 
from  the  more  austere 
scientific  sessions. 

Most  of  the  firms  are 
not  there  to  sell  any- 
thing. They  simply 
want  to  show  their 
wares,  to  get  the  phy- 
sicians of  the  Society 
acquainted  with  the 
virtues  of  their  par- 
ticular products. 

If  you  want  to 
know  how  old-fash- 
ioned your  equipment 
has  grown,  just  take  a 
look  at  the  1925  mod- 
els shown  at  the  ex- 
hibit. It  is  a complete 
exposition  of  the  prog- 
ress of  medicine  since 
you  were  graduated ! 

With  the  idea  of 
showing  the  scope  of 
this  exhibit,  the  partic- 
ipating firms  have  been 
listed  under  the  class 
of  goods  they  will  dis- 
play. Look  it  over, 
and  see  if  there  is  not 
something  in  which 
you  will  be  interested. 

Medical  Books 

P.  Blakiston’s  Son  & Co.,  Philadelphia 
F.  A.  Davis  Co.,  Philadelphia 
J.  B.  Lippincott  Co.,  Philadelphia 
C.  V.  Mosby  Co.,  St.  Louis 
Peter  Reilly,  Philadelphia 
W.  B.  Saunders  Co.,  Philadelphia 


Wholesale  Optician 

Mclntire,  Magee  and  Brown  Co.,  Philadelphia 
Eye,  Ear,  Nose  & Throat  Instruments 
Pfau’s  American  Instrument  Co.,  New  York 
Surgical  Instruments 
Dental  & Surgical  Supply  Co.,  Harrisburg 
Harold  Surgical  Corporation,  New  York 

Kloman  Instrument  Co., 
Washington,  D.  C. 
Harvey  R.  Pierce  Co., 
Philadelphia 

Surgical  Lights 

Cameron’s  Surgical  Spe- 
cialty Co.,  Chicago. 

Surgical  Supporters 

Wm.  H.  Horn  & Bro., 
Philadelphia 

General  Supplies  for 
Physicians  and 
Hospitals 

A.  S.  Aloe  Co.,  St.  Louis 
Frank  S.  Betz  Co.,  Ham- 
mond, Ind. 

Charles  Lentz  and  Sons, 
Philadelphia 

Physicians  Supply  Co.  of 
Phila. 

Wasserott  Bros.,  Wilkes- 
Barre,  Pa. 

Sprays 

DeVilbiss  Mfg.  Co.,  To- 
ledo, O. 

Biological  Manufac- 
turers 

The  Gilliland  Laborator- 
ies, Marietta,  Pa. 

H.  A.  Metz  Laboratories, 
Inc.,  New  York 

Pharmaceutical  Mcm- 
ufacturers 

Abbott  Laboratories,  New 
York 

Bowman,  Mell  and  Co., 
Harrisburg 

The  Columbus  Pharmacal 
Co.,  Columbus,  O. 
Deshell  Laboratories,  Inc., 
Chicago 

Maltbie  Chemical  Co., 
Newark,  N.  J. 

Mutual  Pharmacal  Co., 
Inc.,  Syracuse,  N.  Y. 
National  Drug  Co.,  Phil- 
adelphia 

William  H.  Rorer,  Phil- 
adelphia 

Retail  Pharmacists 

Harry  H.  Buch,  Harris- 
burg 

McKennan  Drug  Co.,  Inc., 
Pittsburgh 

Radium 

Radium  Chemical  Co.,  Pittsburgh 
Radium  Emanation  Corp.,  New  York 

X-Ray  and  Therapeutic  Lamps 

M.  H.  Bresette  X-Ray  Co.,  Philadelphia 
Hanovia  Chemical  & Mfg.  Co.,  Newark,  N.  J. 


OUR  GUESTS  AT  HARRISBURG 

Eye,  Ear,  Nose  & Throat  Section 

Arthur  J.  Bedell,  Albany,  N.  Y.,  has  made  con- 
tributions to  the  literature  of  American  Oph- 
thalmology which  rightfully  entitle  him  to  an  im- 
portant position  in  his  particular  line  of  study. 
He  has  been  especially  active  in  his  recognition  of 
the  important  place  slit-lamp  microscopy  of  the 
living  eye  is  destined  to  occupy  in  the  future  study 
of  ophthalmic  science,  and  by  request  opened  the 
discussion  in  one  of  the  divisions  of  this  subject  at 
the  Ophthalmological  Congress  held  in  London  last 
July.  In  view  of  the  importance  now  attaching  to 
this  particular  branch  of  ophthalmology,  the  Sec- 
tion is  fortunate  to  secure  Dr.  Bedell  to  take  part 
in  a symposium'  on  the  subject. 

Wells  P.  Bagleton,  Newark,  N.  J.,  is  so  well 
known  in  otolaryngologic  literature,  and  has  so 
long  been  a leader,  especially  in  head  surgery,  that 
a review  of  his  achievements  is  not  necessary. 
His  contributions  to  the  subject  of  brain  abscess 
and  other  intracranial  lesions  have  added  a page  to 
American  medicine  which  is  recognized  both  here 
and  abroad.  He  is  Medical  Director  of  the 
Newark  Eye  and  Ear  Infirmary,  and  Chief  of  the 
Division  of  Head  Surgery  in  the  Newark  City 
Hospital ; also  Attending  Craniologist  to  the 
Newark  Presbyterian  Hospital.  He  was  President 
of  the  American  Otological  Society  in  1921,  and 
attained  the  rank  of  Lieutenant-Colonel  in  the 
Medical  Reserve  Corps  during  the  World  War. 

Pediatric  Section 

Samuel  W.  Clausen,  Rochester,  N.  Y.,  is  a mem- 
ber of  the  Department  of  Pediatrics,  Medical  j 
School  of  the  University  of  Rochester.  He  will 
present  to  the  Section  a series  of  most  interesting 
studies  in  the  various  types  of  nephritis  in  children. 
Dr.  Clausen  is  an  authority  on  this  important  sub- 
ject, and  his  address  will  be  an  important  contribu- 
tion to  the  work  of  the  session. 

Henry  R.  Geyelin,  New  York  City,  is  a graduate 
of  the  University  of  Pennsylvania  School  of  Med- 
icine (1909),  and  Assistant  Clinical  Professor  of 
Medicine  in  Columbia  University  College  of  Phy- 
sicians and  Surgeons.  Dr.  Geyelin  will  discuss  his 
recent  studies  in  diabetes  in  children,  and  will  pre- 
sent a tabulation  of  results  as  regards  improvement 
of  tolerance  under  insulin.  This  subject  is  much 
discussed  at  the  present  time,  and  should  be  of  the 
greatest  interest  to  the  members  of  the  Section. 
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Thompson-Plaster  X-Ray  Co.,  Leesburg,  Va. 

Victor  X-Ray  Corp.,  Chicago 
Weinig  X-Ray  Co.,  Inc.,  Buffalo,  N.  Y. 

Dental  Crccuns  & Toilet  Articles 

Colgate  and  Co.,  New  York 
Kolynos  Company,  New  Haven,  Conn. 

Pepsodent  Co.,  Chicago 

Foods  for  Infants  and  Invalids 

The  Dry  Milk  Company,  New  York 
Horlick’s  Malted  Milk  Co.,  Racine,  Wis. 

Mead  Johnson  & Co.,  Evansville,  Ind. 

Justfood  Company,  Syracuse,  N.  Y. 

Laboratory  Products  Co.,  Cleveland,  O. 

Mellin’s  Food  Co.,  Boston 
Merrell-Soule  Co.,  Syracuse,  N.  Y. 

Mineral  Water 
Kalak  Water  Co.,  New  York 

Malpractice  Insurance 
Medical  Protective  Company,  Fort  Wayne,  Ind. 

Public  Health 

Pennsylvania  State  Department  of  Health,  Harrisburg 


SECTION  LUNCHEONS 

Arrangements  have  been  completed  for  lunch- 
eons to  be  held  by  each  of  the  Sections  of  the 
Society  during  the  Session.  The  price  of  each 
luncheon  is  to  be  $1.00;  the  time  is  to  be  1 : 00 
o’clock  on  Wednesday  and  Thursday,  October 
7th  and  8th  (Dermatological  Section,  Wednesday 
only)  ; and  the  opportunity  will  be  afforded  to 
meet  the  guests  of  the  Section  and  to  get  ac- 
quainted with  the  other  members.  The  luncheon 
schedule  is  as  follows : 

Section  on  Medicine — Civic  Club,  Front  and  North 
Streets. 

Section  on  Surgery — Dining  Room,  University  Club, 
7 North  Front  Street. 

Section  on  Eye,  Ear,  Nose,  and  Throat  Diseases 
— Magnelli’s,  714  North  Third  Street. 

Section  on  Pediatrics — Rose’s,  Second  and  Walnut 
Streets. 

Section  on  Dermatology  (Wednesday  only) — Grill 
Room,  University  Club,  7 North  Front  Street. 

No  one  can  afford  to  miss  these  luncheons.  Be 
sure  to  register  for  your  choice  at  the  Registra- 
tion Booth,  second  floor  of  the  Penn-Harris,  as 
soon  as  you  arrive  in  Harrisburg. 


CONFERENCE  OF  COUNTY  SOCIETY 
EDITORS 

A conference  and  luncheon  for  the  editors  of 
county  society  bulletins  will  be  held  at  1 : 00 
p.  m.  on  Tuesday,  October  6,  at  the  University 
Club,  7 North  Front  Street,  Harrisburg.  All  the 
editors  are  invited  to  attend,  and  a good  program 
is  promised  by  the  chairman  of  the  committee. 
Dr.  Josiah  F.  Reed,  Harrisburg,  editor  of  the 
Dauphin  County  Academician. 


CONFERENCE  OF  SECRETARIES 

The  twentieth  annual  Conference  of  Secre- 
taries will  be  held  at  the  Harrisburg  Club,  cor- 
ner of  Front  and  Market  Streets,  Harrisburg, 
on  Tuesday,  October  6,  at  5:15  p.  m.  The 
program  for  this  meeting  appeared  on  page  798 
of  the  August  Atlantic  Medical  Journal. 


PROGRAM  OF  ENTERTAINMENTS 


10 : 00  a.  m. 
1:00  p.  m. 
2 : 00  p.  m. 
5:15  p.  m. 
7 : 00  p.  m. 
8 : 00  p.  m. 
8 : 00  p.  m. 

10 : 30  a.  m. 

1 ; 00  p.  m. 
6:30  p.  m. 

9:00  p.  m. 

9 ; 30  a.  m. 

1 : 00  p.  m. 
8 : 00  p.  m. 


Tuesday 

Senate  Chamber,  Capitol — Executive  Meet- 
ing, Woman’s  Auxiliary. 

University  Club,  7 N.  Front  St. — Con- 
ference of  Editors. 

University  Club,  7 N.  Front  St. — Tea  for 
Visiting  Women. 

Harrisburg  Club,  Front  and  Market  Sts. — 
Conference  of  Secretaries. 

Grill  Room,  Penn-Harris— Dinner  for 
Women  Physicians. 

Civic  Club,  Front  and  North  Sts. — Musi- 
cal for  Visiting  Women. 

Chestnut  Street  Hall,  Chestnut  near  Third 
St. — Smoker  for  the  men. 

Wednesday 

Tour  of  the  Capitol  building  for  visiting 
women,  followed  by  lunch  and  general 
Auxiliary  meeting  at  the  Harrisburg 
Country  Club,  and  an  automobile  ride  up 
the  Susquehanna. 

Section  Luncheons. 

University  Club,  7 N.  Front  Street — Jef- 
ferson Dinner. 

Ball  Room,  Penn-Harris — President’s  Re- 
ception and  Ball. 

Thursday 

Trip  for  visiting  women  to  the  Gettysburg 
Battlefield,  with  lunch  at  Gettysburg. 
Section  Luncheons. 

Fahnestock  Hall,  Second  and  Locust  Sts. 
— Public  Meeting. 


PROGRAM  FOR  VISITING  WOMEN 


10 : 00  a.  m. 


2 : 00  p.  m. 


8 : 00  p.  m. 


10 : 30  a.  m. 


9 : 30  a.  m. 


Tuesday,  October  6 

An  executive  meeting  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the 
State  of  Pennsylvania  will  be  held  in  the 
Senate  Chamber  of  the  Capitol,  with  Mrs. 
William  E.  Parke,  President,  in  the  chair. 
The  members  of  Dauphin  County  Auxil- 
iary and  the  Wimodausis  Club  of  Harris- 
burg will  serve  tea  to  the  visiting  women 
at  the  University  Club,  7 North  Front 
Street. 

An  ^tertainment  will  be  given  at  the 
CivfciClub,  Front  and  North  Streets,  con- 
sisting of  dramatic  readings  by  Mrs. 
Richard  J.  Miller,  and  music  by  members 
of  the  Wednesday  Club. 

Wednesday,  October  7 
After  a tour  of  the  Pennsylvania  State 
Capitol,  automobiles  will  carry  the  visit- 
ing women  to  the  Harrisburg  Country 
Club,  where  luncheon  will  be  served  at 
1 : 00  o’clock.  After  the  luncheon,  a gen- 
eral meeting  of  the  Auxiliary  will  be  held 
at  the  Country,  Cl  lib,  followed  by  an  auto- 
mobile ride  up  the  Susquehanna. 

Thursday,  October  8 
A motor  trip  to  Gettysburg,  including  a 
tour  of  the  Battlefield,  with  luncheon  at 
the  Eagle  Hotel,  Gettysburg,  will  make  a 
delightful  ending  to  the  program. 
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ALL  ROADS  LEAD  TO  HARRISBURG 

For  the  benefit  of  those  who  contemplate  a 
motor  trip  to  the  State  Society  meeting,  the  map 
of  Pennsylvania  roads  is  reproduced  from 
“Pennsylvania  Facts  Motorists  Should  Know,” 
published  by  the  State  Department  of  Highways, 
Harrisburg,  Pa.  The  following  schedule  of 
numbered  roads  also  appears  in  the  same  publi- 
cation : 

NUMBERED  ROADS  IN  PENNSYLVANIA 

In  Pennsylvania  there  are  thirteen  important  trans- 
State  highways — highways  reaching  all  the  important 
centers  of  population. 

In  their  numerical  order  these  routes  are  as  follows: 

Route  No.  1 — The  Lincoln  Highway. 

Route  No.  2 — Lackawanna  Trail. 

Route  No.  3 — William  Penn  Highway. 

Route  No.  4 — Susquehanna  Trail. 

Route  No.  5 — Lakes  to  Sea  Highway. 

Route  No.  6 — From  the  Maryland  line,  south  of 
Meyersdale,  to  the  New  York  line,  north  of  Bradford. 

Route  No.  7 — Roosevelt  Highway. 

Route  No.  8 — From  the  Maryland  line,  south  of 
Waynesburg,  through  Pittsburgh  to  Erie. 

Route  No.  9 — The  Yellowstone  Trail. 

Route  No.  11 — National  Pike. 

Route  No.  12 — Baltimore  Pike. 

Route  No.  13 — Philadelphia  to  Chambersburg,  via 
Reading  and  Harrisburg. 

Route  No.  19 — Lewistown  to  Narrowsburg,  via 
Wilkes-Barre  and  Scranton. 


There  are  10,300  miles  of  road  on  the  State  Highway 
system,  and  these  eleven  named  thoroughfares  are 
within  a comparatively  few  miles  of  the  balance  of  the 
highway  mileage. 


HARRISBURG  GARAGES 

The  following  garages  are  recommended  by 
the  physicians  of  Harrisburg  to  the  physicians 
attending  the  State  Society  meeting : 

C.  K.  WOLF’S  GARAGE,  336  Chestnut  St.— accom- 
modates 100  cars;  $1.00  per  day;  $2.25  per  3 days. 

CITY  GARAGE,  116  Strawberry  St. — accommodates 
15  cars;  $1.00  per  day;  $3.00  per  3 days. 

SUNSHINE  GARAGE,  21  N.  Cameron  St.— ac- 
commodates 20  cars;  50c  per  night  only;  $1.50  per 
3 nights. 

ADAM’S  GARAGE,  Forster  & 7th  Sts. — accommo- 
dates 20  cars ; 75c  per  day ; $2.25  per  3 days. 

PENN-H ARRIS  GARAGE,  Strawberry  & Cowden 
Sts. — accommodates  125  cars;  $1.00  per  day;  $3.00 
per  3 days. 

SUSQUEHANNA  GARAGE,  1414  Susquehanna  St. 
— accommodates  6 cars ; 75c  per  day ; $2.25  per  3 days. 

HARRISBURG  AUTO  CO.,  Kelker  & 4th  Sts.— 
accommodates  10  cars ; 75c  per  day ; $2.25  per  3 days. 

WILLIAM  PENN  GARAGE,  306  Muench  St.— ac- 
commodates 5 cars;  75c  per  day;  $2.25  per  3 days. 

PEOPLE’S  GARAGE,  Susquehanna  & Woodbine 
Sts. — accommodates  15  cars;  75c  per  day;  $2.25  per 
3 days. 

REX  GARAGE,  3d  & Delaware  Sts. — accommodates 
20  cars ; 75c  per  day ; $2.25  per  3 days.  Will  call  for 
and  deliver  cars  at  same  rate. 


This  map  of  Pennsylvania  and  surrounding  states  is  intended  only  as  a key  to  the  main  trans-Pennsylvania 
thoroughfares  and  their  more  important  connections.  The  numbers  of  the  Pennsylvania  main  roads  as  shown 
on  this  map  will  be  found  along  the  roadside  on  telephone  and  telegraph  poles ; and  in  the  majority  of  Penn- 
sylvania municipalities  these  numbers  continue  as  on  State  highways.  The  letters  “R”  and  “L”  found  on  tele- 
graph poles  under  the  route  number  indicate  right  or  left  turns. 
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DINNER  FOR  WOMEN  PHYSICIANS 

A dinner  for  visiting  women  physicians  will 
be  held  in  the  Grill  Room  of  the  Penn-Harris, 
at  7 p.  m.,  Tuesday,  October  6th.  Dr.  Louise 
H.  Taylor,  of  Harrisburg,  is  the  chairman  of 
the  committee  which  has  the  arrangements  in 
charge.  It  is  hoped  that  there  will  be  a good 
attendance,  and  that  this  will  be  the  first  of  an 
annual  series  of  these  dinners. 


JEFFERSON  DINNER 

On  Wednesday  evening,  October  7,  at  6 : 30, 
Jefferson  men  will  hold  a dinner  and  smoker  at 
the  University  Club,  7 N.  Front  St.,  Harrisburg. 

All  Jefferson  men  are  urged  to  bear  this  date 
and  hour  in  mind,  and  make  arrangements  to  be 
present.  Secure  full  information  and  leave  your 
name  at  the  Registration  Booth,  2d  floor  of  the 
Penn-Harris. 


HEALTH  DEPARTMENT  EXHIBIT 

During  the  Harrisburg  session,  the  State  De- 
partment of  Health  will  have  on  display  a com- 
prehensive exhibit  of  the  work  of  the  Depart- 
ment at  the  offices  of  the  Department  in  the 
South  Office  Building.  The  members  of  the 
Society  and  their  families  and  friends  are  in- 
vited to  visit  this  exhibit  at  any  time  during  the 
session  between  9 : 00  a.  m.  and  5 : 00  p.  m. 


HOTEL  ACCOMMODATIONS  FOR  THE 
SESSION 

The  Committee  on  Hotels  reports  a very  satis- 
factory response  to  the  request  that  reservations 
be  made  early.  Quite  a large  number  of  reser- 
vations have  already  been  made,  and  at  the  rate 
they  are  continuing  to  come  in.  most  of  the 
choice  accommodations  will  have  been  taken 
long  before  the  meeting  opens. 

However,  there  is  plenty  of  room.  Ample 
reservations  have  been  promised  by  all  the 
hotels,  and  in  the  event  these  should  not  suffice, 
the  Housing  Bureau  of  the  Chamber  of  Com- 
merce will  assist  in  placing  all  who  come.  A 
number  of  desirable  private  homes  have  been 
opened  to  the  visiting  physicians,  and  there  will 
be  no  difficulty  in  securing  accommodations. 

Applications  should  be  made  at  once  to  the 
Chairman  of  the  Hotel  Committee,  Dr.  Maurice 
I.  Stein,  813  North  Second  Street,  Harrisburg, 
Pa.  All  single  rooms  in  hotels  have  been  re- 
served, and  only  double  rooms  are  now  available. 


THE  PUBLIC  MEETING 

One  of  the  most  popular  features  of  the 
State  Society  meetings  has  been  the  public  meet- 
ing, whose  regular  place  on  the  program  is 
Thursday  evening  at  8 : 00  o’clock.  The  meeting 
this  year  is  to  be  held  in  Fahnestock  Hall,  in  the 
Y.  M.  C.  A.  building,  corner  of  Second  and 
Locust  Streets,  Harrisburg,  and  the  address  will 
be  given  by  Dr.  Alexander  Lambert,  of  New 
York  City,  Professor  of  Clinical  Medicine  in 
Cornell  University  Medical  College,  and  former 
president  of  the  American  Medical  Association. 
Dr.  Lambert  will  deal  in  a popular  manner  with 
the  very  important  subject  of  health  examina- 
tions, and  will  be  heard  with  interest  not  only 
by  the  laity  but  also  by  the  profession. 


ROENTGEN-RAY  SOCIETY  MEETING 

The  Roentgen-Ray  Society  of  Central  Penn- 
sylvania will  meet  in  the  ball  room  of  the  Penn- 
Harris  on  Friday,  October  9,  1925.  All 
members  of  the  medical,  dental,  and  nursing 
professions  are  invited  to  attend  the  scientific 
session,  which  starts  at  2 p.  m.  A good  program 
is  promised. 

The  officers  of  the  society  are : president, 
B.  S.  Putts,  Erie ; vice-presidents,  B.  H.  Jack- 
son,  Scranton,  and  J.  M.  Keichline,  Huntingdon ; 
secretary-treasurer,  W.  E.  Reiley,  Clearfield ; 
and  editor,  G.  D.  Bliss,  Altoona. 

This  society  will  present  a lantern  demonstra- 
tion on  Wednesday,  October  7th,  at  the  general 
session  of  the  State  Medical  Society,  and  will 
also  display  a large  number  of  plates  at  the 
Scientific  Exhibit  of  the  State  Society. 


THE  HOST  SOCIETIES 
FOR  THE  JUBILEE  SESSION 

At  the  Diamond  Jubilee  meeting,  the  State 
Society  will  be  entertained,  not  by  a single 
county  society,  as  in  the  past,  but  by  a group  of 
county  societies  which  have  united  to  make  this 
a memorable  occasion.  The  host  societies  this 
year  will  be  Cumberland,  Dauphin,  Lancaster, 
Lebanon,  and  York  County  Medical  Societies, 
and  it  is  fitting  that  we  present  herewith  a short 
sketch  of  the  history  of  each. 

Dauphin 

The  organization  of  the  Dauphin  County  Medical 
Society  took  place  in  1866.  There  were  thirty-six 
charter  members,  and  the  following  were  the  first  of- 
ficers : president.  Dr.  Wm.  W.  Rutherford ; vice-presi- 
dents, Drs.  George  Dock  and  Christian  Seiler;  treas- 
urer, Dr.  S.  S.  Schultz;  and  secretary.  Dr.  William  H. 
Egle. 

Meetings  were  at  first  held  in  the  offices  of  various 
members,  later  in  a room  of  the  county  courthouse, 
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for  which  a rental  of  one  dollar  per  month  was  paid, 
and  after  1880,  in  a room  of  the  Chestnut  Street  school 
building,  where  a bookcase  was  allotted  to  the  society 
for  its  books  and  papers. 

Much  of  the  discussion  at  the  earlier  meetings  cen- 
tered around  questions  of  medical  ethics  and  the  asso- 
ciation’s constitution.  Malaria  and  typhoid  fever  were 
topics  of  particular  interest  at  that  time,  and  an  alarm- 
ing epidemic  of  diphtheria  in  1880  was  the  subject  of 
several  communications  to  the  may'or  and  city  council, 
special  meetings  being  held  and  committees  appointed 
to  confer  with  the  authorities. 

In  1879-80  a pathological  society  (since  disbanded) 
was  organized  by  a number  of  the  younger  members, 
and  many  specimens  were  presented  and  discussed  at 
the  meetings  of  the  larger  organization. 

Perhaps  from  these  meetings  arose  a desire  for  a 
permanent  home  for  the  society,  with  space  for  a refer- 
ence library  and  the  historical  data  collected  by  its 
members.  Finding  it  impossible  to  interest  the  entire 
society  in  the  project,  and  certain  of  the  members  also 
desiring  additional  scientific  study,  in  1895  the  Harris- 
burg Academy  of  Medicine  was  founded,  with  a charter 
membership  of  fifty,  officered  by  Drs.  Eli  H.  Coover, 
president;  Hiram  McGowan  and  William  H.  Egle, 
vice-presidents;  David  S.  Funk,  secretary;  and  Fred- 
erick W.  Coover,  treasurer.  Only  members  of  the 
county  society  are  eligible  to  membership  in  the 
Academy. 

Largely  due  to  the  energy  of  the  treasurer,  the  neces- 
sary amount  was  raised  for  the  purchase  of  a lot  on  the 
corner  of  Second  and  Barbara  Streets,  and  the  same 
y-ear  the  building  pictured  on  this  page  was  erected 
through  the  generosity  of  Dr.  Eli  H.  Coover.  This 
building  is  shared  by  the  Dauphin  County  Society,  which 
makes  a yearly  contribution  to  its  upkeep,  and  by  the 
Woman’s  Auxiliary  and  the  Wimodausis  Club. 

As  a means  of  stimulating  further  interest  in  the 
best  type  of  medical  practice,  the  Academy  last  winter 


announced  the  establishment  of  the  William  Henry 
Seibert  memorial  fund  of  $10,000,  given  by  Miss  Annie 
M.  Seibert,  the  interest  of  which  is  offered  as  a biennial 
prize  to  a worthy  member  of  the  Academy.  Dr.  F. 
W.  Coover  has  also  offered  a prize  of  $500  to  be 
awarded  in  1928  by  the  Academy  to  a member  of  that 
organization  or  of  the  county  society. 

Dauphin  County  has  furnished  three  presidents  of  the 
State  Society:  Drs.  John  Curwen,  1886;  Henry  L. 
Orth,  1892;  and  John  B.  McAlister,  1915. 


Cumberland 

The  Cumberland  County  Medical  Society  was  organ- 
ized at  a meeting  held  in  the  Court  House  in  Carlisle 
on  July  17,  1866,  with  twenty-four  members.  Its  first 
corresponding  secretary,  Dr.  S.  B.  Kieffer,  was  later  a 
president  of  the  State  Society.  When  delegates  were 
elected  to  the  State  convention  in  the  first  year  of  the 
local  society’s  organization,  the  members  voted  that 
“the  neighboring  brethren  be  requested  to  take  charge 
of  their  patients  and  hand  over  on  their  return  not  only 
the  patients  but  also  a list  of  fees” — which  illustrates 
their  professional  good  will. 

Another  quotation  from  the  early  minutes  is  of  inter- 
est to-day  because  of  the  current  controversy  over  the 
supposed  conflict  between  the  Bible  and  science.  There 
was  a paper  on  the  use  of  chloroform  in  obstetrical 
practice.  In  the  discussion,  one  of  the  arguments  used 
against  it  was  that  it  “violated  the  injunction  of  the 
Almighty  that  in  pain  woman  was  to  bring  forth  her 
offspring.” 

A perusal  of  the  early  minutes  of  the  Cumberland 
County  Medical  Society  shows  that  the  meetings,  held 
in  various  towns  in  the  Cumberland  Valley,  were  full 
of  interest.  Members  who  contributed  papers  on 
methods  of  practice,  problems  of  professional  ethics, 
and  questions  of  medical  legislation,  evidenced  a lively 
interest  in,  and  responsibility  to,  their  profession.  A 
few  of  the  activities  of  the  society  illustrate  this : 
Delegates  were  sent  regularly  to  state  and  national 
conventions.  In  1873,  the  State  Medical  Society  met  in 
Carlisle.  The  county  society  endeavored  to  establish  a 
county  medical  library  in  1881.  In  1884  the  publication 
of  a medical  journal  in  conjunction  with  the  Franklin 
County  Society  was  considered.  Unfortunately  these 
last  two  aims  were  never  realized. 

At  present,  the  Cumberland  County  Medical  Society, 
which  has  a membership  of  thirty-three,  holds  quar- 
terly meetings,  at  which  papers  are  read  and  discussions 
held.  Since  1900  there  have  been  man}'-  speakers  from 
outside  the  membership,  many  of  whom  have  been  men 
of  national  repute.  '■ 

During  the  World  War  over  twenty-five  per  cent  of 
the  membership  of  the  society  responded  to  the  call  of 
the  country  and  were  in  the  service. 


Lancaster 

The  Lancaster  City  and  County  Medical  Society  was 
organized  following  a meeting  called  for  January  14, 
1844,  by  Dr.  Ely  Parry.  There  were  present  at  the 
first  meeting,  Drs.  F.  A.  Muhlenberg,  A.  M.  Cassidy, 
E.  Parry,  H.  Carpenter,  S.  Humes,  and  W.  L.  Atlee. 
Dr.  Samuel  Humes  was  called  to  the  chair,  and  Dr. 
W.  L.  Atlee  was  made  secretary.  On  motion  of  Drs. 
J.  L.  Atlee  and  Henry  Carpenter,  it  was 

"Resolved,  That  it  is  expedient  that  a medical  society, 
to  be  composed  of  the  physicians  of  this  city  and  county, 
be  organized.” 

The  Lancaster  City  and  County  Medical  Society  has 
had  an  honorable  history.  Quoting  the  “History  of 
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Lancaster  County,”  by  Ellis  and  Evans,  “personal  jeal- 
ousies and  selfish  interests  have  at  times  jeopardized  its 
life  and  crippled  its  influence  for  good.”  We  believe, 
however,  that  this  fact  was  perhaps  more  true  of  its 
earlier  than  of  its  later  history.  Certainly,  from  its 
inception  up  to  the  present  time,  its  membership  has 
included  the  leaders  of  the  profession  in  Lancaster 
County.  Its  influence  as  a society  has  been  felt  in  the 
Medical  Society  of  the  State  of  Pennsylvania,  and  its 
presidents  have  been  honored  frequently  by  the  election 
to  the  presidency  of  the  State  Society,  and  have  always 
been  regarded  as  wise  counselors  in  matters  concerning 
the  medical  profession  of  the  State. 

Leaders  of  the  local  society  have  six  times  served  the 
State  Society  as  president.  Drs.  Humes  and  Atlee 
were  the  first  two  presidents  of  the  Pennsylvania  So- 
ciety. In  later  years,  Drs.  T.  B.  Appel  and  Frank  G. 
Hartman  have  brought  credit  and  honor  to  the  Lan- 
caster City  and  County  Medical  Society  by  their  zeal 
and  devotion  exhibited  as  presidents  of  the  State  organ- 
ization. 

The  first  communication  read  before  the  society  was 
by  Dr.  W.  T.  Atlee,  being  the  report  of  a case  of 
“perineal  section”  for  the  removal  of  an  ovarian  tumor. 

Drs.  John  L.  Atlee,  Sr.,  and  George  B.  Kerfoot 
represented  the  society  at  the  meeting  of  the  National 
Medical  Association  held  in  New  York  in  1849.  A 
resolution  offered  at  this  meeting  led  indirectly  to  the 
adoption  of  the  code  of  ethics  of  the  Lancaster  City 
and  County  Medical  Society. 

There  were  forty-four  members  of  the  society  in 
1844.  Meetings  were  held  regularly  from  1844  to  1864, 
the  1864  and  1865  meetings  were  omitted,  and  since  then 
meetings  have  been  held  regularly  up  to  the  present  date. 


Lebanon 

The  Lebanon  County  Medical  Society  was  the  out- 
come of  a call  issued  by  several  prominent  physicians 
of  the  county,  dated  February  13,  1847. 

The  first  meeting  was  held  at  Lebanon,  on  the  four- 
teenth day  of  March,  1847 ; at  which  time  there  was 
adopted  a constitution  and  by-laws,  and  also  a code  of 
ethics  to  govern  their  relation  to  themselves  and  to  the 
public.  In  1848  the  Lebanon  County  Society  became 
a component  part  of  the  State  Society. 

The  first  officers  were : Drs.  John  W.  Gloninger, 
president;  B.  F.  Schneck,  secretary;  and  D.  B.  Mar- 
shall, treasurer.  As  the  society  does  not  own  its  own 
home,  the  meetings  have  been  held,  during  the  past 
years,  at  different  towns  in  the  county,  and  at  the 
private  homes  of  members. 

There  have  been  lectures  and  postgraduate  instruc- 
tion by  distinguished  professors  and  other  eminent 
physicians,  and  clinics  by  our  own  members. 

The  society  is  rather  proud  of  the  fact  that,  organized 
in  1847,  it  antedates  the  Medical  Society  of  the  State  of 
Pennsylvania  and  the  American  Medical  Association, 
which  were  not  organized  until  1848. 

The  above  data  were  gathered  from  the  records  of 
the  society  by  Dr.  Wm.  Guilford,  a member  for  the 
past  seventy-two  years. 


York 

The  first  physician  on  record  to  locate  in  York 
County  was  Dr.  David  Jamison,  a Scotchman,  who 
came  to  York  about  the  year  1754,  served  in  the  French 
and  Indian  Wars,  and  later  became  a colonel  in  the  War 
of  the  Revolution. 


He  was  the  father  of  Dr.  Horatio  Gates  Jamison,  who 
was  born  in  York  in  1778,  and  eventually  became  one 
of  the  most  celebrated  surgeons  of  his  time.  After 
practicing  in  York  for  some  time,  the  younger  Jamison 
removed  to  Baltimore,  where  he  became  the  founder 
and  president  of  Washington  Medical  College. 

While  the  early  history  of  the  county  is  replete  with 
the  names  of  physicians  who  became  distinguished,  not 
only  in  their  profession,  but  by  their  interest  in  civic 
and  political  affairs  as  well,  there  was  no  known  medical 
organization  until  1868,  when  the  physicians  of  Hanover 
formed  a society  which  had  a short  but  useful  life. 

The  present  York  County  Medical  Society  was  or- 
ganized May  11,  1873,  in  the  office  of  Dr.  James  W. 
Kerr,  who  was  elected  the  first  president.  Dr.  John  F. 
Holohan,  through  whose  efforts  the  organization  was 
effected,  became  the  first  secretary. 

Since  that  time,  it  has  had  a history  of  uninterrupted 
success,  numbering  among  its  members  at  all  times  prac- 
tically all  of  the  eligible  physicians  of  the  county. 

York  County  has  given  to  the  State  Society  one  of 
its  presidents.  Dr.  I.  C.  Gable,  now  deceased,  who  was 
elected  to  that  office  on  the  occasion  of  the  1907  meeting 
of  the  Society  which  was  held  in  York. 

For  many  years,  the  society  held  its  monthly  meetings 
in  the  Colonial  Hotel,  but  during  the  past  year,  has 
removed  to  the  new  and  commodious  quarters  of  the 
York  Medical  Club  in  the  Professional  Building.  The 
present  membership  is  122. 


THE  HARRISBURG  HOME  OF  THE 
STATE  SOCIETY 

Late  in  the  year  of  1922,  the  Medical  Society 
of  the  State  of  Pennsylvania  purchased  the  Ahl 
property,  located  at  230  State  Street,  Harrisburg, 
Pa.,  as  a permanent  headquarters.  After  re- 


Harrisburg-  Headquarters  of  the  State  Society 
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modeling  the  building,  late  in  March  of  1923,  the 
Executive  Secretary  and  editorial  office  of  the 
Journal  were  established  on  the  first  floor,  with 
storage  room  and  a large,  well-lighted  room  suit- 
able for  Board  and  committee  meetings  in  the 
basement,  and  apartments  on  the  second  and 
third  floors. 

Situated  almost  at  the  foot  of  the  Capitol 
steps,  on  a street  largely  occupied  by  professional 
offices  and  public  buildings,  the  location  of  the 
building  could  not  be  better,  providing  as  it  does 
a central  meeting  place  for  all  committees  that 
wish  to  use  the  facilities  offered,  and  a central 
distribution  point  for  the  Journal. 

It  is  of  interest  to  note  that  but  four  state 
medical  societies  own  their  own  buildings — the 
District  of  Columbia,  Maryland,  Rhode  Island, 
and  Pennsylvania.  Only  two  of  the  Pennsyl- 
vania component  county  societies  own  their 
buildings — Berks  and  Philadelphia.  In  addition, 
there  are  the  following  medical  buildings  in  the 
State:  the  College  of  Physicians,  Philadelphia; 
the  Harrisburg  Academy  of  Medicine ; and  the 
Pittsburgh  Academy  of  Medicine. 


VACCINATION 

This  is  the  time  of  the  year  when  “last-minute 
parents”  are  forced  to  have  their  children  vaccinated 
previous  to  first  admission  to  school.  The  Bulletin  of 
the  Department  of  Health,  Philadelphia,  states  as  fol- 
lows : 

Experience  has  shown  that  vaccination  may  be  safely 
performed  at  any  age,  and  when  urgent,  at  any  time. 
Almost  any  one  may  safely  be  vaccinated.  During  an 
outbreak  of  smallpox,  numerous  obstetrical  cases  and 
newborn  babies,  as  well  as  patients  suffering  with 
diphtheria,  scarlet  fever,  erysipelas,  measles,  tuberculosis, 
pneumonia,  venereal  diseases,  etc.,  have  been  vaccinated 
with  no  untoward  effect. 

Only  official  and  glycerinated  bovine  vaccine  virus  is 
used,  and  there  should  be  a separate  tube  of  virus  and 
a sterile  needle  point  for  each  individual.  This  virus 
must  be  within  expiration  date  and  must  have  been 
kept  on  ice.  Do  not  accept  any  specimen  of  virus  unless 
the  expiration  date  is  plainly  stated  on  the  package,  and 
do  not  obtain  it  from  other  than  reliable  dealers  who 
maj'  be  trusted  to  have  kept  it  under  proper  conditions. 
Potent  virus  will  show  uniform  success  in  primary 
vaccinations  with  proper  technic.  Vaccine  virus  is  de- 
stroyed in  a comparatively  short  period  when  carried 
in  the  pocket  or  kept  at  room  temperature.  A record 
should  be  kept  of  every  vaccination.  The  site  usually 
selected  is  just  above  the  insertion  of  the  deltoid  on 
either  arm,  depending  on  whether  the  individual  is 
right-  or  left-handed.  Other  sites  are  sometimes 
selected  due  to  extensive  cicatrices,  local  injury,  etc., 
but  unusual  situations  are  to  be  avoided  as  they  are 
not  so  easily  cared  for  and  may  be  more  liable  to 
infection. 

The  technic  employed  by  the  Bureau  of  Health. — 
The  hands  are  cleansed  and  treated  with  80-per-cent 
alcohol  and  allowed  to  dry.  Break  off  one  end  of  the 


vaccine  tube  and  push  the  broken  end  carefully  through 
the  neck  of  the  rubber  bulb  until  it  punctures  the 
diaphraghm  within,  then  break  off  the  other  end  of 
the  tube.  Stretch  the  skin  tensely  and  denude  the 
epidermis  with  one  of  the  sterile  needles  by  a slight 
scratch  about  1/16  inch  long  until  just  a faint  tinge 
of  pink  can  be  seen.  Hold  the  bulb  between  the  thumb 
and  middle  finger.  Place  the  index  finger  over  the 
opening  in  the  bulb  and  expel  the  vaccine  virus  upon 
the  denuded  area,  rubbing  it  in  thoroughly  with  the 
point  and  sides  of  the  needle  and  avoiding  drawing 
blood.  The  area  is  now  allowed  to  dry,  after  which  a 
small,  sterile  gauze  pad  is  fixed  in  place  with  adhesive 
plaster.  The  careful  technic  of  a good  vaccination 
should  be  the  pride  of  all  physicians ; no  procedure  in 
medicine  is  of  more  value.  It  is  an  absolute  protection 
against  one  of  the  most  terrible  and  fatal  of  all 
maladies,  the  most  deadly  of  all  pestilences,  the  most 
contagious  of  all  diseases.  Great  care  should,  then,  be 
given  to  vaccination.  Free  bleeding,  cross  scratching  of 
the  skin,  denuding  large  areas  of  epidermis  are  to  be 
deplored,  as  they  interfere  with  the  course  of  vaccinia 
and  may  be  a source  of  complication.  A properly  per- 
formed vaccination  shows  a very  small  wound,  with 
the  escape  of  a small  amount  of  serum.  The  vaccination 
should  be  inspected  about  the  fifth  day,  and  as  often  as 
necessary  later  on  until  cicatrization.  The  sterile  dress- 
ing should  be  changed  as  necessary.  After  the  vesicle 
has  fully  formed,  an  application  of  one  per  cent  iodin 
and  four  per  cent  picric  acid  in  95  per  cent  alcohol 
may  be  lightly  coated  over  the  area  with  much  benefit 
before  the  sterile  gauze  dressing  is  applied.  A shield, 
bunion  plaster,  or  celluloid  cup  of  any  kind  should 
nezer  be  applied  under  any  circumstances  to  any  vac- 
cination. It  is  very  common  to  find  a severe  infection 
following  the  use  of  these  articles.  They  become 
surgically  filthy,  and  always  cause  injurious  compression 
about  the  vaccination.  They  should  be  immediately 
removed  and  the  vaccination  treated  as  an  infected 
wound. 


POISON  IVY’S  LARGE  CLAN 

The  public  does  not  appreciate  to  the  proper  extent 
that  there  are  plants  other  than  poison  ivy  capable  of 
causing  inflammation  and  skin  eruptions.  After  poison 
iv}',  poison  sumac  heads  the  list.  Reference  is  made  to 
a man  who  was  so  intensely  affected  by  cutting  a fish- 
ing pole  from  this  shrub,  that  he  was  confined,  to  bed 
for  a month.  Wild  parsnip,  which  is  supposed  to  act 
as  an  irritant  only  when  in  flower  or  seed,  may  at 
other  times  cause  rather  severe  blisters,  persistent  dis- 
colorations, edema  of  the  eyes,  and  even  impaired  vision. 
Common  buttercup  may  produce  skin  rashes,  children 
mostly  being  affected;  and  the  freshly  cut  bulb  of  the 
Indiana  bulbous  buttercup,  when  applied  to  the  skin,  is 
capable  of  causing  deep-seated  ulcers.  Common  nettle 
and  also  wood  nettle  are  irritating.  The  best  relief  for 
nettle  stings  is  cold  water.  The  Chinese  primrose,  most 
frequently  seen  in  greenhouses,  may  produce  a severe 
type  of  rash.  The  yellow  lady’s-slipper,  a wild  orchid, 
during  the  flowering  period  may  produce  a skin  in- 
volvement similar  to  ivy  poisoning.  The  freshly  cut 
bulb  or  stem  of  jack-in-the-pulpit  may  prove  irritating, 
also  the  root  of  skunk  cabbage.  Others  mentioned  are 
peppergrass,  wild  mustard,  horseweed,  the  hairs  of 
common  cocklebur,  smartweed,  spurge,  dog  fennel, 
clematis,  and  the  roots  of  pokeweed  and  bloodroot. — 
Prof.  A.  A.  Hansen,  in  the  Indiana  Farmers’  Guide. 
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ANNUAL  REPORTS 

In  this  Seventy-fifth  Meeting  Souvenir  Number 
of  the  Journal  appear  the  reports  for  the  current 
year  of  the  1925  officers  and  committees.  The  pains- 
taking detail  with  which  many  of  the  Society’s  activities 
are  thus  recorded  each  year  not  only  affords  evidence 
of  pride  in  results  attained,  but  by  the  same  token, 
expression  is  given  to  the  hope  that  many  members 
will  read  the  reports  and  some  perchance  comment  on 
them.  Search  far  enough  and  j'ou  will  find  one  Coun- 
cilor who  boasts  in  his  report  of  the  existence  in  his 
district  of  the  best  censorial  district  organization  in  the 
State;  another,  of  the  postgraduate  study  classes  in 
his  district.  By  a careful  study  of  the  reports  you 
may  receive  a lesson  in  financial  thrift,  or  you  may 
determine  to  offer  the  benefits  of  membership  to  some 
eligible  physician  not  yet  a member  of  your  society. 
In  any  event,  after  reading  the  reports  for  the  closing 
year,  you  will  either  settle  back  in  your  chair  a satisfied 
member,  or  better  still,  you  will  become  a more  active 
member  than  you  have  been  before. 


THE  ANNUAL  MEMBERSHIP  LIST  FOR  1925 

The  1925  Annual  Membership  List,  containing  the 
names  and  addresses  of  all  members  of  the  Society  who 
were  in  good  standing  on  July  31,  1925,  has  been  issued, 
and  will  be  mailed  upon  written  request  to  any  member 
of  any  component  countj'  medical  society.  Requests 
should  be  sent  to  the  office  of  the  Secretary,  8014 
Jenkins  Arcade  Bldg,  Pittsburgh,  or  the  Journal 
office,  230  State  St.,  Harrisburg. 


ANOTHER  CONTRIBUTION  TO  THE 
MEDICAL  BENEVOLENCE  FUND 

A contribution  to  the  Medical  Benevolence  Fund  has 
recently  been  received  from  the  Clinton  County  Medical 
Society.  This  is  the  second  such  contribution  received 
from  a component  society. 


CHANGES  IN  MEMBERSHIP  OF  COUNTY 
SOCIETIES 

The  following  changes  have  been  reported  to  Au- 
gust 20 : 

Armstrong  : Removal — Luther  J.  King  from  Saga- 
more to  Conneautville  (Crawford  Co.) 

Allegheny  : Removal — Walter  L.  Croll  from  Pitts- 
burgh to  500  West  Union  St.,  West  Chester  (Chester 
Co.)  ; Frederick  T.  Hutton  from  Pittsburgh  to  Toronto 
General  Hospital,  Toronto,  Canada. 

Blair:  New  Members — Robert  L.  Piper,  Tyrone; 
Ulysses  S.  Wharton,  1930  Union  Ave. ; W.  K.  Mathew- 
son,  616  Fourth  St. ; Dwight  E.  Long,  545  E.  Logan 
Ave.,  Altoona. 

Carbon:  New  Members — James  F.  Forest,  George 
P.  Hill,  Summit  Hill ; Albert  N.  Redelin,  Nesque- 
honing. 

Clinton  : Removal — Donald  M.  Rothrock  from 

Bitumen  to  Youngstown,  O. 

Delaware  : Dcaf/i— Norman  D.  Smith  of  Swarth- 
more  (Medico-Chi.,  Phila.,  ’09)  July  22,  aged  43. 

Erie:  Removal — Russell  S.  Anderson  from  Ashe- 
ville, N.  C.,  to  219  Clay  St.,  Kane  (McKean  Co.) 

Lawrence  : Removal — J.  W.  Harshberger  from 

Hillsville  to  439  Second  St.,  Pitcairn  (Alleg.  Co.) 

Luzerne  : Removal — Richard  J.  Burke  from  Parsons 
to  123  S.  Washington  St.,  Wilkes-Barre. 

McKean  : Death — Ernest  H.  Hickman  of  Kane 

(Starling  Med.  Cull.  ’03)  May  18,  aged  43. 

North.ampton  : Death — Henry  F.  Weaver  of  Easton 
(Univ.  of  Penna.  ’81)  June  16,  aged  67. 

Philadelphia:  Deaths — Frederick  C.  Lehman  (Tem- 
ple Univ.  ’04)  June  26,  aged  63;  W.  W.  Moorhead 
(Univ.  of  Penna.  ’82)  June  29,  aged  78;  John  B. 
Turner  (Jeff.  Med.  Coll.  ’82)  aged  66;  (Jharles  W. 
W'est  (Univ.  of  Penna.  ’05)  June  23,  aged  48;  Will 
H.  Woodworth  (Coll,  of  Phys.  & Surg.,  Baltimore 
’90)  May  5,  aged  60;  Elbert  O.  Day  (Univ.  of  Penna. 
’13)  June  13,  aged  39;  James  R.  Phillips  (Univ.  of 
Penna.  ’93)  June  8,  aged  59;  David  Reiter  (Univ.  of 
Pgh.  ’09)  June  26,  aged  52.  Resignation — Abraham  E. 
White,  Philadelphia. 

Potter:  New  Members — Carroll  W.  Kilgaard,  Gale- 
ton  ; Dw'ight  C.  Hanna,  Port  Allegany. 


PAYMB:NT  OF  PER-CAPITA  ASSESSMENT 

The  following  payment  of  per-capita  assessment  has 
been  received  since  July  18.  Figures  in  first  column 
indicate  county  society  numbers ; second  column.  State 
Society  numbers : 


July  18 

Mercer  (yi  yr.) 

70-71 

7324-7325 

$5.00 

20 

Westmoreland 

137-139 

7326-7328 

15.00 

22 

Blair 

93-96 

7329-7332 

20.00 

25 

Potter  (J^  yr.) 

14-15 

7333-7334 

5.00 

31 

Mifflin 

25 

7335 

5.00 

Aug.  7 

Carbon  (J4  yr.) 

28-30 

7336-7338 

7.50 

Blair 

97-99 

7339-7.341 

15.00 

Mifflin 

Philadelphia 

26 

7342 

5.00 

(2half-yr.  mbrs.) 

1965-1976 

7343-7354 

55.00 
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STATE  AUXILIARY  MEETINGS  AT 
HARRISBURG 

TUESDAY,  OCTOBER  6,  10  A.  M. 
Executive  Meeting  in  the  Senate  Chamber, 
State  Capital. 

The  president  and  one  delegate  from  each 
county,  with  the  State  officers  will  form  this 
board. 

Suggestions  and  ideas  should  be  brought  to 
this  meeting  for  a program  for  the  coming  year. 

WEDNESDAY,  OCTOBER  7 

General  Meeting  at  the  Harrisburg  Country 
Club,  following  a luncheon  at  the  Club. 

At  this  meeting  the  State  constitution  and  by- 
laws will  be  adopted,  and  the  officers  for  the 
following  year  elected. 


THE  WOMAN’S  AUXILIARY  OF  THE 
COUNTY  MEDICAL  SOCIETY 

butler  county 

“Three  is  a charm”  is  an  old  saying,  and  it  is 
repeated  with  new  emphasis  in  Butler,  among 
the  wives  of  the  local  and  county  doctors,  for 
at  a meeting  at  the  home  of  Mrs.  R.  B.  Greer,  the 
organization  of  an  auxiliary  to  the  county  med- 
ical society  was  perfected  on  the  afternoon  of 
August  10,  1925.  Two  preliminary  meetings 
were  held  to  explain  the  purpose  of  the  society 
and  to  arouse  enthusiasm  for  undertaking  such 
a work.  The  third  meeting  was  full  of  plans 
and  business,  resulting  in  the  electing  of  officers 
as  follows : 

President — Mrs.  R.  B.  Greer 
1st  Vice-President — Mrs.  A.  H.  Ziegler 
2d  Vice-President — Mrs.  A.  E.  Whitaker 
3d  Vice  President — Mrs.  F.  E.  DeLong 
Corresponding  Secretary — Mrs.  J.  D.  Purvis 
Recording  Secretary — Mrs.  R.  W.  Walker 
Treasurer — Mrs.  L.  R.  Hazlett 

directors 
Mrs.  J.  C.  Atwell 
Mrs.  W.  R.  Hockenberry 
Mrs.  O.  A.  Williams 
Mrs.  T.  M.  Maxwell 
Mrs.  Guy  Brandburg 
Mrs.  W.  A.  McCall 

These  officers  will  serve  until  the  February 
meeting,  when  we  will  reUect  officers  in  accord- 
ance with  the  time  set  in  the  model  constitution 


sent  out  by  the  national  organization  and  adopted 
at  this  meeting. 

At  a preliminary  meeting  held  at  the  home  of 
Mrs.  L.  L.  Doane,  Dr.  Mary  Brooke  St.  Clair 
and  Dr.  H.  P.  St.  Clair  invited  the  local  and 
county  doctors  and  their  wives  to  an  all-day 
outing  at  their  cottage  along  the  Allegheny  River 
near  Tionesta.  All  the  pleasures  of  fishing. 


Photograph  by  Wm.  Shcwell  Ellis.  * 

MRS.  WILLIAM  L-  PARKL  ' 

PHILADELPHIA 

First  President  of  the  State  Auxiliary. 

boating,  and  bathing  were  admirably  combined 
with  good  things  to  eat  and  a delightful  spirit 
of  good  fellowship,  making  each  one  determined 
to  perpetuate  such  social  occasions.  The  St. 
Clair’s  were  splendid  hosts  and  their  guests  most 
appreciative  of  their  hospitality. 

FAYETTE  COUNTY 

The  woman’s  auxiliary  was  organized  in 
Uniontown,  May  19,  1925,  at  a meeting  called 


September,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


881 


by  Mrs.  H.  J.  Bell,  of  Dawson.  Mrs.  Bell  was 
appointed  temporary  chairman  of  the  auxiliary 
by  the  county  society,  and  the  following  officers 
were  elected: 

President — Mrs.  Charles  H.  Smith 
1st  Vice-President — Mrs.  H.  J.  Bell 
2d  Vice-President— Mrs.  J.  French  Kerr 
Corresponding  Secretary — Mrs.  David  E.  Lowe 
Recording  Secretary — Mrs.  John  D.  Sturgeon,  Jr. 
Treasurer — Mrs.  George  O.  Evans 

The  president  appointed  a committee  to  draft 
a constitution  and  by-laws,  also  two  delegates 
to  the  Auxiliary  meeting  of  the  American  Medi- 
cal Association  at  Atlantic  City  on  May  25th. 

On  June  2d,  a second  meeting  was  held  to 
complete  the  organization,  at  which  time  the 
constitution  and  by-laws  as  submitted  by  the 
committee  were  voted  upon  and  accepted  as 
amended. 

The  president  gave  an  outline  of  the  object 
and  aim  of  the  auxiliary  and  a report  of  the 
Atlantic  City  meetings.  Splendid  talks  were  given 
by  Drs.  A.  E.  Crow,  H.  J.  Bell,  and  Charles  H. 
Smith,  as  to  the  help  the  auxiliary  may  be  to 
the  County  Society. 

A most  encouraging  attendance  of  the  women 
was  noted  at  both  meetings,  and  a large  num- 
ber of  names  were  enrolled  as  charter  mem- 
bers. During  the  summer  months  the  officers 
have  not  been  idle.  Some  visits  were  made  over 
the  county,  a great  many  telephone  calls  were 
put  through,  a number  of  letters  written,  and 
some  press  notices  were  accepted  by  the  county 
medical  paper. 

The  auxiliary  hopes  to  be  well  established  by 
the  September  meeting  and  ready  for  any  orders 
from  the  Fayette  County  Medical  Society  as 
well  as  from  State  headquarters. 

INDIANA  COUNTY 

The  first  meeting  w'as  held  May  14,  1925,  and 
the  following  officers  w^ere  elected : 

President — Mrs.  F.  W.  St.  Clair 
Vice-President — Mrs.  W.  F.  Wietzel 
. Secretary — Mrs.  James  M.  Torrence 
Treasurer — Mrs.  H.  DeV.  Hotham. 

On  June  12,  1925,  the  medical  society  held 
its  tricounty  meeting.  At  that  time  the  wom- 
an’s auxiliary  entertained  the  visiting  ladies  at 
the  Indiana  Country  Club  with  luncheon  and 
bridge. 

Mrs.  McCracken,  of  Pittsburgh,  attended  this 
meeting,  and  gave  a very  interesting  talk  on 
auxiliary  work  and  organization. 

There  are  twenty-one  members  in  the  aux- 
iliary. 


LANCASTER  COUNTY 

The  meetings  are  held  the  first  Wednesday 
afternoon  of  each  month  at  two  o’clock,  at  the 
Stevens  House,  Lancaster.  The  doctors  hold 
their  meeting  that  afternoon,  and  it  is  a very 
convenient  time  to  hold  it,  as  many  of  the  wives, 
from  the  country  districts  especially,  get  into 
town  to  do  shopping. 

The  auxiliary  was  organized  May  14,  1925. 
There  are  thirty  members,  and  it  is  hoped  to 
increase  that  number  at  the  September  meeting. 

The  officers  are : 

President — Mrs.  Walter  N.  Keylor,  Leacock 

1st  Vice-President — Mrs.  S.  G.  Pontius,  Lancaster 

2d  Vice-President — Mrs.  F.  A.  Achey,  Lancaster 

Secretary — Mrs.  H.  B.  Roop,  Columbia 

Treasurer — Mrs.  Robert  D.  Swab,  Lancaster 

LEHIGH  COUNTY 

The  auxiliary  was  organized  January  14,  1919, 
at  Allentown,  with  a membership  of  thirty.  The 
present  membership  is  eighty,  and  the  officers 
are : 

President — Mrs.  Harold  Hersh 
Vice-President — Mrs.  Frank  Boyer 
Recording  Secretary — Mrs.  H.  E.  Klingaman 
Financial  Secretary — Mrs.  A.  F.  Gerberich 
Corresponding  Secretary — Mrs.  P.  C.  Shoemaker 
Treasurer — Mrs.  J.  Treichler  Butz 

So  far  as  records  show,  this  is  the  oldest  aux- 
iliary in  the  State. 

LYCOMING  COUNTY 

The  second  quarterly  meeting  of  the  Woman’s 
Auxiliary  to  the  Lycoming  County  Medical  So- 
ciety was  held  at  the  Lycoming  Hotel,  on  Friday, 
June  25,  1925.  A luncheon  was  served  at  one 
o’clock,  thirty-five  ladies  being  present. 

Mrs.  William  E.  Parke,  president  of  the  State 
Auxiliary,  was  the  guest  of  honor  and  the  prin- 
cipal speaker  of  the  meeting.  She  stated  that 
the  Lycoming  Auxiliary  was  the  second  in  the 
State  to  organize. 

Mrs.  W.  Clair  Bastian,  delegate  to  the  At- 
lantic City  meeting  of  the  Auxiliary  to  the 
American  Medical  Association,  gave  a splendid 
report  of  the  meeting.  Mrs.  P.  H.  Decker  also 
gave  her  impressions  of  the  Atlantic  City  meet- 
ing. 

The  luncheon  proved  to  be  a most  delightful 
occasion. 

MONTGOMERY  COUNTY 

On  February  24,  1925,  a meeting  was  called, 
following  a luncheon  at  the  Norristown  Club, 
and  the  auxiliary  was  organized,  with  the  fol- 
lowing officers  elected : 

President— Mrs.  George  W.  Miller,  Norristown 
Vice-President— Mrs.  Frederick  B.  Little,  Norristown 
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Secretary — Mrs.  Harry  C.  Podall,  Norristown 
Treasurer — Mrs.  John  G.  Wilson,  Norristown 
Legislation  Committee — Mrs.  John  G.  Wilson  and  Mrs. 

Albert  Rowland  Garner 

There  are  thirty-eight  active  members,  and  a 
per-capita  tax  of  twenty-five  cents  has  been  sent 
to  the  State  treasurer  to  be  used  for  the  national 
organization. 

Two  very  enthusiastic  meetings  have  been 
held.  At  the  meeting  on  May  19th,  a report  was 
made  of  a number  of  members  being  present 
at  the  last  Legislature  in  Harrisburg,  protesting 
against  certain  bills  which  were  up  for  passage 
and  which  bills  were  defeated  afterwards. 

The  auxiliary  also  sent  a delegate  to  attend 
the  American  Medical  Association  meeting  at 
Atlantic  City  during  the  week  of  May  25,  1925. 

The  meetings  will  be  resumed  in  the  fall. 

POTTER  COUNTY 

The  Potter  County  Medical  Society  held  its 
annual  meeting  at  Sowanoke  Cottage,  South 
Woods,  July  14,  1925.  Mrs.  J.  H.  Page  called 
a meeting  of  the  ladies  and  the  Woman’s  Aux- 
iliary was  formed,  with  the  following  officers  : 

President — Mrs.  J.  H.  Page,  Austin 

Vice-President — Mrs.  E.  H.  Ashcraft,  Coudersport 

Treasurer — Mrs.  J.  T.  Hurd,  Galeton 

Secretary — Mrs.  Ross  H.  Jones,  Coudersport 

Eleven  members  were  enrolled  and  voted  that 
all  who  could  should  attend  the  meeting  at 
Harrisburg. 


WESTMORELAND  COUNTY 

The  Woman’s  Auxiliary  of  the  Westmoreland 
County  Medical  Society  was  organized  May  12th, 
preceded  by  a dinner  at  the  Penn-Albert  Hotel. 
The  following  officers  were  elected; 

President — Mrs.  W.  J.  Walker,  Greensburg 
Vice-President — Mrs.  Thomas  St.  Clair,  Latrobe 
Secretary — Mrs.  James  F.  Trimble,  Greensburg 
Treasurer — Mrs.  R.  L.  Wilson,  Jeannette 

A committee  was  appointed  to  draft  by-laws. 

At  the  second  meeting  on  June  17th,  at  the 
American  Legion  Home,  luncheon  was  served, 
followed  by  a report  from  the  committee,  which 
did  not  act  on  the  by-laws  because  Mrs.  W. 
McCracken,  of  Pittsburgh,  the  State  vice-presi- 
dent, was  guest  of  honor.  She  gave  quite  an 
interesting  talk  about  the  auxiliary  in  Allegheny 
County. 

The  report  of  Mrs.  U.  H.  Reidt,  delegate  to 
the  American  Medical  Association  meeting  at 
Atlantic  City,  was  also  read. 

The  Westmoreland  County  Auxiliary  has 
twenty-eight  members,  who  hope  to  learn  at  the 


Harrisburg  meeting  more  about  what  is  to  be 
done;  also  if  the  things  the  auxiliary  has  in 
mind  will  be  all  right  to  try  to  work  out. 


COUNTY  REPORTS 


Adams  No  report 

Allegheny  Organized  February  20 

Armstrong No  report 

Beaver  Organized,  but  no  report 

Bedford  No  report 

Berks  Organized  July  14 

Blair  No  report 

Bradford  No  report 

Bucks  Organized  May 

Butler  Organized  August  10 

Cambria  Organized,  but  no  report 

Carbon  Organized 

Center  , No  report 

Chester  Organized  April  14 

Clarion  No  report 

Clearfield  , No  report 

Clinton  No  report 

Columbia  No  report 

Crawford  No  report 

Cumberland  No  report 

Dauphin — Organized  group  of  doctors’  wives  since  1919 
Delaware  No  report 


Elk  (County  medical  is  of  the  unanimous  opin- 
ion that  the  organization  of  the  women  would 
‘ not  be  a good  thing  for  the  society). 


Erie  No  report 

Fayette  Organized  June  2 

Franklin  No  report 

Green  Organized  December  9 

Huntingdon  Organized 

Indiana  Organized  iNIay  14 

Jefferson  No  report 

Juniata  No  report 

Lackawanna  Organized  May 

Lancaster  Organized  May  14 

Lawrence  No  report 

Lebanon  No  report 

Lehigh  (Organized  .group  of  doctors’  wives  since 
January,  1919). 

Luzerne  No  report 

Lycoming  Organized  February  13 

McKean  No  report 

Mercer  No  report 

Mifflin  Organized 

Monroe  No  report 

Montgomery Organized  February  24 

Montour  Organized  April  20 

Northampton  (No  report,  but  doctors’  wives  of 
Bethlehem  are  organized). 

Northumberland  No  report 

Perry  No  report 

Philadelphia Organized  December  19 

Potter  Organized  July  14 

Schuylkill  No  report 

Snyder  Organized 

Somerset  No  report 

Sullivan  No  report 

Susquehanna  No  report 

Tioga  No  report 

Union  No  report 

Venango  No  report 

Warren  No  report 

Washington  No  report 

Wayne  No  report 

Westmoreland Organized  May  12 

Wyoming  No  report 

York  No  report 


County  Medical  Societies 


REPORTERS  OF  COUNTY  SOCIETIES 


Adams — James  P.  Dalbey,  M.D.,  Gettysburg. 
Allegheny— Lester  Hollander,  M.D.,  Pittsburgh. 
Armstrong — Jay  B.  F.  Wyant,  M.D.,  Kittanning. 
Beaver — Francis  H.  McCaskey,  M.D.,  Rochester. 
Bedford — N.  A.  Timmons,  M.D.,  Bedford. 

Berks — Clara  Shetter-Keiser,  M.D.,  Reading. 

Blair — ‘James  S.  Taylor,  M.D.,  Altoona. 

Bradford — Stanley  D.  Conklin,  M.D.,  Sayre. 

Bucks — Anthony  F.  Myers,  M.D.,  Blooming  Glen. 
Butler — L.  Leo  Doane,  M.D.,  Butler. 

Camdria — Horace  B.  Anderson,  M.D.,  Johnstown. 
Carbon — lacob  A.  Trexler,  M.D.,  Lehighton. 

Center — James  L.  Seibert,  M.D^  Bellefonte. 

Chester — J.  A.  Perkins,  M.D.,  Coatesville. 

Clarion— Hilton  A.  Wick,  M.D.,  New  Bethlehem. 
Clearfield — George  D.  Fussell,  ALD.,  Clearfield. 
Clinton — R.  B.  Watson,  M.D.,  Lock  Haven. 
Columbia — ,C.  B.  Yost,  M.D.,  Bloomsburg. 

Crawford — John  W.  Hazen,  M.D.,  Meadville. 
Cumberland — Calvin  R.  Rickenbaughj  M.D.,  Carlisle. 
Dauphin — W.  Minster  Kunkel,  M.D.,  Harrisburg. 
Delaware — George  L.  Armitage,  M.D.,  Chester. 

Elk — Perry  O.  Hall,  M.D.,  Ridgway. 

Erie — Anna  M.  Schrade,  M.D.,  Erie. 

Fayette — Robert  J.  Billings,  M.D.,  Uniontown. 
Franklin — Samuel  D.  Shull,  M.D.,  Chambersburg. 
Greene — Robert  W.  Norris,  M.D.,  Waynesburg. 
Huntingdon — John  M.  Beck,  M.D.,  Alexandria. 
Indiana — Charles  E.  Rink,  M.D.,  Indiana. 
Jefferson— W.  A.  Hill,  M.D.,  Reynoldsville. 

Juniata — Brady  F.  Long,  M,.D.,  Mifflin. 

Lackawanna — G.  A.  Clark,  M.D.,  Scranton. 


Lancaster — J.  J.  Sullivan,  M.D.,  Lancaster. 

Lawrence — William  A.  Womer,  M.D.,  New  Castle. 
Lebanon— W.  Horace  Means.  M.D.,  Lebanon. 

Lehigh — Maurice  Kemp,  M.D.,  Allentown. 

Luzerne — William  J.  Davis.  M.D.,  Wilkes-Barre. 
Lycoming — Wesley  F.  Kunkle,  M.D.,  Williamsport. 
McKean — Francis  DeCaria,  M.D.,  Bradford. 

Mercer — M.  Eldith  MacBride,  M.D.,  Sharon. 

Mifflin — F.  A.  Rupp,  M.D.,  Lewistown. 

Monroe — Walter  L.  Angle,  M.D.,  Stroudsburg. 
Montgomery — John  C.  Simpson,  M.D.,  Norristown. 
Montour — John  H.  Sandel,  M.D.,  Danville. 

Northampton — Authur  B.  Hamilton,  M.D.,  Bethlehem. 
Northumberland — Charles  H.  Swenk,  M.D.,  Sunbury. 
Perry — A.  R.  Johnson,  M'. D.,  New  Bloomfield. 
Philadelphia — Franklin  M.  Crispin,  Philadelphia. 

Potter — Ross  H.  Jones,  M.D.,  Coudersport. 

Schuylkill — Arthur  B.  Fleming,  M.D.,  Tamaqua. 

Snyder — ^John  O.  Wagner,  M.D.,  Beaver  Springs. 
Somerset — H.  Clay  McKinley,  M.D.,  Meyersdale. 
Sullivan — ^P.  G.  Biddle,  M.D.,  Dushore. 

Susquehanna — Dever  J.  Peck,  M.D.,  Susquehanna. 

Tioga — John  H.  Doane,  M.D.,  Mansfield. 

Union — Oliver  W.  H.  Glover,  M.D.,  Laurelton. 

V^ENANGo — John  F.  Davis,  M.D.,  Oil  City. 

Warren- M.  V.  Ball,  M.D.,  Warren. 

Washington — Charles  C.  Cracraft,  M.D.,  Claysville. 
Wayne — Hugh  Stevenson,  III,  M.D.,  Waymart. 
Westmoreland — Ellsmer  L.  Piper,  M.D.,  Export. 
Wyoming — ^Herbert  L.  McKown,  M.D.,  Tunkhannock. 
York — W.  Newton  Long,  M.D.,  York. 
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COUNTY  SOCIETY  REPORTS 


FRANKLIN— CENTENNIAL  MEETING 

The  Medical  Society  of  Franklin  County  met  in 
regular  session  at  Graeffenburg  Inn  on  July  21  at  2 : 30 
p.  m.  The  Society  is  now  one  hundred  years  old, 
having  been  organized  January  4,  1825.  The  entire 
time  of  the  meeting  was  occupied  with  addresses  and 
the  reading  of  historical  papers  relating  to  the  Society 
and  its  membership  during  the  past  century. 

The  program,  as  arranged  and  previously  announced, 
was  carried  out  in  full  as  follows : Dinner  was  enjoyed 
by  about  fifty  persons — members,  their  wives,  and  their 
guests.  At  the  close  of  the  dinner  the  following  guests 
responded  to  toasts,  the  toastmaster  being  Dr.  Weagley : 
Hon.  W.  Rush  Gillan,  Judge  of  the  Courts  of  Franklin 
County;  Dr.  John  R.  Minehart,  Philadelphia;  Dr. 
W.  Wayne  Babcock,  Philadelphia ; and  Dr.  William  T. 
Phillipy,  of  Carlisle,  a native  of  Franklin  County. 

Following  the  addresses.  Dr.  Weagley  delivered  to 
each  of  the  twenty-six  living  ex-presidents  of  the  So- 
ciety a previously  prepared  certificate,  suitable  for 
framing,  indicating  the  year  of  his  incumbency  and 
expressing  appreciation  of  his  services. 

Letters  were  read  by  the  Secretary  from  Dr.  Arthur 
C.  Morgan,  Philadelphia,  and  from  Dr.  M.  Clayton 
Thrush,  Philadelphia,  who  was  born  in  Franklin  County, 
both  expressing  regret  for  their  inability  to  be  present. 

President  Saxe  then  opened  the  historical  program 
with  an  address  welcoming  everybody  present  at  the 
meeting,  and  briefly  contrasting  past  and  present  con- 
ditions and  environments  of  the  medical  profession. 
Dr.  A.  W.  Thrush  read  the  names  of  fifty-eight 
physicians  who  practiced  medicine  in  the  county  from 
1750  to  1830.  In  addition  to  the  names,  he  also  gave 
the  dates  of  birth  and  death  (when  known),  and  their 
location  in  the  county,  and  time  of  practice.  This 


paper  also  contained  a history  of  the  organization  of 
the  first  society,  and  a resume  of  the  minutes  for  the 
six  years  of  its  existence. 

Dr.  J.  Burns  Amberson  followed  with  a well-written 
paper  dealing  with  the  early  physicians  of  Waynesboro, 
giving  brief  sketches  of  practically  every  physician  who 
ever  practiced  medicine  in  this  town,  and  who  is  not 
now  living.  Dr.  Joseph  Maclay  then  told  of  the  past 
physicians  of  Chambersburg.  Beginning  with  Dr.  John 
Colhoun,  who  was  the  first  physician  to  settle  here  in 
1764,  the  Doctor  mentioned  in  chronological  order  the 
Sensenys,  Culbertsons,  McDowells,  Lanes,  Montgom- 
erys, Wasserotts,  and  many  others  who  had  followed 
the  profession  here  during  the  past  century,  and  have 
passed  to  the  great  beyond. 

Dr.  Weagley  in  his  paper  referred  briefly  to  Johnston, 
Mercer,  the  Magaws,  McClellan,  Boggs,  Grubb,  and 
others,  of  Antrim  and  Peters  Townships — all  men  of 
force  and  character  who  have  left  the  imprint  of  their 
lives  upon  the  history  of  medicine  in  Franklin  County. 

The  meeting  adjourned  at  6 p.  m. 

A.  W.  Thrush,  M.D.,  Reporter. 


SIXTH  CENSORIAL  DISTRICT— AUGUST 

The  nineteenth  annual  meeting  of  the  Sixth  Censorial 
District  was  held  at  the  Carlisle  Country  Club,  Carlisle, 
Pa.,  at  10:30  a.  m.,  Thursday,  August  13,  1925. 

The  meeting  was  called  to  order  by  the  retiring 
president,  Dr.  Newton  W.  Hershner,  of  Alechanicsburg, 
Pa.  The  minutes  of  the  last  meeting  were  read  and 
approved. 

Tlie  new  president.  Dr.  G.  Emanuel  Spotz,  was  intro- 
duced and  escorted  to  the  chair. 

The  reports  of  the  various  district  censors  were  made 
by  the  following  men:  Dr.  .'Ymberson,  Franklin  Co.; 
Dr.  Sutliff,  Cumberland  Co. ; Dr.  T.  C.  Miller,  Adams 
Co.;  Dr.  Alleman,  York  Co. 
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The  president  appointed  the  following  nominating 
committee  to  nominate  officers  for  the  coming  year ; 
York  Co.,  Dr.  J.  A.  Melsheimer;  Adams  Co.,  Dr.  T. 
C.  Miller;  Cumberland  Co.;  Dr.  R.  R.  Spahr;  Fulton 
Co.,  Dr.  Afoser ; Franklin  Co.,  Dr.  Amberson. 

The  president’s  address  by  Dr.  G.  Emanuel  Spotz 
dealt  with  the  silent  organs  in  diagnosis  of  disease,  such 
as  pain  in  cancer  of  the  prostate  that  may  cause  symp- 
toms resembling  sciatica.  More  publicity  should  be 
used  to  acquaint  the  public  with  the  advantages  of 
hospital  treatment  when  it  is  necessary.  In  closing,  Dr. 
Spotz  personally  condemned  the  action  of  the  State 
Secretary  of  Health  in  appointing  nurses  to  perform 
school  examinations  in  the  State  of  Pennsylvania. 

The  speaker  of  the  day  was  Dr.  Richard  A.  Kern, 
associate  in  medicine  at  the  University  of  Pennsylvania. 
His  subject  was  “The  Diagnosis  and  Treatment  of  Hay 
Fever  and  Asthma.’’  Dr.  Kern’s  paper  was  most  thor- 
ough, most  interesting,  and  admirably  delivered,  and  was 
very  freely  discussed,  and  the  Doctor  was  tendered  a 
rising  vote  of  thanks. 

The  following  officers  for  the  coming  year  were 
nominated,  and  the  secretary  cast  the  ballot : President, 
Dr.  J.  McCrae  Dickson,  Adams  Co.;  1st  vice-president, 
Dr.  J.  L.  Sheetz,  Adams  Co. ; 2d  vice-president.  Dr. 
S.  E.  Alowery,  Cumberland  Co. ; 3d  vice-president,  Dr. 
G.  E.  Holtzapple,  York  Co. ; 4th  vice-president.  Dr. 
Frank  N.  Emmert,  Franklin  Co.;  5th  vice-president. 
Dr.  John  W.  Mosser,  Fulton  Co. ; secretary.  Dr.  W. 
Newton  Long,  York  Co.;  treasurer.  Dr.  Gibson  Smith, 
York  Co. 

A brief  talk  was  made  by  Dr.  Theodore  B.  Appel,  of 
I.ancaster,  Pa.,  in  which  two  resolutions  were  presented 
before  the  society.  They  pertained  to  the  government 
tax  for  narcotics,  and  called  for  income-tax  deductions 
for  doctors  for  their  attendance  at  medical  conventions. 
It  was  moved  and  seconded  and  carried  that  these  reso- 
lutions be  adopted. 

Following  the  adjournment  of  the  meeting,  dinner 
was  served.  There  were  72  doctors  and  their  families 
present.  W.  Nswton  Long,  M.D.,  Secretary. 


SOMERSET— JUNE 

The  Somerset  County  Medical  Society  held  the 
“Outing  Session”  of  the  year  at  the  “Zimmerman  Cot- 
tages” overlooking  the  Queemahoning  Dam.  Notwith- 
standing a continuous  downpour  of  rain,  the  attendance 
was  fairly  good.  Indoor  amusements  were  in  order. 

After  a much-enjoyed  luncheon,  a short  business  ses- 
sion was  held,  at  which  the  Society  voted  to  hold 
monthly  instead  of  the  customary  bimonthly  meetings. 
Dr.  Lawrence  Litchfield,  of  Pittsburgh,  Councilor  for 
the  Censorial  District,  delivered  an  address  on  the  suc- 
cess of  a medical  society,  how  to  increase  and  maintain 
interest  and  attendance,  and  the  importance,  benefit, 
and  advantages  of  such  membership,  not  only  for 
individual  benefit,  but  also  for-  the  psychological  effect 
active  membership  will  have  on  the  people  whom  we 
serve.  Dr.  Litchfield  then  read  a very  instructive  paper 
on  “Gastric  Symptoms  and  Their  Significance.” 

H.  C.  McKini,e:y,  M.D.,  Reporter. 


WARREN— JULY-AUGUST 

The  July  meeting  was  in  the  nature  of  a picnic.  It 
was  held  on  July  19  on  the  top  of  one  of  our  hills, 
which  in  the  East  are  called  mountains.  Cherry  Grove 
was  once  a populous  oil  town,  but  now  is  merely  a 
collection  of  a half  dozen  farm  houses.  At  one  of  these. 


Dr.  Pryor,  of  Sheffield,  has  fitted  up  a convenient  camp. 
It  commands  a wonderful  view  of  the  hills,  and  the 
road  to  this  resort  is  through  a beautiful  wooded  coun- 
try. The  nurses  in  training  at  our  Warren  Hospital 
were  invited,  and  with  the  wives  of  the  physicians,  pre- 
pared the  eatables.  It  was  a very  enjoyable  outing,  and 
a similar  one  will  be  held  in  August  at  Dr.  Stewart’s 
cottage  on  the  Conewango  Creek. 

On  Monday,  August  17th,  a picnic  was  held  at  Dr. 
Stewart’s  cottage  on  the  Conewango.  The  ladies  joined 
in  furnishing  the  eatables.  A number  of  the  girls  in 
training  at  the  hospital  were  guests. 

The  State  Hospital  is  arranging  for  a clinical  meet- 
ing for  the  society  in  September. 

M.  V.  Ball,  M.D.,  Reporter. 


PENNSYLVANIA  NEWS  ITEMS 

DEATHS 

J.  Adison  MorrETTE,  M.D.,  Mechanicsburg ; aged  79. 

Abram  K.  Wanner,  M.D.,  Reading;  Jefferson  Med- 
ical College  of  Philadelphia,  1898;  aged  55;  August  12. 

George  H.  KoblEr,  M.D.,  Philadelphia;  Jefferson 
Medical  College  of  Philadelphia,  1877 ; aged  74 ; Au- 
gust 21. 

John  Wesley  King,  Sradford;  Jefferson  Medical 
College  of  Philadelphia,  1889;  aged  58;  June  28. 

Mrs.  Hannah  E.  Marsden,  Chestnut  Hill,  mother 
of  Dr.  Biddle  R.  Marsden,  Philadelphia;  aged  90; 
July  31. 

Frank  Herbert  Hoyt,  Sharon;  Pulte  Medical  Col- 
lege, Cincinnati,  1887;  aged  62;  June  2,  at  the  Buhl 
Hospital. 

Henry  F.  Weaver,  Easton;  University  of  Pennsyl- 
vania School  of  Medicine,  Philadelphia,  1881 ; aged 
67 ; June  16. 

Abraham  L.  KistlEr,  Allentown;  Hahnemann  Med- 
ical College  of  Philadelphia,  1883;  aged  62;  July  20, 
of  heart  disease. 

Luther  M.  Houser,  Pennsylvania  Furnace ; Uni- 
versity of  Pennsylvania  School  of  Medicine,  Philadel- 
phia, 1886;  aged  74;  July  11. 

Harry  C.  Harkness,  Mansfield ; Chicago  Homeo- 
pathic Medical  College,  1896;  aged  54;  July  17,  at 
Philadelphia,  of  heart  disease. 

Mrs.  Sarah  Ziegler  Keelor,  Harlej'sville,  widow  of 
the  late  Dr.  Reinhard  Keelor,  pioneer  physician  of 
Montgomery  County ; aged  90 ; recently. 

Mrs.  L.  P.  Barber,  daughter  of  Dr.  Lindsay  Gal- 
braith, Philadelphia;  aged  30;  August  11,  at  the 
Lankenau  Hospital,  of  septic  poisoning. 

Alfred  Newton  Wakefield,  Johnstown;  Western 
Reserve  University  School  of  Medicine,  Cleveland. 
1868;  aged  83;  June  22,  at  the  Johnstown  Memorial 
Hospital. 

Mrs.  Alice  R-  Strawbridge,  widow  of  the  late  Dr. 
George  Strawbridge  of  Philadelphia,  July  29,  at  her 
summer  home  in  Camden,  Me. 

Gustavus  Conklin,  Orw'ell ; Jefferson  Medical  Col- 
lege of  Philadelphia,  1862;  aged  88;  believed  to  have 
been  the  oldest  physician  in  active  practice  in  Penn- 
sylvania ; August  14. 

Harry  Yohe  Horn,  Coplay;  Jefferson  Medical  Col- 
lege of  Philadelphia,  1879;  also  a druggist;  formerly 
on  the  staffs  of  the  Allentown  and  Sacred  Heart  Hos- 
pitals; aged  66;  July  17,  of  cerebral  thrombosis. 

Frank  B.  SwarTzlander,  M.D.,  Dovlestown ; Uni- 
versity of  Pennsylvania  School  of  Medicine,  1894;  aged 
53 ; died  suddenly  of  heart  disease  in  London  on  August 
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22.  He  was  a brother  of  the  late  Dr.  Jos.  B.  Swartz- 
lander,  who  died  in  May. 

Frederick  M.  E.  Howele,  Reading;  Hahnemann 
Medical  College  of  Philadelphia,  1900;  former  presi- 
dent of  the  Homeopathic  Medical  Society  of  Pennsyl- 
vania; also  trustee  of  Hahnemann  Institute;  aged  54; 
July  30,  in  Hahnemann  Hospital,  Philadelphia. 

The  death  in  Phieadeephia,  August  18,  of  Mr. 
Charles  Leedom,  removes  from  the  druggist’s  world, 
one  of  Philadelphia’s  best  known  pharmacists.  He 
labored  continuously  for  the  best  interests  of  his  pro- 
fession, its  high  ideals,  and  its  ethical  relation  to  the 
medical  profession. 

Henry  Thomas  Harvey,  Atlantic  City,  N.  J.,  for- 
merly of  Lock  Haven,  Pa. ; University  of  Pennsylva- 
nia School  of  Medicine,  Philadelphia,  1908;  chief 
medical  inspector  of  the  Atlantic  City  public  schools; 
member  of  the  New  Jersey  Medical  Society;  aged  42; 
July  30,  of  heart  disease. 

Rufus  Beech  Scarlett,  Erie,  Pa.,  and  Trenton, 
N.  J. ; University  of  Pennsylvania  School  of  Medicine, 
Philadelphia,  1901 ; member  of  the  American  Laryn- 
gological,  Rhinological  and  Otological  Society,  and  the 
Philadelphia  Laryngological  Society;  aged  47;  July  11, 
at  Westminster,  following  a long  illness. 

BIRTHS 

To  Dr.  and  Mrs.  Howard  K.  Petry,  of  Warren,  a 
child. 

To  Dr.  and  Mrs.  Ralph  H.  Knapp,  of  Youngsville,  a 
child. 

A SON,  to  Dr.  and  Mrs.  J.  O.  Bower,  of  Wyncote, 
July  6. 

A DAUGHTER,  Marie  Ursula  Noll,  to  Dr.  and  Mrs. 
Joseph  A.  Noll,  of  Bywood,  July  24. 

A DAUGHTER,  Cay  Stewart,  to  Dr.  and  Mrs.  Philip 
F.  Williams,  of  Philadelphia,  July  17. 

MARRIAGES 

Dr.  Louis  C.  Vattier  and  Miss  Daisy  I.  Merrill,  of 
Philadelphia,  July  10. 

Dr.  Harold  L.  Goldburgh  and  Miss  Hortense  Pearl- 
man,  of  Philadelphia,  August  2. 

Dr.  Richard  R.  Gates,  of  Lebanon,  and  Miss  Anna 
S.  Groth,  of  West  Philadelphia,  August  20. 

ITEMS 

Dr.  William  P.  Clancy,  of  Warren,  has  returned 
from  a trip  abroad. 

Dr.  Thomas  G.  Simonton,  of  Pittsburgh,  is  spend- 
ing some  time  abroad. 

Dr.  and  Mrs.  Wilmer  KrusEn,  of  Philadelphia,  have 
returned  from  Maine. 

Dr.  and  Mrs.  Luther  C.  Peter,  of  Philadelphia, 
have  returned  from  Canada. 

Dr.  W.  Wayne  Babcock,  of  Philadelphia,  was  a 
guest  of  the  Mayo’s  in  August. 

Dr.  and  Mrs.  J.  Ralston  Wells,  of  Merion,  made  a 
trip  through  Canada  during  the  summer. 

Dr.  and  Mrs.  E.  Paul  Reiff,  of  Philadelphia,  left 
on  August  1 for  Glacier  National  Park. 

Dr.  and  Mrs.  John  Cooke  Hirst,  of  Philadelphia, 
are  occupying  their  cottage  at  Bay  Head. 

Dr.  and  Mrs.  John  P.  Chapman,  of  Cynwyd,  have 
returned  from  a stay  at  Jamestown,  R.  I. 

Dr.  and  Mrs.  George  Clymer  Stout,  of  Berwyn, 
are  spending  the  summer  at  Jamestown,  R.  I. 

Dr.  and  Mrs.  Robert  S.  McCombs,  of  Philadelphia, 
recently  spent  several  weeks  in  Nova  Scotia. 


Dr.  and  Mrs.  David  D.  Custer,  of  Philadelphia, 
recently  sailed  for  Europe  on  the  steamer  Paris. 

Dr.  and  Mrs.  Charles  F.  W.  Plass  have  returned 
to  their  home  in  Germantown,  from  a motor  trip  to 
Montreal. 

Dr.  and  Mrs.  H.  Augustus  Bacon,  of  Philadelphia, 
have  been  spending  the  summer  in  their  cottage  at 
Longport,  N.  J. 

Dr.  and  Mrs.  William  K.  Shea  and  their  daughter, 
Miss  M.  Muriel  Shea,  of  Philadelphia,  sailed  on  August 
1 for  Europe. 

Among  the  Philadelphians  registered  at  the  Sam- 
oset,  Rockland  Breakwater,  Me.,  are  Dr.  and  Mrs.  S. 
MacCuen  Smith. 

Dr.  Paul  B.  Stewart,  of  Warren,  has  recovered 
from  a serious  infection  of  his  hand  as  the  result  of  a 
July  Fourth  accident. 

Dr.  Charles  W.  Many  has  been  appointed  full-time 
County  Medical  Director  for  Bucks  County,  with  offices 
in  the  Court  House. 

Miss  Ethel  Dundas,  Superintendent  of  Rochester 
General  Hospital,  is  touring  England,  France,  and 
Italy,  with  a party  of  friends. 

Dr.  and  Mrs.  Isaac  Starr,  Jr.,  of  Chestnut  Hill, 
left  on  August  1 for  Nova  Scotia,  where  they  will 
spend  the  remainder  of  the  summer. 

Dr.  and  Mrs.  M.  Ross  Taylor,  of  Philadelphia, 
have  returned  to  their  home  after  a several  weeks’ 
visit  to  Lake  Rossiau,  Canada. 

Dr.  and  Mrs.  William  N.  Stein,  of  Shenandoah, 
recently  sailed  from  New  York  for  Glasgow,  Scot- 
land, and  will  return  on  September  19. 

Dr.  and  Mrs.  Moses  H.  Behrend  and  Dr.  and  Mrs. 
Maurice  J.  Karpeles,  of  Philadelphia,  are  abroad  and 
will  return  this  month. 

Dr.  and  Mrs.  Albert  Draper  Whiting,  of  Philadel- 
phia, have  returned  from  Swampscott,  Mass.,  where 
they  visited  Dr.  Whiting’s  mother. 

Dr.  Richard  Sharpless  Davis,  of  Germantown, 
suffered  a fracture  of  the  left  arm  in  a triple  motor 
collision  on  the  evening  of  July  26. 

Dr.  and  Mrs.  Barton  L.  Brown,  of  Philadelphia, 
announce  the  engagement  of  their  daughter,  Elizabeth 
Isabel,  to  Mr.  Lewis  Henry  Goldbeck. 

Recently,  when  called  upon  to  treat  a woman  who 
had  been  beaten,  Dr.  Horace  W.  Miller  of  Philadelphia, 
was  viciously  assaulted  by  two  men. 

Dr.  Theodore  B.  Appel,  of  Lancaster,  Councilor  for 
the  Fourth  District  of  the  Society,  is  the  Republican 
candidate  for  Mayor  of  the  city  of  Lancaster. 

At  the  recent  meeting  of  the  American  Legion  in 
Erie,  Dr.  C.  A.  Rogers,  of  Freeport,  was  elected  vice 
commander  of  the  western  district  of  Pennsylvania, 
Post  No.  112. 

Dr.  and  Mrs.  Alexis  du  Pont  Smith,  of  Mount 
Airy,  who  have  been  visiting  in  Virginia,  have  sailed 
for  Europe  for  an  extended  trip  through  England  and 
Scotland. 

Dr.  and  Mrs.  Caspar  Wister  Miller  and  their 
daughter.  Miss  Virginia  Miller,  of  Wallingford,  sailed 
August  1 for  Europe,  where  they  will  spend  three 
months  in  travel. 

Dr.  Samuel  R.  SkillErn.  of  Philadelphia,  who  has 
completed  two  weeks’  training  at  Camp  Meade,  has 
been  promoted  to  a lieutenant  colonel  in  the  Medical 
Reserve  Corps. 

The  State  Board  of  Medical  Education  and  Licen- 
sure has  announced  that  as  a result  of  the  examination 
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conducted  in  June,  there  were  licensed  340  dentists,  and 
39  optometrists. 

Dr.  Paui,  J.  Pontius,  of  Philadelphia,  on  August  3, 
was  adopted  into  the  tribe  of  Blackfeet  Indians  at 
Glacier  Park,  Mont.  He  was  given  the  name  of 
“Medicine  Weasel.’’ 

Information  is  received  that  a large  corporation 
in  Pennsylvania  has  five  positions  open  in  industrial 
medicine.  Inquiries  addressed  to  the  Journal  office 
will  be  forwarded. 

After  giving  first  aid  to  three  men  in  an  automobile 
accident  recently,  Dr.  D.  G.  Martin,  of  Honeybrook, 
drove  them  sixty  miles  in  his  motor  car  to  the  Abington 
Memorial  Hospital. 

Dr.  Harold  W.  Wright,  consultant  to  the  U.  S. 
Veterans’  Bureau  in  San  Francisco,  Calif.,  has  been  ap- 
liointed  field  psychiatrist  to  the  bureau  of  mental  health 
of  the  Pennsylvania  State  Department  of  Welfare. 

Dr.  James  W.  Wister  and  his  son,  Mr.  Daniel 
Wister,  of  Germantown,  who  have  been  traveling  in 
Norway  since  early  in  June,  have  joined  Mrs.  Wister 
and  their  daughter.  Miss  Suzanne  Wister,  in  France. 

Mrs.  Elizabeth  Crossan,  wife  of  Dr.  Edward  T. 
Crossan,  of  Germantown,  suffered  internal  injuries 
recently  when  a new  motor  car  driven,  for  the  first 
time  by  her  husband,  collided  with  another  car. 

Miss  Gertrude  L.  Heatley,  of  Pittsburgh,  and  Miss 
Mary  A.  Rothrock,  of  Clearfield,  have  been  appointed 
by  Governor  Pinchot  as  members  of  the  State  Board 
of  Examiners  for  the  Registration  of  Nurses. 

Plans  for  holding  a World  Conference  on  Narcotic 
Education  ne.xt  year  in  Philadelphia,  in  connection  with 
the  celebration  of  the  Sesqui-Centennial,  are  already 
under  way,  and  local  organization  work  has  been 
started. 

A PLAN  FOR  THE  protection  of  the  health  of  workers 
in  small  industrial  plants  is  being  developed  by  the 
Philadelphia  Health  Council,  under  the  direction  of  Dr. 
William  J.  McConnell,  formerly  of  the  U.  S.  Bureau  of 
Mines,  Pittsburgh. 

Dr.  Russell  Benton  Tewksbury,  who  has  been 
connected  with  the  State  Department  of  Health  for 
several  months,  has  been  appointed  as  acting  registrar 
of  the  Department.  In  that  capacity  he  will  head  the 
Bureau  of  Vital  Statistics. 

The  $200,000  barn  on  the  model  dairy  farm  of  Dr. 
Thomas  G.  Ashton,  at  Edgemont,  near  West  Chester, 
was  recently  destroyed  by  fire.  It  is  believed  to  have 
been  started  by  an  incendiary.  A barn  on  an  adjoining 
farm  was  also  destroyed. 

Dr.  j.  H.  Swick,  of  Beaver  Falls,  and  Dr.  H.  J. 
McClaren,  of  New  Brighton,  attended  the  first  course 
of  instruction  at  Carlisle  Barracks  Field  Medical 
School,  U.  S.  Army.  Dr.  F.  H.  McCaskey,  of  Ro- 
chester, attended  the  second  course. 

By  the  will  of  the  late  Emily  L.  Marple,  of  Phila- 
delphia, who  died  in  Lancaster,  $5,000  has  been  be- 
queathed to  the  Harrisburg  Hospital,  Harrisburg,  and 
$2,500  to  the  Chester  County  Hospital,  West  Chester, 
for  the  maintenance  of  free  beds. 

Dr.  and  Mrs.  Stricker  Coles  with  their  son,  Mr. 
Walter  Lippincott  Coles,  and  their  daughter.  Miss 
Bertha  Coles,  of  Bryn  Mawr,  recently  left  on  their 
new  yacht,  “Alscotia,”  for  a cruise  of  several  weeks  in 
Narragansett  Bay  and  neighboring  waters. 

Dr.  Gabriel  J.  and  Mrs.  Josephine  Kraus,  of  Phila- 
delphia, were  among  a group  of  Philadelphians  who 
recently  received  the  Order  of  Haller  Swordsmen 
(Mieczy  Hallerowskie)  from  the  Polish  Government  in 
recognition  of  their  services  to  Poland  during  the  World 
War. 


The  physicians  of  the  northwestern  section  of 
Pennsylvania,  and  their  wives,  will  meet  at  Cambridge 
Springs,  Wednesday,  September  23,  for  a social  con- 
ference, and  will  be  addressed  by  Professor  Charles 
A.  Hamann,  of  Cleveland,  Dean  of  the  Western  Reserve 
Medical  College. 

The  Fayette  County  Medical  Society  has  voted 
to  establish  an  annual  scientific  lecture  relating  to  medi- 
cine, to  be  called  the  Dr.  Hugh  Campbell  Lectures,  in 
honor  of  the  first  graduate  physician  to  locate  in  the 
county  and  also  the  first  president  of  the  society. 

Dr.  Lena  M.  English,  of  Philadelphia,  who  recently 
completed  her  internship  at  the  Woman’s  Medical  Col- 
lege Hospital,  is  taking  a three-months’  course  at  the 
London  School  of  Tropical  Medicine  and  Hygiene,  after 
which  she  will  go  to  Nellere,  India,  as  a medical  mis- 
sionary. 

Extensive  expansion  of  the  Medical  School  at  the 
University  of  Wisconsin  is  forecasted  in  the  passage 
of  a bill  by  both  houses  of  the  legislature  providing  for 
a $600,000  medical-science  building  at  the  University 
to  be  built  out  of  soldiers’  rehabilitation  funds  as  a 
memorial  to  soldiers  in  the  World  War. 

The  third  annual  carnival  for  the  benefit  of  St. 
Agnes’  Hospital,  Philadelphia,  was  held  each  evening 
from  Au^st  21  to  29,  at  the  Hospital.  The  object 
was  to  raise  funds  toward  the  current  maintenance  of 
the  Hospital  and  also  toward  the  building  fund.  It  is 
hoped  soon  to  erect  a maternity  building. 

Dr.  Joseph  Coe,  attached  to  the  resident  staff  of  the 
Chestnut  Hill  Hospital,  Philadelphia,  was  injured 
recently  when  a heavy  truck  crashed  into  an  ambulance 
in  which  he  and  a chauffeur  were  driving  to  the  home 
of  a patient.  Both  were  showered  with  glass,  and 
were  taken  to  the  Samaritan  Hospital  for  treatment. 

The  new  research  institute  of  the  Lankenau  Hos- 
pital, Philadelphia,  a gift  from  Rodman  Wanamaker, 
has  been  placed  in  operation.  To  date,  ten  rooms  have 
been  equipped  with  separate  accommodations  for  bac- 
teriology, physiology,  pathology,  and  serology,  and  one 
floor  to  accommodate  animals.  Dr.  Stanley  P.  Reimann 
is  director  of  the  institute.  Eighteen  specialists  will 
comprise  the  staff. 

Plans  have  been  announced  to  erect  a $14,000,000 
medical  center  at  the  University  of  Pittsburgh.  The 
Presbyterian,  Children’s,  Elizabeth  Steel  Magee,  Mon- 
tifiore,  and  the  Eye  and  Ear  Hospitals  are  to  be  in- 
cluded in  a group  to  be  operated  in  conjunction  with 
the  University’s  Cathedral  of  Learning.  In  connection 
with  this  centralized  group,  the  school  expects  to 
conduct  a $2,000,000  medical  unit. 

Work  on  the  new  veterans’  hospital  at  Aspinwall, 
is  fast  nearing  completion,  according  to  a recent  an- 
nouncement by  Brigadier  General  Frank  Hines,  direc- 
tor of  the  Veterans’  Bureau,  who  said  the  institution 
would  probably  be  ready  for  occupancy  late  in  the 
summer.  Dr.  Henry  R.  Brown,  of  Rutland,  Mass.,  has 
been  appointed  chief  medical  officer  at  the  hospital, 
which  will  have  facilities  to  care  for  250  patients. 

The  103d  Medical  Regiment,  commanded  by  Colonel 
E.  M.  Hand,  of  Coraopolis,  in  the  camp  of  the  Penn- 
sylvania National  Guard  at  Mount  Gretna,  held  its 
first  review  on  July  29.  In  all  previous  camps,  no 
review  of  the  whole  regiment  was  held,  as  it  was  found 
not  possible  to  have  enough  physicians,  surgeons,  den- 
tists, and  others  able  to  leave  their  home  districts  long 
enough  to  participate  in  the  scheduled  details  of  such 
a special  regiment  as  is  the  103d. 

The  State  Health  Department  of  Pennsylvania 
has  officially  declared  its  intention  of  taking  part  in 
the  Sesqui-Centennial  International  Exposition  to  be 
held  in  Philadelphia  in  1926.  All  bureau  and  division 
chiefs  have  been  asked  for  plans  and  suggestions  for 
the  department  exhibit  by  Dr.  Miner,  Secretary  of 
Health,  who  plans  to  show  water-supply  treatment. 
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sewage  treatment,  sanitary  work,  examination  of  school 
children,  the  handling  of  epidemics,  and  charts  of  vital 
statistics. 

The  opening  of  a demonstration  child-guidance 
clinic  in  Philadelphia  has  been  announced.  The  quarters 
now  occupied  by  the  clinic  staff  consist  of  a completely 
renovated  three-story  house  owned  by  and  adjoining  the 
Children’s  Hospital,  which  is  cooperating  closely  with 
the  clinic  and  will  furnish  medical  and  laboratory  fa- 
cilities for  the  clinic’s  patients.  The  demonstration 
was  invited  to  Philadelphia  by  the  All-Philadelphia 
Child-Guidance  Clinic  Committee,  of  which  Dr.  Charles 
H.  Frazier  is  chairman. 

Criticism  of  the  present  Veterans’  Bureau  Hos- 
pital at  Twenty-sixth  street  and  Grays  Ferry  road,  in 
Philadelphia,  coupled  with  recommendations  for  the 
immediate  erection  of  a tuberculosis  hospital  for  former 
service  men  of  not  less  than  500  beds  in  Eastern  Penn- 
sylvania, was  contained  in  the  report  of  the  Committee 
on  Disabled  Veterans  and  Medical  Aid  of  the  Depart- 
ment of  Pennsylvania  to  the  American  Legion  in 
seventh  annual  session  at  Erie,  August  21.  The  report 
was  presented  by  Colonel  Henry  W.  Pleasants,  of  Paoli, 
and  stated  that  ‘“The  neuropsychiatric  hospital  No.  49 
is  outrageously  overcrowded  and  utterly  undermanned.” 
The  conclusions  of  the  report  included  a substantial 
increase  in  the  pay  of  medical  examiners,  and  the  admis- 
sion of  service  men  to  local  hospitals  in  their  respective 
communities  whether  or  not  service  connection  with 
their  illness  had  been  established.  The  report  was 
unanimously  adopted. 


GENERAL  NEWS  ITEMS 

Revocation  by  the  State  Board  of  Health  of  Con- 
necticut of  the  certificate  of  practice  of  sixty-eight 
eclectic  physicians  has  been  upheld  by  the  Connecticut 
Supreme  Court  of  Errors. 

Columbia  University  is  to  take  over  patents  for 
discoveries  made  in  its  own  laboratories,  in  order  to 
protect  the  inventor  and  the  public,  and  to  enable  the 
University  to  share  in  the  profits  for  the  promotion  of 
research. 

The  Division  of  Venereal  Diseases  of  the  New 
York  State  Department  of  Health  will  hereafter  be 
called  the  Division  of  Social  Hygiene.  It  is  felt  that 
the  educational  activities  of  the  division  have  been 
handicapped  by  the  former  title. 

Dr.  Frederick  E.  Sondern,  of  New  York  City,  was 
elected  president  of  the  American  Society  of  Chemical 
Pathologists,  in  convention  at  Philadelphia.  Dr.  Wil- 
liam G.  Exton  was  designated  president-elect,  and  will 
take  office  automatically  next  year. 

The  Institute  Fraternity,  a national  organization 
of  women  physicians,  recently  held  its  twenty-first 
annual  meeting  in  New  York.  Dr.  Anna  Johnson,  of 
Pittsburgh,  was  elected  president.  The  association 
operates  a loan  fund,  through  which  five  young  women 
are  being  put  through  medical  school. 

An  additional  gift  of  $575,000  by  Harold  S.  Vander- 
bilt, of  New  York,  member  of  the  Harvard  Class  of 
1907,  to  complete  the  fund  for  the  Harvard  Medical 
School  dormitory,  was  announced  August  15  by  Uni- 
versity officials.  Last  April  Mr.  Vanderbilt  gave 
$125,000  for  a gymnasium  for  the  medical  school  dor- 
mitory. 

Dr.  William  D.  Haggard,  president  of  the  American 
Medical  Association,  Dr.  George  E.  deSchweinitz,  of 
Philadelphia,  and  Dr.  Howard  Pox,  of  New  York, 
have  been  appointed  delegates  from  the  American 
Medical  Association  to  the  British  Medical  Association 
meeting,  to  be  held  in  July,  1926,  at  Bath,  England. 

Priority  of  the  cancer  discoveries  of  Dr.  William 
Gye  and  Dr.  J.  E.  Barnard,  the  English  physicians,  is 


claimed  by  Prof.  Frank  Meysser,  chief  surgeon  of  a 
big  Berlin  hospital.  He  asserts  that  the  research  of 
Drs.  Gye  and  Barnard  was  based  on  a report  of  his 
own  investigations  submitted  to  the  board  of  health  of 
London  by  an  English  doctor. 

The  new  headquarters  of  the  British  Medical  Asso- 
ciation shortly  to  be  opened  by  the  King  occupies  a 
site  in  Tavistock  Square  on  which  once  stood  Dickens’s 
house  before  he  moved  to  Gadshill.  It  has  been  pro- 
posed that  a memorial  be  set  up  to  mark  the  position 
of  the  house  and  record  its  significance  as  a literary 
landmark.  It  was  Dickens’s  last  permanent  home  in 
London. 

Dr.  Dean  Lewis,  formerly  professor  of  surgery. 
Rush  Medical  College,  and  recently  at  the  University 
of  Illinois  College  of  Medicine,  has  been  appointed 
professor  of  surgery  at  Johns  Hopkins  University  Med- 
ical Department,  and  surgeon-in-chief,  Johns  Hopkins 
Hospital,  Baltimore,  to  succeed  the  late  Dr.  William  S. 
Halstead.  Dr.  Lewis  will  take  up  his  new  duties  this 
month. 

The  Travel  Study  Club  of  American  Physicians 
at  its  ninth  annual  reunion,  reelected  Dr.  Louis  Living- 
ston Seaman  and  Dr.  Richard  Kovacs  of  New  York, 
respectively  as  president  and  secretary-treasurer;  Dr. 
Edward  B.  Heckel,  Pittsburgh,  Pa.,  Dr.  J.  P.  Lord, 
Omaha,  and  Dr.  F.  H.  Albee,  New  York,  as  vice- 
presidents.  The  club  has  decided  on  a 1926  study  tour 
to  London,  Paris,  Switzerland,  Munich,  Vienna,  and 
Berlin.  Participation  in  this  tour  will  be  limited  in 
number  and  restricted  to  members  and  medical  friends 
recommended  by  them. 

Dr.  Albert  John  Ochsner,  one  of  the  most  eminent 
surgeons  in  the  United  States,  died  at  his  home  in 
Chicago,  July  25,  of  angina  pectoris.  Dr.  Ochsner  was 
born  in  Baraboo,  Wis.,  sixty-seven  years  ago,  and  was 
graduated  from  Rush  Medical  College,  Chicago,  in 
1886.  He  then  went  abroad  for  two  years,  studying 
in  Berlin  and  Vienna.  In  1889  he  returned  to  this 
country  and  began  practice  in  Chicago.  He  was  chief 
surgeon  in  the  Augustana  and  St.  Mary’s  Hospitals 
since  1896,  and  professor  of  clinical  surgery  at  the 
University  of  Illinois  since  1900.  During  the  World 
War  he  was  commissioned  a major  in  the  medical  re- 
serve corps.  He  was  an  honorary  member  of  many 
scientific  organizations  both  here  and  abroad,  and  was 
the  author  of  half  a dozen  medical  and  surgical  works. 

At  the  annual  meeting  of  the  Louisiana  State 
Medical  Society  held  April  23,  1925,  the  following  are 
some  of  the  resolutions  adopted. 

That  the  ambulatory  treatment  of  drug  addiction,  so 
far  as  it  relates  to  prescribing  and  dispensing  of  narcotic 
drugs  to  addicts  for  self-administration  at  their  conve- 
nience, be  emphatically  condemned. 

That  it  is  the  sense  of  the  House  of  Delegates  as- 
sembled that  it  be  considered  unethical  for  any  member 
of  this  Society  to  testify  against  a fellow  member  in 
a damage  suit  when  the  circumstances  have  been  duly 
investigated  and  defense  authorized  by  the  Committee  on 
Medical  Defense. 

That  all  standing  committees  of  the  House  of  Dele- 
gates be  required  to  hold  at  least  two  meetings  a year, 
and  that  they  be  given  initiatory  powers  along  their 
lines ; this,  however,  is  not  to  be  construed  as  giving 
the  power  of  action  without  the  approval  of  the  House 
of  Delegates  or  the  Executive  Committee. 

The  John  Horsley  Memorial  Prize  was  established 
at  the  University  of  Virginia  in  February,  1925,  by 
Dr.  J.  Shelton  Horsley  of  Richmond.  The  prize  con- 
sists of  two  years’  interest  on  $10,000  in  five-per-cent 
bonds,  and  will  therefore  be  presumptively  $1,000.  It 
is  to  be  awarded  every  two  years  by  a committee  of 
the  medical  faculty  of  the  University  for  a thesis  upon 
some  subject  in  general  surgery.  Its  object  is  to  stimu- 
late an  interest  in  the  scientific  aspects  of  surgery.  All 
graduates  of  the  Medical  Department  of  not  more  than 
fifteen  years’  standing  are  eligible.  In  the  discretion 
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of  the  committee,  the  prize  may  be  awarded  for  work 
done  by  a medical  graduate  of  the  University  of  Vir- 
ginia in  collaboration  with  a nonalumnus  of  the  insti- 
tution, but  in  such  case,  the  award  will  be  given  to 
the  Virginia  graduate  alone.  All  theses  must  be  in 
the  hands  of  the  committee  on  February  1st  of  the 
year  in  which  the  prize  is  to  be  awarded.  They  should 
be  addressed  to  the  Dean  of  the  Medical  School,  Uni- 
versity of  Virginia. 

The  Inter-State  Post-Graduate  Assembly  of 
America  will  hold  its  annual  meeting  at  St.  Paul,  Minn., 
October  12-16.  Scientific  sessions  will  be  held  morning, 
afternoon,  and  evening  of  each  day,  except  Friday,  Oc- 
tober 16,  when  there  will  be  no  evening  session.  A 
very  intensive  and  interesting  program  has  been  ar- 
ranged, and  includes  many  speakers  of  national  and 
international  prominence. 

The  following  will  be  foreign  guests : Sir  William 
Arbuthnot  Lane,  London,  England ; Mr.  William  Blair 
Bell,  F.R.C.S.,  Prof,  of  Obstetrics  and  Gynecology, 
University  of  Liverpool  Medical  Dept.,  Liverpooll, 
England ; Professor  Vittorio  Putti,  Bologna,  Italy ; 
Mr.  Philip  Franklin,  F.R.C.S.,  London,  England;  Dr. 
H.  L.  McKisack,  Consulting  Physician,  Royal  Victoria 
Hospital,  Belfast,  Ireland ; and  Dr.  W.  H.  Parkes, 
Auckland,  New  Zealand.  At  the  banquet,  addresses 
will  be  given  by  distinguished  citizens  from  America 
and  foreign  countries. 

The  general  headquarters  for  all  scientific  sessions 
and  exhibits  will  be  the  St.  Paul  Auditorium.  The 
hotel  headquarters  will  be  the  St.  Paul  Hotel. 

PHYSIOTHERAPEUTIC  CONVENTION 

Physicians  are  invited  to  attend  the  Fourth  Annual 
Physiotherapeutic  Convention  to  be  held  at  the  Drake 
Hotel,  Chicago,  October  12,  to  16,  1925.  Papers  will 
be  read  and  discussed  by  leading  physicians  of  national 
and  international  reputation  in  this  field.  For  particu- 
lars see  page  program  in  this  issue.  Demonstrations 
and  exhibits  of  the  latest  apparatus  and  methods  em- 
ployed in  physiotherapy  will  be  given.  Physicians  who 
are  in  good  standing  in  their  State  Aledical  Association 
and  can  give  evidence  of  that  fact  are  invited.  Reser- 
vations may  be  made,  and  programs  obtained  by  ad- 
dressing the  Educational  Department  of  H.  G.  Fischer 
& Company,  2335  Wabansia  Ave.,  Chicago,  111. 

UNITED  STATES  CIVIL  SERVICE 
EXAMINATION 

The  United  States  Civil  Service  Commission  an- 
nounces an  open  competitive  examination  for  Chief 
Social  Service  Worker  (Psychiatric).  Receipt  of  ap- 
plications will  close  September  29.  The  examination  is 
to  fill  a vacancy  in  the  Veterans’  Bureau,  Washington, 
D.  C.,  and  vacancies  in  positions  requiring  similar 
qualifications. 

The  entrance  salary  is  $3,000  a year.  Advancement 
in  pay  may  be  made  without  change  in  assignment  up 
to  $3,600  a year.  Promotion  to  higher  grades  may  be 
made  in  accordance  with  the  civil-service  rules. 

The  duties,  under  general  direction,  are  to  supervise 
and  coordinate  the  activities  of  the  psychiatric  social 
workers  in  the  regional  offices  of  the  United  States 
Veterans’  Bureau,  and  to  perform  related  duties. 

Competitors  will  not  be  required  to  report  for  exami- 
nation at  any  place,  but  will  be  rated  on  their  education, 
training,  and  experience,  and  a thesis  or  publications  to 
be  filed  with  the  application. 

Full  information  and  application  blanks  may  be  ob- 
tained from  the  United  States  Civil  Service  Commission, 
Washington,  D.  C.,  or  the  secretary  of  the  board  of 
U.  S.  civil-service  examiners  at  the  post  office  or 
customhouse  in  any  city. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION 
ANNUAL  MEETING,  ST.  LOUIS,  MO. 

October  19-22 

The  Fifty-Fourth  Annual  Meeting  of  the  American 
Public  Health  Association  will  be  held  in  St.  Louis, 


Missouri,  October  19-22,  with  the  Hotel  Statler  as 
headquarters.  This  association  is  the  professional  so- 
ciety of  sanitarians  in  North  America,  and  its  annual 
meetings  always  offer  a program  of  exceptional  interest 
to  public-health  workers.  Several  special  features  add 
more  than  usual  interest  to  this  year’s  program. 

In  a broad  and  developing  field  such  as  public  health, 
there  is  danger  that  its  diverse  branches  will  not  main- 
tain contact  with  each  other  and  with  the  whole.  The 
American  Public  Health  Association,  representing  as  it 
does  all  public-health  specialties,  both  official  and  non- 
official, brings  together  at  its  meetings  and  includes  in 
its  programs  the  various  elements,  personnel,  and  sub- 
jects that  go  to  make  up  our  public-health  structure. 
With  a view  to  correlating  these  elements,  it  has  this 
year  arranged  for  a greater  number  of  joint  sessions 
and  general  sessions  than  is  customary. 

The  Association’s  nine  sections — Public  Health  Ad- 
ministration, Laboratory,  Sanitary  Engineering,  Food 
and  Drugs,  Vital  Statistics,  Industrial  Hygiene,  Child 
Hygiene,  Health  Education  and  Publicity,  and  Public- 
Health  Nursing — will  have  programs  of  their  own, 
consisting  of  one  or  more  sessions.  In  addition,  in  a 
number  of  instances,  two  and  sometimes  four  sections 
will  combine  to  discuss  in  a joint  meeting  some  out- 
standing development  of  interest  to  the  various  groups. 
One  subject  to  be  discussed  from  four  angles  is  the 
epidemiology  of  respiratory  diseases ; another  is  oyster 
pollution.  There  will  also  be  five  general  sessions  par- 
ticipated in  by  the  entire  association.  In  the  twenty- 
seven  meetings  arranged  for,  more  than  one  hundred 
and  twenty-five  papers  and  reports  are  scheduled.  These 
figures  do  not  include  luncheon  and  dinner  sessions 
devoted  to  particular  topics,  nor  a special  session  on 
Mental  Hygiene  sponsored  by  the  National  Committee 
on  Mental  Hygiene. 

The  Local  Committee  on  Arrangements  have  pro- 
vided an  attractive  program  of  entertainment,  including 
trips  to  points  of  general  and  scientific  interest  in  and 
near  St.  Louis,  free  tickets  to  the  theatre,  and  the 
traditional  reception  following  the  opening  meeting. 
The  ladies  are  especially  invited  to  attend,  and  plans 
have  been  made  to  occupy  them  during  the  full  period 
of  the  meeting. 

Members  of  the  Association  and  their  families  will 
receive  a twenty-five  per  cent  reduction  in  railroad 
fare  traveling  to  and  from  the  meeting.  Nonmembers 
should  make  application  for  reduced  fare  to  Mr.  Homer 
N.  Calver,  Executive  Secretary,  American  Public  Health 
Association,  370  Seventh  Avenue,  New  York  City.  The 
Secretary  will  also  gladly  furnish  additional  informa- 
tion regarding  the  meeting  and  the  program. 


During  1924  it  is  estimated  that  2,536  physicians  died 
in  the  United  States.  Based  on  the  estimate  of  145,966 
physicians  in  the  United  States,  this  is  equivalent  to  an 
annual  death  rate  of  17.37  as  compared  with  17.95  for 
1923  and  16.94,  the  average  for  the  Hst  twenty-three 
years.  The  age  of  death  of  the  2.44S  whose  age  was 
stated  varied  from  twenty-two  to  ninety-nine  years,  the 
largest  number  of  deaths  at  any  given  age  occurring  at 
sixty-five  years.  Of  the  2,433  deaths  for  which  causes 
were  given,  diseases  of  the  circulatory  system  accounted 
for  893,  the  largest  number.  Diseases  of  the  respiratory 
system  caused  248  deaths,  and  of  these  219  were  due  to 
pneumonia.  Diseases  of  the  genito-urinary  system 
caused  165  deaths,  diseases  of  tVie  digestive  system  130, 
and  diseases  of  the  nervous  system  sixty-two.  There 
were  102  deaths  due  to  accidents,  of  which  fifty-five 
were  automobile  accidents.  Forty-five  physicians  ended 
their  lives  by  suicide. — Journal  of  the  American  Medical 
Association. 


Figures  compiled  by  the  Science  Service  show  that 
$2.48  worth  of  soap  is  used  annually  by  the  average 
American. — Medical  Journal  and  Record. 


OFFICIAL  TRANSACTIONS 

The  Medical  Society  of  the  State  of  Pennsylvania 

Organized  1848  Incorporated,  December  20,  1890 


CALL  TO  1925  SESSION 

The  object  of  this  notice  is  to  inform  the  mem- 
bers of  the  1925  House  of  Delegates  that  in 
addition  to  the  usual  business  incident  to  the 
annual  session,  amendments  to  the  Constitution 
and  By-Laws  will  be  brought  up  for  considera- 
tion and  action.  The  proposed  amendments 
were  published  in  the  June,  1925,  Atlantic 
Medical  Journal,  and  are  discussed  in  the  Sec- 
retary’s report  to  the  House  of  Delegates  pub- 
lished in  this  number  of  the  Journal. 

The  first  meeting  of  the  1925  House  of  Dele- 
gates will  be  held  in  the  Ball  Room  of  the  Penn- 
Harris  Hotel,  Harrisburg,  on  Monday,  October 
5,  1925,  at  3 P.  M. 

COMMITTEES  OF  THE  HOUSE  OF 
DELEGATES 

committee  on  credentials 
M.  Edith  MacBride,  Chairman,  Sharon. 

Jefferson  H.  Wilson,  Beaver. 

Frank  P.  Lytle,  Birdsboro. 

REFERENCE  COMMITTEE  ON  REPORTS  OF  OFFICERS  AND 
STANDING  committees 
Edward  E.  Mayer,  Chairman,  Pittsburgh. 

O.  H.  Petty,  Philadelphia. 

T.  Lamar  Williams,  Mt.  Carmel. 

REFERENCE  committee  ON  SCIENTIFIC  BUSINESS 
J.  Newton  Hunsberger,  Chairman,  Norristown. 

Robert  A.  Keilty,  Danville. 

Charles  B.  Maits,  Pittsburgh. 

REFERENCE  COMMITTEE  ON  NEW  BUSINESS 
Samuel  P.  Mengel,  Chairman,  Wilkes-Barre. 

Frederick  J.  Bishop,  Scranton. 

Arthur  E.  Crow,  Uniontown. 

COMMITTEE  ON  PLACE  OF  MEETING 
Charles  A.  E.  Codman,  Chairman,  Philadelphia. 

George  A.  Knowles,  Philadelphia. 

Harold  A.  Miller,  Pittsburgh. 

MEMBERS  OF  THE  HOUSE  OF 
DELEGATES  * 

ADAMS  COUNTY 

Harry  M.  Hartman,  Gettysburg,  Pres. 

J.  Percival  Dalbey,  Gettysburg,  Secy. 

Eugene  Elgin,  East  Berlin. 

William  E.  Wolff,  Arendtsville. 

ALLEGHENY  COUNTY  (PITTSBURGH) 

William  H.  Mayer,  Jenkins  Arcade,  Pres. 

Alexander  H.  Colwell,  121  University  Place,  Secy. 
Alexander  H.  Colwell,  121  University  Place. 

Benjamin  R.  Almquest,  Jenkins  Arcade. 

Andrew  P.  D’Zmura,  121  University  Place. 

James  I.  Johnston,  4715  Fifth  Ave. 

Edwin  P.  Buchanan,  Mercy  Hospital. 

Amos  W.  Colcord,  Clairton. 

* The  offset  names  are  the  alternates,  and  where  street  ad- 
dress only  is  given,  the  name  of  the  city  follows  the  name  of 
the  county. 


Harold  A.  Miller,  121  University  Place. 

Alvin  E.  Bulger,  620  Braddock  Ave.,  Braddock. 
Robert  M.  Entwisle,  121  University  Place. 
William  H.  Guy,  Jenkins  Arcade. 

Bender  Z.  Cashman,  121  University  Place. 

Ralph  L.  Hill,  Woodville. 

George  W.  McNeil,  6101  Penn  Ave. 

Sidney  A.  Chalfant,  7048  Jenkins  Arcade. 

Henry  C.  Westervelt,  5306  Westminster  Place. 
Ernest  W.  Willetts,  Diamond  Bank  Bldg. 

Lyndon  H.  Landon,  Jenkins  Arcade. 

Henry  T.  Price,  Westinghouse  Bldg. 

Charles  B.  Maits,  Jenkins  Arcade. 

Frederick  M.  Jacobs,  Jenkins  Arcade. 

Paul  B.  Steele,  548  Sheridan  Ave. 

Edward  E.  Mayer,  Jenkins  Arcade. 

J.  Slater  Crawford,  Jenkins  Arcade. 

Frederick  B.  Utley,  121  University  Place. 

Carey  J.  Vaux,  City-County  Bldg. 

Robert  L.  Anderson,  Jenkins  Arcade. 

Curtis  C.  Mechling,  Jenkins  Arcade. 

G.  Clyde  Kneedler,  5^01  Jenkins  Bldg. 

Albert  J.  Bruecken,  St.  Francis  Hospital. 
Walter  R.  Foster,  Crafton. 

Tames  L.  Foster,  825  Highland  Bldg. 

Harry  E.  Clark,  2919  Chartiers  Ave. 

Morris  A.  Slocum,  Highland  Bldg. 

Charles  J.  Bowen,  4526  Penn  Ave. 

J.  Donald  lams,  Jenkins  Arcade. 

Clement  R.  Jones,  816  Empire  Bldg. 

I.  Hope  Alexander,  Jenkins  Bldg. 

W.  W.  G.  Maclachlan,  May  Bldg. 

Edward  A.  Weiss,  Jenkins  Bldg. 

ARMSTRONG  COUNTY 
Ellis  C.  Winters,  Ford  City,  Pres. 

Jay  B.  F.  Wyant,  Kittanning,  Secy.  _ 

Frederick  C.  Monks,  Kittanning. 

Andrew  Sedwick,  Kittanning. 

Albert  E.  Bower,  Ford  City. 

BEAVER  COUNTY 

Milton  L.  McCandless,  Rochester,  Pres. 

Boyd  B.  Snodgrass,  Rochester,  Secy. 

Jefferson  H.  Wilson,  Beaver. 

BEDFORD  COUNTY 

William  P.  S.  Henry,  Everett,  Pres. 

Norman  A.  Timmins,  Bedford,  Secy. 

William  E.  Nycum,  Everett. 

Edmund  L.  Smith,  Bedford. 

BERKS  COUNTY  (READING) 

Howard  U.  Miller,  Mount  Penn,  Pres. 

John  E.  Livingood,  249  N.  Fifth  St.,  Secy. 
Frank  P.  Lytle,  Birdsboro. 

Irvin  H.  Hartman,  237  N.  Fifth  St. 

LeRoy  W.  Frederick,  418  N.  Tenth  St. 

George  W.  Kehl,  313  N.  Fifth  St. 

H.  Herbert  Wanner,  1533  Perkiomen  Ave. 

John  S.  Borneman,  Boyertown. 

BLAIR  COUNTY  ( ALTOONA ) 

Clair  E.  Robinson,  850  Seventeenth  St.,  Pres. 

Charles  F.  McBurney,  831  Sixth  Ave.,  Secy. 
Harold  F.  Moffit,  1115  Twelfth  Ave. 

John  R.  T.  Snyder,  404  Howard  Ave. 

Paul  F.  Pershing,  1119  Thirteenth  Ave. 

BRADFORD  COUNTY 
John  M.  Higgins,  Sayre,  Pres. 

Stanley  D.  Conklin,  Sayre,  Secy. 
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John  M.  Higgins,  Sayre. 

Daniel  L.  Bevan,  LeRoy. 

Stanley  D.  Conklin,  Sayre. 

BUCKS  county 

Roscoe  C.  Magill,  Newhope,  Pres. 

Anthony  F.  Myers,  Blooming  Glen,  Secy. 
William  C.  LeCompte,  Bristol. 

J.  Fred  Wagner,  Bristol. 

Alfred  E.  Fretz,  Sellersville. 

butler  county 

W.  Rush  Hockenberry,  Slippery  Rock,  Pres. 

L.  Leo  Doane,  Butler,  Secy. 

Harry  P.  St.  Clair,  Butler. 

Leslie  R.  Hazlett,  Butler. 

John  S.  Campbell,  Portersville. 

CAMBRIA  COUNTY  (JOHNSTOWN) 

John  W.  Barr,  U.  S.  National  Bank  Bldg.,  Pres. 

Joseph  J.  Meyer,  425  Lincoln  St.,  Secy. 
Edward  Pardoe,  South  Eork. 

Henson  F.  Tomb,  132  Jackson  St. 

Arthur  Miltenberger,  413  Locust  St. 

Horace  B.  Anderson,  U.  S.  National  Bank  Bldg. 
William  B.  Templin,  The  Rocks. 

Daniel  S.  Rice,  Ebensburg. 

CARBON  COUNTY 

Stanley  F.  Druckenmiller,  Lansford,  Pres. 

Jacob  A.  Trexler,  Lehighton,  Secy. 

Jacob  A.  Trexler,  Lehighton. 

Clinton  J.  Kistler,  Lehighton. 

Joseph  J.  Bellas,  Lansford. 

CENTER  COUNTY 

LeRoy  Locke,  Bellefonte,  Pres. 

Oscar  W.  McEntire,  Howard,  Secy. 

James  L.  Seibert,  Bellefonte. 

George  S.  Frank,  Millheim. 

Harvey  S.  Braucht,  Spring  Mills. 

CHESTER  COUNTY 

Frank  H.  Wells,  Chester  Springs,  Pres. 

Joseph  Scattergood,  West  Chester,  Secy. 

U.  Grant  Gifford,  Kennett  Square. 

Clarence  S.  Kurtz,  Malvern. 

CLARION  county 

Charles  C.  Huston,  Knox,  Pres. 

Charles  C.  Ross,  Clarion,  Secy. 

cleareiEld  county 

H.  Albert  Blair,  Curwensville,  Pres. 

John  M.  Quigley,  Clearfield,  Secy. 

Warren  W.  Andrews,  Philipsburg. 

George  A.  Ricketts,  Osceola  Mills. 

Ward  O.  Wilson,  Clearfield. 

CLINTON  COUNTY 

George  H.  Tibbins,  Beech  Creek,  Pres. 

Robert  B.  Watson,  Lock  Haven,  Secy. 

Clair  B.  Kirk,  Mill  Hall. 

John  B.  Critchfield,  Lock  Haven. 

Perry  M.  Tibbins,  Beech  Creek. 

COLUMBIA  COUNTY 

James  R.  Montgomery,  Jr.,  Bloomsburg,  Pres. 

Charles  B.  Yost,  Bloomsburg,  Secy. 

Harry  S.  Buckingham,  Berwick. 

William  G.  Berryhill,  Orangeville. 

Charles  K.  Albertson,  Benton. 

CRAWFORD  COUNTY 

Charles  K.  Ferer,  Meadville,  Pres. 

John  W.  Hazen,  Meadville,  Secy. 

CUMBERLAND  COUNTY 

Harry  A.  Spangler,  Carlisle,  Pres. 

Calvin  R.  Rickenliaugh,  Carlisle,  Secy. 


Henry  C.  Lawton,  Camp  Hill. 

Parker  W.  Wagoner,  Carlisle. 

Edward  R.  Plank,  Carlisle. 

DAUPHIN  COUNTY  (HARRISBURG) 

George  B.  Kunkel,  118  Locust  St.,  Pres. 

W.  Stewart  Russell,  1851  Berryhill  St.,  Secy. 
Clarence  R.  Phillips,  924  N.  Third  St. 

Park  A.  Deckard,  814  N.  Second  St. 

George  E.  Gracey,  209  State  St. 

John  E.  Culp,  224  Pine  St. 

J.  W.  Ellenberger,  922  N.  Third  St. 

George  L.  Laverty,  226  State  St. 

DELAWARE  COUNTY  (CHESTER) 

Adrian  V.  B.  Orr,  525  Welsh  St.,  Pres. 

Walter  E.  Egbert,  601  E.  Thirteenth  St.,  Secy. 
C.  Irwin  Stiteler,  Fifth  and  Welsh  Sts. 

G.  Victor  Janvier,  Lansdowne. 

Donald  J.  McCormick,  301  W.  Seventh  St. 

ELK  COUNTY 

Joseph  E.  Madara,  St.  Marys,  Pres. 

Perry  O.  Hall,  Ridgway,  Secy. 

Perry  O.  Hall,  Ridgway. 

ERIE  county  (ERIE) 

J.  Burkett  Howe,  533  W.  Ninth  St.,  Pres. 

Roy  S.  Minerd,  24  W.  Ninth  St.,  Secy. 

Bred  E-  Ross,  134p2  W.  Ninth  St. 

J.  W.  Schilling,  1818  Chestnut  St. 

Clarence  H.  Lefever,  805  W.  Twenty-sixth  St. 
Orel  N.  Chaffee,  820  Sassafras  St. 

J.  Elmer  O’Brien,  302  E.  Tenth  St. 

Richard  O.  Miller,  838  Twenty-fourth  St. 

FAYETTE  COUNTY  ( CON  NELL  SVILLE) 

Robert  H.  Jeffrey,  Uniontown,  Pres. 

Jacob  S.  Hackney,  Uniontown,  Secy. 

Harry  J.  Bell,  Dawson. 

Owen  R.  Altman,  Uniontown. 

Thomas  B.  Echard,  301  S.  N.  Bank  Bldg. 
Arthur  E.  Crow,  Uniontown. 

Robert  H.  Jeffrey,  Uniontown. 

Wilbur  M.  Lilley,  Brownsville. 

FRANKLIN  COUNTY 

LeRoy  H.  Saxe,  Shippensburg,  Pres. 

Ambrose  W.  Thrush,  Chambersburg,  Secy. 
Franklin  N.  Emmert,  Chambersburg. 

Lewis  H.  Seaton,  Chambersburg. 

J.  Burns  Amberson,  Waynesboro. 

GREENE  COUNTY 

Rufus  E.  Brock,  Waynesburg,  Pres. 

Harry  C.  Scott,  Waynesburg,  Secy. 

Robert  W.  Norris,  Waynesburg. 

Charles  W.  Spragg,  Waynesburg. 

HUNTINGDON  COUNTY 

Charles  R.  Reiners,  Huntingdon,  Pres. 

John  M.  Beck,  Alexandria,  Secy. 

Cloy  G.  Brumbaugh,  Huntingdon. 

George  G.  Harman,  Huntingdon. 

A.  Hank  Evans,  Saxton. 

INDIANA  COUNTY 

Frederick  W.  St.  Clair,  Indiana,  Pres. 

James  M.  Torrence,  Indiana,  Secy. 

Frank  F.  Moore,  Homer  City. 

Malcolm  Ravmond,  Homer  City. 

Alexander  H.  Stewart,  Indiana. 

JEFFERSON  COUNTY 

Charles  W.  Johnstone,  Dubois,  Pres. 

William  A.  Hill,  Reynoldsville,  Secy. 

John  H.  Murray,  Punxsutawney. 

Irvin  R.  Mohney,  Brookville. 

Frank  A.  Lorenzo,  Punxsutawney. 
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JUNIATA  COUNTY 

Benjamin  H.  Ritter,  McCoysville,  Pres. 

Brady  F.  Long,  Mifflin,  Secy. 

Isaac  G.  Headings,  McAlisterville. 

John  W.  Deckard,  Richfield. 

William  H.  Haines,  Thompsontown. 

LACKAWANNA  COUNTY  (SCRANTON ) 

John  J.  Brennan,  230  S.  Main  Ave.,  Pres. 

George  A.  Clark,  Connell  Bldg.,  Secy. 
Frederick  J.  Bishop,  Connell  Bldg. 

W.  W.  Probst,  Dime  Bank  Bldg. 

Merwyn  M.  Williams,  Bliss-Davis  Bldg. 

Aaron  S.  Cantor,  Connell  Bldg. 

John  P.  Donahoe,  Connell  Bldg. 

James  D.  Lewis,  204  W.  Market  St. 

Charles  B.  Noecker,  Connell  Bldg. 

Leonard  G.  Redding,  Scranton  Life  Bldg. 

LANCASTER  COUNTY  (LANCASTER) 

Clarence  R.  Farmer,  573  W.  Lemon  St.,  Pres. 

Charles  P.  Stahr,  139  E.  Walnut  St.,  Secy. 

J.  Paul  Roebuck,  233  N.  Duke  St. 

Horace  C.  Kinzer,  128  N.  Duke  St. 

Harry  B.  Roop,  Columbia. 

Frank  G.  Hartman,  136  N.  Duke  St. 

Jacob  E.  Hostetter,  Gap,  R.  D.  1. 

Vere  Treichler,  Elizabethtown. 

LAWRENCE  COUNTY 

Louis  W.  Grossman,  New  Castle,  Pres. 

William  A.  Womer,  New  Castle,  Secy. 

Jesse  R.  Cooper,  New  Castle. 

Eliah  Kaplan,  New  Castle. 

Ernest  U.  Snyder,  New  Wilmington. 

LEBANON  COUNTY 

John  D.  Bogar,  Richland,  Pres. 

W.  Horace  Means,  Lebanon,  Secy. 

J.  DeWitt  Kerr,  Lebanon. 

Seth  A.  Light,  Lebanon. 

John  E.  Marshall,  Lebanon. 

lEhich  county  (allEntown) 

Harry  E.  Klingaman,  Emaus,  Pres. 

J.  Treichler  Butz,  2510  Chew  St.,  Secy. 
Frederick  R.  Bausch,  109  N.  Second  St. 

Harold  E.  Hersh,  36  N.  Eighth  St. 

William  A.  Hausman,  Jr.,  1116  Hamilton  St. 
David  H.  Parmet,  700  S.  Sixtieth  St.,  Philadelphia. 
Frank  S.  Boyer,  16  N.  Second  St. 

Elmer  H.  Bausch,  252  N.  Seventh  St. 

LUZERNE  county  ( WILKES-BARRE) 

Samuel  M.  Wolfe,  218  S.  Franklin  St.,  Pres. 

Edward  W.  Bixby,  292  S.  Franklin  St.,  Secy. 
Otto  C.  Reiche,  328  W.  Broad  St.,  Hazleton. 
Joseph  C.  Kochcznyski,  Hazleton. 

Lawrence  H.  Smith,  Hazleton. 

Samuel  P.  Mengel,  181  S.  Franklin  St. 

George  R.  Drake,  Plymouth. 

John  E.  Scheifly,  Kingston. 

Charles  Long,  33  S.  Washington  St. 

William  J.  Davis,  225  Barney  St. 

Peter  P.  Mayock,  43  S.  Washington  St. 

LYCOMING  COUNTY  (WILLIAMSPORT) 

John  P.  Harley,  21  W.  Fourth  St.,  Pres. 

Walter  S.  Brenholtz,  151  E.  Third  St.,  Secy. 

John  A.  Campbell,  838  Funston  Ave. 

L.  R.  Plank,  Milton. 

J.  L.  Mansuy,  Ralston. 

William  E.  Delaney,  854  W.  Third  St. 

T.  Kenneth  Wood,  Muncy. 

Warren  N.  Shuman,  Jersey  Shore. 

MCKEAN  COUNTY 

Homer  A.  Wilson,  Bradford,  Pres. 

Francis  DeCaria,  Bradford,  Secy. 


Fred  W.  Baton,  Bradford. 

Earl  McCormack  McLean,  Bradford. 

Reister  K.  Russell,  Bradford. 

MERCER  COUNTY 

Patrick  E.  Biggins,  Sharpsville,  Pres. 

Edith  MacBride,  Sharonj  Secy. 

Edith  MacBride,  Sharon. 

Erank  Bleakney,  Grove  City. 

Clarence  W.  McElhaney,  Greenville. 

MIFFLIN  COUNTY 

Bruce  P.  Steele,  McVeytown,  Pres. 

James  A.  C.  Clarkson,  Lewistown,  Secy. 

Samuel  H.  Rothrock,  Reedsville. 

Samuel  W.  Swigart,  Lewistown. 

Oscar  M.  Weaver,  Lewistown. 

MONROE  COUNTY 

J.  Anson  Singer,  East  Stroudsburg,  Pres. 

Walter  L.  Angle,  East  Stroudsburg,  Secy. 
William  E.  Andrew,  Stroudsburg. 

Walter  L.  Angle,  East  Stroudsburg. 

Charles  S.  Flagler,  Stroudsburg. 

MONTGOMERY  COUNTY 

Warren  Z.  Anders,  Collegeville,  Pres. 

Edgar  S.  Buyers,  Norristown,  Secy. 

Herbert  A.  Bostock,  Norristown. 

Winfred  J.  Wright,  Skippack. 

Philip  Lukens,  Ambler. 

J.  Newton  Hunsberger,  Norristown. 

T.  Elwood  Quinn,  Jenkintown. 

J.  Elmer  Gotwals,  Phoenixville. 

MONTOUR  COUNTY 
J.  Allen  Jackson,  Danville,  Pres. 

John  H.  Sandel,  Danville,  Secy. 

Robert  A.  Keilty,  Danville. 

Cameron  Shultz,  Danville. 

Edward  B.  Shellenberger,  Danville. 

NORTHAMPTON  COUNTY 
William  S.  Estes,  Jr.,  Bethlehem. 

Victor  S.  Messinger,  Easton. 

Henry  D.  Heller,  Hellertown. 

Paul  Walter,  Bethlehem. 

Earl  B.  Schlier,  Bethlehem. 

Milton  W.  Phillips,  Chapman  Quarries. 

John  West,  Easton. 

F.  J.  Hahn,  Bath. 

NORTHUMBERLAND  COUNTY 

John  W.  McDonnell,  Sunbury,  Pres. 

Charles  H.  Swenk,  Sunbury. 

William  T.  Graham,  Sunbury. 

Horatio  W.  Gass,  Sunbury. 

PERRY  county 

William  T.  Morrow,  Loysville,  Pres. 

A.  Russell  Johnston,  New  Bloomfield,  Secy. 
George  W.  Gault,  Marysville. 

Benjamin  F.  Beale,  Duncannon. 

PHILADELPHIA  COUNTY  (PHILADELPHIA) 

Arthur  C.  Morgan,  2018  Chestnut  St.,  Pres. 

Henry  G.  Munson,  4935  Catherine  St.,  Secy. 

Term  expiring  1925 

John  Welsh  Croskey,  3.325  Powelton  Ave. 

Edwin  S.  Cooke,  1831  Chestnut  St. 

Damon  B.  Pfeiffer,  2028  Pine  St. 

Thomas  R.  Currie,  512  W.  Lehigh  Ave. 

John  F.  Roderer,  2426  N.  Sixth  St. 

William  H.  Good,  5309  Rising  Sun  Ave. 

Edward  A.  Shumway,  2046  Chestnut  St. 

Elmer  H.  Funk,  6307  Sherwood  Rd.,  Overbrook. 
William  N.  Johnson,  6430  Germantown  Ave. 

Paul  B.  Cassidy,  2037  Pine  St. 

John  A.  O’Connell,  2128  Pine  St. 

William  R.  Watson,  2124  Pine  St. 
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T.  Turner  Thomas,  2009  Spruce  St. 

Howard  A.  McKnight,  241  S.  Thirteenth  St. 

Samuel  A.  Savitz,  1825  Tasker  St. 

John  H.  Musser,  Jr.,  262  S.  Twenty-first  St. 

Abraham  I.  Rubenstone,  1208  Spruce  St. 

Mary  M.  Spears,  Medical  Arts  Bldg. 

Howard  D.  Geisler,  132  W.  Walnut  Lane,  Gtn. 

Arthur  J.  Zimlick,  Greene  and  Rittenhouse  Sts.,  Gtn. 
Charles  E.  Price,  132  W.  Walnut  Lane,  Gtn. 

Thomas  Klein,  250  S.  Eighteenth  St. 

Richard  P.  Wilkinson,  1613  S.  Broad  St. 

D.  Clinton  Guthrie,  722  N.  Fortieth  St. 

William  B.  Scull,  3024  Richmond  St. 

Maurice  J.  Karpeles,  146  W.  Chelten  Ave.,  Gtn. 
Harry  B.  Wilmer,  138  W.  Walnut  Lane,  Gtn. 

Henry  G.  Munson,  2046  Chestnut  St. 

Eugene  C.  Murphy,  1841  S.  Broad  St. 

Moses  Behrend,  1738  Pine  St. 

Walter  S.  Cornell,  1919  Cherry  St. 

Stanley  Q.  West,  6312  Sherman  St. 

Mary  Buchanan,  2106  Chestnut  St. 

Nathan  Blumberg,  1922  Spruce  St. 

William  C.  Ely,  3912  Chestnut  St. 

Seth  A.  Brumm,  818  Stock  Exchange  Bldg. 

J.  Ralston  Wells,  Medical  Arts  Bldg. 

McCluney  Radcliffe,  1906  Chestnut  St. 

F.  Hurst  Maier,  2019  Walnut  St. 

James  H.  Arnett,  2714  N.  Eleventh  St. 

Aaron  L.  Bishop,  5324  Vine  St. 

John  W.  West,  1509  W.  Erie  Ave. 

Henry  F.  Page,  315  S.  Sixteenth  St. 

John  H.  Remig,  805  S.  Twelfth  St. 

C.  A.  E.  Codman,  4116  Spruce  St. 

Francis  H.  Adler,  313  S.  Seventeenth  St. 

Russell  S.  Boles,  1711  Spruce  St. 

H.  Leon  Jameson,  2133  S.  Sixteenth  St. 

Marion  H.  Rea,  Bryn  Mawr. 

Joseph  C.  Doane,  Philadelphia  General  Hospital. 
Orlando  H.  Petty,  6215  Ridge  Ave. 

Collin  Foulkrod,  3910  Chestnut  St. 

G.  Mason  Astley,  5317  Master  St. 

George  A.  Knowles,  4812  Baltimore  Ave. 

Louis  Edeiken,  1923  Spruce  St. 

Ralph  E.  Getelman,  2011  Chestnut  St. 

S.  S.  Greenbaum,  1714  Pine  St. 

L.  Waller  Deichler,  2028  Chestnut  St. 

I.  W.  Hollingshead,  123  S.  Eighteenth  St. 

George  C.  Yeager,  1419  E.  Susquehanna  Ave. 

William  H.  Good,  Olney. 

John  A.  Kolmer,  Cynwyd. 

POTTER  COUNTY 

David  E.  Jacobs,  Coudersport,  Pres. 

Ross  H.  Jones,  Coudersport,  Secy. 

James  T.  Hurd,  Galeton. 

Nathan  W.  Church,  Ulysses. 

A.  Jackson  Colcord,  Port  Allegany. 

SCHUYLKIEE  COUNTY 

Thomas  G.  McGurl,  Minersville,  Pres. 

Arthur  B.  Fleming,  Tamaqua,  Secy. 

T.  Lamar  Williams,  Mt.  Carmel. 

Christian  Gruhler,  Shenandoah. 

George  K.  Merkel,  Minersville. 

John  Rhoades,  Ringtown. 

G.  O.  O.  Santee,  Cressona. 

John  J.  Dailey,  McAdoo. 

SNYDER  COUNTY 

Percy  E.  Whiffen,  McClure,  Pres. 

John  O.  Wagner,  Beaver  Springs,  Secy. 

Russell  W.  Johnston,  Selinsgrove. 

Edward  W.  Toole,  Selinsgrove. 

A.  Jerome  Herman,  Middleburg. 

SOMERSET  COUNTY 

Milton  U.  McIntyre,  Boswell,  Pres. 

H.  Clay  McKinley,  Meyersdale,  Secy. 


William  P.  Shaw,  Berlin. 

Clinton  T.  Saylor,  Rockwood. 

Charles  I.  Shaffer,  Ralphton. 

SUEEIVAN  county 

Martin  E.  Herrmann,  Dushore,  Pres. 

Philip  G.  Biddle,  Dushore,  Secy. 

Justin  L.  Christian,  Harrisburg. 

Carl  M.  Bradford,  Canton. 

Philip  G.  Biddle,  Dushore. 

SUSQUEHANNA  COUNTY 

Robert  B.  Mackey,  Montrose,  Pres. 

Edward  R.  Gardner,  Montrose,  Secy. 

TIOGA  COUNTY 

Harry  A.  Vosburg,  Arnot,  Pres. 

Solomon  P.  Hakes,  Tioga,  Secy. 

Lloyd  G.  Cole,  Blossburg. 

Farnham  H.  Shaw,  Wellsboro. 

Hiram  Z.  Frisbie,  Elkland. 

UNION  COUNTY 

Amos  V.  Persing,  Allenwood,  Pres. 

Charles  A.  Gundy,  Lewisburg,  Secy. 

Harry  R.  Thornton,  Lewisburg. 

Charles  H.  Dimm,  Mifflinburg. 

John  M.  Arbogast,  Lewisburg. 

VENANGO  county 

Paul  E.  Cunningham,  Franklin,  Pres. 

John  F.  Davis,  Oil  City,  Secy. 

Frank  E.  Coughlin,  Franklin. 

H.  S.  D.  Mock,  Clintonville. 

WARREN  COUNTY  ( WARREN ) 

Richard  B.  Stewart,  214  Liberty  St.,  Pres. 

Roy  L.  Young,  306  Third  Ave. 

Christian  J.  Frantz,  128  Pennsylvania  Ave.,  W. 
Robert  B.  Mervine,  Sheffield. 

Erwin  S.  Briggs,  32  Water  St. 

WASHINGTON  COUNTY 

Audley  O.  Hindman,  Burgettstown,  Pres. 

Charles  C.  Cracraft,  Claysville,  Secy. 

William  D.  Martin,  Dunn’s  Station. 

James  H.'  Corwin,  Washington. 

J.  Frank  Donahoo,  Washington. 

Clarence  Crumrine,  Washington. 

George  B.  Woods,  Washington. 

Francis  A.  Hare,  Washington. 

WAYNE  COUNTY 

Frank  I.  Smith,  Shohola,  Pres. 

Hugh  Stevenson,  111,  Waymart,  Secy. 

Fxlward  O.  Bang,  South  Canaan. 

Fred  W.  Powell,  Honesdale. 

Harry  B.  Ely,  Honesdale. 

WESTMORELAND  COUNTY 

Myers  W.  Horner,  Mount  Pleasant,  Pres. 

Charles  D.  Ambrose,  Ligonier,  Secy. 

R.  E.  Lee  McCormick,  Irwin. 

John  S.  Anderson,  Greensburg. 

H.  Ney  Prothero,  Jeannette. 

Walter  M.  Bortz,  Greensburg. 

B.  Houghwout,  Derry. 

Thomas  St.  Clair,  Latrobe. 

WVCOMING  COUNTY 

T.  Oliver  Williams,  Tunkhannock,  Pres. 

Herbert  L-  McKown,  Tunkhannock,  Secy. 
William  W.  Lazarus,  Tunkhannock. 

T.  Oliver  Williams,  Tunkhannock. 

YORK  COUNTY  (yORK). 

Bernard  W.  Shirey,  141  E.  Market  St.,  Pres. 
Pius  A.  Noll,  117  S.  George  St.,  Secy. 
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Alfred  A.  Long,  34  S.  Beaver  St. 

James  C.  May,  1207  N.  George  St. 
James  P.  Paul,  300  N.  Hartley  St. 

W.  Frank  Gemmill,  135  E.  Market  St. 

N.  Allen  Overmillef,  East  Prospect. 
Anton  C.  Sorensen,  741  E.  Market  St. 


REPORTS  OF  OFFICERS  AND 
COMMITTEES 


REPORT  OF  THE  SECRETARY 

To  the  President  and  House  of  Delegates: 

MEMBERSHIP 

The  total  paid  membership  August  17,  1924,  was 
7,253 ; the  total  paid  membership  August  17,  1925,  was 
7,354,  with  the  following  component-society  distribution 
for  1924  and  1925,  respectively : Adams  County,  25,  27 ; 
Allegheny  County  1,243,  1,259;  Armstrong  55,  56; 
Beaver,  68,  80;  Bedford,  16,  14;  Berks,  133,  132; 
Blair,  90,  98;  Bradford,  44,  45;  Bucks,  75,  68;  But- 
ler, 54,  53  ; Cambria,  140,  148 ; Carbon,  27,  30 ; Center, 
26,  24;  Chester,  71,  74;  Clarion,  28,  28;  Clearfield, 
67,  70;  Clinton,  24,  26;  Columbia,  37,  37;  Crawford, 
48,  48;  Cumberland,  32,  33;  Dauphin,  152,  156;  Del- 
aware, 92,  99;  Elk,  23,  21;  Erie,  133,  135;  Fayette, 
124,  133;  Franklin,  52,  51;  Greene,  26,  28;  Hunting- 
don, 39,  37;  Indiana,  60,  54;  Jefferson,  53,  51  ; Juniata, 
13,  13;  Lackawanna,  233,  210;  Lancaster,  124,  126; 
Lawrence,  56,  57 ; Lebanon,  35,  33 ; Lehigh,  102,  108 ; 
Luzerne,  247,  255;  Lycoming,  109,  109;  McKean,  38, 
37;  Mercer,  71,  73;  Mifflin,  25,  26;  Monroe,  12,  14; 
Montgomery,  140,  150;  Montour,  22,  24;  Northampton, 
140,  130;  Northumberland,  56,  62;  Perry,  14,  15; 
Philadelphia,  1,942,  1,947 ; Potter,  14,  15 ; Schuylkill, 
131,  135;  Snyder,  8,  8;  Somerset,  45,  45;  Sullivan, 
7,  7;  Susquehanna,  17,  19;  Tioga,  30,  31;  Union,  15, 
15 ; Venango  55,  45 ; Warren,  48,  43 ; Washington, 
122,  136;  Wayne,  28,  29;  Westmoreland,  143,  139; 
Wyoming,  12,  12;  York,  115,  121. 

During  the  year  we  lost  ninety-two  of  our  members 
by  death,  fifteen  by  removal,  and  thirty-seven  by  resig- 
nation. 

Ten  societies  show  no  change  in  membership ; thirty- 
seven,  a gain ; sixteen,  a loss. 

The  following  county  societies  show  an  encouraging 
growth  in  membership  for  the  year:  Beaver,  Blair, 

Cambria,  Delaware,  Fayette,  Montgomery,  Northum- 
berland, Washington  and  York : while  as  much  can  not 
be  said  for  Bedford,  Lackawanna,  and  Venango  County 
Societies. 

MEDICAL  DEFENSE 

Approved  applications  for  defense  against  suits  for 
alleged  malpractice  since  September  1,  1924,  total  eight, 
numbering  from  case  No.  173  to  180,  inclusive. 

Case  No.  173. — Application  dated  September  10,  1924. 
Alleged  enucleation  of  eye  without  consent.  Attorney 
first  retained  by  plaintiff  said  to  have  abandoned  the 
case  when  confronted  with  laboratory  findings.  Case 
said  to  have  been  accepted  since  by  another  attorney. 
No  bill  of  complaint  has  been  filed. 

Case  No.  174. — Application  dated  October  7,  1924. 
Alleged  failure  to  diagnose  and  properly  treat  fractured 
acetabulum.  No  x-ray  pictures  taken.  Statement  of 
claim  filed  October  3,  1924.  Appearance  made  in  court. 

Case  No.  175. — Application  dated  October  31,  1924. 
Alleged  unskilled  treatment  of  fracture  of  femur.  No 
4 


x-ray  pictures  were  made  immediately  after  adjust- 
ment. Appearance  made  in  court. 

Case  No.  176. — Application  dated  October  31,  1924. 
Codefendant  with  member  described  as  case  No.  175. 

Case  No.  177. — Application  dated  December  26,  1924. 
Alleged  severing  of  ureter  during  pelvic  operation. 
Summons  served  December  19,  1924.  Appearance  made 
in  court. 

Case  No.  178. — Application  dated  January  16,  1925. 
Alleged  failure  to  recognize  fracture  of  femur.  The 
defendant  sfates  that  plaintiff  refused  to  go  to  hospital 
and  refused  x-ray  examination. 

Case  No.  179. — Application  dated  October  21,  1924. 
Alleged  carelessness  resulting  in  x-ray  burn. 

Case  No.  180. — Application  dated  January  15,  1925. 
Bladder  injury  during  pelvic  operation.  Second  opera- 
tion for  the  repair  of  resulting  vesicovaginal  fistula 
successful,  but  head  of  self-retaining  catheter  later  be- 
came detached  in  bladder.  Patient  refused  operation 
for  removal.  Bill  of  complaint  not  filed. 

There  have  been  the  usual  number  of  requests,  aver- 
aging three  or  four  annually,  for  advice  regarding 
threatened  suit,  and  in  some  instances  requests  for 
application  blanks  upon  which  to  date  no  action  has 
been  taken. 

The  following  cases  have  been  closed  during  the  past 
year: 

Case  No.  147.  Plaintiff  died. 

Case  No.  155.  Compulsory  nonsuit.  Defendant  mem- 
ber writes ; “The  case  was  ably  handled  by  the  attor- 
neys selected  by  the  State  Medical  Society.  I am  very 
grateful  for  the  Society’s  participation  in  the  case.” 

Case  No.  165.  With  the  consent  of  the  Committee 
of  Council,  case  settled  by  defendant'  paying  .^600  and 
costs,  the  jury  taking  a verdict  in  favor  of  the  defend- 
ant. Plaintiff  in  this  case  alleged  treatment  for  dis- 
location of  shoulder  joint  and  failure  to  diagnose 
fracture  into  joint.  No  x-ray  pictures  had  been  taken. 

C.'tsE  No.  169.  After  the  jury  had  been  chosen,  plain- 
tiff sought  cash  settlement,  which  was  refused.  Plaintiff 
suffered  voluntary  nonsuit  and  is  under  bond  to  pay 
court  costs. 

During  the  past  year  we  have  actually  expended 
$425  in  the  defense  of  our  members,  this  amount  con- 
trasting favorably  with  an  average  expenditure  of 
$1,321  per  year  during  the  preceding  five  years. 

Recognizing  the  almost  utter  futility  of  attempting 
to  defend  alleged  malpractice  in  the  treatment  of  frac- 
ture, dislocation,  or  foreign-body  cases  in  which  ade- 
quate x-ray  pictures  were  not  taken  before  and  after 
t’.eatment,  our  Board  of  Trustees,  advised  by  the  Coun- 
selor for  the  State  Society,  has  created  and  distributed 
for  use  release  blanks,  relieving  of  legal  responsibility, 
when  properly  executed,  members  in  attendance  upon 
the  above-mentioned  class  of  cases  where  x-ray  pictures 
for  any  reason  are  not  made. 

FELLOWSHIP  IN  THE  AMERICAN  MEDICAL 
ASSOCIATION 

Membership  in  the  Medical  Society  of  the  State  of 
Pennsylvania  automatically  conveys  membership  in  the 
American  Medical  Association.  Fellowship  in  the  Asso- 
ciation, however,  is  available  to  members  of  the  Asso- 
ciation only  upon  formal  application  and  the  payment 
of  an  annual  Fellowship  fee  of  $5.00,  which  pays  for  a 
year’s  subscription  to  the  weekly  Journal  of  the 
American  Medical  Association.  Members  of  the 
Association  who  are  not  Fellows  are  not  eligible  to 


894 


THE  ATLANTIC  MEDICAL  JOURNAL 


Septbmber,  1925 


register  at  annual  meetings,  take  part  in  scientific  dis- 
cussions, or  hold  office  in  the  Association. 

On  December  31,  1924,  7,366  members  of  the  Medical 
Society  of  the  State  of  Pennsylvania  were  members 
of  the  American  Medical  Association,  but  of  this  num- 
ber only  4,529  were  Fellows  of  the  Association,  not- 
withstanding the  fact  that  6,884  Pennsylvania  physicians 
were  subscribers  to  the  Journal  of  the  American  Medi- 
cal Association.  It  is  apparent  that  several  hundred 
members  of  our  Society,  at  that  time  subscribers  to 
the  Jotmval  A.  M.  A.,  were  not  Fellows  of  the  American 
Medical  Association  solely  for  the  reason  that  they 
had  not  made  formal  application. 

Application  blanks  may  be  had  upon  request  to  this 
office  or  the  office  of  the  Secretary  of  the  American 
Medical  Association,  535  No.  Dearborn  Street,  Chicago, 
111. 

PROPOSED  amendments 

Proposed  amendments  to  the  Constitution  and  By- 
Laws  published  in  the  June,  1925,  Atlantic  Medical 
Journal,  include  the  following: 

Constitution. — Article  5,  regarding  the  composition 
of  the  House  of  Delegates,  to  be  amended  as  follows : 
Adding  after  the  word  “Treasurer”  the  words  “and 
the  Ex-Presidents  of  this  Society.”  If  this  amendment 
is  adopted,  the  ex-presidents  of  this  Society  will  become 
ex-officio  members  of  the  House  of  Delegates  without 
the  right  to  vote. 

Constitution — Article  9,  Section  2,  regarding  allot- 
ments to  the  Medical  Defense  Fund,  to  be  amended  by 
striking  out  the  word  “shall”  in  the  second  line  and 
inserting  the  word  “may.”  The  Medical  Defense  Fund 
will,  October  1st,  1925,  contain  approximately  $33,000, 
the  annual  income  from  same  being  approximately 
$1,300.  The  average  expenditures  to  meet  the  de- 
mands upon  this  fund  during  the  past  five  years  have 
been  $564.  It  is  believed  that  the  Board  of  Trustees 
should  be  permitted  to  abandon,  until  the  demands  upon 
the  fund  are  increased,  further  allotments,  enabling 
them  thereby  to  increase  allotments  to  the  Medical  Be- 
nevolence and  Endowment  Funds.  If  amended.  Section 
2,  Article  9,  will  read  in  part  as  follows : “Each  year, 
out  of  the  funds  of  this  Society,  the  Trustees  may 
appropriate  a sum,  not  to  exceed  one  dollar,  for  each 
member,  to  be  set  aside  by  the  Treasurer  as  a special 
fund  to  be  known  as  the  Medical  Defense  Fund ” 

By-Laws — Chapter  5,  Section  5,  regarding  the  bond- 
ing of  the  Treasurer,  to  be  amended  by  striking  out 
the  words  “the  sum  of  $15,000”  and  inserting  the 
words  “an  appropriate  amount.”  It  is  believed  that  the 
amount  of  the  bond  required  by  the  Treasurer  should  not 
be  fixed  specifically  but  should  be  left  to  the  judgment 
of  the  Board  of  Trustees.  If  this  amendment  is  adopted, 
the  section  will  read  in  part  as  follows : “He  (the 
Treasurer)  shall  give  bond  of  a surety  company  in 
an  appropriate  amount  for  the  faithful  performance 
of  his  duties.” 

By-Laws — Chapter  5,  Section  7,  sixth  paragraph,  re- 
garding scheduled  meetings  of  the  Board  of  Trustees, 
to  be  amended  by  inserting  between  the  words  “De- 
cember” and  “February”  the  word  “and,”  and  before  the 
word  “May”  insert  the  words  “the  second  Tuesday  of.” 
Experience  in  recent  years  has  demonstrated  that  meet- 
ings of  two  national  medical  organizations  frequently 
occur  the  first  Tuesday  in  May,  thereby  preventing  the 
attendance  of  the  members  of  the  Board  of  Trustees 
upon  the  national  society  meetings  referred  to.  If  this 


amendment  is  adopted.  Chapter  5,  Section  7,  sixth 
paragraph,  will  read  in  part  as  follows : “Regular  meet- 
ings of  the  Board  shall  be  held  immediately  after  the 
annual  session  of  this  Society  and  on  the  first  Tuesday 
in  the  months  of  December  and  February  and  the  sec- 
ond Tuesday  of  May  of  each  year.” 

MEDICAL  benevolence  FUND 

Each  member  of  the  Society  received  in  the  March 
number  of  the  Journal  a full-page  yellow  insert  de- 
scriptive of  the  plans,  needs,  and  hopes  of  the  Benevo- 
lence Fund,  and  including  formal  provision  for  making 
contributions  and  bequests.  The  cost  of  the  insert  sent 
to  each  of  our  more  than  seven  thousand  members  was 
$47.  In  response,  one  individual  member  contributed 
$10. 

This  reaction  of  our  membership  to  the  opportunity 
to  contribute  to  the  Benevolence  Fund  might  be  inter- 
preted as  indicative  of  complete  satisfaction  with  the 
method  of  accumulating  funds  by  the  allotment  system 
alone.  Before  the  above-mentioned  insert  was  issued, 
two  individual  members  had  made  contributions  to  the 
fund;  and  since  its  issue,  two  component  societies  have 
made  contributions. 

PERIODIC  health  Examinations 

The  action  of  the  1925  House  of  Delegates  of  the 
American  Medical  Association,  discouraging  service  by 
members  of  the  Association  as  examiners  for  commer- 
cialized health  institutes,  serves  to  emphasize  the  rapid- 
ly growing  conviction  that  aside  from  ethical  reasons 
for  discouraging  such  connection,  the  fact  remains  that 
the  only  means  of  extending  intelligent  advice  based  on 
physical  findings  is  through  the  family  physician.  It  is 
obvious  that  he,  having  the  advantage  of  acquaintance- 
ship with  the  examinee’s  history,  may  more  intelligently 
give  sickness-prevention  advice  than  an  office  organiza- 
tion at  a distant  point  may  give  similar  advice  based 
on  the  findings  of  a strange  physician. 

It  is  clearly  the  duty  of  our  members,  therefore,  to 
be  prepared  to  make  adequate  periodic  health  examina- 
tions if  our  people  are  to  have  the  best  possible  service 
and  our  members  are  to  retain  their  most  useful  eco- 
nomic relation  to  their  clientele;  namely,  individuality. 
We  commend  to  our  membership  the  use  of  the  health- 
examination  blank  designed  by  our  Committee  on  Public 
Relations  and  obtainable  through  the  office  of  the 
undersigned  or  the  Journal. 


FINANCIAL  REPORT 

GENERAL  FUND 

receipts 


Balance  on  hand  Sept.  1,  1924  $16,845.13 

Membership  allotment  (7,354  members)  31,624.83 
Journal,  Commercial  Exhibit,  Rents  ....  16,249.11 

Refund  from  money  advanced  Manager.  . 150.05 

Interest  on  deposit  to  May  27,  1925 

(this  fund)  220.87 

Reimbursement  from  Medical  Defense 
Fund  for  Vouchers  Nos.  97,  112,  127, 

173,  174,  204  928.63 

Reimbursement  from  Medical  Benevolence 
Fund  for  Vouchers  Nos.  43,  69,  169, 

175,  229  772.17 

For  investment  from  Medical  Defense, 

Medical  Benevolence  and  Endowment 

Funds  19,325.00 

Transfer  of  this  fund  from  U.  S.  National 
Bank,  Johnstown,  to  People’s  Savings  & 

Trust  Co.,  Pgh 2,448.11 

Transfer  of  Medical  Defense,  Medical 
Benevolence  and  Endowment  Funds 
from  U.  S.  National  Bank,  Johnstown, 
to  People’s  Savings  & Trust  Co.,  Pgh.  19,101.32 

$107,665.22 
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DISBURSEMENTS 

Current  Expenditures; 

Printing  and  mailing 

Journal  $18,461.56 

Salaries  11,960.00 

Rent  , 1,440.00 

Annual  Session  4,915.85 

Travel  Expense  931.43 

Other  items  8,532.43 

^$46,241.27 

Transferred  from  this  fund  to  Special 

Account  10,000.00 

Transfer  of  this  account  from  Johnstown 

bank  to.  Pittsburgh  bank  2,448.11 

Transfer  of  Funds  from  Johnstown  bank 

to  Pittsburgh  bank  19,101.32 

Investment  of  Funds  19,325.00 

$97,115.70 

GENERAL  FUND— SPECIAL  ACCOUNT 

Transferred  from  General  Fund  Checking 

Account  to  draw  4%  interest  $10,000.00 

Interest  to  April  25,  1925  200.00 

$10,200.00 

ENDOWMENT  FUND 

RECEIPTS 


Balance  on  hand  Sept.  1,  1924  $641.21 

Transferred  from  General  Fund  (net  in- 
come from  rents)  576.00 

Transferred  from  Medical  Benevolence 

Fund  (Adjustment  funds  invested)  ..  171.35 

Transferred  from  General  Fund  (Ad- 
justment of  Funds  invested)  7.10 

Interest  on  investments  255.00 

Interest  on  bank  deposits  to  April  1,  1925  11.50 

$1,662.16 

DISBURSEMENTS 

For  investment  $675.00 


MEDICAL  DEFENSE  FUND 

RECEIPTS 

Balance  on  hand  Sept.  1,  1924  $10,350.54 

Received  from  membership  allotment  ..  1,859.49 

Maturity  of  investment  in  Wilkes-Barre 

bonds  3,000.00 

Interest  on  bank  deposits  to  April  1,  1925  189.68 

Interest  on  investments  1,113.75 

Transferred  from  Medical  Benevolence 

Fund  (Adjustment  funds  invested)  ..  87.33 

Balance  remaining  after  purchase  of 

securities  50.08 

$16,650.87 


DISBURSEMENTS 


For  investment  $13,750.00 

In  payment  of  vouchers  Nos.  97,  112, 

127,  173,  174,  204  928.63 

$14,678.63 


MEDICAL  BENEVOLENCE  FUND 


RECEIPTS 


Balance  on  hand.  Sept.  1,  1924  $3,433.69 

Received  from  membership  allotment  ..  3,695.68 

Maturity  of  Investment  in  Wilkes-Barre 

bond  1,000.00 

Interest  on  bank  deposits  to  April  1,  1925  72.42 

Interest  on  investments 699.75 

Contributions 


H.  C.  Frontz  $50.00 

Edith  MacBride  iLoO 

G.  D.  Bliss  10.00 

Montgomery  Co.  Society  50.00 


Clinton  Co.  Society  ...  25.00  150.00 

$9,051.54 

DISBURSEMENTS 

For  investment  $5,158.68 

In  payment  of  vouchers  Nos.  43,  69,  169, 

175,  229  772.17 

. $5,930.85 


DISBURSEMENTS 

1924 

Order 

No. 

1.  Oct.  7,  by  cash,  Dr.  H.  C.  Frontz,  Travel  Ex- 

pense, President  $85.20 

2.  Oct.  7,  by  cash.  Evangelical  Press,  Printing 

Annual  Member.ship  list  267.78 

3.  Oct.  7,  by  cash.  Dr.  H.  B.  Gibby,  Travel  Ex- 

pense, Commission  on  Compensation  Law  ....  33.65 

4.  Oct.  7,  by  cash.  Dr.  M.  A.  Slocum,  Travel  Ex- 

pense, Commission  on  Compensation  Law  ...  150.37 


Order 

No. 

5.  Oct.  7,  by  cash,  American  Surety  Co.,  Premium, 

Bond  of  Treasurer  

6.  Oct.  7,  by  cash.  Dr.  F.  L.  Van  Sickle,  Ex- 

pense, Committee  on  Public  Relations  

7.  Oct.  7,  by  cash.  Peoples’  Savings  & Trust  Co., 

Transfer  of  Funds  from  U.  S.  National  Bank 

8.  Oct.  7,  by  cash,  American  Surety  Co.,  Premium, 

Bond  of  Secretary  

9.  Oct.  7,  by  cash.  Dr.  T.  G.  Simonton,  Expense, 

1924  Session  

10.  Oct.  7,  by  cash.  Evangelical  Press,  Balance 

due.  Sept.  Journal  

11.  Oct.  T,  by  Cash,  Jenkins  Arcade  Co.,  October 

rent  

12.  Oct.  7,  by  cash,  John  L.  Pomering,  printing 

registration  cards  

13.  Oct.  7,  by  cash,  St.  Louis  Button  Co.,  1924 

badges  

14.  Oct.  7,  by  cash.  Dr.  E.  W.  Willetts,  Expense, 

Com.  on  Laboratories  

15.  Oct.  7,  by  cash.  Dr.  S.  R.  Haythorn,  Exp., 

Com.  on  Laboratories  

16.  Oct.  7,  by  cash.  Dr.  F.  L.  Van  Sickle,  Petty 

Cash  Account  

17.  Oct.  7,  by  cash.  National  Printing  Co.,  Program 

StlclC€TS  «••«•••••••••••••••••••••••«•••••• 

18.  Oct.  8,  by  casL  R^jah  'Temple,  Rental  and 

Watchman  

19.  Oct.  8,  by  Cash,  Dr.  J.  E.  Livingood,  Secy’s 

Conference  Dinner  

20.  Oct.  9,  by  cash,  F.  E.  Dillan,  Reporting  (on 

account)  

21.  Oct.  9,  by  cash,  Estella  Kramer,  Refreshments, 

Pres.  Reception  

22.  Oct.  13,  by  cash,  Ida  L.  Little,  Expense,  Regis- 

tration Desk  

23.  Oct.  13,  by  cash.  Dr.  W.  F.  Donaldson,  Secy., 

Expense  Reading  Session  

24.  Oct.  13,  by  cash,  Mary  S.  Blair,  Expense, 

Reading  Session  

25.  Oct.  13,  by  cash.  Hyacinth  Beard,  Expense, 

Reading  Session  

26.  Oct.  13,  by  cash.  Dr.  F.  L.  Van  Sickle,  Exec. 

Secy.,  Expense,  Reading  Session  

27.  Oct.  13,  by  cash.  Hen.  Johnston,  Erecting  booths, 

1924  session  

28.  Oct.  13,  by  cash.  Evangelical  Pres.s,  Printing 

Official  Programs  and  Transactions,  Postage 

29.  Oct.  13,  by  cash.  Evangelical  Press,  Printing 

Periodic  Health  Examination  Blanks  . 

30.  Oct.  13,  by  cash.  Evangelical  Press,  Printing  300 

reprints.  Report  of  Committee  on  Morticians 

31.  Oct.  13,  by  cash,  James  H.  Baldwin,  Expense, 

1924  Session  

32.  Oct.  13,  by  cash.  Dr.  W.  F.  Donaldson,  Reim- 

bursement of  cash  paid  to  assistant  at  Regis- 
tration Desk  

33.  Oct.  15,  by  cash.  Dr.  F.  L.  Van  Sickle,  Salary, 

Executive  Secy 

34.  Oct.  15,  by  cash,  Mary  S.  Blair,  Salary,  Busi- 

ness Manager  

35.  Oct.  15,  by  cash,  Hyacinth  Beard,  Salary, 

Stenographer  

36.  Oct.  15,  by  cash.  Dr.  F.  L.  Van  Sickle,  Agent, 

October  Rent  

37.  Oct.  15,  by  cash.  Dr.  J.  B.  Lowman,  Treas.,  In- 

vestment B.  & L.,  Endowment  Fund  

38.  Oct.  15,  by  cash,  Mary  Hunter,  Salary,  Stenog- 

rapher   

39.  Oct.  15,  by  cash,  W.  Earl  Boyer,  Orchestra, 

Pres.  Reception  

40.  Oct.  15,  by  cash.  Dr.  J.  M.  Quigley,  Expense, 

Trustee  and  Councilor  

41.  Oct.  15.  by  cash.  Steel’s  Industrial  Picture  Serv- 

ice, Rental  of  stereopticon  and  moving-picture 
machines  

42.  Oct.  20,  by  cash.  Evangelical  Press,  Printing 

October  Journal  

43.  Oct.  20,  by  cash.  Dr.  E.  B.  Heckel,  Treas.,  Int. 

on  Med.  Benev.  Fund  

44.  Oct.  20,  by  cash.  Dr.  C.  H.  Smith,  Guest, 

Pediatric  Section  

45.  Oct.  20,  by  cash.  Dr.  H.  H.  Tenks,  Reim- 

bursement, Hotel  bill  of  Dr.  C.  H.  Smith, 
Guest,  1924  Session  

46.  Oct.  20,  by  cash.  Dr.  R.  E.  Farr,  Guest,  Surgical 

Section  

47.  Oct.  24,  by  cash.  People’s  Savings  & Trust  Co., 

Transfer  of  (General  Fund  

48.  Oct.  24,  by  cash.  People’s  Savings  & Trust  Co., 

Tran.sfer  of  Medical  Defense  Fund  

49.  Oct.  24,  by  cash.  People’s  Savings  & Trust  Co., 

Transfer  of  Medical  Benevolence  Fund  .... 

50.  Oct.  24,  by  cash.  People’s  Savings  & Trust  Co., 

Transfer  of  Endowment  Fund 

51.  Nov.  7,  by  cash,  C.  B.  Longenecker,  Expense, 

Asst.  Secy.,  1921  Session  

52.  Nov.  7,  by  cash,  William  Engelbach,  Guest, 

General  Meeting  

53.  Nov.  7,  by  cash.  Irene  H.  Snvder,  Reporting, 

1924  Session.  Section  on  .Medicine 

54.  Nov.  7,  by  cash.  Wall  & Ochs,  Refund  

55.  Nov.  7,  by  cash.  J.  L.  Pomering,  Printing  letter- 

heads and  1924-1925  triplicate  receipt  books  .. 

56.  Nov.  7,  by  cash.  J.  J.  Maglauchlin,  Painting 

roof.  Headquarters  


$37.50 

9.20 

10,000.00 

12.50 

27.00 

524.01 

30.00 
6.50 

103.95 

31.83 

31.83 

300.00 

4.00 
1,812.00 

62.00 

100.00 

54.00 
59.14 
30.63 
32.12 

30.39 
77.38 

650.00 
279.84 

26.00 
28.20 
29.10 

20.00 

416.66 

166.66 

110.00 

90.00 

100.00 

85.00 

66.00 

65.40 

170.00 
1,161.11 

195.50 
12.05 

6.00 

120.00 

2,448.11 

13,675  57 
4,774.08 
651.67 
29.08 

119.02 

235.00 

10.00 

180.50 
23.00 
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Order 

No. 

57.  Nov.  7,  by  cash,  Dr.  F.  L.  Van  Sickle,  Exec. 

Secy.,  Nov.  Salary  $416.66 

58.  Nov.  7,  by  cash,  Mary  S.  Blair,  Nov.  Salary, 

Business  Manager  166.66 

59.  Nov.  7,  by  cash,  Hyacinth  Beard,  Nov.  Salary, 

Stenographer  110.00 

60.  Nov.  7,  by  cash.  Dr.  F.  L.  Van  Sickle,  Agent, 

November  Rent  90.00 

61.  Nov.  7,  by  cash,  Mary  Hunter,  Nov.  Salary, 

Stenographer  85.00 

62.  Nov.  7,  by  cash,  Teukins  Arcade  Co.,  November 

Rent  30.00 

63.  Nov,  7,  by  cash,  Jenkins  Arcade  Co.,  December 

Rent  30.00 

64.  Nov.  7,  by  cash,  Dr.  J.  B.  Lowman,  Treas., 

B.  & L.  Inv.  End.  Fund  100.00 

65.  Nov.  10,  by  cash,  Master  Reporting  Co.,  Report- 

ing House  of  Delegates  and  Board  of  Trustees  119.96 

66.  Nov.  18,  by  cash,  Dr.  G.  M.  Dorrance,  Expense, 

1924  Session  17.50 

67.  Nov.  18,  by  cash,  Evangelical  Press,  Printing 

Nov.  Journal  1,337.46 

68.  Nov.  18,  by  cash,  E'^angelical  Press,  Printing 

reprints.  Commission  on  Cancer  25.10 

69.  Nov.  18,  by  cash,  Dr.  E.  B.  Heckel,  Treas.,  Int. 

Med.  Benev.  Fund  157.24 

70.  Dec.  1,  by  cash,  F.  E.  Dillan,  Balance,  Re- 

porting General  and  Eye,  Ear,  Nose  and 

Throat  Sections  210.00 

71.  Dec.  1,  by  cash,  Dr.  T.  B.  Futcher,  Guest, 

Medical  Section  30.00 

72.  Dec.  1,  by  cash.  Dr.  A.  Zingher,  Guest,  Medical 

Section  26.00 

73.  Dec.  1,  by  cash,  M.  C.  Repp,  Reporting,  Section 

on  Surgery  125.00 

74.  Dec.  1,  by  cash.  Evangelical  Press,  Printing  Re- 

prints. Report  of  Committee  to  Confer  with 
Morticians  18.20 

75.  Dec.  1,  by  cash.  Dr.  F.  L.  Van  Sickle,  Exec. 

Sec}'.,  Salary  416.66 

76.  Dec.  1,  by  cash,  Mary  S.  Blair,  Business  Man- 

ager, Salary  166.66 

77.  Dec.  1.  by  cash,  Hyacinth  Beard,  Salary,  Stenog- 

rapher   110.00 

78.  Dec.  1,  by  cash,  Mary  lJunter,  Salary,  Stenog- 

rapher   85.00 

79.  Dec.  1,  hy  cash.  Dr.  W.  F.  Donaldson,  Secy., 


^uetrici  ly  y . . vu 

80.  Dec.  1,  by  cash.  Dr.  J.  B.  Lowman,  Treas,, 

Quarterly  Salary  62.50 

81.  Dec.  1,  by  cash,  Mr.  B.  J.  Myers,  Eegal  Counsel, 

Quarterly  Salary  75.00 

82.  Dec.  1.  by  cash,  Ida  L.  Little,  Stenographer, 

Quarterly  Salary  75.00 

83.  Dec.  1.  by  cash.  Dr.  J.  B.  Lowman,  Treas., 

B.  & L.  Inv.  End.  Fund  100.00 

84.  Dec.  1,  by  cash,  Jenkins  Arcade  Co.,  January 

rent  30.00 

85.  Dec.  1,  by  cash.  Dr.  F.  L.  Van  Sickle,  Agent, 

December  rent  90.00 

86.  Dec.  1,  by  cash.  Evangelical  Press,  Binding 

Tour^als,  6 vol 18.00 

87.  Dec.  16,  by  cash.  Dr.  H.  W.  Mitchell,  Expense, 

Trustee  and  Councilor  27.36 

88.  Dec.  16,  bj’  cash,  J,  L.  Pomering,  Printing 

stationery  104./86 

89.  Dec.  16.  by  cash,  E-  S.  Joseph,  Insurance  furni- 

ture. Headquarters  7.32 

90.  Dec.  16,  by  cash.  Edward  Martin,  Expense, 

Comm.  Public  Relations  14.25 

91.  Dec.  22.  by  cash,  Lincoln  Trust  Co.,  Purchase 

of  Bonds  19,325.00 


1925 


92.  Jan.  .'i  by  cash,  Mayo  Clinic,  Expense,  Dr.  P. 

S.  Hench,  Guest,  1924  Session  169.79 

93.  Jan.  5.  by  cash.  Dr.  J.  B.  F.  Wyant,  Expense, 

Trustee  and  Councilor  98.46 

94.  Jan.  5.  by  cash.  Dr.  W.  F.  Donaldson,  Expense, 

Secretary  44.86 

95.  Jan.  .5.  by  cash.  Grant  E.  Bell,  Auditing  ......  334.82 

96.  Jan.  5.  by  cash.  Janies  A.  Walker,  Preparation, 

One-Board  Bill  500.00 

97.  Jan.  5,  by  cash.  Mcllvaine,  Williams  and  Mc- 

Creigbt,  Services,  Medical  Defense  Case  No. 

155  150.00 

98.  Jan.  5,  bv  cash.  U.  S.  National  Bank,  Safe- 

Deposit-Box  Rental  3.00 

99.  Jan.  5.  by  cash.  Hyacinth  Beard,  Expense,  Meet-_ 

imt.  Board  of  Trustees,  Minutes  ’ 9.75 

100.  Jan.  5.  Iiy  cash.  William  Wood  & Co.,  Books, 

Reference  Library  9.01 

101.  Jan.  5.  by  cash.  W.  B.  Saunders  Co.,  Books, 

Reference  Library  50.00 

102.  Jan.  5.  by  cash,  John  L.  Pomering,  Printing 

voucher  checks  12.50 

103.  Jan.  5.  by  cash.  Dr.  F.  L.  Van  Sickle,  Exec. 

Secy.,  Salary  416.66 

104.  Jan.  5,  bv  cash,  Mary  S.  Blair,  Business  Man- 

ager. Salary  166.66 

105.  Jan.  5.  by  cash.  Hyacinth  Beard,  Stenographer, 

Salary  110.00 

106.  Jan.  5.  by  cash,  Mary  Hunter,  Stenographer, 

Salary  90.00 


Order 

No. 

107.  Jan.  5,  hy  cash,  Jenkins  Arcade  Co.,  February 

rent  

108.  Jan.  5.  by  cash,  Dr.  F.  L.  Van  Sickle,  Agent, 

January  Rent  

109.  Jan.  5,  hy  cash,  Dr.  J.  B.  Lowman  Treas.,  B. 

& L.  Inv.  End.  Fund  

110.  Jan.  10,  by  cash.  Evangelical  Press,  Printing 

December  Journal  

111.  Jan.  10,  by  cash.  Dr.  J.  N.  Henry,  Travel  Ex- 

pense, President  

112.  Jan.  12,  by  cash,  Sherhine  & Storey,  Services, 

Med.  Def.  Case  177  

113.  Jan.  12,  by  cash,  Harrisburg  Bureau  of  Water, 

new  water  meter  

114.  Jan.  19,  by  cash.  Evangelical  Press,  Printing 

January  Journal  

115.  Feb.  5,  by  cash.  Dr.  F.  L.  Van  Sickle,  Exec. 

Secy.,  Salary  

116.  Feb.  5,  by  cash,  Mary  S.  Blair,  Business  Man- 

ager, Salary  

117.  Feb.  5,  by  cash.  Hyacinth  Beard,  Stenographer, 

Salary  

118.  Feb.  5,  by  cash,  Mary  E.  Hunter,  Stenographer, 

119.  Feb.  5,  by  cash.  Dr.  F.  L.  Van  Sickle,  Agent, 

February  rent  

120.  Feb.  5,  by  cash,  Jenkins  Arcade  Co.,  March 

rent  

121.  Feb.  5,  by  cash,  J.  L.  Pomering,  Printing  Presi- 

dent’s .stationery  

122.  Feb.  5,  by  cash,  Dr.  J.  B.  Lowman,  Treas., 

Inv.,  Endowment  Fund  

123.  Feb.  5,  by  cash,  Dr.  W.  F.  Donaldson,  Ex- 

pense, Secy 

124.  Feb.  5,  by  cash.  Dr.  W.  F.  Donaldson,  Petty 

Cash,  

125.  Feb.  12,  by  cash,  Dr.  H.  W.  Mitchell,  Travel 

Expense,  Trustee  and  Councilor,  and  Chairman 
of  Executive  Committee  

126.  Feb.  12,  by  cash,  Dr.  J.  N.  Henry,  Travel  Ex- 

pense. President  

127.  Feb.  16,  bv  cash,  Ale.x  S.  Scribner,  Services, 

Med.  Def.  Case  No.  165  

128.  Feb.  16,  by  cash,  Dr.  J.  V.  Klauder,  Expense, 

Com.  on  Sci.  Work  

129.  Feb.  19,  by  cash.  Evangelical  Press,  Printing, 

February  Journal  

130.  Feb.  19,  by  cash,  Evangelical  Press,  Printing 

name  cards  

131.  Feb.  19.  by  cash,  F.  M.  Highberger,  Making 

plan  for  Commercial  Exhibit,  1925  session  . . 

132.  March  3,  by  cash,  Dr.  F.  L.  Van  Sickle,  Exec. 

Secy.,  Salary  

133.  March  3,  by  cash.  Dr.  W.  F.  Donaldson,  Secre- 

tary, Quarterly  Salary  

134.  March  3,  by  cash,  Dr.  J.  B.  Lowman,  Treas., 

Quarterly  Salary  

135.  March  3,  by  cash,  B.  J.  Myers,  Legal  Counsel, 

Quarterly  Salary  

136.  March  3,  by  cash,  Mary  S.  Blair,  Business  Man- 

ager, Salary  

137.  March  3.  by  cash.  Hyacinth  Beard,  Stenog- 

rapher, Salary  

138.  March  3,  by  cash,  Mary  Hunter,  Stenographer, 

Salary  

139.  March  3,  by  cash,  Ida  L.  Little,  Stenographer, 

Quarterly  salary  

140.  March  3,  by  cash,  Dr.  F.  L.  Van  Sickle,  Agt., 

March  rent  

141.  March  3,  by  cash,  Jenkins  Arcade  Co.,  April 

rent  

142.  March  3.  by  cash.  Dr.  J.  B.  Lowman,  Treas., 

B.  & L.  Inv.  End.  Fund  

143.  March  3,  by  cash.  Evangelical  Press.  Stationery 

144.  March  3.  by  ca.sh,  Penna.  State  Chamber  of  Com- 

merce. 1925  dues  

145.  March  3,  by  cash.  Dr.  J.  N.  Henry,  Travel  Ex- 

pense, President  

146.  March  13.  by  cash.  American  Surety  Co.,  Pre- 

mium. Bond  of  Executive  Secretary  ........ 

147.  March  13,  by  cash.  Evangelical  Press,  Printing 

148.  March  13.  by  cash.  J.  T.  Bretz,  Treas.,  Harris- 

burg City  Taxes  

149.  March  13,  by  cash,  Lawrence  Litchfield,  Travel 

Exp.,  Trustee  and  Councilor  , 

150.  March  13.  by  cash.  Dr.  F.  L.  Van  Sickle,  Exec. 

Seev.,  Petty  cash  

151.  Marcti  13.  by  cash.  Dr.  F.  L.  Van  Sickle,  Mgr., 

Expenses  

152.  March  23,  by  cash.  Evangelical  Press,  Printing 

March  Journal  • • 

153.  March  23,  by  cash.  Evangelical  Press,  Applica- 

tion forms  

154.  March  23.  by  cash.  Evangelical  Press,  Printing 

insert,  Med.  Benev 

155.  March  23.  by  cash.  Dr.  T.  G.  Simonton,  Ex- 

pense, Sci.  Prog.  Com 

156.  March  23,  by  cash.  Sterling  Sales  Service,  Mul- 

tigraphing 300  letters.  Committee  on  Public 
Health  Legislation  ‘ ' 

157.  April  4,  hy  cash,  Dr.  F.  L.  Van  Sickle,  Exec. 

Secy.,  Salary  

158.  April  4,  by  cash,  Mary  S.  Blair,  Business  Mgr., 

Salary  
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159.  April  4.  by  cash,  Hyacinth  Beard,  Stenographer, 

Salary  $110.00 

160.  April  4,  by  cash,  Mary  Hunter,  Stenographer, 

Salary  90.00 

161.  April  4,  by  cash.  Dr.  F.  L.  Van  Sickle,  Agt., 

April  rent  90.00 

162.  April  4,  by  cash,  Jenkins  Arcade  Co.,  May  rent  30.00 

163.  April  4,  by  cash,  American  Medical  Association, 

265  subscriptions  to  Hygeia  to  members  Penna. 

Legislature  198.75 

164.  April  4,  by  cash,  F.  E.  Filson,  radiator,  head- 

quarters   20.00 

165.  April  4,  by  cash,  J.  L.  Pomering,  Piinting 

letterheads  8.50 

166.  April  4,  by  cash.  Sterling  Sales  Service,  Multi- 

graphing   4.67 

167.  April  4,  by  cash.  Western  Union  Telegraph  Co., 

Legislation  Com 64.48 

168.  April  4,  by  cash.  Dr.  J.  B.  Lowman,  B.  & L. 

Inv.  End.  Fund  100.00 

169.  April  19,  by  cash.  Dr.  E.  B.  Hcckel,  Int.  Benev. 

Fund  101.30 

170.  April  21,  by  cash,  Mary  R.  Martin,  Stenographer 

Service,  Commission  on  Compensation  Law  7 . 50 

171.  April  21,  by  cash.  Dr.  J.  N.  Henry,  Travel  Ex- 

pense, President  16.25 

172.  April  23,  by  cash.  Evangelical  Press,  Printing 

April  Journal  1,322.64 

173.  April  23,  by  cash,  Philadelphia  County  Medical 

Society,  Refund  Medical  Defense  Fund,  1924  9.87 

174.  April  23,  by  cash,  Philadelphia  County  Medical 

Society,  Refund,  Medical  Defense  Fund,  1923  3.38 

175.  April  23.  by  cash.  Dr.  E.  B.  Heckel,  Treas. 

Int.  Med.  Benev.  Fund  106.25 

176.  April  25,  by  cash,  American  Surety  Co.,  Pre- 

mium on  bond  of  Asst.  Treas.,  Miss  M.  A. 

Gncher  37.50 

177.  May  6,  by  cash.  Dr.  F.  L.  Van  Sickle,  Exec. 

Secy.,  6 mo.  salary  2,500.04 

178.  May  7,  by  cash,  Mary  S.  Blair,  Business  Man- 

ager, Salary  196.66 

179.  May  7,  by  cash.  Hyacinth  Beard,  Stenographer, 

Salary  125.00 

180.  May  7,  by  cash,  Mary  Hunter,  Stenographer, 

Salary  90.00 

181.  May  7,  by  cash,  Jenkins  Arcade  Co.,  June  rent  30.00 

182.  May  7,  by  cash.  Progressive  Press,  Printing  ..  41.00 

183.  May  7,  by  cash.  Dr.  J.  N.  Henry,  Travel  Ex- 

pense. President  30.10 

184.  May  7,  by  cash.  Dr.  H.  W.  Mitchell,  Exp., 

Trustee  and  Councilor  27.46 

185.  May  7,  by  cash,  Dr.  R.  L.  Young,  Secy.,  Warren 

Co.  Society,  Refund  1925  dues  for  2 members, 
resigned  in  1924  10.00 

186.  May  7,  by  cash.  Dr.  J.  B.  Lowman,  Treas.,  B. 

& L-  Inv.  End.  Fund  100.00 

187.  May  7.  by  cash.  Dr.  W.  F.  Donaldson,  Secy., 

E.xpense  12.40 

188.  May  21,  by  rash,  Harnies  & Salisbury,  Premium, 

Workmen’s  Compensation  In.surance  10.00 

189.  May  21,  by  cash.  Dr.  E-  W.  Meredith,  Exp., 

Comm.  Sci.  Prog.^ 47.00 

190.  May  21,  by  cash.  Evangelical  Press,  Printing, 

May  Journal  1,306.05 

191.  May  21,  by  cash,  Mary  S.  Blair,  Agt.,  May 

rent  90.00 

192.  June  5,  by  cash.  Dr.  W.  F.  Donaldson,  Secy., 

Quarterly  salary  450.00 

193.  June  5,  by  cash.  Dr.  J.  B.  Losvm.m,  Treas., 

Quarterly  salary  62.50 

194.  June  5,  by  cash,  B.  J.  Myers,  Legal  Counsel, 

Quarterly  salarv  75.00 

195.  June  5,  by  cash,  Mary  S.  Blair,  Business  Man- 

ager, Salary  196.66 

196.  June  5,  by  cash.  Hyacinth  Beard,  Stenographer, 

Salary  125.00 

197.  June  3.  by  cash,  Mary  Hunter,  Stenographer, 

Salary  90.00 

198.  June  5,  by  cash,  Ida  Little,  Stenographer, 

Quarterly  salary  75.00 

199.  June  5,  by  cash,  Mary  S Blair,  Agt.,  June  rent  90.00 

200.  Tune  5,  by  cash,  Jenkins  Arcade  Co.,  July  rent  30.00 

201.  June  5,  by  cash,  Dr.  J.  B.  Lowman,  Treas.,  B. 

& L.  Inv.  End.  Fund  100.00 

202.  June  5,  by  cash.  Dr.  J.  N.  Henry,  Travel  Ex- 

pense, President  33.00 

203.  June  5,  by  cash.  Dr.  R.  A.  Keilty,  Expense, 

Committee  on  Laboratories  15.32 

204.  June  3.  by  cash,  W.  A.  Challener,  .■Attorney, 

Med.  Def.  Case  169  200.00 

203.  June  5.  by  cash,  T.  F.  Arnold.  Reporting,  1924 

Session  150.00 

206.  June  5,  by  cash.  Sterling  Sales  Service,  Multi- 

graphing Medical  Defense  Release  Forms  ..  5.15 

207.  June  22,  hy  cash.  Dr.  W.  S.  Brenholtz,  Travel 

E.xp.,  Trustee  and  Councilor  65.91 

208.  June  22,  by  cash,  J.  J.  Maglauchlin,  Papering. 

Headquarters  32.73 

209.  June  22,  by  cash.  Evangelical  Press,  Printing 

June  Journal  1,318.07 

210.  June  22,  by  cash.  Evangelical  Press,  Printing 

periodic  health  examination  blanks  and  review 

slips  30.50 

211.  June  22,  by  cash.  Evangelical  Press,  P.  O. 

Receipt?  Apr.  arid  May  33.84 


Order 

No. 

212.  June  22,  by  cash.  Dr.  H.  H.  Jenks,  Exp.,  Com. 

Sci.  Work  $23.70 

213.  July  1,  by  cash,  L.  A.  Irwin,  Inc.,  Typing  ..  29.60 

214.  July  I,  by  cash,  Mary  S.  Blair,  extra  help  in 

oflice  7.65 

215.  July  1,  by  cash,  J.  B.  F.  Wyant,  Expense, 

Trustee  and  Councilor  146.29 

216.  July  1,  by  cash,  Walter  F.  Donaldson,  Expense, 

Secretary  41.84 

217.  July  1,  hy  cash,  American  Medical  Association, 

Directory  12.00 

218.  July  1,  by  cash,  Mary  S.  Blair,  July  Salary, 

Business  Manager  196.66 

219.  July  1,  by  cash.  Hyacinth  Beard,  July  Salary, 

Stenographer  125.00 

220.  July  1,  by  cash,  Mary  Hunter,  July  Salary, 

Stenographer  90.00 

221.  July  1.  by  cash,  Mary  S.  Blair,  Business  Man- 

ager, Agent,  July  rent  90.00 

222.  July  1,  by  cash,  Jenkins  Arcade  Co.,  August 

rent  30.00 

223.  July  1,  by  cash,  J.  B.  Lowman,  Treas.,  B.  & L. 

Investment,  Endowment  Fund  100.00 

224.  July  1,  by  cash.  Medical  Society  of  State  of 

Penna.,  for  deposit  in  Endowment  Fund,  ad- 
justment of  investments  7.10 

225.  July'  8,  by  cash.  City  Treasurer,  Water  rent, 

headquarters  3.08 

226.  July  8,  hy  cash,  J.  T.  Bretz,  Collector,  Harris- 

burg School  Tax  187.11 

227.  July  8,  by  cash.  Lawrence  Litchfield,  expense. 

Trustee  and  Councilor  32.66 

228.  July  8,  by  cash,  Mary  S.  Blair,  Reimbursement 

Petty  cash  fund  201.99 

229.  July  8.  by  cash.  EMw.  B.  Heckel.  Treas.,  Interest 

on  Medical  Benevolence  Fund  to  date  211.88 

230.  Aug.  1,  by  cash.  Evangelical  Press,  July  Journal  1,700.65 

231.  Aug.  1,  by  cash.  Wm.  T.  Sharpless,  expense. 

Trustee  and  Councilor  37.26 

232.  Aug.  1,  by  cash,  Edward  Martin,  Expense, 

Com  on  Public  Relations  5.05 

233.  Aug.  1.  by  cash,  H.  F.  Oves,  Collector,  Dauphin 

County  tax  59.85 

234.  Aug.  1,  by  cash,  Maiy  S.  Blair,  Business  Man- 

ager, August  salary  196.66 

235.  Aug.  1,  by  cash.  Hyacinth  Beard,  Stenographer, 

August  salary  125.00 

236.  Aug.  1,  by  cash,  Mary  Hunter,  Stenographer, 

August  salary  90.00 

237.  Aug.  1,  by  cash,  Mary  S.  Blair,  Agent,  August 

rent  90.00 

238.  Aug.  1,  by  cash,  Jenkins  Arcade  Co.,  September 

rent  30.00 

239.  Aug.  1,  by  cash,  Mary  S.  Blair,  Travel  expense 

to  A.  M.  A.  meeting  14.56 

240.  Aug.  1.  by  cash,  J.  B.  Lowman,  Treasurer,  B.  & 

L.  Investment,  Endowment  Fund  100.00 

241.  Aug.  1,  by  cash.  Evangelical  Press,  letterheads  8.50 

242.  Aug.  1,  by  cash.  Edw.  A.  Shumway,  Treasurer, 

Philadelphia  Co.  Society,  Refund  1925  Jtledical 
Defense  Allotment  490.38 

243.  Aug.  1,  by  cash.  Evangelical  Press,  Printing 

health-examination  blanks,  etc 29.00 

244.  Aug.  1,  by  cash,  Mary  S.  Blair,  extra  help  ..  11.70 

245.  Aug.  1,  by  cash,  Mary  H.  Comegys,  steno- 

graphic work  for  Com.  on  Laboratories 7.20 

246.  Aug.  15,  by  cash,  H.  W.  Mitchell,  expense. 

Trustee  and  Councilor  27.34 

247.  Aug.  15,  hy  cash.  Sterling  Sales  Service,  Multi- 

graphing   7.20 

248.  Aug.  15,  by  cash.  Mary  S.  Blair,  Business  Man- 

ager, Sept,  salary  196.74 

249.  Aug.  IS,  by  cash,  Hvacinth  Beard,  Stenographer, 

Sept,  salary  125.00 

250.  Aug  15,  by  cash,  Mary  Hunter,  Stenographer, 

Sept,  salary  90.00 

251.  Aug.  15,  by  cash,  Ida  L.  Little,  Stenographer, 

quarterly  salary  75.00 

252.  Aug.  15,  hy  cash,  Walter  F.  Donaldson,  Secre- 

tary, quarterly  salary  450.00 

253.  Aug.  15,  by  cash.  J.  B.  Lowman,  Treasurer, 

quarterly  salary  62.50 

254.  Aug.  15,  by  cash,  B.  J.  Myers,  Legal  Counsel, 

quarterly  salary  75.00 

255.  Aug.  15,  by  cash,  J.  B.  Lowman,  Treas.,  B.  & 

L.  Investment,  Endowment  Fund  100.00 

256.  Aug.  15,  hy  cash,  Alary  S.  Blair,  Agent,  Sep- 

tember rent  90.00 

257.  Aug.  15,  by  cash.  Evangelical  Press,  August 

Journal  1,592.53 

258.  Aug.  15,  by  cash.  Evangelical  Press,  Estimated 

cost  of  souvenir  September  Journal  2,500.00 

259.  Aug.  15,  by  cash.  Medical  Society  of  State  of 

Penna.,  for  deposit  in  Endowment  Fund,  net 

income  from  real  estate  576.00 


$97,115.70 

Respectfully  submitted, 

Walter  F.  Donaldson,  Secretary. 
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REPORT  OF  THE  TREASURER 
September  1,  1924,  to  September  1,  1925 

GENERAL  FUND 
SAVINGS  ACCOUNT 

RECEIPTS 


To  Cash — By  transfer  from  Checking 

Account  $10,000.00 

To  Cash — Interest  on  Deposit  200.00 

$10,200.00 

Withdrawals  


Balance  on  hand,  September  1,  1925  $10,200.00 


GENERAL  FUND 
CHECKING  ACCOUNT 

RECEIPTS 

Balance  on  hand  at  beginning  of  fiscal 

year  $16,845.13 

Receipts  during  year  90,820.09 

$107,665.22 

DISBURSEMENTS 

Paid  Vouchers  No.  1 to  No.  259  inclusive $97,115.70 

Balance  on  hand,  September  1,  1925  $10,549.52 

SPECIAL  FUNDS 

MEDICAE  BENEVOLENCE  FUND 


RECEIPTS 

Balance  on  hand  at  beginning  of  year  $3,433.69 

Receipts  during  year 5,617.85 

$9,051.54 

DISBURSEMENTS 

Total  withdrawn  $5,930.85 


Balance  on  Hand,  September  1,  1925  $3,120.69 

MEDICAL  DEFENSE  FUND 

RECEIPTS 

Balance  on  hand  at  beginning  of  year  $10,350.54 

Receipts  during  year  6,300.53 

$16,650.87 

disbursements 

Total  withdrawn  $14,678.63 


Balance  on  Hand,  September  1,  1925  $1,972.24 

ENDOWMENT  FUND 
receipts 

Balance  on  hand  at  beginning  of  year  $641.21 

Receipts  during  year  1,020.95 

$1,662.16 

disbursements 

Total  withdrawn  $675.00 


Balance  on  Hand,  September  1,  1925  $987.16 

Total  cash  balances  on  hand  at 

BEGINNING  OF  YEAR  $31,270.57 

Total  receipts  during  year  113,959.22 

$145,229.79 

Total  disbursements  during  year  $118,400.18 


Total  balances,  September  1,  1925  $26,829.61 


LIST  OF  CASH  BALANCES  AND  INVESTMENTS 
September  1.  1925 

CASH  BALANCES 


General  Fund,  Savings  Account  ..  $10,200.00 

General  Fund,  Checking  Account  ..  10,549.52 

Medical  Benevolence  Fund  3,120.69 

Medical  Defense  Fund  1,972.24 

Endowment  Fund  987.16 


Total  $26,829.61 


INVESTMENTS 
medical  benevolence  fund 


Registered  Liberty  Bonds,  Third 

Series,  4J4%,  Serial  Nos.  70486-  , 

7-8-9,  Par-$1,000.00  . $4,000.00 

Registered  Liberty  Bonds,  3rd  Series, 

4%%,  Serial  Nos.  115909-10,  Par- 

$100.00  200.00 

Registered  Liberty  Bonds,  4th  Series, 

4}4%.  Serial  Nos.  198563-4-5-6-7, 

Par-$1,000.00  5,000.00 

Coupon  Liberty  Bonds,  4J4%>  1942  3,500.00 

American  Telephone  & Telegraph  Co. 

Bonds,  Coupon,  5H%.  1943,  Nos. 

59558,  81983,  28598-599-600.  Par- 
$1,000.00  5,000.00 


Total  $17,700.00 


medical  defense  fund 


Registered  Liberty  Bonds,  4J4%. 

Serial  Nos.  324243-4-5,  Par- 

$1,000.00  $3,000.00 

Coupon  Liberty  Bonds,  4J4%  10,000.00 

American  Telephone  & Telegraph 

Bonds,  5%,  1946  10,000.00 

Lehigh  Valley  Railroad  Bonds,  cou- 
pon, 5%,  Serial  Nos.  84178-79- 

80-81,  Par-$1,000.00  4,000.00 

Penna.  Riailroad  Coupon  Bonds,  5% 

1964,  Nos.  40892-3-4-5-6,  l-$500.- 

00,  4-$l,000.00  4,500.00 


Total  $31,500.00 

endowment  fund 

Liberty  Bonds,  Registered,  4J4%,  No. 

1653  $5,000.00 

Liberty  Bonds,  Coupon,  4%%  1,000.00 

Penna.  R.  R.,  Coupon  Bonds,  5%, 

1964,  No.  40892,  Par  500.00 

Peoples’  Building  & Loan  Associa- 
tion Stock  Certificate  No.  2478, 

100  Shares,  maturity  value,  Feb. 

19,  1928  20,000.00 


Total  $26,500.00 


TOTAL  CASH  BALANCES  AND  INVESTMENTS  $102,529.61 

(Above  includes  only  Securities  held  by  the  Treas- 
urer. In  addition,  the  Society  holds  title  to  the  build- 
ing in  Harrisburg  occupied  by  the  offices  of  the 
Journal.) 

Respectfully  submitted, 

J.  B.  Lowman,  Treasurer. 


REPORT  OF  THE  CHAIRMAN  OF  THE 
BOARD  OF  TRUSTEES 

To  the  President  ajtd  House  of  Delegates: 

Your  Board  reorganized  October  9,  1924,  electing  the 
undersigned  as  Chairman,  and  Dr.  Donald  Guthrie  as 
Clerk.  New  members  presented  to  the  Board  were 
Doctors  Sharpless,  Frontz,  and  Litchfield. 

Since  the  organization  meeting  October  9th,  the  Board 
has  held  regular  meetings  in  Harrisburg,  December  6th, 
February  3d,  and  May  5th,  at  which  meetings  routine 
business  was  transacted,  including  conferences  with 
representatives  of  various  important  standing  com- 
mittees of  the  Society. 

Special  meetings  to  consider  interim  business  of  the 
Society  were  held  in  Philadelphia,  December  20th  and 
June  27th. 

Brief  abstracts  of  the  proceedings  of  the  above  meet- 
ings of  the  Board  appear  in  the  Secretary’s  Department 
of  the  January,  March,  and  June  .Atlantic  Medical 
Journals. 

Pursuant  to  the  instructions  of  the  Board  of  Trustees 
at  its  December  20th  special  meeting,  the  following 
brief  history  of  the  so-called  One-Board  Bill  is  herewith 
presented : 

As  per  instructions  of  the  1923  House  of  Delegates, 
the  Public  Health  Legislation  Committee  of  the  Society, 
in  conference  with  Society  officers  and  Board  members 
and  Attorney  James  A.  Walker  of  Philadelphia,  pre- 
pared, after  much  labor,  a bill  that  was  presented  for 
approval  to  the  1924  House  of  Delegates.  At  its  open- 
ing meeting,  the  House  took  unfavorable  action  on  the 
bill  as  presented,  largely  on  account  of  what  was  said 
to  be  disproportionate  representation  of  osteopaths  on 
the  proposed  examining  board.  The  action  of  the 
House,  however,  referred  the  proposed  legislation  to  the 
Board  of  Trustees.  A representative  of  the  Board 
appeared  at  the  Wednesday  morning  session  of  the 
House  of  Delegates,  and  the  following  motion  was 
unanimously  adopted  by  the  House : 

“That  this  House  of  Delegates  refer  to  the  Board 

of  Trustees  and  to  the  Committee  on  Public  Health 

Legislation  the  question  of  our  legislative  program 
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at  Harrisburg,  for  the  purpose  of  promulgating  such 
legislation  in  the  interest  of  public  health  as  they  shall 
regard  expedient.” 

Chairman  Knowles,  pursuant  to  the  above  instructions, 
appeared  with  other  members  of  the  Society  before 
the  Board  at  a special  meeting  December  20,  1924,  and 
after  due  consideration,  the  Board  decided  that  it  would 
not  be  advisable  to  present  the  One-Board  Bill  to  the 
1925  Legislature. 

The  Board,  at  its  May  5th  meeting,  after  hearing  the 
reports  from  Chairman  Knowles  and  President  Henry 
on  the  action  of  the  1925  Legislature  on  certain  bills 
introduced,  decided  that  the  One-Board  Bill  should  be 
introduced  in  the  1927  Legislature.  In  order  that  ample 
time  might  be  given  to  educate  physicians  and  laymen 
of  the  Stata  regarding  the  crying  necessity  for  such 
legislation,  a motion  was  adopted  creating  a committee 
of  the  Board  of  Trustees  to  work  toward  this  end  and 
to  cooperate  with  the  proper  officers  and  committee 
members  of  our  Society,  with  the  Departments  of 
Education  and  Health,  and  with  various  medical  schools 
within  the  State. 

Your  Board  has  given  recognition  to  the  mandate  of 
the  1924  House  and  provided  the  machinery  for  a trial 
session  of  a Section  on  Dermatology. 

We  have  recognized  the  great  possibilities  of  and 
loaned  encouragement  to  the  organization  of  ladies’ 
auxiliary  societies  in  the  State  and  component  counties. 

The  finances  of  the  Society  have  been  well  handled, 
and  your  humble  servant,  who  completes  this  year  his 
tenth  consecutive  year  as  a member  of  the  Board  of 
Trustees,  feels  a not  unreasonable  degree  of  satisfac- 
tion in  the  small  part  he  has  been  permitted  to  play 
in  the  development  and  accumulation  of  resources 
amounting  in  1925  to  approximately  $125,000,  in 
comparison  with  $15,000,  in  the  various  funds  of 
the  Society  in  1915. 

Included  in  the  Official  Transactions  will  be  found  the 
report  of  Acting  Editor  Frank  C.  Hammond,  M.D.,  and 
Business  Manager  of  the  Journal,  Mary  S.  Blair. 
These  reports,  addressed  to  the  Board  of  Trustees,  have 
not  yet  been  formally  received  by  the  Board. 

Jay  B.  F.  Wyant,  Chairman. 


REPORT  OF  THE  ACTING  EDITOR 

To  the  Board  of  Trustees: 

At  a meeting  of  the  Board  of  Trustees  held  May  5, 
1925,  upon  the  retirement  of  Editor  Van  Sickle,  you 
did  me  the  hono»  of  appointing  me  Acting  Editor  of 
the  Journal,  to  conduct,  with  the  Committee  on  Pub- 
lication, the  activities  of  the  Journal  office.  Since  that 
time,  not  only  have  we  carried  on  the  usual  work 
incident  to  the  publication  of  the  Journal,  but  there 
has  been  formulated  a constructive  policy,  with  par- 
ticular attention  to  the  editorial  and  news  departments. 
We  believe  that  publicity  incident  to  preventive  medi- 
cine, hospital  activities,  and  industrial  medicine  properly 
should  be  placed  before  our  readers  each  month ; there- 
fore, beginning  with  the  October  issue,  these  special 
departments  will  be  featured. 

There  have  been  other  changes  made  in  regard  to 
editing,  topography,  etc.,  which  will  increase  the  liter- 
ary and  journalistic  value  of  our  publication. 

The  cooperation  of  the  health  officers  of  the  State, 
the  schools  of  medicine,  and  the  hospitals,  and  the 
interest  of  a number  of  individuals  have  been  secured, 
looking  forward  to  an  improved  journal. 


The  September  issue  of  the  Journal,  we  feel,  is  a 
credit  to  the  Society,  reflecting  as  it  does  the  past 
seventy-five  years  of  medical  progress.  Of  particular 
interest  are  the  pictures  of  the  ex-presidents  of  the 
Society,  appearing  in  this  issue,  which  never  before 
have  been  gathered  together. 

Considerable  effort  has  been  put  forth  during  the 
past  few  months  to  increase  the  advertising  clientele 
of  the  Journal. 

Respectfully  submitted, 

Frank  C.  Hammond,  Acting  Editor. 


REPORT  OF  THE  BUSINESS  MANAGER 

To  the  Board  of  Trustees: 

The  usual  efforts  to  increase  the  Journal  advertis- 
ing have  been  continued  during  the  past  year,  with 
less  success  than  had  been  hoped  for,  owing  to  the 
financial  depression  prevailing  throughout  the  year. 

Arrangements  have  been  practically  completed  for  the 
1925  Harrisburg  Session  of  the  Society,  the  exhibit 
spaces  being  entirely  closed  out.  It  is  expected  that 
the  income  from  the  session  will  be  $4,243.50. 

Following  is  a statement  showing  the  income  from 
the  Harrisburg  office  from  August  19,  1924,  to  August 


17,  1925 : 

Journal  Advertising  $8,900.15 

Journal  Subscriptions  184.88 

Authors’  Cuts  155.81 

Single  Journals  46.39 

Miscellaneous 23.91 

Examination  Blanks  71.12 

Exhibit  Space  4,496.85 

Rentals  2,370.00 


Total  $16,249.11 


Respectfully  submitted, 

M.  S.  Blair,  Business  Manager. 

REPORTS  OF  INDIVIDUAL  COUNCILORS 

DR.  FRANK  C.  HAMMOND,  PHILADELPHIA,  COUN- 
CILOR FOR  THE  first  district 
To  the  President  and  House  of  Delegates: 

The  one  outstanding  event  in  the  First  Councilor 
District  is  that  on  July  15,  1925,  the  Philadelphia 
County  Medical  Society  made  final  settlement  on  the 
purchase  of  a permanent  home.  The  property  at  the 
southeast  corner  of  Twenty-first  and  Spruce  Streets 
was  purchased  for  $125,000,  and  as  soon  as  alterations 
are  completed,  will  be  occupied  by  the  County  Society 
for  its  headquarters,  stated  meetings,  library,  etc.  One 
of  the  unfortunate  conditions  existing  in  Philadelphia 
is  Ihe  multiplicity  of  medical  societies,  which  interferes 
greatly  with  the  attendance  of  the  various  branches 
of  the  County  Society.  In  view  of  the  fact  that  the 
West  Branch  of  the  County  Society  and  the  West 
Philadelphia  Medical  Association  practically  have  the 
same  membership,  which  affects  the  attendance  on  the 
Branch  Society,  it  was  decided  not  to  abolish  the  West 
Philadelphia  Branch  of  the  County  Society,  but  for  the 
Branch  to  keep  a skeletal  organization  with  the  same 
officers  who  hold  office  in  the  West  Philadelphia  Medi- 
cal Association.  The  other  branches  are  holding  suc- 
cessful meetings. 

The  Woman’s  Auxiliary  of  the  Philadelphia  County 
Medical  Society  was  organized,  and  $250  appropriated 
to  defray  its  initial  expenses. 
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A bureau  of  one  hundred  speakers  has  been  organized 
to  address  lay  organizations  on  cancer.  An  active 
campaign  will  be  conducted  in  the  fall  with  physicians 
and  the  laity.  An  appropriation  of  $500  has  been 
made,  principally  for  moving-picture  reels  and  liter- 
ature. 

The  necessary  change  in  the  By-Laws  was  made  to 
cover  the  admission  of  dentists  to  associate  member- 
ship. 

The  scientific  meetings  have  been  well  attended,  it 
being  necessary  to  hold  several  of  the  meetings  in  larger 
halls  to  accommodate  the  anticipated  attendance.  The 
best  attended  meeting  was  one  in  March,  when  over 
six  hundred  physicians  were  present  to  hear  a heart 
symposium. 


DR.  HARRY  W.  ALBERTSON,  SCRANTON,  COUNCILOR 
FOR  THE  second  district 

To  the  President  and  House  of  Delegates: 

As  Councilor  for  the  Second  District,  I have  endeav- 
ored to  look  after  the  duties  of  that  office  during  the 
past  year  to  the  best  of  my  ability,  and  I have  found 
organized  medicine  in  a healthy  state  in  all  the  counties 
visited. 

An  active  interest  was  manifest  in  all  legislative 
matters  pertaining  to  the  medical  profession,  and  co- 
operation with  the  Medical  Legislative  Conference  was 
at  all  times  available  by  simple  request. 

There  is  everywhere  a friendly  feeling  in  this  district 
among  those  engaged  in  the  legitimate  practice  of  med- 
icine, and  a growing  desire  to  elevate  the  standards 
and  ethics  of  the  profession.  Several  of  the  county 
societies  have  conducted  more  or  less  extensive  post- 
graduate courses  of  study  during  the  winter  months, 
and  others  are  preparing  to  do  so  this  coming  season. 

Lackawanna  County  Society  had  a well-organized 
postgraduate  course  during  the  past  winter  in  connec- 
tion with  the  extension  department  of  the  University 
of  Pennsylvania,  and  during  the  month  of  July  imported 
Professor  Naumman  of  the  University  of  Vienna,  who 
conducted  lectures  and  clinics  four  hours  daily  on 
internal  medicine,  with  great  interest  and  value  to  the 
profession  in  general. 

Three  suits  for  alleged  malpractice  have  been  insti- 
tuted during  the  year : one  in  Luzerne  County,  in  which 
a practitioner  was  alleged  to  have  left  a piece  of  a 
catheter  in  the  bladder  of  an  individual  upon  whom  he 
had  operated;  another  in  Bucks  County,  in  which  the 
prosecution  claims  damages  for  x-ray  burns  alleged  to 
have  been  sustained  while  undergoing  treatment  for 
inoperable  carcinoma ; and  a third  in  Northampton 
County,  in  which  damage  is  claimed  for  the  improper 
use  of  ultraviolet  rays.  Answer  to  the  summons  has 
been  filed  in  all  these  cases,  and  proper  procedure  will 
be  taken  in  due  time. 


DR.  WILLIAM  T.  sharpless,  WEST  CHESTER, 
COUNCILOR  for  the  third  DISTRICT 

To  the  President  and  House  of  Delegates: 

As  Trustee  and  Councilor  for  the  Third  District,  I 
wish  to  report  that  I have  visited  all  the  county  medical 
societies  except  Delaware,  which  society,  I am  in- 
formed, is  in  good  condition  and  doing  excellent  work. 

There  have  been  no  suits  for  malpractice  brought 
during  the  past  year,  and  none  are  now  pending.  I 
have  been  acquainted  with  the  work  of  the  county 
societies  composing  this  district  for  many  years,  and 


I have  never  seen  a time  when  there  appeared  to  be 
a more  harmonious  feeling,  or  better  professional  work, 
or  a more  sincere  devotion  to  the  interest  of  organized 
medicine  than  at  present. 

I have  been  particularly  impressed  with  the  improve- 
ment in  Schuylkill  County  since  my  last  visit  there, 
probably  ten  years  ago.  The  attendance  at  their  meet- 
ings is  good,  the  interest  is  very  marked,  the  scientific 
papers  are  of  a high  order,  and  the  members  are  alert 
and  interested.  In  Berks  County  the  attendance  was 
small,  possibly  because  the  program  was  not  attrac- 
tive. I think  this  meeting  is  not  a fair  indication  of 
the  interest  that  exists  in  that  county  in  the  affairs  of 
the  County  Medical  Society.  Montgomery  County  So- 
ciety maintains  its  usual  excellent  standard  of  work, 
and  comes  as  near  completely  fulfilling  the  function  of 
a county  medical  society  as  any  in  the  district.  The 
Chester  County  Society  is  about  stationary  in  member- 
ship. There  have  been  many  excellent  meetings  during 
the  year,  with  good  attendance.  An  excellent  spirit 
seems  to  prevail  in  all  the  counties  in  this  district,  and 
I have  found  it  a pleasure  to  visit  them  and  renew  my 
acquaintance  with  their  members. 


DR.  THEODORE  B.  APPEL,  LANC.^STER.  COUNCILOR 
FOR  THE  FOURTH  DISTRICT 

To  the  President  and  House  of  Delegates: 

The  societies  represented  in  the  Fourth  Councilor  Dis- 
trict are  in  good  condition.  My  visit  to  the  Franklin 
County  Society  was  particularly  notable.  At  that  time 
they  were  planning  the  celebration  of  the  centennial 
anniversary  of  the  organization  of  their  society.  I was 
with  them  at  their  meeting  at  St.  Thomas,  President- 
Elect  Shoemaker  also  being  present.  A month  before. 
President  Henry  had  been  the  guest  of  the  evening. 
The  centennial  celebration  was  held  at  the  Graeffenburg 
Inn,  near  Caledonia,  July  21,  1925.  A very  interesting 
program  was  carried  out.  Historical  papers  were  pre- 
sented covering  the  early  medical  history  of  the  section 
by  Dr.  Albertson,  Dr.  Thrush,  secretary  of  the  society. 
Dr.  Mhclay,  and  Dr.  Weagley.  The  society  is  to  be 
congratulated  on  the  successful  celebration  of  this  no- 
table event. 

The  annual  meeting  of  the  Fourth  Censorial  District, 
represented  by  Dauphin,  Lebanon  and  Lancaster  So- 
cieties, was  held  in  the  early  part  of  July,  at  the  Lan- 
caster Country  Club.  Dr.  John  B.  Deaver  read  a paper 
on  “Acute  Abdomens,”  and  the  day  was  spent  with 
the  usual  program  of  golf,  tennis,  and  cards.  Some 
ninety-five  members  were  in  attendance.  I understand 
that  the  Fifth  Censorial  District  alsfl  held  a meeting 
during  the  month  of  July,  at  which  I was  not  able  to  be 
present. 

There  have  been  no  new  suits  for  alleged  malpractice 
and  one  threatened  suit  has  been  crossed  off  the  records, 
the  papers  never  having  been  filed  and  the  prosecutor 
being  dead. 

Five  of  the  societies  of  the  Fourth  Councilor  District, 
Dauphin,  Cumberland,  York,  Lebanon,  and  Lancaster, 
have  united  for  the  entertainment  of  the  State  Society 
during  its  Seventy-Fifth  Annual  Meeting  at  Harris- 
burg. 

On  August  11,  I visited  the  Lebanon  County  Medical 
Society,  attending  a meeting  and  dinner  complimentary 
to  President-Elect  Shoemaker  at  the  Blue  Bird  Inn 
near  Cornwall.  The  attendance  was  good,  and  the  so- 
ciety is  evidently  in  a prosperous  condition. 

On  August  13,  the  Sixth  Censorial  District  met  at 
the  beautiful  new  country  club  at  Carlisle,  and  about 
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seventy-five  physicians  and  their  wives  were  present. 
After  a report  from  the  several  district  censors,  Dr. 
Kerns  of  Philadelphia  addressed  the  society  on  “Hay 
Fever  and  .Asthma.”  The  officers  for  the  ensuing  year 
are  president,  Dr.  G.  E.  Spotz,  York,  and  secretary, 
Dr.  W.  N.  Long,  York.  This  censorial  district  is  prob- 
ably better  organized  than  any  other  in  the  State. 
Annual  meetings  are  held,  which  are  well  attended,  and 
in  addition  to  the  social  and  scientific  features,  which 
are  always  attractive,  the  district  censor  of  each  county 
society  reports  on  the  condition  of  his  society.  In  other 
words,  they  have  developed  medical  organization  to  a 
considerable  degree. 

York  and  Adams  County  Societies  have  both  changed 
their  meeting  hour  from  afternoon  to  evening,  with  ad- 
vantage. A medical  club  has  been  organized  in  York 
County.  They  have  their  own  rooms,  which  are  being 
equipped,  and  the  society  now  meets  there. 


DR.  HOWARD  C.  FRONTZ,  HUNTINGDON, 
COUNCILOR  FOR  THE  FIFTH  DLSTRICT 
To  the  President  and  House  of  Delegates: 

Presented  herewith  is  the  report  of  the  Fifth  Coun- 
cilor District,  which  is  composed  of  the  Seventh  and 
Sixteenth  Censorial  Districts.  The  County  Societies  of 
the  District  are  all  doing  good  work.  There  is  a great 
desire  for  better  scientific  programs,  and  the  program 
committees  are  taking  account  of  this. 

Two  meetings  worthy  of  note  were  held  during  the 
year.  The  first  biennial  meeting  of  the  Seventh  Cen- 
sorial District  was  held  at  the  Huntingdon  Country 
Club,  Huntingdon,  Pa.,  May  7,  1925.  It  was  a 
beautiful  day,  and  about  eighty  physicians  were  present. 
We  were  honored  by  having  with  us  President  J. 
Norman  Henry  of  the  State  Society,  who  gave  a most 
interesting  address  relative  to  the  legislative  work  of 
the  year.  Dr.  A.  C.  Morgan,  President  of  the  Phila- 
delphia County  Medical  Society,  delivered  a very  in- 
structive address  on  “Physical  Signs  of  Heart  Disease.” 
Dr.  T.  G.  Simonton,  Assistant  Professor  of  Medicine, 
University  of  Pittsburgh,  addressed  the  meeting  on 
“Gall-bladder  Diseases  and  Complications.”  The  three 
addresses  were  enthusiastically  received  and  brought 
forth  much  discussion.  Much  credit  is  due  the  District 
Censors  of  the  Seventh  District  for  the  success  of  the 
meeting. 

The  West  Branch  Medical  Association,  under  the 
presidency  of  Dr.  W.  W.  Andrews,  held  its  annual 
meeting  at  Philipsburg,  Pa.,  on  Wednesday  afternoon, 
July  IS,  1925^  This  association  covers  a large  territory 
in  central  Pennsylvania,  and  this  meeting  was  particu- 
larly well  attended,  about  one  hundred  and  sixty  physi- 
cians being  present.  A dinner  and  an  entertainment 
preceded  the  scientific  program.  Dr.  Henry  A.  Cotton, 
of  the  New  Jersey  State  Hospital,  Trenton,  N.  J.,  gave 
a unique  and  most  interesting  address,  illustrated  by 
slides,  on  “Surgery  of  the  Insane.”  Dr.  George  P. 
Muller,  of  Philadelphia,  followed  with  a very  able 
address  on  the  “Diagnosis  of  Gall-bladder  Disease.” 

No  meeting  of  the  Sixteenth  Censorial  District  has 
been  held  to  date. 

There  are  two  suits  for  alleged  malpractice  now 
pending  in  the  Fifth  District. 

The  Fifth  District  has  a large  rural  population  and  I 
desire  to  remind  you  that  there  still  exists  an  urgent 
need  for  physicians  who  are  willing  to  engage  in  country 
practice.  The  medical  care  of  the  rural  population  is, 
as  yet,  an  unsolved  problem. 


DR.  LAWRENCE  LITCHFIELD,  PITTSBURGH, 
COUNCILOR  FOR  THE  SIXTH  DISTRICT 

To  the  President  and  House  of  Delegates: 

During  the  past  year,  my  first  as  Councilor  for  the 
Sixth  Councilor  District,  I visited  all  the  societies  in 
the  district,  with  the  exception  of  Greene  County  So- 
ciety. I twice  visited  Bedford  County  Society  and  they 
approved,  as  did  the  Somerset  County  Medical  Society, 
the  suggestion  that  their  meetings  be  held  monthly  in- 
stead of  bimonthly  as  heretofore.  The  other  societies 
in  the  Sixth  District  at  present  hold  monthly  meetings. 
■All  the  societies  are  greatly  interested  in  postgraduate 
work  for  their  members.  The  annual  postgraduate 
clinics  conducted  by  the  Fayette  and  Westmoreland 
County  Medical  Societies  are  well-established  events 
and  are  looked  forward  to  with  pleasure  by  many  phy- 
sicians in  nearby  counties.  During  the  past  year  the 
Allegheny  County  Medical  Society  has  conducted  a 
series  of  postgraduate  lectures,  delivered  in  Carnegie 
Lecture  Hall,  Pittsburgh,  on  certain  dates,  at  4:30 
P.  M.  These  lectures  were  largely  attended  by  phy- 
sicians from  Allegheny  County,  as  well  as  surrounding 
counties  and  they  will  be  continued  on  a larger  scale 
during  the  coming  year.  A meeting  of  the  Eighth  Cen- 
sorial District  will  be  held  in  Uniontown  and  a meeting 
of  the  Ninth  Censorial  District  in  Pittsburgh  this  fall, 
Fayette  and  Allegheny  County  Medical  Societies  having 
promised  to  arrange  for  all-day  clinics  and  lectures, 
with  luncheon  at  the  various  hospitals  and  a subscrip- 
tion dinner  in  the  evening,  in  connection  with  the  events. 

With  one  exception  the  societies  in  the  Sixth  Coun- 
cilor District  show  a net  gain  in  membership  over  the 
preceding  year.  Two  medical  defense  cases  were  con- 
cluded in  favor  of  the  defendant,  and  all  pending  cases 
are  in  satisfactory  condition,  awaiting  their  conclusion. 


DR.  HARRY  W.  MITCHELL,  WARREN,  COUNCILOR 
FOR  THE  SEVENTH  DISTRICT 

To  the  President  and  House  of  Delegates: 

The  Councilor  for  the  Seventh  District  is  able  to 
report  that  the  organization  in  all  the  counties  is  active, 
that  the  meetings  are  fairly  well  attended,  and  that 
there  are  comparatively  few  eligible  physicians  who  are 
not  members  of  the  various  societies.  Any  request 
that  has  been  made  by  the  officers  of  the  Society  for 
help  or  assistance  has  in  most  instances  been  met  with 
prompt  and  effective  response. 

The  Medical  Societies  of  Warren,  Erie,  Mercer,  and 
Crawford  Counties,  of  the  Seventh  District,  have  com- 
bined with  those  of  Clearfield,  of  the  Fifth  District, 
and  Venango  and  Clarion,  of  the  Ninth  District,  to 
hold  a joint  annual  meeting,  for  which  a prominent 
speaker  is  engaged,  and  social  features  are  added  to 
complete  the  day. 

No  important  suits  for  malpractice  have  been  pre- 
sented through  the  Councilor.  Harmonious  relations 
between  the  societies  prevail  throughout  the  District. 


DR.  DONALD  GUTHRIE,  SAYRE,  COUNCILOR  FOR 
THE  EIGHTH  DISTRICT 

To  the  President  and  House  of  Delegates: 
Arrangements  have  been  made  to  hold  a Censorial 
District  meeting  for  the  Seventeenth  District,  at  Sayre, 
on  August  11th,  and  arrangements  are  being  made  to 
hold  the  Eighteenth  Censorial  District  meeting  later  in 
August. 
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Your  Councilor  has  visited  Montour  and  Northumber- 
land Counties,  of  the  latter  District,  and  Bradford  and 
Sullivan  of  the  Seventeenth  Censorial  District.  He  has 
also  been  in  correspondence  with  several  of  the  secre- 
taries of  both  these  districts,  and  finds  that  the  condi- 
tion of  affairs  of  both  districts  is  extremely  good. 

There  have  been  no  suits  for  alleged  malpractice 
during  the  year,  and  efforts  have  been  made  to  increase 
the  membership  in  all  the  component  medical  societies 
of  these  districts. 


DR.  JAY  B.  F.  WYANT,  KITTANNING,  COUNCILOR 
FOR  THE  NINTH  DISTRICT 

To  the  President  and  House  of  Delegates: 

The  year  just  closing  marks  my  tenth  consecutive 
year  as  Trustee  and  Councilor,  and  I want  to  take  this 
opportunity  to  thank  the  component  societies  for  the 
courtesies  received  from  them,  to  thank  the  House  of 
Delegates  for  the  honor  conferred  by  that  body,  and 
to  thank  the  members  of  the  Board  of  Trustees  for 
their  kind  indulgence. 

It  has  been  my  privilege  to  visit  each  county  society 
in  the  district  this  year,  and  it  is  a pleasure  to  state 
that  the  societies  are  in  good  condition,  regular  meetings 
having  been  held  during  the  year,  with  excellent  pro- 
grams and  good  attendance. 

An  official  visit  was  made  to  Butler  County  on 
March  10th.  There  was  a good  attendance.  The  mem- 
bers are  interested  in  medical  advancement,  and  are 
planning  for  the  extension  of  periodic  health  examina- 
tions, as  well  as  the  benefits  of  preventive  medicine. 
There  are  but  few  eligible  physicians  in  the  county  who 
are  not  members  of  the  Society. 

I had  the  pleasure  of  attending  a most  excellent  meet- 
ing and  an  enjoyable  dinner  given  by  the  Jefferson 
County  Society  on  March  14,  1925. 

Two  alleged  malpractice  suits  were  brought  in  Jef- 
ferson County  but  both  were  adjusted  out  of  court,  and 
in  fact  were  nonsuited. 

The  Venango  County  Medical  Society  meets  regu- 
larly throughout  the  year,  and  usually  concludes  the 
program  with  a good  dinner.  I had  the  pleasure  of 
attending  a large  meeting  there  March  20,  1925,  and 
listening  to  a good  paper  on  the  “Dick  Test.”  The 
scientific  program  was  followed  by  a banquet. 

In  April,  at  the  regular  meeting  of  the  Clarion 
County  Medical  Society,  the  Councilor  listened  with 
great  interest  to  a paper  on  “Draining  the  Gall  Blad- 
der,” with  case  presentation.  Immunization  against 
diphtheria  has  been  encouraged  throughout  the  county 
by  many  members  of  this  Society. 

On  June  12,  1925,  at  “Camp  Rest-A-While,”  a large 
gathering  of  physicians  from  several  adjoining  counties 
enjoyed,  under  the  auspices  of  the  Indiana  County  Med- 
ical Society,  a feast  of  good  things  to  eat  and  a series 
of  very  interesting  and  helpful  addresses  by  physicians 
from  the  Cleveland  Clinic. 

The  Armstrong  County  Medical  Society,  organized 
in  1825,  celebrated  its  one-hundredth  anniversary  on 
June  16,  1925.  The  Secretary  read  a history  of  the 
Society  from  its  birth  up  to  the  present  dat<5,  and 
developed  advancement  made  in  the  practice  of  the 
healing  art  during  the  century.  Officers  of  the  State 
Society  were  present  in  the  person  of  Lawrence  Litch- 
field, M.D.,  Trustee  and  Councilor  of  the  Sixth  Dis- 
trict, and  Secretary  Walter  F.  Donaldson,  M.D.  These 
guests  gave  most  excellent  addresses  on  timely  topics, 
and  many  members  of  the  Armstrong  Society  gave  in- 
teresting reminiscences. 


All  the  societies  of  the  Ninth  District  are  interested 
in  the  work  outlined  by  the  Committee  on  Public  Rela- 
tions of  the  State  Society. 


DR.  WALTER  S.  BRENHOLTz,  WILLIAMSPORT, 
COUNCILOR  FOR  THE  TENTH  DISTRICT 
To  the  President  and  House  of  Delegates: 

Your  Councilor  has  visited  all  the  county  societies 
of  the  Tenth  District  except  two;  namely,  Union  and 
McKean.  The  condition  of  those  societies  visited  was 
found  to  be  very  good,  and  all  are  holding  monthly 
meetings  except  one.  Potter  County  not  having  held  a 
meeting  this  year  until  July. 

The  attendance  at  the  meetings  is  satisfactory,  and 
good  scientific  programs  are  presented  which  arouse 
much  interest. 

All  but  a very  few  eligible  physicians  of  the  Tenth 
District  are  members  of  a county  society. 

No  regular  censorial  district  meetings  have  been 
held,  but  all  members  of  the  Fifteenth  Censorial  Dis- 
trict were  invited  to  the  May  meeting  of  the  Lycoming 
County  Society,  and  about  one  hundred  were  in  atten- 
dance. It  was  an  all-day  meeting,  clinics  being  held 
during  the  morning  at  the  Williamsport  Hospital,  with 
dinner  at  the  Park  Hotel,  and  two  addresses  in  the 
afternoon.  All  members  of  the  Twelfth  Censorial  Dis- 
trict were  invited  to  the  annual  meeting  of  the  West 
Branch  Association,  which  was  held  at  Philipsburg, 
July  15.  About  one  hundred  and  forty  physicians  at- 
tended this  meeting,  and  enjoyed  a very  fine  program. 

“Suggestions  for  Increasing  the  Attendance  at  Meet- 
ings of  the  County  Medical  Society”  was  the  subject 
of  my  talk  at  all  county  meetings  I attended  this  year. 

There  have  been  no  suits  for  alleged  malpractice  in 
the  Tenth  Cotmcilor  District  during  the  four  years  I 
have  been  Councilor.  Amicable  professional  relations 
existed  in  all  the  societies,  and  the  services  of  the 
judicial  council  have  not  been  required. 

The  officers  of  the  societies  of  the  Tenth  District 
are  to  be  congratulated  upon  their  activity  during  the 
year  as  well  as  that  of  the  membership;  also  upon 
their  hearty  cooperation  and  support. 


REPORTS  OF  COMMITTEES 

committee  on  public  health  legisl.ation 
To  the  President  and  House  of  Delegates: 

The  Committee  on  Public  Health  Legislation  appoint- 
ed by  President  Henry  organized  and  united  with  the 
Committees  from  the  Homeopathic  and  Eclectic  Medical 
Societies  of  the  State  of  Pennsylvania  and  formed  the 
Medical  Legislative  Conference  of  Pennsylvania. 

As  this  was  a legislative  year,  the  Medical  Legis- 
lative Conference  had  an  extremely  busy  time  with 
legislation  at  Harrisburg. 

There  were  a number  of  bills  in  which  the  medical 
profession  was  vitally  interested.  Among  these  was  the 
Annual  Registration  Bill,  which  requires  all  those  prac- 
ticing the  healing  art  to  register  each  year.  This  bill 
was  endorsed  by  the  Board  of  Trustees  of  the  Med- 
ical Society  of  the  State  of  Pennsylvania,  by  the 
Medical  Legislative  Conference,  and  the  Bureau  of 
Medical  Education  and  Licensure. 

The  Chiropractic  Bill  was  defeated  decisively  in  the 
Flouse  of  Representatives. 

The  Naturopathic  Bill  was  defeated  in  the  House, 
was  reconsidered,  and  finally  passed  by  it,  but  was 
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held  in  the  Health  and  Sanitation  Committee  of  tlie 
Senate  and  did  not  come  up  for  a vote. 

The  Osteopathic  Bill  introduced  in  the  Senate  was  the 
subject  of  much  discussion  before  the  Committee  on 
Health  and  Sanitation,  and  after  several  hearings  it  was 
kept  in  committee  and  not  voted  upon.  The  only 
amendment  to  the  Osteopathic  Surgeons’  Bill  was  a 
single  change  in  the  nomenclature  of  one  component  of 
the  examining  board  provided  in  the  Bill. 

The  Medical  Legislative  Conference  published  eight 
bulletins,  giving  to  the  members  of  the  Society  the 
status  of  all  bills  as  they  progressed  in  the  Legislature. 
This  was  a very  instructive  publication  and  did  much 
to  keep  the  members  informed. 

As  president  of  the  Conference,  I desire  to  express 
my  gratitude  to  all  those  who  assisted  in  the  work  of 
the  Conference  during  the  past  session  of  the  Legisla- 
ture, and  to  the  following  in  particular : President 

Henry,  who  was  at  all  times  ready  and  willing  to  aid 
in  every  way  possible;  Dr.  A.  C.  Morgan,  President 
of  the  Philadelphia  County  Medical  Society,  who  did 
yoeman  service;  Dr.  Edgar  S.  Buyers,  of  Norristown, 
who  rendered  valuable  help ; Dr.  Moses  Behrend,  of 
Philadelphia,  who  was  very  active,  and  cheerfully  re- 
sponded to  any  request  made  upon  his  valuable  time; 
Dr.  Frederick  L.  Van  Sickle,  Executive  Secretary  of 
the  Society,  and  Dr.  Thomas  D.  Mills,  Secretary  of 
the  Conference,  who  did  wonderful  work  at  Harrisburg 
during  the  session  of  the  Legislature. 

The  Medical  Legislative  Conference  desires  to  ex- 
press its  appreciation  to  the  members  of  the  Society 
throughout  the  State  for  the  ready  response  which  they 
gave  when  requested  to  communicate  with  their  re- 
spective Senators  and  Representatives. 

Another  valuable  acquisition  in  the  Legislative  work 
during  the  session,  was  the  newly  formed  Woman’s 
Auxiliary  of  the  State  Society.  Very  material  help 
was  rendered  by  a number  of  the  members  of  this 
organization,  and  no  doubt  this  auxiliary  will  play  a 
more  important  part  in  the  future.  Mrs.  William  E. 
Parke,  the  president,  was  ever  ready  to  help,  and  re- 
sponded cheerfully  at  all  times  when  called  upon. 

The  Medical  Society  of  the  State  of  Pennsylvania  is 
to  be  congratulated  upon  the  results  it  obtained  at 
Harrisburg  during  the  recent  session  of  the  Legislature, 
through  the  efforts  of  the  Conference. 

It  was  the  opinion  of  those  who  were  active  in  the 
legislative  work  at  Harrisburg,  that  in  the  future  the 
medical  profession  should  have  a constructive  program 
to  present  to  the  Legislature  rather  than,  as  in  the 
past,  only  a combative  one.  With  the  medical  profes- 
sion solidly  behind  a One-Board  Medical  Bill,  and  not 
working  at  cross  purposes,  no  doubt  such  a bill  can  be 
enacted  at  the  1927  session,  thus  protecting  the  people 
of  the  Commonwealth  against  poorly  prepared  prac- 
titioners of  the  healing  art. 

George  A.  KnoweES,  Chairman, 
Edgar  M.  Green, 

Alexander  Armstrong, 

L.  Webster  Fox, 

S.  J.  Miller. 


committee  on  public  relations 

To  the  President  and  House  of  Delegates: 

Believing  that  organized  medicine  should  lead  in  all 
activities  bearing  on  a better  community  or  individual 
health;  that  the  lay  cooperation  assured  by  such  leader- 
ship should  be  made  intelligent  and  helpful  by  educa- 
tion in  health  matters,  authorized,  supervised,  and 


directed  by  organized  medicine ; that  each  member  of  the 
medical  organization  should  be  familiar  with  modern 
methods  of  combating  those  infections  which  can  be 
controlled  and  of  detecting  in  their  beginnings  and  fore- 
stalling those  conditions  which  otherwise  lead  to  crip- 
pled or  shortened  lives,  the  Committee  on  Public  Rela- 
tions has  corresponded  with  each  unit  of  the  State 
Medical  Society,  suggesting  active  campaigns  having 
for  their  end  the  suppression  of  diphtheria,  the  lessening 
of  maternal  mortality,  periodic  health  examinations  of 
the  apparently  well,  and  the  education  of  the  public  by 
using  freely  and  repeatedly  the  schools,  the  press,  the 
pulpit,  and  civic  organizations. 

To  the  secretary  of  each  county  medical  society  the 
following  letter  was  sent  early  in  July : 

“The  report  of  the  Committee  on  Public  Relations 
must  be  in  by  the  end  of  the  third  week  in  July.  We 
should  like  to  incorporate  in  this  report  the  activities 
of  each  county  medical  society  in  regard  to : 

“1.  Instruction  of  the  public  in  the  matter  of  conser- 
v'ation  of  health  and  the  prevention  of  disease,  the 
method  of  accomplishing  this,  and  the  extent  to  which 
it  is  carried. 

“2.  Activities  in  regard  to  control  of  diphtheria. 

“3.  Activities  in  regard  to  the  reduction  of  infant  and 
maternal  mortality. 

“4.  Activities  in  regard  to  the  control  of  diphtheria, 
with  special  reference  to  the  Schick  test  and  permanent 
immunization. 

“If,  through  local  conditions,  it  is  impossible  to  ac- 
complish work  as  an  organized  body  in  any  of  these 
directions,  your  Committee  should  like  to  report  this 
effect,  with  (if  it  be  prudent  to  give  it)  the  reasons 
therefor. 

“These  questions  are  asked  for  the  purpose  of  deter- 
mining in  what  way  or  ways,  if  any,  your  State  Com- 
mittee may  be  helpful.” 

Following  is  a summary  of  the  replies  received : 

Allegheny  County  Society  reports  that  its  activities 
in  the  education  of  the  public  regarding  sickness-preven- 
tion subjects  during  the  past  year  have  been  along  the 
following  lines : 

First,  a Public  Relations  Committee  keeps  a roster 
of  lecturers,  who  are  sent,  on  request,  to  various  civic, 
church,  and  social  organizations,  to  talk  on  given  sub- 
jects in  which  the  individual  speakers  are  qualified  ex- 
perts. In  the  year  1924-1925,  there  were  thirty-seven 
lectures  given  in  this  fashion  under  the  auspices  of  this 
Committee. 

A series  of  lectures  was  broadcasted  from  the  radio 
station  of  the.  University  of  Pittsburgh,  given  by  mem- 
bers of  the  Faculty  of  the  University  who  were  also 
members  of  the  Allegheny  County  Medical  Society. 
These  talks  were  presented  with  the  consent  of  the 
Public  Relations  Committee.  This  comprised  a group 
of  six  lectures. 

A public  meeting  which  replaced  the  June  Scientific 
Meeting  of  the  Society  was  held  at  the  Carnegie  Music 
Hall,  giving  a presentation  of  the  activities  of  the  Pitts- 
burgh Health  Department.  The  subjects  discussed  in- 
cluded smallpox,  tuberculosis,  air  pollution,  penumonia, 
diphtheria  and  diphtheria  prevention,  the  incidence  of 
the  operations  of  the  Municipal  Hospital  for  contagious 
diseases,  a description  of  the  methods  of  our  Milk  Com- 
mission in  the  collection  and  certification  of  milk,  and 
a presentation  of  the  program  of  the  Society’s  Commis- 
sion for  the  Prevention  and  Relief  of  Heart  Disease. 
The  subject  matter  had  been  carefully  prepared  with  a 
view  to  its  being  presented  before  a lay  audience.  The 
program  was  so  well  received  by  an  audience  numbering 
about  one  thousand  that  it  is  the  plan  of  the  Society 
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to  repeat  this  public  meeting  next  year,  with  the  ex- 
pectancy of  making  it  an  annual  occurrence. 

Bradford  County  has  used  the  local  press,  has  given 
talks  at  health  centers,  has  encouraged  periodic  health 
examinations,  and  has  done  some  immunizing  against 
diphtheria. 

Bucks  County  reports  that  it  is  not  engaged  in  giv- 
ing any  public  instruction  in  the  matter  of  conservation 
of  health  or  prevention  of  disease.  It  has  also  reported 
that  Bristol,  Doylestown,  and  Quakertown  have  made 
an  unsuccessful  attenipt  to  introduce  the  Schick  test. 

Butuer  County  first  states  that  little  has  been  done 
in  the  line  of  guiding  towards  a better  public  health, 
except  that  the  letters  bearing  on  this  subject  are  read 
before  this  society,  and  action  may  or  may  not  be 
taken.  A committee  was  formed  with  difficulty  to 
study  and  popularize  the  Schick  test,  but  reported  that 
conditions  were  not  favorable  for  its  introduction.  One 
address  on  cancer  control  is  recorded. 

Cambria  County,  which  has  already  made  a record 
in  diphtheria  control,  reports  that  it  is  planning  another 
extensive  diphtheria  campaign  in  the  fall.  It  is  also 
planning  the  formation  of  a committee  for  the 
prevention  and  relief  of  heart  disease.  Outside  of  Johns- 
town, 17,000  children  have  been  immunized.  The  Johns- 
town superintendent  of  schools  is  opposed  to  this 
modern  procedure,  and  has  been  able  to  influence  his 
board  of  control. 

Cunton  County  reports  lectures  and  instruction  by 
physicians,  and  county  activity  in  regard  to  permanent 
immunization  and  use  of  the  Schick  test  among  the 
school  children  and  as  many  others  as  can  be  induced 
to  take  it.  This  society  has  established  a weekly 
clinic  in  Lock  Haven,  Renovo,  and  Mill  Hall  for  the 
examination  of  young  children. 

Crawford  County  writes  of  baby  clinics  during 
Child  Welfare  Week,  of  permanent  immunization 
against  diphtheria  in  three  institutions,  and  of  a large 
public  meeting  where  cancer  control  was  discussed. 

Dauphin  County  has  been  active  in  the  control  of 
diphtheria,  the  early  recognition  of  precancerous 
lesions,  the  supervision  of  heart  cases,  and  particularly 
in  the  education  of  the  public  in  health  matters. 

Delaware  County  answers  that  one  section  of  the 
county  is  being  tentatively  taken  care  of.  It  has  ap- 
pointed a medical  advisory  board  to  advise  the  various 
public-health  nursing  organizations  of  the  county  on 
questions  of  policy,  to  outline  lists  of  standing  orders 
for  such  organizations,  to  be  used  only  until  nurses  can 
get  in  touch  with  the  physicians  on  the  case.  In  this 
way,  it  is  believed  that  public-health  nursing  work  will 
be  standardized  and  kept  uniform  throughout  the 
county.  Individual  doctors  have  given  talks  to  home 
and  school  leagues,  clubs,  and  other  adult  groups.  The 
medical  advisory  board  has  sanctioned  public-health 
nurses  doing  more  prenatal  care,  and  has  approved 
their  examination  of  the  urine  and  taking  of  the  blood 
pressure,  the  results  to  be  reported  to  the  patient’s 
physician.  The  Schick  test  and  permanent  immuniza- 
tion against  diphtheria  have  been  strongly  urged  by  the 
large  majority  of  physicians,  and  have  been  practiced 
wherever  feasible. 

Erie  County  reports  the  conducting  of  prenatal 
clinics,  and  the  lowering  of  infection  and  maternal 
mortality. 

Huntingdon  County  notes  that  through  public  meet- 
ings, local  civic  organizations,  and  articles  in  the  local 
newspapers,  the  society  has  been  active  in  all  of  the 
four  points  of  the  letter  of  inquiry  from  the  Committee, 
and  that  public  interest  is  sympathetic  and  encouraging. 


Lancaster  County  has  confined  its  activities  mainly 
to  diphtheria  prevention.  Public  clinics  have  been  held 
for  the  administration  of  toxin-antitoxin,  and  active 
work  has  been  carried  on  in  the  schools.  Special 
credit  has  been  given  to  Dr.  W.  H.  Herr  and  Dr.  L. 
M.  Shear.  The  society  has  also  been  successful  in 
having  the  city  administration  of  Lancaster  consider 
favorably  the  opening  of  a free  dental  dispensary  for 
the  school  children.  This  will  be  opened  on  October 
1st,  and  be  conducted  on  alternate  days  at  the  two 
hospitals. 

Lawrence  County  reports  that  individual  workers 
have  been  active  in  public  health,  that  Schick  tests  and 
permanent  immunizations  have  been  carried  out  in  the 
schools.  The  newspapers  are  freely  used,  and  one  of 
the  censors  of  the  society  who  has  conducted  a prenatal 
clinic  is  writing  for  the  public  press.  The  members 
give  talks  before  the  Kiwanis  and  other  clubs,  to  the 
high  schools,  and  to  the  churches. 

Mercer  County  reports  much  work  done  in  goiter 
prevention,  and  some  work  done  in  diphtheria  immuni- 
zation. 

Mifflin  County  publishes  articles  on  health  twice 
a month  in  the  local  papers,  conducts  an  active  child- 
health  clinic  and  is  campaigning  effectively  for  per- 
manent immunization  against  diphtheria. 

Northampton  County  reports  that  details  as  to  the 
work  are  hard  to  give.  What  has  been  done  is  mainly 
educational  and  consists  in  plain  talks  which  the 
greatest  number  can  understand.  Public  meetings  and 
lay  organizations  have  been  addressed  by  members  of 
the  society.  There  has  been  activity  in  regard  to  the 
control  of  diphtheria,  and  a public  meeting  on  cancer 
control  was  held. 

Perry  County  reports  that  the  society  has  not  done 
anything,  because  of  indifference. 

Philadelphia  County  reports  as  special  activities, 
meetings  for  the  public  or  of  public  interest,  discussing 
“Chronic  Carbon-Monoxid  Poisoning,  an  Increased 
Danger  of  Municipalities  from  Automobile  Traffic” 
and  “The  Importance  of  Diet  to  Health  and  Vitality” ; 
also  an  active  participation  in  “Public-Health  Day” 
exercises  and  programs. 

Washington  County  reports  addresses  by  members 
of  the  society  in  an  organized  effort  toward  the  reduc- 
tion of  infant  mortality,  and  demonstration  of  the 
Schick  test. 

Westmoreland  County  has  been  putting  on,  for  the 
fast  three  years,  a post-graduate  course  for  its  mem- 
bers, and  through  them  has  been  reaching  the  lay 
members  of  the  community. 

Wyoming  County  reports  that,  through  the  public- 
health  committee,  three  lectures  have  been  delivered 
this  summer  on  conservation  of  health  and  prevention 
of  disease,  that  the  whole  problem  has  been  gone  over 
with  the  idea  of  active  diphtheria  immunization,  and 
that  prenatal  and  child-health  clinics  have  been  estab- 
lished. 

York  County  reports  that  collectively  it  has  done 
nothing  except  in  regard  to  the  control  of  diphtheria,  in 
which  the  organization  has  been  very  active  from 
every  point  of  view,  with  good  results. 

Edward  Martin,  Chairman, 

Frederick  L-  Van  Sickle,  Secretary, 
WiLMER  Krusen, 

Samuel  R.  Haythorn, 

Frank  G.  Hartman, 

Francis  J.  Dever, 

Walter  M.  Bortz, 

Lawrence  Litchfield, 

Elliott  Edie. 
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COMMISSION  ON  CONSERVATION  OF  VISION 

To  the  President  and  House  of  Delegates: 

Your  Commission  on  Conservation  of  Vision  respect- 
fully submits  the  following  report : 

No  problems  falling  within  the  function  of  this  Com- 
mission, and  requiring  immediate  action,  were  presented 
during  the  year.  At  the  meeting  called  by  the  Chair- 
man, the  question  of  inspection  of  the  eyes  of  public- 
school  children,  especially  in  rural  districts,  was  dis- 
cussed. A survey  of  this  phase  of  medical  inspection 
has  led  your  Commission  to  the  conclusion  that  the 
work  of  uncovering  and  correcting  cases  of  defective 
vision  in  the  school  children  of  cities  and  large  towns 
is,  in  most  instances,  satisfactory  and  efficient.  In  rural 
districts,  however,  the  work  of  inspection  has  not 
reached  a degree  of  efficiency  comparable  to  that  of 
large  municipalities.  Moreover,  it  is  in  the  matter  of 
proper  correction  of  the  ocular  defects  uncovered  in  the 
outlying  districts  that  medical  inspection  of  the  public 
schools  has  shown  least  progress.  Many  of  these  dis- 
tricts are  far  removed  from  the  thoroughly  trained 
oculist,  who  alone  is  able  to  furnish  properly  fitted 
glasses.  Some  of  the  parents  of  these  children  are 
unable  to  pay  the  expense  involved  in  travel  to  medical 
centers  and  the  expense  incident  to  the  prescribing  and 
purchasing  of  glasses. 

Your  Commission  would  therefore  recommend : 

1.  A greater  thoroughness  on  the  part  of  medical 
inspectors  in  rural  districts,  in  the  detection  of  defective 
vision  and  ocular  diseases  among  the  school  children 
of  their  respective  districts. 

2.  A more  efficient  manner  of  correcting  such  defects, 
when  found,  by  a follow-up  system  to  see  that  recom- 
mendations are  not  ignored,  but  rather  are  carried  out. 

3.  Suitable  provision  by  the  counties  of  the  State  for 
the  proper  prescribing  of  glasses  free  of  charge  or  at 
nominal  rates  for  those  who  are  in  need  of  the  same 
and  unable  to  pay  for  them. 

4.  Greater  care  on  the  part  of  all  medical  inspectors 
of  public  schools  in  their  recommendations  to  parents 
to  refer  their  children  only  to  properly  qualified  medical 
men  for  this  most  important  work. 

Luther  C.  Peter,  Chairman; 
John  B.  Corser, 

George  S.  Crampton, 

George  H.  Cross, 

Charles  S.  Rebuck, 

Howard  M.  Ritter, 

" Hunter  H.  Turner. 


COMMISSION  ON  CANCER 

To  the  President  and  House  of  Delegates: 

During  the  year  the  sole  effort  of  this  commission 
has  been  to  instigate  the  establishment  of  special  cancer 
clinics  in  various  communities  throughout  the  State. 
This  has  been  difficult  work,  but  we  are  glad  to  report 
that  such  special  cancer  clinics  have  already  been  estab- 
lished and  are  functioning  in  Bethlehem,  Williamsport, 
and  Scranton. 

Jonathan  M.  Wainwright,  Chairman; 
Richard  J.  Behan, 

Albert  F.  Hardt, 

Joseph  D.  Findley, 

George  B.  Kunkel, 

William  P.  Walker, 

Edward  B.  Hodge. 


committee  on  promotion  of  efficient  laws 
ON  insanity 

To  the  President  and  House  of  Delegates: 

The  Committee  on  Promotion  of  Efficient  Laws  on 
Insanity  desires  to  report  that  during  the  legislative 
session  of  1925  the  Committee  has  followed  the  proce- 
dure of  former  years  in  supporting  all  desirable  legis- 
lation originating  from  any  source.  The  majority  of 
such  legislation,  of  course,  had  its  initiative  with  the 
Department  of  Welfare,  and  the  Committee  gave  its 
best  support  to  these  measures.  A bill  was  passed  pro- 
viding a reasonable  rate  for  the  maintenance  of  indigent 
patients  for  the  current  biennium.  No  considerable 
sum  of  money  was  available  for  new  construction  to 
relieve  the  overcrowding  of  State  institutions  described 
in  the  last  committee  report.  The  demand  upon  State 
finances  was  so  great  that  the  appropriation  of  only  a 
small  percentage  of  the  money  needed  for  this  purpose 
was  finally  approved.  Appropriations  for  repairs,  im- 
provements, and  renovations  were  obtained  in  about  the 
proportion  of  former  years. 

At  the  close  of  the  session,  a bill  passed  its  first  legis- 
lative hearing  providing  for  submission  to  a referendum 
of  the  question  of  a fifty-million-dollar  appropriation 
to  meet  the  institutional  development  needed  in  this 
State.  The  constitutionality  of  this  procedure  has  since 
been  questioned. 

The  policy  of  submitting  to  legislative  decision  the 
advisability  of  the  State  assuming  full  care  of  the  in- 
digent mental  patients  was  deferred  to  a subsequent 
session  of  the  Legislature. 

Numerous  bills  which  would  have  worked  an  injus- 
tice either  to  hospitals  or  indigent  patients  did  not  re- 
ceive favorable  consideration  by  the  Legislature. 

The  question  of  medicolegal  testimony  relating  to 
insanity  was  discussed,  and  a bill  introduced  was  modi- 
fied several  times  following  consultations  between  phy- 
sicians and  attorneys,  but  no  important  results  de- 
veloped. 

Harry  W.  Mitchell,  Chairman; 
Owen  Copp, 

Edward  E.  Mayer, 

J.  Allen  Jackson. 


committee  on  defense  of  medical  research 

To  the  President  and  House  of  Delegates: 

The  report  of  the  Committee  on  Defense  of  Medical 
Research  for  1925,  is  as  follows : 

We  were  not  confronted  by  any  antivivisection  or 
antivaccination  bills  in  the  Legislature  of  the  current 
year,<a  most  unusual  experience. 

No  business  was  referred  to  the  Committee  on  De- 
fense of  Medical  Research  during  the  current  year. 

James  D.  Heard,  Chairman; 
Joshua  E.  Sweet, 

David  Dale. 


COMMISSION  ON  COMPENSATION  LAWS 

To  the  President  and  House  of  Delegates: 

For  the  current  year,  your  Commission  on  Com- 
pensation Laws  was  charged  with  the  duty  of  assisting 
the  Society’s  attorney  in  testing  the  Mackey  decision, 
concerning  staff  physicians,  through  court  proceedings 
on  a case  to  be  selected.  It  was  the  opinion  of  the 
Society’s  attorney  that  such  a case  would  better  be 
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tried  in  the  Dauphin  County  courts.  Dauphin  County, 
not  being  an  active  industrial  area,  produced  no  cases 
meeting  the  requirements  of  the  Society’s  attorney,  and 
we  are  informed  no  action  in  this  direction  was  taken. 

Your  Commission  was  charged  with  the  duty  of 
helping,  in  any  way  possible,  the  Medical  Legislative 
Conference  in  any  action  taken,  looking  toward  im- 
provement in  the  present  compensation  law.  You  are 
familiar  with  the  policy  of  the  State  Society  toward 
the  last  session  of  the  State  Legislature,  and  appreciate 
that  no  action  was  taken  in  this  direction. 

Your  Commission  recommends  that  a Commission  be 
continued  and  remain  in  readiness  to  aid  in  all  legiti- 
mate efforts  to  improve  the  present  compensation  law 
as  to  the  care  of  injured  men  and  the  recognition  ac- 
corded physicians  serving  under  the  law;  that  it  be 
charged  with  the  duty  of  continuing  research  in  com- 
pensation laws,  keeping  the  Society  informed  of  its  find- 
ings, and  with  the  advising  of  individual  physicians 
throughout  the  State  in  matters  concerning  their  con- 
tacts with  the  operation  of  the  compensation  law. 

Lever  F.  Stewart,  Chairman, 
Moses  Behrend, 

John  T.  MacDonald, 

Herbert  B.  Gibby, 

Morris  A.  Slocum. 


committee  on  medical  benevolence 

To  the  President  and  House  of  Delegates: 

The  Committee  on  Medical  Benevolence  reports  that 
there  have  been  no  additions  to  the  list  of  beneficiaries 
during  the  past  year,  there  being  now  three.  We 
again  call  the  attention  of  the  members  of  the  So- 
ciety to  this  part  of  the  Society’s  work,  in  the  hope 
that  others  who  are  in  need  of  financial  assistance  will 
be  brought  to  our  notice.  One  case  was  investigated 
during  the  past  year  and  declined  as  unsuitable. 

The  following  is  the  report  of  the  Treasurer  of  this 
Committee : 

Receipts 

Balance  in  bank  June  30,  1924  $249.24 

Received  from  Treasurer,  Sept.  4,  1924  96.88 

Received  from  Treasurer  Nov.  6,  1924  195.50 
Received  from  Treasurer  Dec.  12, 1924  157.24 
Received  from  Treasurer  Apr.  22, 1925  101.30 
Received  from  Treasurer  May  9,  1925  106.25 


$906.41 

Disbursements 

July  3,  1924  $180.00 

Nov.  6,  1924  180.00 

Jan.  8,  1925  180.00 

Apr.  23,  1925  180.00 

720.00 


June  30,  1925.  Balance  in  bank  $186.41 


William  T.  Sharpless,  Chairman, 
E.  B.  Heckel,  Treasurer, 

Howard  C.  Frontz, 

Walter  F.  Donaldson. 


committee  on  archives 

To  the  President  and  House  of  Delegates: . 

Since  its  last  report,  the  Committee  on  Archives  has 
thankfully  received  and  filed  the  following: 

A one-hundred-and-thirty-page  illustrated  volume, 
prepared  and  issued  in  1924  by  the  Philadelphia  County 
Medical  Society,  in  celebration  of  its  Seventy-Fifth 
Anniversary,  thirty- four  pages  being  devoted  to  the 


history  of  the  Philadelphia  County  Medical  Society 
prepared  by  James  M.  Anders,  M.D.,  L.L.D. 

A handsome  brochure  published  in  1925  by  the  Alle- 
gheny County  Medical  Society,  in  celebration  of  its 
Sixtieth  Anniversary. 

We  have  noted  during  the  past  year  mention  of  cen- 
tennial celebrations  by  Armstrong  and  Franklin  County 
Medical  Societies.  Such  celebrations  should  bring 
about  the  preparation  in  permanent  form  of  a record 
of  the  activities  of  pioneer  medical  men  as  well  as  those 
of  the  Society  celebrating.  A contribution  by  societies 
thus  celebrating,  of  a copy  of  such  history,  to  the 
Archives  of  our  Society  will  greatly  facilitate  the  prep- 
aration of  a more  comprehensive  history  that  will 
some  day  no  doubt  be  undertaken  by  the  Medical  So- 
ciety of  the  State  of  Pennsylvania. 

Walter  F.  Donaldson,  Chairman; 
Edward  J.  G.  Beardsley, 

Jacob  S.  Hackney. 


committee  on  history 

To  the  President  and  House  of  Delegates: 

Your  special  committee,  confronted  by  the  fact  that 
plans  for  the  celebration  of  the  Seventy-Fifth  Annual 
Meeting  of  our  Society  included  the  publication  in  the 
Journal  of  historical  reviews  of  the  Society’s  activi- 
ties from  1848  to  1925,  advises  postponement  of  the 
plan  for  preparing  a more  comprehensive  history  of  the 
Society.  Our  brief  study  of  the  situation  has  served 
to  impress  upon  us  the  great  importance,  as  well  as  the 
magnitude  of  the  task  of  preparing  a complete  medical 
history  of  Pennsylvania.  Anticipating  that  at  least 
three  years  will  be  required  to  complete  such  a work, 
we  recommend  the  creation  of  an  Historical  Committee 
in  each  component  society,  also  that  the  State  Society 
prepare  and  distribute  a blank  for  the  collection  of 
data,  and  appoint  an  editor-in-chief. 

The  degree  of  success  attained  in  the  preparation  of 
such  a history  will  depend  largely  upon  facts  regarding 
pioneer  medical  men  collected  by  the  various  county 
medical  societies,  and  we  urge  all  members  of  the  So- 
ciety to  become  interested  in  the  recovery  of  old  records 
of  medical  men,  as  well  as  records  of  medical-society 
activities.  If  the  proposed  history  is  to  be  a success, 
contributions  by  hundreds  of  our  members  of  historical 
facts,  as  well  as  aid  of  a financial  nature  will  be  essen- 
tial. We  earnestly  urge  the  whole-hearted,  enthusiastic 
cooperation  of  all  members  of  the  Society  in  this  in- 
spiring work. 

The  continuation  of  a historical  committee  is  advised. 

Walter  F.  Donaldson,  Chairman; 
Jacob  S.  Hackney, 

Edward  J.  G.  Beardsley. 


committee  on  society  comity  and  policy 

To  the  President  and  House  of  Delegates: 

This  Committee  has  had  referred  to  it  but  one  matter 
for  opinion — the  case  of  a member  of  the  Philadelphia 
County  Medical  Society  who  wished  to  ’oe  transferred 
to  the  Allegheny  County  Medical  Society.  This  mem- 
ber was  engaged  in  medical  service  for  the  United 
States  Veterans’  Bureau  and  was  not  licensed  to  prac- 
tice in  Pennsylvania.  The  Philadelphia  County  Society 
admits  to  active  membership  physicians  who  are  not 
licensed  but  who  are  engaged  in  the  service  of  the 
United  States.  The  Allegheny  County  Society  requires 
its  active  members  to  be  licensed  to  practice  and  does 
not  accept  unlicensed  physicians  who  are  in  the  medical 
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service  of  the  United  States.  The  Allegheny  County 
Society  decided  the  applicant  was  not  eligible  to  mem- 
bership under  their  rules  and  declined  to  accept  the 
transfer,  but  courteously  offered  him  the  privilege  of 
attending  their  meetings  while  he  resided  in  Allegheny 
County. 

In  view  of  this  unfortunate  but  unavoidable  occur- 
rence, this  Committee  feels  it  would  be  desirable  if 
each  component  society  had  the  same  eligibility  rules 
for  membership.  It  therefore  offers  the  following 
resolution : 

Whereas,  in  the  experience  of  the  1925  Committee 
on  Society  Comity  and  Policy  it  has  been  demonstrated 
that  different  standards  of  eligibility  for  active  mem- 
bership in  component  county  medical  societies  may  lead 
to  unintentional  but  none  the  less  apparent  discrimina-  • 
tion  against  worthy  doctors  of  medicine,  be  it 

Resolved,  that  the  Committee  on  Society  Comity  and 
Policy  request  the  1925  House  of  Delegates  to  instruct 
the  component  societies  of  the  Medical  Society  of  the 
State  of  Pennsylvania  so  to  standardize  their  active- 
membership  eligibility  requirements  that  an  active  mem- 
ber in  a component  society  may  not  be  deprived  of  the 
benefits  of  transfer  to  another  component  society  solely 
on  the  grounds  of  differing  qualifications  for  active 
membership. 

In  support  of  this  recommendation  we  respectfully 
submit  the  following  standard  suggestions  for  eligibility 
to  active  membership  in  a component  county  society : 

1.  Graduation  from  an  institution  legally  authorized 
to  confer  the  degree  of  Doctor  of  Medicine. 

2.  United  States  citizenship. 

3.  Good  moral  character  and  professional  standing. 

4.  Usual  rules  regarding  residence. 

5.  May  not  be  an  active  member  of  two  component 
societies  of  the  Medical  Society  of  the  State  of  Penn- 
sylvania. 

6.  Legal  license  to  practice  medicine  in  the  State  of 
Pennsylvania,  or  if  not  legally  licensed,  should  be  en- 
gaged only  in  teaching,  in  laboratory  or  research  work, 
or  in  the  service  of  the  State  of  Pennsylvania  or  the 
United  States,  medical  missionary  in  foreign  fields,  or 
intern  in  any  approved  hospital  in  Pennsylvania. 

Henry  D.  Jump,  Chairman, 
Jefeerson  H.  Wilson, 

William  L.  Estes, 

Cloy  G.  Brumbaugh, 

John  B.  McAlister. 


committee  to  confer  with  morticians 

To  the  President  and  House  of  Delegates: 

Pursuant  to  the  recommendations  made  by  the  House 
of  Delegates  at  the  annual  session  of  the  Society,  held 
at  Reading,  October,  1924,  the  Committee  to  Confer 
with  Morticians  had  reprints  made  of  the  report  sub- 
mitted at  that  time,  and  a copy  was  sent  to  all  of  the 
hospitals,  medical  schools,  and  county  and  state  institu- 
tions in  Pennsylvania.  From  comments  that  had  been 
made,  the  Committee  was  of  the  opinion  that  the  value 
of  the  survey  made  was  more  far-reaching  than  at  first 
supposed.  Therefore,  the  Committee  deemed  it  expe- 
dient to  send  a copy  of  the  report  to  the  secretaries  of 
all  the  state  medical  associations,  the  editors  of  all  the 
state  medical  journals,  the  editors  of  other  selected 
medical  journals,  and  to  the  journals  devoted  to  hos- 
pital activities. 

Editorials  and  abstracts  of  the  report  have  appeared 
in  journals  all  over  the  United  States,  and  requests 


have  been  received  from  many  states  for  copies  of  the 
report. 

Your  Committee  is  more  than  pleased  that  the  rec- 
ommendations in  the  report  on  methods  of  increasing 
the  number  of  autopsies,  are  continually  being  referred 
to  as  among  the  best  presented  on  this  subject. 

The  report  will  be  used  as  a basis  for  a discussion  at 
the  next  annual  session  of  the  American  College  of 
Surgeons  in  Philadelphia,  October,  1925. 

An  attempt  was  again  made  this  year  to  have  one  of 
the  members  of  the  county  society  in  each  respective 
community  address  the  various  local  associations  of 
funeral  directors.  The  secretary  of  the  State  Associa- 
tion of  Funeral  Directors  of  Pennsylvania  advises  that 
during  the  past  year,  marked  cooperation  has  been 
shown. 

It  is  recommended  that  the  committee  be  continued. 

Frank  C.  Hammond,  Chairman; 
Vernon  L.  Andrews, 

David  W.  Thomas. 


committee  on  laboratories 

To  the  President  and  House  of  Delegates: 

The  Committee  on  Laboratories,  originally  appointed 
two  years  ago  to  investigate  conditions  surrounding 
medical  laboratory  diagnosis  in  Pennsylvania,  has  had 
three  meetings  during  the  past  year.  At  no  time,  how- 
ever, was  it  possible  to  secure  the  attendance  of  all 
members  at  one  of  these  meetings. 

Last  year  the  Committee  decided  to  send  a ques- 
tionnaire to  each  member  of  the  Society  for  the  pur- 
pose of  securing  data  concerning  medical  laboratory 
work  in  the  State,  but  this  year  the  plan  was  abandoned 
and  regarded  as  inadvisable.  Various  substitute  plans 
have  been  proposed  but  so  far  your  Committee  has  not 
been  able  to  agree  upon  a plan  for  thoroughly  studying 
the  laboratory  situation.  Your  Committee  believes, 
however,  that  a thorough  survey  is  advisable  before  it 
is  possible  to  submit  to  the  Society  any  worth-while 
report  or  to  suggest  remedial  measures  for  abuses 
known  to  exist. 

The  Committee  desires  to  report  that  two  national 
societies,  namely,  the  American  Society  of  Clinical 
Pathologists  and  the  American  Medical  Association, 
are  interested  in  the  same  problems  confronting  your 
Committee,  and  we  feel  that  it  will  be  profitable  and 
wise  to  delay  at  present  making  any  detailed  report  or 
submitting  recommendations  concerning  conditions  in 
Pennsylvania  until  more  data  are  available  and  until  it 
is  possible  to  recommend  measures  to  the  Society  con- 
forming with  the  recommendations  and  activities  of 
these  two  national  associations. 

Your  Committee  is  of  the  opinion  that  its  work  is 
of  considerable  importance  and  is  urgently  required, 
and  recommends  that  its  activities  be  continued  for  at 
least  another  year. 

John  A.  Kolmer,  Chairman; 

O.  H.  Perry  Pepper, 

Robert  A.  Keilty, 

George  R.  Moffitt, 

Courtland  Y.  White, 

Ernest  W.  Willetts, 

George  D.  Fussell, 

Samuel  R.  Haythorn, 

Roy  Ross  Snowden, 

Albert  J.  Bruecken, 

John  L.  Laird. 
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COMMISSION  TO  CONFER  WITH  SECRETARIES  OF 

health  and  welfare 

To  the  President  and  House  of  Delegates: 

This  Commission,  appointed  by  President  Henry,  con- 
ferred with  Secretary  of  Health  Miner  and  Secretary 
of  Welfare  Potter  in  their  respective  offices  at  Harris- 
burg, November  6,  1924. 

All  members  of  the  Commission  were  present  and  we 
were  most  cordially  received. 

During  the  Conference,  each  Secretary  presented  the 
problems  arising  in  work  of  the  Departments,  and  we 
in  turn  expressed  the  desire  of  the  officers  and  members 
of  the  State  Society  to  give  aid  and  assistance  in  the 
great  work  of  preventive  medicine,  as  directed  by  the 
Department  of  Health,  and  in  the  better  care  of  those 
in  our  State  institutions  under  the  control  of  the  De- 
partment of  Welfare. 

As  a result  of  this  Conference,  we  believe  a closer 
relationship  has  since  existed  between  the  members  of 
the  medical  profession  and  the  Health  and  Welfare  De- 
partments. During  the  year,  members  of  the  Commis- 
sion and  other  members  of  the  Society  have  been  con- 
sulted by  both  Secretaries  relative  to  certain  problems 
arising  in  their  work.  Much  of  the  work  of  these  de- 
partments has  a medical  background,  and  it  therefore 
becomes  our  duty  to  give  such  help  as  will  improve  the 
efficiency  of  the  great  service  rendered  to  the  Common- 
wealth by  the  Health  and  Welfare  Departments. 

Howard  C.  Frontz,  Chairman. 
Jay  B.  F.  Wyant, 

Ira  G.  Shoemaker, 

Walter  F.  Donaldson. 


COMMISSION  TO  STUDY  QUARANTINE  LAWS 

To  the  President  and  House  of  Delegates: 

Your  Commission  to  Study  Quarantine  Laws  of  the 
State  of  Pennsylvania  begs  to  report  the  following: 

A meeting  of  this  Commission  was  held  on  the  eve- 
ning of  December  3,  1924,  in  the  office  of  Dr.  A.  A. 
Cairns,  Chief  Medical  Inspector  of  the  Bureau  of 
Health,  City  Hall,  Philadelphia,  with  President  Henry 
in  attendance.  The  following  changes  in  the  quarantine 
laws  were  suggested : 

Section  HI,  Paragraph  5 — “The  quarantine  period 
for  German  measles  shall  be  a minimum  of”  ten  days, 
and  that  for  measles  fourteen  days,  instead  of  sixteen 
days  for  each ; “provided  that  the  quarantine  period  for 
these  diseases  may  be  reduced  to”  eight  days  instead 
of  ten  days. 

Section  HI,  Paragraph  7 — “The  quarantine  period 
for  mumps  shall  be  a minimum  of”  fourteen  days  in- 
stead of  twenty-one  days  as  is  now  the  case. 

Section  HI,  Paragraph  12 — “The  quarantine  period 
for  whooping  cough  shall  be  a minimum  of”  three 
weeks  “from  date  of  onset;  provided  that  after  the” 
second  week,  “and  with  the  permission  of  the  health 
authorities,  the  patient  may  be  taken  upon  the  streets 
or  highways  by  a competent  person  whose  responsi- 
bility it  shall  be  to  prevent  contact  with  individuals 
other  than  those  of  the  immediate  household.” 

It  was  further  recommended  that  cases  of  measles, 
German  measles,  chickenpox,  mumps,  or  whooping 
cough  not  be  placarded  routinely. 

These  suggestions  were  forwarded  to  Dr.  Miner, 
Secretary  of  Health,  at  Harrisburg,  Pennsylvania, 
and  were  considered  by  the  Advisory  Health  Board  on 
December  5,  1924,  but  no  decision  was  made. 


No  expense  was  incurred  during  the  year  by  the 
Commission. 

SamuLl  S.  Woody,  Chairman, 
Howard  C.  Carpenter, 

George  A.  Knowles, 

Henry  T.  Price, 

J.  Donald  Iams, 

John  M.  Quigley. 


committee  to  study  the  treatment  of  burns 

To  the  President  and  House  of  Delegates: 

When  a burn  is  of  any  considerable  extent,  the  clini- 
cal picture  is  initially  that  of  shock.  After  twenty-four 
hours  there  is  a period  of  from  two  to  four  days  in 
which  the  symptoms  are  those  of  toxemia.  Many 
theories  have  been  advanced  with  regard  to  the  etiology 
of  the  toxemia.  The  Committee  accepts  the  view  of 
Boyer  and  Gurnard  and  Robertson  and  Boyd  that  toxins 
absorbed  are  formed  by  the  action  of  the  heat  on  the 
tissues. 

In  extensive  burns  there  is  always  a loss  of  heat  due 
to  peripheral  vasodilation.  This  is  to  be  feared  most 
in  burns  without  charring,  as  chars  serve  to  prevent 
heat  dispersion. 

Pain  and  heat  loss  act  in  a vicious  circle  to  increase 
and  prolong  the  initial  shock.  As  the  Committee  be- 
lieves that  pain  is  controlled  more  effectively  by  a 
local  anesthetic,  they  suggest  the  use  of  packs  of  of 
1 per  cent  novocain. 

Parallel  with  the  vasodilation  in  inflammation,  there 
is  an  increased  permeability  of  the  vessels,  with  conse- 
quent loss  of  circulatory  fluids  and  resulting  concen- 
tration of  the  blood. 

Constitutional  changes  due  to  burns,  including  those 
which  cause  death  after  the  period  of  initial  shock  but 
before  infection,  are  the  result  of  the  absorption  of 
disintegration  products  for  which  the  body  has  no 
lytic  substances. 

Extensive  superficial  burns  covering  large  surfaces 
with  a protein  which  is  foreign  to  the  organism  and 
becomes  rapidly  absorbed  because  of  widespread  vasodi- 
lation demonstrate  well  the  value  of  vascular  constriction 
in  the  prevention  of  toxemia  due  to  local  absorp- 
tion. Local  blocking  of  the  circulation  and  early 
removal  of  the  necrotic  tissue  will  save  many  lives. 

As  it  is  not  rational  to  depend  wholly  upon  the  body 
to  take  care  of  the  foreign  cellular  material  produced 
by  a burn,  early  debridement  is  practiced.  The  recov- 
ery from  the  toxemia,  which  occurs  on  removal  of 
the  destroyed  tissues,  is  astonishing. 

The  administration  of  large  amounts  of  fluid  is  di- 
rected toward  the  elimination  of  the  toxin.  Underhill 
and  his  coworkers  at  Yale  have  shown  that  extensive 
superficial  burns  produce  marked  hydremia,  and  that 
the  rapid  and  continued  administration  of  fluids  causes 
a gradual  reduction  of  the  blood  concentration,  with 
marked  improvement  in  the  systemic  signs  and  symp- 
toms. The  improvement  may  be  the  result  of  dilution 
of  the  toxins  and  their  increased  elimination  through 
the  renal  system. 

If  the  toxemia  is  overwhelming,  the  exsanguination- 
transfusion  of  Roberts  and  Boyd  offers  much  promise. 
It  is  best  to  use  this  in  connection  with  debridement,  as 
then  the  circulating  toxins  and  the  etiological  factor 
will  both  be  removed. 

No  method  except  peripheral  block  of  the  circulation 
has  been  found  whereby  the  lytic  substances  of  the  body 
can  be  accelerated  in  breaking  up  the  crude  soluble 
toxin.  After  about  ninety-six  hours,  lytic  substances 


September,  1925 


THE  ATLANTIC  MEDICAL  JOURNAL 


909 


are  present  in  sufficient  amounts  to  disintegrate  the 
toxin. 

Repeated  examinations  of  the  plasma  carbon  dioxid 
in  no  instance  demonstrate  even  the  slightest  degree  of 
acidosis  in  the  most  extensive  burns. 

In  the  treatment,  different  methods  are  employed  in 
the  various  stages  of  the  burn.  The  patient  is  undressed 
immediately  or  not,  depending  on  the  degree  of 
shock.  As  soon  as  possible,  all  clothing  should  be 
removed,  and  an  electric  cabinet  placed  over  the  bed. 
I'he  burned  area  is  then  covered  with  gauze  saturated 
with  a solution  of  J/2-of-l-per-cent  solution  of  novocain 
with  10  minims  of  1 : 1,000  adrenalin  to  each  fluid 
ounce.  When  the  patient  has  reacted  from  the  shock, 
the  area  of  a second-degree  burn  has  become  sufficiently 
anesthetized  to  allow  the  removal  of  the  burned  skin 
and  opening  of  the  blebs  without  causing  pain.  If  the 
burn  is  of  the  third  degree,  the  patient  is  anesthetized, 
and  careful  debridement  is  done  within  twenty-four 
hours. 

Fluid  is  administered  only  by  mouth,  but  when  rapid 
introduction  is  thought  necessary,  the  intravenous 
method  may  be  used. 

The  novocain  packs  are  used  for  from  forty-eight 
to  ninety-six  hours,  depending  upon  the  extent  of  the 
burn  and  the  time  at  which  debridement  was  performed. 
On  their  removal,  the  area  is  sprayed  every  three  hours 
with  a fresh  2-per-cent  solution  of  dichloramin — T.  In 
less  extensive  burns,  packs  of  normal  saline  solution  are 
used. 

Charles  H.  Frazier,  Chairman, 
Jonathan  M.  Wainwright, 

John  B.  Lowman, 

IsiDOR  S.  Ravdin. 


REPORTS  OF  DELEGATES  TO  OTHER 
SOCIETIES 

REPORT  OF  THE  DELEGATES  TO  THE  I925  SESSION 
OF  THE  AMERICAN  MEDICAL  ASSOCIATION 

To  the  President  and  House  of  Delegates: 

The  1925  House  of  Delegates  of  the  American  Med- 
ical Association  convened  in  Atlantic  City,  May  24, 
1925.  Our  delegation  of  eight  was  complete  with  but 
one  alternate,  and  was  composed  as  follows : C.  C. 
Cracraft,  Claysville;  J.  Newton  Hunsberger,  Norris- 
town ; W.  H.  Mayer,  Pittsburgh ; John  A.  Campbell, 
Williamsport ; A.  E.  Crow,  Uniontown ; W.  F.  Don- 
aldson, Pittsburgh;  F.  P.  Lytle,  Birdsboro  (Alter- 
nate) ; Samuel  P.  Mengel,  Wilkes-Barre. 

Our  delegation,  without  exception,  attended  all  ses- 
sions of  the  House,  and  Doctors  Campbell,  Hunsberger, 
and  Donaldson  served  on  various  reference  committees 
of  the  House.  The  latter,  nominated  by  President 
Haggard,  was  elected  to  the  Council  on  Medical  Educa- 
tion and  Hospitals. 

An  amendment  to  the  By-Laws  as  adopted  increased 
the  membership  of  the  House  of  Delegates  from  one 
hundred  and  fifty  to  one  hundred  and  seventy-five, 
thereby  increasing  our  representation  to  ten  delegates 
to  the  1926  House,  which  meets  in  Dallas,  Texas,  April 
19-23,  1926. 


This  year’s  House,  supporting  the  report  of  the 
Judicial  Council,  again  in  effect  condemned  the  practice 
of  commercial  organizations  retailing  at  a profit  the 
services  of  physicians  purchased  at  wholesale  rates,  and 
disapproved  the  connection  of  members  as  officers  or 
examiners  with  such  commercial  health-extension  insti- 
tutions. 

By  action  of  the  House,  the  Section  on  Stomatology 
was  abolished  and  a Section  on  Radiology  was  created. 

The  Secretary  reported  an  encouraging  increase  in 
the  number  of  Fellows  of  the  Association. 

It  is  believed  that  during  this  year’s  session,  the  in- 
fluence of  the  Medical  Society  of  the  State  of  Pennsyl- 
vania was  again  manifest  through  its  delegates,  “repre- 
sentative members,  qualified  by  medical-organization 
experience,  to  serve  promptly,  efficiently,  and  continu- 
ously.” Walter  F.  Donaldson,  Clerk. 


REPORT  OF  THE  DELEGATE  TO  THE  PENNSYL- 
VANIA pharmaceutical  association 

To  the  President  and  House  of  Delegates. 

The  forty-eighth  annual  meeting  of  the  Pennsylvania 
Pharmaceutical  Association  was  held  in  Washington, 
Pennsylvania,  June  16-18,  1925.  Your  delegate 

attended  several  of  the  sessions  and  was  given  the  op- 
portunity to  address  the  meeting  at  the  morning  session 
of  June  17,  at  which  time  he  reminded  the  members  of 
the  intimate  relationship  existing  between  medicine  and 
pharmacy  from  ancient  days,  complimented  them  upon 
their  success  in  refining  drugs  for  medicinal  use,  and 
expressed  appreciation  of  their  cooperation  with  the 
medical  profession  in  its  endeavors  to  raise  the  educa- 
tional standards  of  all  practitioners  of  the  healing  art. 

Your  representative  was  extended  every  courtesy,  and 
was  the  guest  of  the  Association  at  the  annual  banquet. 

He  was  impressed  at  all  times  with  the  cordial  rela- 
tions prevailing  between  the  physician  and  the  pharma- 
cist and  with  the  efforts  being  put  forth  by  the  latter 
to  curb  the  pernicious  activities  of  the  so-called  pseudo- 
medical cults,  or  drugless  therapists.  There  prevailed 
also  a fine  spirit  of  cooperation  in  the  realm  of  preven- 
tive medicine,  and  your  representative  was  more  than 
ever  convinced  that  the  united  efforts  of  the  physician, 
pharmacist,  and  dentist  in  behalf  of  sickness  prevention 
will  prove  of  inestimable  benefit  to  the  public. 

C.  C.  Cr.vcraft. 


report  of  the  delegate  to  the  PENNSYLVANIA 

dental  society 

To  the  President  and  House  of  Delegates: 

I attended  the  opening  session  of  the  Pennsylvania 
Dental  Society  and  made  a short  address  conveying 
the  greetings  of  the  Medical  Society  of  the  State 
of  Pennsylvania.  The  1925  meeting  was  highly  suc- 
cessful and  well  attended,  and  I am  convinced  that 
closer  relations  between  the  dental  and  medical  organi- 
zations of  the  State  should  be  cultivated. 

Frank  G.  Runyeon. 
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INTERSIGMOID  HERNIA  WITH  RE- 
PORT OF  A CASE 

F.  p.  McCarthy,  m.d. 

ERIE,  PA. 

Herniation  of  the  bowel  through  the  meso- 
sigmoid  is  a rare  condition,  as  is  shown  by  the 
small  number  of  cases  reported.  That  it  is  seri- 
ous is  shown  by  the  fact  that  most  of  these  cases 
are  undiagnosed  and  discovered  only  at  autopsy. 

In  the  July,  1924,  number  of  Surgery  Gyne- 
cology and  Obstetrics,  Drs.  H.  A.  Bruce  and  J. 
W.  Ross,  of  Toronto,  reviewed  the  few  reported 
cases,  nine  in  all,  and  reported  their  own  case  as 
the  tenth. 

A case  of  this  rare  condition  that  occurred  on 
the  surgical  service  of  St.  Vincent’s  Hospital, 
Erie,  is  herein  reported. 

November  11,  1924,  K.  L.,  male,  aged  20  years,  wa.s 
admitted  to  St.  Vincent’s  Hospital  at  8 p.  m.  in  extreme 
shock,  complaining  of  severe  general  abdominal  pain, 
marked  tenesmus,  and  nausea. 

His  past  history  and  family  history  were  negative 
and  unimportant. 

His  present  illness  began  at  3 a.  m.,  November  11, 
after  a few  drinks  of  moonshine  whiskey.  The  onset 
was  sudden,  and  with  very  severe  abdominal  pain, 
nausea,  and  vomiting  that  continued.  Of  his  own  voli- 
tion, at  4 p.  m.,  he  had  gone  in  a taxicab  to  one  of  the 
hospitals,  where  his  stomach  was  washed  out  and  castor 


oil  given  through  the  tube.  His  condition,  no  doubt, 
was  presumed  to  be  due  to  the  bad  whiskey,  as  he  was 
discharged  at  8:30  a.  m.  At  this  stage  of  his  illness, 
if  a diagnosis  could  have  been  made,  possibly  his  life 
might  have  been  saved  by  timely  surgical  intervention. 
His  condition  continued  progressively  worse,  and  a phy- 
sician whom  he  finally  called  sent  him  to  St.  Vincent’s 
Hospital  at  8 p.  m.,  just  seventeen  hours  following  the 
onset. 

Physical  Examination. — A young  man  in  evident 
distress,  having  the  appearance  of  critical  shock,  with 
knees  flexed  and  groaning  from  pain,  of  ashen  color, 
and  with  beads  of  perspiration  on  the  forehead.  Pupils, 
mouth,  and  throat  were  negative.  Heart  and  lungs  were 
negative.  Abdomen  not  markedly  rigid  or  distended, 
but  of  a doughy  feeling,  especially  over  the  lower  half, 
and  slightly  more  tender  over  the  right  lower  quadrant 
than  elsewhere.  On  percussion,  most  of  the  abdomen 
was  dull,  and  the  dullness  was  especially  confined  to 
the  bladder  region,  but  the  use  of  a catheter  produce.! 
but  a drachm  or  two  of  normal-appearing  urine  which 
was  not  examined.  On  auscultation,  the  abdomen  was 
silent — Beaver’s  “silent  abdomen.”  Temperature  97.4 
by  axilla;  pulse  100.  White-cell  count  15,100;  polvs. 
87%;  small  lymphocytes  10%;  large  lymphocytes  3%. 

Provisional  Diagnosis. — Ruptured  appendiceal  ab- 
scess, or  perforated  intestinal  ulcer. 

Operation  was  decided  upon,  and  after  500  c.c.  of 
glucose-saline  solution  was  given  intravenously,  was  pro- 
ceeded with  at  once. 

Under  novocain,  gas,  and  ether,  a right  rectus  incision 
was  made.  When  the  peritoneum  was  opened,  a quan- 
tity of  clear,  bloody  serum  escaped  and  loops  of 
black  bowel  presented.  The  incision  was  greatly  en- 
larged, and  a quick  examination  revealed  all  of  the 


Fig.  2.  Intestines  drawn  to  the  right,  showing  the  defect  from 
the  left. 
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small  bowel  and  portions  of  the  large  bowel  to  be 
gangrenous.  The  location  of  the  lesion  was  found  onl}' 
after  considerable  searching  and  handling  of  the  in- 
testines. The  normal-appearing  cecum,  terminal  ileum, 
and  appendix  were  stretched  taut,  and  the  tip  of  the 
appendix  was  found  engaged  in  a defect  in  the  meso- 
sigmoid.  The  proximal  jejunum  was  then  located,  and 
appeared  to  be  normal,  but  was  stretched  taut  and 
downwards  to  about  the  same  level  as  the  ileum  and 
appendix,  and  lost  in  a mass  of  tightly  packed  intestines 
on  the  left  of  the  mesosigmoid.  With  the  terminal 
ileum  as  guide,  the  tip  of  the  left  index  finger  was 
forced  under  a definite  defect  at  the  root  of  the  meso- 
sigmoid, and  the  constricting  edge  of  the  open.ng  was 
carefully  enlarged.  The  colon,  sigmoid,  and  various 
coils  of  small  bowel  were  then  released,  and  many 
white,  circular  rings  showed  where  the  bowel  had  been 
strangulated.  Resection  was  not  possible,  as  all  of  the 
small  bowel,  a large  part  of  the  descending  colon,  and 
the  sigmoid  were  gangrenous.  A number-24  catheter 
was  anchored  into  the  jejunum  according  to  the  Mayo 
method,  and  the  incision  closed.  Death  occurred  at 
2 a.  m.,  December  12th. 

Autopsy  confirmed  the  operative  findings.  It  seemed 
that  the  sigmoid  had  rolled  over  to  enter  the  ring  from 
the  right,  but  whether  it  followed  the  small  bowel 
through  could  not  be  said.  Its  position,  however,  was 
beneath  the  mass  of  small  intestines  and  not  in  contact 
with  the  constricting  ring. 

The  portions  of  bowel  involved  and  strangulated  in- 
cluded all  of  the  ileum  except  the  terminal  three  inches, 
all  of  the  jejunum  except  the  proximal  eight  inches, 
the  lower  half  of  the  descending  colon,  and  almost  all 
of  the  sigmoid.  This  case,  therefore,  might  properly 
be  called  one  of  massive  intersigmoid  hernia. 

110  West  Ninth  Street. 


DUODENAL  FISTULA 

REPORT  OF  A CASE 

MAXWELL  LICK,  M.D. 

ERIE,  PA. 

The  reported  cases  of  duodenal  fistula  num- 
ber, according  to  Cameron,  only  28  (“The  Treat- 
ment of  Duodenal  Fistula,  with  Report  of  a 
Case” — Surgery,  Gynecology  and  Obstetrics, 
November,  1923).  The  following  notes  are 
from  a case  referred  by  Dr.  Worster,  Water- 
ford, Pa.,  in  which  a suction  apparatus  was  em- 
ployed, according  to  Cameron’s  case. 

Patient:  ’Mr.  H.  H.  Age  53.  Occupation:  farmer 
and  carpenter. 

Chief  complaint : upper  abdominal  pain,  vomiting, 
and  anorexia. 

Previous  medical  history : measles  and  chickenpox  in 
early  childhood.  Fractured  skull  (vault)  from  injury 
with  axe  when  21.  Appendectomy  16  years  ago. 
Chronic  dental  abscesses  from  time  to  time. 

Family  history : unimportant. 

Present  illness : For  many  years,  going  back  into  his 
early  life,  there  had  been  spells  of  so-called  indigestion. 
These  were  characterized  by  pain  in  the  epigastrium, 
described  as  a “hungry  feeling  between  meals.”  There 
was  characteristic  relief  by  taking  of  food  or  a drink 
of  water.  Periodicity  of  the  attacks  had  been  well 
marked.  At  times  there  had  been  vomiting,  but  never 


any  blood  in  the  vomitus,  and  the  stools  had  at  no  time 
been  tarry.  There  was  no  jaundice.  The  weight  had 
always  been  below  normal.  Of  recent  years  these  spells 
had  been  coming  more  frequently  and  lasting  longer, 
so  that  there  was  little  or  no  relief  from  food.  The 
present  condition  began  about  two  weeks  previous  to 
his  admission  to  the  hospital.  He  had  been  having 
his  usual  pain  and  discomfort  in  the  epigastrium.  The 
pain  gradually  became  more  intense  and  spread  almost 
over  the  entire  abdomen,  but  was  greatest  in  the  epi- 
gastrium. Vomiting  developed,  so  that  no  food  could 
be  retained,  and  there  was  fever  and  a marked  eleva- 
tion of  the  pulse  rate.  Other  symptoms  were  irrelevant. 

Physical  examination : Patient  was  an  adult  male, 

with  dry,  harsh  skin,  and  greatly  undernourished. 
There  was  an  anxious  expression  of  the  face,  and  the 
patient  was  evidently  suffering  severe  pain.  Pulse  rate 
100.  Temperature  100  2/5.  Respiration  26.  General 
reflexes  were  all  normal.  No  enlargement  of  the  thy- 
roid. Tongue  badly  coated  and  dry.  There,  was  severe 
dental  infection.  Heart  and  lungs  were  normal. 

Abdominal  examination : There  was  general  soreness 
and  moderate  rigidity  of  the  entire  abdomen.  This  was 
most  marked,  however,  both  as  to  tenderness  and 
rigidity,  in  the  upper  right  rectus.  No  distention.  No 
masses  could  be  palpated.  Right-rectus  scar  in  lower 
right  abdomen. 

Examination  of  the  extremities  was  negative. 

Fluoroscopic  study  (Dr.  Putts)  : Radiographic  exami- 
nation of  the  gall-bladder  region  was  negative.  Thorax 
//as  negative.  Esophagus  was  normal.  Stomach  was 
of  moderate  size,  and  norrnal  in  appearance  and  action. 
The  duodenal  bulb  was  constantly  deformed,  and 
showed  active  peristalsis  and  movement  of  the  barium. 

Diagnosis : Duodenal  ulcer.  Examination  discon- 

tinued. 

Laboratory  studies:  Urinalysis — Reaction  95%  acid; 
sp.  gr.  10-30 ; albumin  negative ; sugar  present ; no 
uidican ; acetone,  one  plus ; no  bile ; no  diacetic ; 
loaded  with  mucous  shreds.  Blood  count — White  cells 
11,800;  polys.  82%;  small  mononuclears  7%;  large 
mononuclears  10% ; transitionals  10%. 

The  diagnosis  seemed  clearly  to  be  that  of  a chronic 
perforation  of  a duodenal  ulcer.  Inasmuch  as  the  pa- 
tient had  been  sick  for  two  weeks,  operation  was  de- 
ferred until  the  body  fluids  could  be  restored.  He  was 
given  glucose  solution  5%,  under  the  skin,  4,500  c.c. 
being  given  during  the  first  24  hours.  Morphin  was 
given  for  relief  of  physical  and  mental  distress.  By 
the  following  day,  the  tongue  had  become  moist,  and  the 
general  condition  was  better. 

Operation  was  performed  under  gas-oxygen-ether 
anesthesia.  Upper  right  rectus  incision.  No  fluid  in 
the  abdomen.  Appendix  absent  and  omentum  adherent 
to  the  old  scar.  The  gall  bladder  and  liver  were  found 
adherent,  with  fresh  inflammatory  adhesions  near  the 
terminal  portion  of  the  second  part  of  the  duodenum. 
The  stomach  and  pylorus  were  normal.  The  gall  blad- 
der was  atrophic  and  thickened.  There  was  an  ulcera- 
tion involving  the  gall  bladder  and  under  surface  of  the 
liver,  where  the  ulcer  had  burrowed  through  and  at- 
tached itself.  The  duodenutn  was  carefully  and  gently 
separated  from  the  inflammatory  attaclmient,  and  a 
chronic  perforation  the  size  of  a lead  pencil  was  ex- 
posed in  it,  approximately  opposite  the  opening  of  the 
common  duct.  The  duodenal  wall  was  hard,  thickened, 
and  infiltrated.  It  was  impossible  to  mobilize  the  part, 
and  due  to  this,  together  with  the  inaccessibility  and 
infiltration,  closure  of  the  perforation  was  made  with 
great  difficulty  by  two  rows  of  plain  No.-l  catgut.  This 
was  covered  by  a layer  of  mesentery.  A posterior 
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gastro-enterostomy  was  then  performed  in  the  usual 
manner.  A cigarette  drain  of  small  caliber  (with  gauze 
pulled  upwards  above  the  lower  level  of  the  rubber) 
was  placed  at  the  side  of  the  gall  bladder  down  to  the 
perforation.  One  quart  of  warm  tap  water  was  given 
by  rectum.  The  patient  was  returned  to  his  room  in 
fair  condition.  Pulse  120. 

BEDSIDE  NOTES 

May  1,  1924. — General  condition  good.  Vomits  small 
amounts  of  brownish  fluid  frequently.  No  distention. 
Temperature  98  4/5.  Pulse  100.  Saline  solution  under 
the  skin.  Morphin  freely.  Urinary  excretion  satisfac- 
tory. Urinalysis:  Reaction  90%  acid;  sp.  gr.  10-30; 
no  albumin  ; sugar  present ; no  indican ; no  acetone ; 
no  bile  ; diacetic  two  plus  ; granular  debris. 

May  2. — Restlessness.  Temperature  103.  Pulse  132. 
Less  vomiting.  No  distention.  Pain  in  the  operative 
field.  Glucose  5%,  and  insulin  subcutaneously.  Saline- 
solution  enema,  eflfectual.  Urinalysis : Reaction  40% 
acid ; sp.  gr.  10-30 ; sugar  present ; no  albumin ; in- 
dican three  plus ; no  acetone ; no  bile ; no  diacetic ; 
granular  debris,  pus,  and  epithelial  cells. 

May  3. — Condition  improved.  No  vomiting.  General 
shrinking  of  all  tissues.  Expelling  gas.  No  distention. 
.A.bdomen  soft.  Temperature  100.  A little  tea  and 
milk  given.  Glucose  solution  and  insulin  subcutaneously. 

May  4. — Temperature  102.  Pulse  110.  Pain  in  the 
operative  field.  No  vomiting.  No  distention.  Abdomen 
soft.  Passes  gas.  Looks  bad.  Face  pinched.  Dress- 
ing soiled.  Cigarette  drain  removed.  Odor  foul.  Later 
in  the  day,  large  amount  of  foul-smelling,  thick,  bile- 
colored  fluid  escaped.  Urine  by  catheter,  16  ounces. 
Glucose  solution  and  insulin  subcutaneously. 

May  5. — Temperature  99.  Pulse  85.  Patient  looks 
badly.  Tongue  dry  as  a chip.  No  vomiting.  Bowels 
have  moved.  Abdomen  soft.  Profuse  drainage,  re- 
quiring many  dressings,  bile-colored,  thick  with  mucus. 
Entire  wound  opened.  Skin  reddened.  Fat  and  fascia 
entirely  digested.  Particles  of  curded  milk  in  the  dis- 
charge. Faintly  tinged  with  bile.  Aspiration  of  the 
wound  by  tonsil  suction  apparatus  through  catheter  in- 
serted in  the  drainage  tract.  Nothing  by  mouth. 
Glucose  solution  and  insulin  subcutaneously. 

May  6. — Drainage  by  suction  has  been  18  ounces  of 
greenish-brown  liquid.  Wound  looks  better.  No  fur- 
ther digestion.  Patient  much  weaker,  and  tissues 
shrinking  rapidly.  Temperature  98  6/10.  Pulse  120. 
Unable  to  sleep.  Mild  pain.  Morphin  freely.  Glucose 
solution  and  insulin  subcutaneously.  Urinalysis  : Reac- 
tion 80%  acid ; sp.  gr.  10-30 ; no  albumin ; sugar 
present ; indican  three  plus  ; no  acetone  ].  no  bile  ; no 
diacetic ; loaded  with  pus  cells. 

May  7. — Very  weak.  Talks  in  a whisper.  Rapid  loss 
of  weight.  Tongue  dry.  Drainage  by  suction,  21 
ounces  of  brownish  fluid.  Wound  looks  better.  A little 
tea  and  milk  given,  which  increased  the  drainage.  Ab- 
domen negative.  Urine  regularly  by  catheter.  Saline- 
solution  enema  effectual.  Temperature  100.  Pulse  100, 
small  volume.  Glucose  solution  and  insulin  subcutane- 
ously. 

May  Progressive  inanition.  Drainage  by  suction 
20  ounces.  Temperature  102  4/5.  Pulse  144,  irregular. 

May  9. — Skin  dry  and  shrunken.  Abdomen  flat. 
Semiconscious  state,  leading  to  coma.  Pulse  160;  ir- 
regular. Death. 

SUMMARY 

1.  Long-standing  ulcer  history. 

2.  Appendectomy  without  relief. 


3.  Chronic  perforation  of  duodenal  ulcer. 

4.  Development  of  duodenal  fistula  with  in- 
fection following  operation. 

5.  Escape  of  profuse  amounts  of  pancreatic 
fluids  and  bile,  with  tryptic  action  on  the  abdom- 
inal wall. 

6.  Employment  of  the  suction  apparatus. 

7.  Death  from  inanition  and  exhaustion. 

COMMENT 

Two  factors  were  at  work  here:  (1)  infec- 
tion, and  (2)  tryptic  action.  The  infiltration, 
inaccessability,  and  immobility  of  the  duodenum 
did  not  admit  of  a perfect  closure  of  the  ulcer 
area.  These  damaged  tissues  were  rendered  still 
more  vulnerable  to  tryptic  action  by  the  presence 
of  infection.  The  pylorus  was  not  occluded. 
Peristaltic  action  would  have  been  inhibited,  but 
it  seems  unlikely  that  this  would  have  been  of 
any  benefit,  since  the  perforation  was  located 
near  the  opening  of  the  common  duct.  There 
was  some  temporary  improvement  when  suction 
was  instituted,  but  healing  could  not  take  place 
because  of  the  lack  of  food  and  the  rapid  devel- 
opment of  inanition  and  exhaustion. 

149  West  Eighth  Street. 


EDITORIALS 


THE  DELAWARE  STATE  MEETING 

The  136th  annual  meeting  of  the  Medical 
Society  of  Delaware  will  be  held  in  Wilmington, 
on  the  second  Tuesday  and  Wednesday  of  next 
month,  October  13th  and  14th.  This  is  a de- 
parture from  our  usual  time  of  meeting,  which 
has  been  the  second  Monday  and  Tuesday  but 
the  change  was  made  in  the  belief  that  it  would 
be  found  more  agreeable. 

The  program  has  not  yet  been  completed,  but 
we  are  advised  by  the  secretary  that  the  number 
of  papers  so  far  volunteered  is  unusually  small, 
and  we  wish  to  urge  our  members  to  be  more 
alert  to  their  duty  to  their  State  Society,  and  to 
write  more  papers.  It  is  not  yet  too  late  to 
write  a creditable  paper  for  the  coming  meeting, 
but  no  more  time  should  be  lost  in  this  respect. 
Please  send  word  to  the  secretary  that  you  will 
write  a paper,  giving  him  the  subject,  and  he 
will  place  you  on  the  program. 

One  of  the  anomalies  of  our  meetings  is  that 
whenever  we  are  to  meet  in  Wilmington  the 
number  of  papers  and  the  attendance  is  not 
quite  so  good  as  when  we  meet  in  some  town 
down  the  State.  With  approximately  one-half 
of  our  members  right  here  in  Wilmington,  where 
they  are  put  to  no  inconvenience  to  attend  the 
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sessions,  it  seems  passing  strange  that  the  attend- 
ance should  not  be  a maximum  one,  and  that 
the  number  of  paj^ers  from  our  members  should 
not  exceed  those  presented  at  more  distant  places. 
Only  one  explanation  presents  itself  to  our  mind 
at  this  time,  and  that  is,  that  since  the  Wilming- 
ton doctors  constitute  such  a large  percentage  of 
the  whole  and  generally  outnumber  the  physi- 
cians from  the  lower  counties  whenever  we  meet 
down-state,  they  go  as  much  for  a two-day  rest 
as  to  participate  in  the  program.  The  pleasure 
features  of  the  meetings  outside  of  Wilmington 
have  been  most  enjoyable,  but  plans  are  on  foot 
to  make  this  next  meeting  in  Wilmington  the 
equal  of  any  in  that  respect.  Accordingly,  we 
urge  again  that  our  local  members  make  an 
especial  effort  now  to  prepare  papers,  and  to 
attend  the  sessions  in  any  event ; and  we  also 
urge  upon  our  down-state  members  the  duty  of 
coming  to  the  meeting  in  larger  numbers  than 
has  been  their  custom.  Incidentally,  some  of 
our  most  helpful  and  most  interesting  pajjers 
have  come  from  these  very  men,  and  we  urge 
them  also  to  get  in  touch  at  once  with  the  secre- 
tary and  secure  a place  on  the  program. 

Bear  the  dates  in  mind,  and  rally  round  the 
secretary. 


A CORRECTION 

We  note  with  interest  the  letter  in  the  August 
number  of  the  Atlantic  Medical  Journal 
under  the  signature  of  Dr.  J.  M.  Baldy,  in  which 
he  (p.  799)  makes  comment  on  an  editorial 
appearing  in  the  Delaware  section  of  the  July 
number.  Dr.  Baldy,  in  his  usual  pointed  style, 
refutes  some  of  the  statements  made  in  the  edi- 
torial, and  not  wishing  to  enter  into  a contro- 
versy over  matters  of  some  years  past,  we 
accept  his  statements  as  correct,  admit  that  we 
were  misinformed  in  some  details,  and  offer  our 
sincere  regrets  that  the  editorial  did  not  meet 
with  his  pleasure. 

We  attempt  to  have  our  data  correct,  and  it  is 
rare  that  it  is  not.  The  editorial  referred  to 
some  matters  brought  to  the  floor  of  the  House 
of  Delegates  of  the  Delaware  society  two  years 
ago  by  certain  members  who  are  generally  well 
informed,  and  whose  statements  reflect  caution 
and  prudence,  and  it  seemed  to  the  House  at 
that  time  that  a real  grievance  existed.  The 
criticism  of  the  Pennsylvania  authorities  in  the 
past  rested  upon  the  alleged  discrimination 
against  a Delaware  hospital  as  compared  with 
certain  Pennsylvania  hospitals,  and  Dr.  Baldy 
points  out  that  such  discrimination  did  not  exist. 
We  are  glad  to  have  this  impression  corrected. 


NEW  HEALING  CULTS  IN  1830 

Tlie  fight  that  has  been  going  on  for  years  between 
the  State  Medical  Society  and  the  practitioners  of 
cliiropractic  is  but  the  repetition  of  the  struggles  of 
new  cults  before  the  legislators  dating  as  far  back  as 
1830.  Then  a law  existed  which  imposed  a fine  of  $25 
on  every  person  who  should  without  being  authorized 
by  law  practice  physic  or  surgery. 

No  person  was  authorized  by  law  to  practice  physic 
or  surgery  until  he  had  arrived  at  the  age  of  twenty-one 
years  and  until  he  had  pursued  the  study  for  four  years 
v.'ith  some  physician  or  surgeon  authorized  by  law  to 
practice  as  such  and  had  been  duly  examined  by  and 
received  a diploma  from  the  censors  appointed  by  law 
to  take  such  examinations. 

But  this  instantly  set  up  a clamor  of  discrimination 
upon  the  part  of  the  practitioners  of  other  schools,  with 
the  result  that  in  1836  the  law  was  amended  so  as  to 
permit  physicians  of  the  Thomsonian  school  to  admin- 
i.ster  to  the  sick  any  roots,  barks,  or  herbs  that  were 
grown  in  the  United  States. 

But  despite  this  privilege  they  were  not  authorized  to 
sue  to  collect  their  bills,  and  for  years  the  Thomsonian 
school  of  doctors  knocked  at  the  door  of  the  Legislature 
asking  leave  to  have  the  right  to  sue  dead-beat  patients. 

The  outcry  of  the  Thomsonian  doctors  for  permission 
to  sue  delinquent  patients  reached  the  climax  in  1840, 
when  petitions  signed  by  36,000  residents  of  the  State 
were  presented  to  the  Legislature  asking  for  the  repeal 
of  the  law.  The  matter  was  referred  to  a committee, 
which  delved  deeply  into  the  subject. 

The  committee  called  upon  Dr.  John  Thomson,  of 
Albany,  who  was  the  head  of  the  New  York  State 
Medical  Thomsonian  Botanical  Society,  and  reported : 

“It  seems  that  the  learned  president  of  the  N.  Y.  S. 
M.  T.  B.  S.  is  himself  of  the  opinion  that  one  year’s 
study  is  necessary  in  order  to  qualify  a physician  and 
that  he  should  be  of  mature  age  and  should  be  examined 
by  Thomsonian  censors,  and  should  have  a diploma 
from  the  society  as  evidence  of  such  qualifications  be- 
fore he  is  admitted  to  practice  or  collect  pay.” 

The  textbooks  for  this  study  consisted  mainly  of 
works  of  Dr.  Thomson,  as  well  as  the  subscription  to 
a semiweekly  publication  he  got  out. 

“According  to  modern  political  parlance,  here  are 
36,000  petitioners  asking  for  the  largest  liberty,  and 
17,000,  with  the  learned  Dr.  Thomson  at  their  head, 
asking  for  restriction — monopoly.”  said  the  committee. 
“Here  are  the  same  men  who  ten  years  ago  only  wanted 
the  liberty  of  administering  to  the  sick  without  being 
subjected  to  a fine.  Now  they  say  that  no  one  should 
be  permitted  to  collect  debts  except  they  have  studied 
a year  and  received  a diploma  from  the  N.  Y.  S.  M. 
T.  B.  S.” 

The  committee  conducted  a quiz,  which  resulted  in 
the  Thomsonian  doctors  spurning  as  tiseless  the  study 
of  anatomy  or  physiology,  although  they  said  they  were 
the  most  successful  midwives  in  the  country. 

The  practitioners  did  not  use  alcohol,  wine,  or  ether 
and  considered  all  medicines  poisonous,  the  reply  to  the 
questionnaire  on  this  subject  being: 

“This  extends  to  all  mineral  waters,  no  matter  how 
popular ; we  consider  them  all  deleterious  and  of  course 
poisonous.  One  of  our  apothegms  is  that  metals  and 
minerals  are  in  the  earth,  and  being  extracted  from  the 
depths  of  the  earth,  have  a tendency  to  carry  all  down 
into  the  earth,  or,  in  other  words,  the  grave,  who  use 
them.  That  the  tendency  of  vegetables  is  upward ; 
their  tendency  is  to  invigorate  and  fructify  and  uphold 
mankind  from  the  grave.” 


914  THE  ATLANTIC  MEDICAL  JOURNAL  September,  1925 


This  charge  regarding  minerals  made  such  an  im- 
pression upon  the  committee  that  it  made  an  investiga- 
tion, with  this  result : 

“VVe  found  that  there  was  scarcely  an  article  of  food 
or  medicine  but  was  composed  in  some  part  of  mineral ; 
that  the  healthiest  human  being  is  composed  in  part  of 
metallic  and  mineral  substances.  The  color  of  the  blood 
is  occasioned  by  a compound  of  iron  it  contains ; the 
bones  are  of  mineral  substance ; and  these  component 
parts  are  as  necessary  as  any  other  which  enter  into  the 
system.” 

The  committee  recommended  that  to  give  legislative 
countenance  to  a man  ignorant  of  anatomy,  of  physi- 
ology, of  pathology,  of  chemistry,  of  materia  medica, 
would  be  to  encourage  gullibility  and  to  advocate  the 
cause  of  quackery  in  the  case  of  medical  science  and  to 
set  at  naught  all  those  rules  of  plain  common  sense 
which  in  other  matters  govern  mankind. — George  D. 
Morris  in  New  York  City  Telegram. 


THE  CORNELL  PAY  CLINIC 

It  is  a frequently  observed  fact  that  in  times  of  ill- 
ness the  two  extremes  of  society,  the  very  poor  and 
the  affluent,  fare  best,  and  that  the  large  middle  class, 
through  insufflcient  funds  and  an  excess  of  pride,  suffers 
most.  In  1921,  it  was  estimated  that  two  thirds  of  the 
families  in  New  York  City  earned  less  than  $2,500  a 
year;  and  hence  that  two  million  persons  in  the  city 
would  come  under  this  middle  group.  They  were  self- 
supporting,  but  unable  to  bear  the  increased  financial 
strain  incident  to  illness.  It  was  to  meet  the  need  of 
this  class,  as  well  as  to  further  lesearch  and  the  teach- 
ing of  medical  students,  that  in  1921  the  Medical  College 
of  Cornell  University  closed  the  doors  of  its  free 
dispensary,  which  was  duplicating  the  work  of  other 
dispensaries,  and  established  the  “Cornell  Clinic,”*  an 
outpatient  department  to  furnish  medical  service  at  cost. 

“The  characteristic  Cornell  patient  is  a member  of 
a family  of  two  or  three  * * *^  with  an  income  of 
about  $2,400  per  year.  The  average  wage  of  a Cornell 
patient  is  about  $1,800  per  year,  there  being  on  the 
average  somewhat  more  than  one  wage  earner  per 
family.  When  the  family  income  is  more  than  the 
amount  just  named,  the  family  is  generally  of  con- 
siderable size,  and  several  of  the  children  are  wage 
earners.  In  the  larger  families,  where  there  is  more 
than  one  wage  earner,  there  are  usually  young  mouths 
to  feed  and  aged  parents  to  make  comfortable ; in  other 
words,  a larger  income  than  the  ‘average  $2,400  is 
accompanied  by  heavier  family  responsibilities.” 

At  first  only  one  dollar  was  charged  for  each  visit 
to  the  Clinic,  but  it  was  later  found  that  this  must  be 
raised  to  a dollar  and  a half  to  prevent  a deficit.  No 
extra  charge  is  rendered  for  medicines,  laboratory 
work,  or  x-ray  examinations.  Not  until  the  period 
embracing  the  latter  part  of  1924  and  early  1925  did 
the  Clinic  become  self-supporting. 

No  one  able  to  pay  the  usual  rates  of  private  phy- 
sicians is  treated,  and  a social-service  department  re- 
ports less  than  two  per  cent  of  applicants  coming  under 
that  class.  Only  ten  per  cent  of  applicants  had  to  be 
referred  to  other  dispensaries  because  of  inability  to 
pay  the  Clinic’s  fees. 

The  opening  day  found  over  one  thousand  applicants 
for  treatment,  but  by  a system  of  appointments,  the 
daily  number  has  been  reduced  to  four  hundred  sixty, 

’The  Cornell  Clinic,  1921-1924.  “Medical  Service  on  a Self- 
Supporting  Basis  for  Persons  of  Moderate  Means.”  A Report 
Issued  by  the  Committee  on  Dispensary  Development  of  the 
United  Hospital  Fund  of  New  York.  New  York:  The  Riverside 
Press,  1925. 


or  an  average  of  18,000  new  patients,  and  20,000  new 
and  old  patients,  a year. 

It  was  felt  that  so  long  as  the  patient  was  to  pay  for 
the  actual  cost  of  diagnosis  and  treatment,  some  value 
should  be  placed  upon  the  physicians’  services  so  that 
they  could  receive  some  compensation.  Consequently, 
the  Clinic’s  chiefs  receive  a flat  salary  averaging  $1,500 
a year.  Others  are  paid  less.  The  compensation,  if 
computed  at  the  same  rate  on  a full-time  basis,  allowing 
seven  hours  a day  for  work,  would  amount  to  $4,000  to 
$10,000  a year.  The  Clinic  figures  that  this  compares 
favorablj''  with  salaries  paid  medical  employees  of  insur- 
ance companies  and  industrial  corporations. 

It  is  stated  that  the  character  of  disease  encountered 
is  usually  not  acute  but  chronic,  and  that  it  is  this  type 
in  particular  that  the  general  practitioner  is  least  capable 
of  handling  alone. 

Cornell  considers  its  experiment  a success:  (1)  in 
furnishing  a high  grade  medical  service  of  specialists 
to  a middle-class  population  desirous  of  maintaining  its 
self-respect  by  not  asking  charity;  and  (2)  in  that  it 
supplies  abundant  teaching  and  research  facilities  for 
medical  students. 


AN  INVESTIGATION  OF  NURSE  SHORTAGE 

State-wide  investigation  of  the  nursing  situation  has 
been  undertaken  by  the  New  York  Medical  Society. 

This  organization,  through  a special  committee  re- 
cently appointed,  will  make  an  exhaustive  study  of  the 
general  shortage  of  registered  nurses  and  the  apparent 
strained  relations  between  the  medical  and  nursing 
groups. 

Such  action  was  decided  on  at  the  request  of  the 
Medical  Society  of  Kings  County,  together  with  several 
other  medical  societies  throughout  the  State  which  feel 
that  the  problem  has  become  vital  and  demands  imme- 
diate attention. 

Present  conditions  were  brought  before  the  State 
Society  through  the  following  resolution  presented  at 
the  Rochester  convention. 

Whereas,  Deplorable  conditions  have  developed  and 
now  obtain  in  an  ever-increasing  degree  in  the  relations 
existing  between  the  group  of  registered  nurses  on  one 
hand,  and  the  physicians  and  general  public  on  the  other 
hand ; and 

Whereas,  We  feel  that  the  laws  of  the  State  of  New 
York  now  governing  the  training  of  nurses  are  serving 
to  educate  a group  of  women  beyond  a point  of  prac- 
tical usefulness  in  the  actual  care  of  the  sick,  and 

Whereas,  A large  percentage  of  such  highly  educated 
nurses  elect  to  follow  the  work  of  public-health  nurs- 
ing, institutional  instruction,  and  other  lines  of  work 
than  actual  nursing  of  the  sick;  and 

Whereas,  We  feel  that  the  lines  of  wofk  just  men- 
tioned do  require  education  and  training  of  the  kind 
now  conducted  in  our  registered  schools,  but 

Inasmuch  as  there  is  a crying  need  for  a group  of 
women  trained  in  the  practical  duties  pertaining  to  the 
real  nurse,  and  who  shall  be  thoroughly  imbued  with 
the  idea  that  the  first  and  greatest  function  of  a nurse 
is  to  care  for  the  sick,  and 

Inasmuch  as  it  is  generally  agreed  by  the  medical 
profession  throughout  the  country  that  women  may  be 
properly  and  thoroughly  trained  for  such  duties  in  a 
much  shorter  time  than  is  now  required  for  the  gradua- 
tion of  registered  nurses,  and  that  a curriculum  requir- 
ing less  theoretical  teaching  and  more  bedside  training 
can  be  adopted  and  would  develop  efficient  nurses  in 
from  nine  months  to  a year,  and 
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Inasmuch  as  such  hospitals  as  attempt  to  carry  out 
such  a course  of  instruction  are  hampered  in  their  work 
by  opposition  from  the  Department  of  Education,  now, 
therefore,  be  it 

Resolved,  That  the  House  of  Delegates  of  the  Med- 
ical Society  be  instructed  and  urged  to  attack  this  prob- 
lem, and  support,  by  every  means  in  their  power,  legis- 
lation looking  towards  an  amelioration  of  the  condi- 
tions now  existing. 

This  committee  has  asked  for  a year’s  time  for  its 
investigation.  One  of  its  first  steps,  it  is  said,  will  be 
a meeting  with  a committee  representing  the  New  York 
State  Nursing  Association. 

Mrs.  Anna  L.  Hanson,  president  of  the  State  Asso- 
ciation, has  notified  the  committee  of  her  willingness  to 
meet  with  them  and  give  the  support  of  her  organiza- 
tion to  any  betterments  which  may  be  decided  upon. — 
Brooklyn  Citizen-Union. 


THE  NEW  PHARMACOPCEIA 

The  new  Pharmacopoeia,  issued  today,  is  the  eleventh 
edition  of  this  standard  set  of  formulas  which  drug- 
gists all  over  the  United  States  are  required  to  use  in 
filling  prescriptions.  Started  in  1820,  to  promote  the 
cooperation  of  the  doctor  and  druggist  and  to  stand- 
ardize the  practice  of  pharmacy,  the  work  has  been  re- 
vised every  ten  years.  All  but  two  of  these  decennial 
revisions  have  been  directed  from  this  city,  where,  at 
the  start,  they  were  for  several  decades  under  the 
direction  of  Dr.  George  B.  Wood,  and  later  on,  for 
two  revisions,  under  the  chairmanship  of  Dr.  Joseph 
P.  Remington.  This  issue  is  in  charge  of  a committee 
of  fifty  doctors  and  druggists  presided  over  by  Dr. 
E.  Fullerton  Cook,  of  the  Philadelphia  College  of  Phar- 
macy and  Science,  and  including  Dr.  Charles  H.  La- 
Wall,  the  Dean  of  the  College,  as  secretary,  and  I>rs. 
Horatio  C.  Wood,  Jr.,  Henry  Beates,  Paul  S.  Pittenger, 
George  D.  Rosengarten  and  S.  Solis  Cohen,  together 
with  Mr.  George  M.  Beringer,  of  Camden,  as  other 
representatives  of  this  section. 

Formulas  for  about  forty  new  drugs,  all  of  them 
actively  used  therapeutic  agents,  are  included,  and  for 
the  first  time  the  work  prescribes  a standard  formula 
for  the  spiritus  frumenti  and  the  spiritus  vini  vitis, 
which  the  non-scientific  know  best  as  whisky  and  brandy. 

The  Pharmacopoeia,  translated  into  Spanish,  is 
officially  recognized  in  Cuba;  other  Latin  lands  to  the 
south  are  talking  of  taking  it  as  their  standard,  and  a 
translation  into  Chinese  has  put  a copy  in  many  an 
apothecary  shop  in  the  Far  East. 

Five  years  hence  another  revision  committee  will  set 
to  work,  and  meanwhile,  as  a memorial  to  Dr.  Reming- 
ton. the  former  head  of  the  College  of  Pharmacy,  who 
was  for  nearly  fifty  years  a member  of  the  Phar- 
macopceia  Committee,  a research  fund,  founded  in  his 
name,  will  continue  the  study  of  medicinal  plants  and 
the  compounding  of  drugs. — Philadelphia  Evening  Bul- 
letin, August  14,  1925. 


BOOKS  RECEIVED 

A Com  PEND  of  Obstetrics.  Especially  Adapted  to 
the  Use  of  Medical  Students  and  Physicians.  Revised 
and  edited  by  Clifford  B.  Lull,  M.D.,  Instructor  of 
Obstetrics,  Jefferson  Medical  College,  Philadelphia ; 
etc.  Tenth  edition,  84  illustrations.  Philadelphia : P. 
Blakiston’s  Son  & Co.,  1012  Walnut  Street.  Price 
$2.00  net. 


A CoMPEND  OF  Diseases  of  the  Skin.  By  Jay 
Frank  Schamberg,  A.B.,  M.D.,  Professor  of  Derma- 
tology and  Syphilology,  Graduate  School  of  Medicine, 
University  of  Pennsylvania.  Seventh  edition,  revised 
and  enlarged,  with  119  illustrations.  Philadelphia: 
P.  Blakiston’s  Son  & Co.,  1012  Walnut  Street.  Price 
$2.00  net. 

Diseases  of  the  Bronchi,  Lungs,  and  Pleura.  By 
Frederick  T.  Lord,  M.D.,  Visiting  Physician,  Massa- 
chusetts General  Hospital ; etc.  Second  edition,  thor- 
oughly revised,  with  the  addition  of  a chapter  on  pul- 
monary tuberculosis.  Illustrated  with  107  engravings 
and  3 colored  plates.  Philadelphia  and  New  York; 
Lea  & Febiger,  1925.  Price  $8.00. 

Synopsis  of  Midwifery  and  Gynecology.  By  Aleck 
W.  Bourne,  Senior  Obstetric  Surgeon,  Queen  Charlotte’s 
Hospital,  London;  Obstetric  Surgeon  to  Outpatients, 
St.  Mary’s  Hospital,  London;  etc.  Third  edition, 
revised  and  enlarged:  with  numerous  diagrams.  New 
York:  William  Wood  and  Company,  1925.  Price  $4.50. 

A Synopsis  of  Surgery.  Illustrated.  By  Ernest  W. 
Hey  Groves,  Surgeon  to  the  Bristol  General  Hospital ; 
Professor  of  Surgery,  Bristol  University;  Examiner 
in  Surgery,  Universities  of  London,  Liverpool,  Leeds, 
and  Sheffield.  Seventh  edition.  New  York;  William 
Wood  and  Company,  1925.  Price  $5.00. 

Enzyme  Intelligence  and  Whence  and  Whither. 
Illustrating  that  enzymes  and  ferments  are  the  ultimate, 
indestructible,  and  invisible  units  of  life,  and  are  con- 
scious and  intelligent;  that  these  units  produce  and 
miaintain  all  living  things  we  see;  that  our  body  is  a 
republic  established  by  enzymes  coming  from  the  invis- 
ible world  of  life  to  which  we  return  when  we  die. 
By  Nels  Quevli.  Standard  Book  Company,  Lakefield, 
Minnesota.  Price  $3.65. 

A Manual  of  Gynecology.  By  John  C.  Hirst,  M.D., 
Associate  in  Obstetrics,  University  of  Pennsylvania. 
Second  edition,  revised.  12mo  of  508  pages  with  195 
illustrations.  Philadelphia  and  London : W.  B.  Saun- 
ders Company,  1925.  Cloth  $3.50  net. 

A Textbook  of  General  Bacteriology.  By  Edwin 
O.  Jordan,  Ph.D.,  Professor  of  Bacteriology  in  the 
University  of  Chicago  and  in  Rush  Medical  College. 
Eighth  edition,  thoroughly  revised.  Octavo  of  752 
pages,  fully  illustrated.  Philadelphia  and  London: 
W.  B.  Saunders  Company,  1924.  Cloth  $5.00  net. 

Preventive  Medicine.  By  Mark  F.  Boyd,  M.D., 
C.P.H.,  Member  of  Regular  Field  Staff,  International 
Health  Board  of  Rockefeller  Foundation ; formerly 
Professor  of  Bacteriology  and  Preventive  Medicine  in 
the  Medical  Department  of  the  University  of  Texas. 
Second  edition,  revised.  Octavo  volume  of  429  pages 
with  135  illustrations.  Philadelphia  and  London:  W.  B. 
Saunders  Company,  1925.  Cloth,  $4.00  net. 

Physical  Chemistry  in  Biology  and  Medicine. 
By  J.  F.  McClendon,  Ph.D.,  Professor  of  Physiologic 
Chemistry,  University  of  Minnesota  Medical  School, 
and  Grace  Medes,  Ph.D.,  Assistant  Professor  of  Phys- 
iologic Chemistry,  University  of  Minnesota  Medical 
School.  Octavo  of  425  pages,  illustrated.  Philadelphia 
and  London : W.  B.  Saunders  Company,  1925.  Cloth, 
$4.50  net. 

American  Illustrated  Medical  Dictionary  (Dor- 
land).  A new  and  complete  dictionary  of  terms  used 
in  medicine,  surgery,  dentistry,  pharmacy,  chemistry, 
veterinary  science,  nursing,  biology,  and  kindr^ 
branches ; with  the  pronunciation,  derivation,  and  defi- 
nition. Thirteenth  edition,  revised  and  enlarged.  Edited 
by  W.  A.  Newman  Dorland,  M.D.  Large  octavo  of 
1344  pages  with  338  illustrations,  141  in  colors.  Con- 
taining over  2,500  new  words.  Philadelphia  and  Lon- 
don. 'vV.  B.  Saunders  Company,  1925.  Flexible  bind- 
ing, $7.()0  ii^t;  ttiunib  index,  $7.50  net. 
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BOOK  REVIEWS 

DIABETES.  ITS  TREATMENT  BY  INSULIN 
AND  DIET.  A Handbook  for  the  Patient.  By 
Orlando  H.  Petty,  A.M.,  M.D.,  F.A.C.P.,  and  William 
H.  Stoner,  A.M.,  M.D.,  F.A.C.P.  With  illustrations 
and  tables.  Philadelphia : F.  A.  Davis  Company, 
Publishers,  1925.  Price  $1.50  net. 

This  little  volume  is  one  of  the  simplest  and  most 
interesting  handbooks  for  the  use  of  the  patient  that 
has  come  to  the  notice  of  the  reviewer.  It  defines 
diabetes,  gives  the  causes,  suggests  methods  of  preven- 
tion, and  outlines  in  detail  the  calculation  of  foods  in 
the  treatment  of  diabetes  and  the  special  care  that  is 
needed  when  complications  occur.  It  also  explains  the 
use  of  insulin  in  such  simple  language  that  any  layman 
can  understand.  The  diabetic  diet  tables  and  food 
formulae  will  be  a great  help  in  arranging  the  daily 
diet  for  the  diabetic. 

ABT’S  PEDIATRICS.  By  150  specialists.  Edited  by 
Isaac  A.  Abt,  M.D.,  Chicago.  Set  complete  in  eight 
octavo  volumes  and  separate  Index  Volume  free. 
Vol.  VII,  containing  879  pages,  with  70  illustrations. 
Philadelphia  and  London : W.  B.  Saunders  Co.,  1925. 
Cloth,  $10  per  volume.  Sold  by  subscription. 

The  seventh  volume  of  this  series  contains  articles 
on  physiology  of  the  nervous  system,  surgery  of  head 
and  spine,  brain  and  spinal  cord,  diseases  of  the  nervous 
system,  psychopathology  of  the  child,  defects  of  speech, 
and  the  sexual  life  of  the  child. 

Hydrocephalus  is  grouped  by  Ernest  Sachs,  of  St. 
Louis,  under  four  headings : obstructive,  hypersecre- 
tive,  nonabsorptive,  and  mixed.  These  may  be  classi- 
fied by  injection  of  phenolsulphonephthalein  into  the 
ventricle,  noting  the  time  of  its  appearance  in  the  spinal 
fluid  and  urine. 

Dr.  William  P.  Lucas,  of  San  Francisco,  Calif., 
states  that  in  epidemics  of  acute  poliomyelitis,  paralysis 
may  be  entirely  absent  in  quite  a large  percentage  of 
cases,  that  the  only  specific  treatment  so  far  suggested 
is  the  use  of  serum  from  patients  who  have  had  the 
disease,  and  that  “of  54  preparalytic  cases  treated  with 
immune  serum,  44  remained  free  from  paralysis,  while 
of  the  10  who  developed  some  form  of  paralysis,  5 
made  a complete  recovery.”  Muscle  training  is  highly 
recomend  ed. 

The  chapter  on  neuritis  is  of  special  interest,  and 
those  on  the  leptomeningitides,  internal  hem.orrhagic 
pachymeningitis  of  infancy,  and  the  psychopathology 
of  childhood  are  worthy  of  careful  reading.  On  the 
whole,  this  seventh  volume  well  sustains  the  high 
standard  set  by  the  previous  ones,  and  its  contributors 
are  to  be  congratulated  upon  the  general  excellence  of 
the  work. 

PEDIATRICS  OF  THE  PAST.  An  Anthology  Com- 
piled and  Edited  by  John  Ruhrah,  M.D.,  Professor 
of  Diseases  of  Children,  University  of  Maryland. 
With  a Foreword  by  Fielding  H.  Garrison,  M.D. 
With  fifty-four  text  illustrations  and  eighteen  full 
page  plates.  Paul  B.  Hoeber,  Inc.,  New  York,  1925. 

To  say  this  book  is  both  ornamental  and  useful  is 
not  to  do  it  justice;  to  say  it  is  unique  is  to  minimize 
its  value ; and  to  say  it  should  be  in  the  library  of  every 
pediatrist  is  only  to  bespeak  for  it  a small  part  of  the 
attention  it  deserves.  Only  those  who  have  ever  at- 
tempted something  similar  in  pediatrics,  or  any  other 
specialty,  can  have  the  slightest  idea  of  the  enormous 
amount  of  work  such  a book  entails,  particularly  when 
one  considers  the  many  languages  in  which  many  of 
the  original  data  were  written ; the  widely  scattered 
points,  geographically,  from  which  the  information  was 
obtained,  and  the  large  number  of  libraries  and  other 
sources  that  had  to  be  consulted  before  the  publication 
of  such  a book  was  possible. 

One  is  constantly  reminded  of  the  fact  .that  j^hysicians 
are  very  prone  not  only  to  practice  tneciiLne  but  ■ to 
“live  medicine” ; in  other  words,  to  wisn  to  talk  about 


nothing  else,  to  care  to  read  nothing  else,  and  to  hear 
and  see  nothing  else,  when  to  devote  such  spare  time 
as  one  has  from  practice  to  something  that  is  so-called 
“lighter”  would  not  only  be  a pleasure  for  the  moment 
but  a benefit  for  the  future.  It  would  be  hard  to 
imagine  a better  book  for  one  to  read,  both  for  relaxa- 
tion and  instruction,  than  the  subject  of  this  review, 
combining,  as  it  does,  a wealth  of  information  and  in- 
struction most  interestingly  and  entertainingly  compiled 
and  illustrated. 

Dr.  Ruhrah  not  only  deserves  the  commendation  of 
the  profession  for  bringing  such  a stupendous  task  to 
such  a happy  and  valuable  conclusion,  but  also  the 
thanks,  especially  of  those  interested  in  pediatrics,  for 
placing  before  them  a book  without  which  no  pediatric 
library  would  be  complete.  It  is  a pleasure,  therefore, 
unhesitatingly  to  recommend  this  volume  to  the  medical 
profession  as  a whole,  and  to  pediatrists  in  particular, 
as  a book  to  read  when  one  merely  wishes  to  study  and 
learn  something,  as  well  as  when  one  desires  for  a 
short  time  to  get  away  from  the  so-called  heavy  and 
dry  medical  book  to  a lighter  and  more  entertaining 
yet  none  the  less-  valuable  and  instructive  piece  of 
literature. 

DISEASES  OF  THE  EAR,  NOSE  AND  THROAT. 

By  Harold  Hays,  M.D.,  Associate  Otolaryngologist, 

City  Hospital,  etc..  New  York.  Philadelphia:  F.  A. 

Davis  Company,  1925.  Price  $10.00. 

This  work  has  been  written  for  the  use  of  the  student 
and  general  practitioner,  both  of  whom  will  find  it  to 
meet  every  requirement.  The  descriptions  are  clear, 
the  language  concise,  and  the  illustrations  most  profuse. 
Numerous  colored  plates,  many  of  which  are  more 
than  life-sized,  while  in  some  instances  somewhat  over- 
tinted, should  be  of  great  assistance  in  treating  the 
subject.  All  in  all,  this  book  is  one  of  the  very  best, 
if  not  the  best,  printed  in  the  English  language  today. 
While  not  intended  for  the  use  of  the  highly  trained 
specialist,  this  type  of  practitioner  will  also  find  in  it 
much  of  interest  and  instruction. 

RHEUMATIC  HEART  DISEASE.  By  Carey  F. 

Coombs,  M.D.,  F.R.C.P.,  London.  New  York:  Wil- 
liam Wood  and  Company,  1924.  Price  $4.50. 

This  volume  is  the  first  monograph  upon  the  subject 
that  has  appeared.  This  disease  is  discussed  from 
almost  every  angle,  the  etiology,  pathology,  diagnosis, 
treatment,  and  prevention  all  being  considered  at  some 
length.  An  attempt  has  been  made  to  extract  from  the 
entire  subject  of  heart  disease  those  facts  applicable 
and  appertaining  to  the  rheumatic  type.  In  dealing 
with  each  of  the  above  headings,  it  was  obviously  im- 
possible to  discuss  the  subject  of  rheumatic  heart 
disease  without  also  touching  upon  the  other  heart 
lesions.  The  author  covers  the  morbid  physiology  and 
symptomatology  of  nearly  all  cardiac  affections. 

Etiologically,  the  author  corroborates  the  observa- 
tions of  Poynton  and  Paine  by  naming  the  strepto- 
diplococcus  as  the  causal  factor  of  rheumatic  heart 
disease,  but  there  is  very  little  new  added  in  substanti- 
ation. Dr.  Coombs  is  inclined  towards  the  view,  long 
considered,  that  the  affections  of  the  heart  are  but  one 
of  the  manifestations  of  rheumatic  infection,  the  others 
being  polyarthritis,  chorea  and  the  subcutaneous  node. 

The  work  is  based  to  a considerable  extent  upon  the 
personal  observations  of  the  author,  which  makes  it 
especially  valuable.  The  chapter  on  morbid  anatomy 
is  most  instructive,  and  the  illustrations  are  excellent. 

The  chapter  upon  the  prognosis  of  rheumatic  heart 
disease  is  a very  important  contribution,  and  contains 
many  original  observations.  In  the  concluding  chapter, 
the  author  discusses  the  prevention  of  heart  disease, 
a subject  of  vital  importance  and  one  too  often  over- 
looked. 

While  this  monograph  is  of  great  value  to  the  spe- 
cialist, it  would  undoubtedly  prove  very  instructive  to 
the  general  practitioner. 

' (Continued  on  page  xzfiii.) 
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The  New  Bandler’s  Medical  Gynecology 

• While  this  is  called  a new  edition  (the  fourth)  it  is  really  a hrand new  work, 
because  it  has  been  virtually  rewritten. 
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especially  for  the  general  practitioner.  Dr.  Bandler  has  been  particularly 
definite  in  the  matter  of  diagnosis  and  he  has  been  particularly  definite,  too, 
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office  of  the  general  practitioner.  Sterility,  of  course,  is  considered  fully 
because  it  is  the  general  practitioner  under  whose  care  these  cases  first 
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The  New  Bandler’s  Medical  Gynecology 
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physician  primarily.  The  text,  of  course,  is  fully  illustrated. 

Medical  Gyriecoiosiy.  By  SAMUEL  WYLLIS  BANDLER,  M.  D.,  Professor  of  Gynecology,  New  York  Post-Graduate  Medical 
School  and  Hospital.  Octavo  volume  of  930  pages,  with  157  illustrations,  4 in  colors.  Cloth,  $8.00  net. 
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Stevens^  Practice  of  Medicine 


Dr.  STEVENS’  Practice  of  Medicine  is  a personal  work  because  the  method.s 
recommended  are  those  which  Dr.  Stevens  has  himself  found  to  give  the  de- 
sired results  in  actual  practice.  Wherever  possible,  definite  reasons  have  been 
given  for  the  symptoms  resulting  from  the  diseases  con.sidered.  This  not  only  helps 
impress  more  deeply  upon  the  mind  the  symjitoms  themselves  and  the  diseases  which 
produce  them,  biu  also  suggests  the  plan  of  treatment  most  likely  to  remove  the  cause. 
Every  clinical  diagnostic  test  is  carefully  detailed  and  the  differential  diagno.sis  of  every 
di.sease  definitely  given.  This  is  a valuable  aid  to  the  general  practitioner  particularly. 

More  attention  is  given  to  the  treatment  of  disease  than  in  any  other  work  of  sim- 
ilar size.  There  are  included  many  prescriptions,  lifted  from  Dr.  Stevens’  thirty-two 
years  of  active  hospital  and  private  practice.  In  following  Dr.  Stevens’  Practice  of 
Medicine  the  general  practitioner  will  not  he  left  with  a feeling  of  uncertainty  as 
to  the  proper  course  to  pursue.  The  cliagnostic  methods  are  definite ; the  j)lans  of 
treatment  positive. 


By  A.  A.  Stevens,  M.D.,,  Professor  of  Applied  Therapeutics,  University  of  I’ennsylvaiiia.  Octavo  of  1106 
pa^cs,  illustrated.  Cloth,  $7.50  net. 


W.  B.  SAUNDERS  COMPANY 


Philadelphia  and  London 


Ivv#" 


11 


THE  ATLANTIC  MEDICAL  JOURNAL 


March,  1925 


The 

Atlantic  Medical  Journal 

230  State  Street, 

Harrisburg,  Pennsylvania 


Entered  as  Second-Class  Matter  September  11,  1920,  at 
the  Post  Office  at  Harrisburg,  Pa.,  under  the  Act  of  March 
3,  1879.  Acceptance  for  mailing  at  special  rate  of  postage 
provided  in  Section  1103,  Act  of  October  3,  1917,  authorized 
September  11,  1920.  Copyrighted  1925  by  the  Medical 
Society  of  the  State  of  Pennsylvania.  Offices  of  Publication, 
230  State  St.,  Harrisburg,  Pa. 


TABLE  OF  CONTENTS 

ORIGINAL  ARTICLES 
Symposium  on  Typhoid  Fever 


The  Symptomatology,  Clinical  Course  and  Complica- 
tions of  Typhoid  Fever,  Cy  Thomas  B.  Futcher, 

M.O.,  Baltimore,  Md 333 

Treatment  of  Typhoid  Fever.  By  Lawrence  Litch- 
field, M.D.,  Pittsburgh.  Pa 339 

Public  Health  Measures  in  the  Control  of  Typhoid 
Fever.  By  Charles  H.  Miner,  M.D.  and  H.  E. 

Moses,  Harrisburg,  Pa 343 


Discussion  by  Dr.  David  Riesman,  Philadelphia,  Pa. 
Dr.  Joseph  Saiier,  Philadelphia,  Pa. ; Dr  C.  J 
Vaux,  Pittsburgh.  Pa. ; Dr.  Aibert  E.  Roussel 
Philadelphia,  Pa. ; D'r.  Edgar  M.  Green,  Easton 
Pa. ; Dr.  John  D.  McLean,  Philadelphia,  Pa. ; Dr 


Futcher  (in  closing)  350 

The  Treatment  of  Chronic  Suppurative  Osteomyelitis. 

By  John  H.  Jopson,  M.D.  and  Norman  S.  Rotlis- 
child,  M.D.,  Philadelphia.  Pa 353 

Discussion  by  Dr.  John  B.  Lowman,  Johnstown,  Pa. ; 

Dr.  Daniel  A.  Webb,  Scranton,  Pa.  ; Dr.  W.  Wayne 
Babcock.  Philadelphia,  Pa. ; D'r.  George  M.  Dor- 
rance,  Philadelphia,  Pa.;  Dr.  Jopson  (in  closing)  357 

The  Practical  Application  of  Protein  Therapy  in 
Ophthalmology.  By  Ben  Witt  Key,  M.D.,  New 
York,  N.  y 358 

Discussion  by  Dr  Hunter  W.  Scarlett,  Philadelphia. 

Pa. ; Dr.  Key  (in  closing)  362 

Parasitic  Infections  of  the  Lung,  with  Reference  to 
Dark  Field.  By  George  A.  Clark,  M.D.,  Scranton, 

Pa 364 

Discussion  by  Dr.  W.  W.  G.  Maclachlan,  Pittsburgh, 

Pa.;  Dr.  Albert  E.  Rousell,  Philadelphia,  Pa.; 

Dr.  Clark  (in  closing)  368 

The  Combined  Excision  of  the  Tarsus  in  Trachoma. 

By  H.  H.  Turner,  M.D.,  Pittsburgh,  Pa 369 

Discussion  by  Dr.  L.  Webster  Fox,  Philadelphia, 

Pa. ; Dr.  Edward  A.  Shumway,  Philadelphia,  Pa. ; 

Dr.  William  Zentmayer,  Philadelphia,  Pa. ; Dr. 

Turner  (in  closing)  371 

Atypical  Occurrence  of  Physical  Signs  in  a Case  of 
Lobar  Pneumonia.  By  John  Howell  West,  M.D., 

Easton.  Pa 373 

Discussion  by  Dr.  Harry  Lowenburg,  Philadelphia, 

Pa.;  Dr.  West  (in  closing)  375 

SELECTIONS 

Surgical  Aspect  of  Goiter.  By  Charles  H Frazier. 

M.D.,  Philadelphia,  Pa 376 

A Few  of  My  Own  Personal  Mistakes.  By  Elmer 

Hess,  M.D'.,  Erie,  Pa 381 

PITTSBURGH  ACADEMY  OF  MEDICINE 

ABSTRACTS  385 

COMMUNICATION  388 


( Concluded  on  page  iv ) 


As  a General  Antiseptic 

IN  PLACE  OF 

TINCTURE  OF  IODINEn 

Try 

MERCUROCHROME-220  SOLUBLE 

29E?  Solution 

It  stains,  it  penetrates  ancJ  it 
furnishes  a (deposit  of  the 
germiciidal  agent  in  the  de- 
sired  field. 

It  does  not  burn,  irritate  or 
injure  tissue  in  any  way. 


Hynson,  Westcott  & Dunning 

BALTIMORE,  MD 


Dependable  Products 

For  the  Medical  Profession 

We  manufacture  a complete 
line  of  medicinal  products 
of  the  very  highest  standard 
which  we  offer  direct  to 
members  of  the  medical  pro- 
fession. Every  product  is 
ready  for  immediate  use, 
easily  dispensed.  We  guar- 
antee them  true  to  labels 
and  of  reliable  potency — our 
catalogue  tree  on  request. 

THE  ZEMMER  CO. 

Chemists  to  the  ^KCedical  ‘Profession 

Forbes  Field,  PITTSBURGH,  PA. 


iiiiiiiniiniiiiiiiiiiinimiMiiuiiimiiiiMmiiiiiiiiinT 


O i 


PHILA  PA 
M C 


,^v  UBRARY 


THE 


,v^ 


ATLANTIC 

medical 

JOMRMAL 


Continuing 

THE  PENNSYLVANIA  MEDICAL  JOURNAL 

and 

THE  DELAWARE  STATE  MEDICAL  JOURNAL 


Published  Monthly 
Vol.XXVIIl,  No.  T 


APRIL,  1925 


Per  Year,  $3.00 
Per  Copy,  35c 


Treatment  of  Heart  Disease 

The  American  edition  of  Dr.  Henri  Vaquez’s  work  is  two  years  newer  than  the  latest 
French  edition,  because  Dr.  Vaquez  revised  and  in  a great  measure  rewrote  his  book 
in  order  to  make  the  American  edition  present  to-day’s  knowledge  of  cardiology.  To 
radioscopy  of  the  heart  he  added  his  latest  findings,  made  in  conjunction  with  Bordet, 
and  the  new  table  of  diameters  of  the  separate  auricles  and  ventricles.  He  has 
rewritten  a large  part  of  the  chapters  on  heart  failure,  treatment,  hypertension,  and 
complete  arhythmia.  He  has  rewritten  the  entire  chapter  on  bradycardia  and  added 
a chapter  on  coronary  thrombosis.  The  chapters  on  endocarditis,  pericarditis, 
myocarditis  and  congenital  lesions  he  has  enlarged,  summarizing  all  the  recent  work 
on  gallop  rhythm  and  the  radioscopic  studies  of  the  effects  of  exertion  on  the  heart. 

The  French  have  always  excelled  in  their  power  of  clinical  description  and  one  of  the 
most  delightful  features  of  Dr.  Vaquez’s  treatise  is  the  vividness  of  his  clinical  pictures. 
With  this  book  many  of  the  difficulties  connected  with  the  examination,  diagnosis 
and  treatment  of  diseases  of  the  heart  disappear. 

Diseases  of  the  Heart.  By  DR.  HENRI  VAQUEZ,  Professor  of  the  Faculty  of  Medicine  of  Paris.  Translated  and  edited  by 
GEORGE  F.  LAIDLAW,  M.D.,  Associate  Physician  to  the  hifth  Avenue  Ho.<pital,  New  York  City.  Introduction  bv  \VM.  S. 
THAYER,  M.D.,  I’rofessor  Emeritus  of  Medicine,  Johns  Hopkins  University.  Octavo  of  743  pages,  illustrated.  Cloth,  $8.50  net. 


W.  B.  SAUNDERS  COMPANY 


Philadelphia  and  London 


ii 


THE  ATLANTIC  MEDICAL  JOURNAL 


April,  1925 


The 

Atiantic  Medical  Journal 

230  State  Street, 

Harrisburg,  Pennsylvania 


Entered  as  Second-Class  Matter  September  11,  1920,  at 
the  Post  Office  at  Harrisburg,  Pa.,  under  the  Act  of  March 
3,  1879.  Acceptance  for  mailing  at  special  rate  of  postage 
provided  in  Section  1103,  Act  of  October  3,  1917,  authorized 
September  11,  1920.  Copyrighted  1925  by  the  Medical 
Society  of  the  State  of  Pennsylvania.  Ofllces  of  Publication, 
230  State  St.,  Harrisburg,  Pa. 


TABLE  OF  CONTENTS 

OEIGINAL  AETICLES 

Symposium  on  Intestinal  Obstruction 
Acute  Intestinal  Obstruction.  By  W.  H.  Howell,  M.D., 
Altoona,  Pa 41 7 

Carcinoma  of  the  Colon,  Above  the  Sigmoid  Flexure, 

In  Childhood  (Under  Sixteen).  By  J.  M.  Wain- 
wright.  M.A.,  M.D..  Scranton,  Pa 419 

Postoperative  Intestinal  Obstruction.  By  John  B. 

Deaver,  M.D.,  Philadelphia,  Pa 421 

Discussion  by  Dr.  E.  B.  Hodge,  Philadelphia,  Pa.  ; 

Dr.  Donald  Guthrie,  Sayre,  fa.  ; Dr.  G.  \V.  Reese, 
ShamoKin,  Pa.  ; Dr.  George  P.  Muller,  Philadelphia, 

Pa.  : Dr.  Herbert  B.  Gibby,  Wilkes-Barre,  Pa.  ; Dr. 
William  L.  Estes,  Jr.,  Bethlehem,  Pa.  ; Dr.  Howell 
(in  closing)  ; Dr.  Deaver  (in  closing)  424 

The  Systemic  Nature  of  Chronic  Infectious  Arth- 
r,.tis.  By  Philip  S.  Hench,  M.D.,  Rochester,  Minn..  425 

Discussion  by  Dr.  Alexander  H.  Colwell,  Pittsburgh, 

Pa.  ; Dr.  Russell  S.  Boles,  Philadelphia,  Pa.  ; Dr. 
Solomon  Solis-Cohen,  Philadelphia,  Pa.  ; Dr.  Hench 
(in  closing)  434 

Purulent  Pericarditis  in  Childhood.  By  Alfred  C. 

Wood,  M.D.  and  William  N.  Bradley,  M.D.,  Philadel- 
phia, Pa 436 

Discussion  by  Dr.  J.  C.  Gittings,  Philadelphia,  Pa.  . . 444 

Nonsurgical  Treatment  of  Dacryocystic  Blennorrhea. 

By  Edward  B.  Heckel,  M.D.,  Pittsburgh,  Pa 445 

Discussion  by  Dr.  W'illiam  C.  Posey,  Philadelphia,  Pa.  ; 

Dr.  S.  Lewis  Ziegler,  Philadelphia,  Pa.  ; Dr.  Heckel 
(in  closing)  446 

The  Uses  of  the  Roentgen  Ray  in  the  Diagnosis  of 
Chest  Conditions.  By  John  E.  Livingood,  M.D., 
Reading,  Pa 447 

Discussion  by  Dr.  H.  A.  Gorman,  Hamburg,  Pa.  ; Dr. 

J.  Slater  Crawford,  Pittsburgh,  Pa.  ; Dr.  Thomas 
H.  A.  Stltes,  Cresson.  Pa.;  Dr.  Livingood  (in  clos- 
ing)   448 

SELECTIONS 

The  Differential  Diagnosis  of  Early  Tuberculosis.  By 
George  R.  Harris,  M.D.,  Pittsburgh,  Pa 449 

Diphtheria;  Its  Diagnosis  and  Prevention.  By  Henry 
S.  Wieder,  M.D.,  Philadelphia.  Pa 451 

PITTSBURGH  ACADEMY  OF  MEDICINE  ABSTRACTS  454 

COMMUNICATION  457 

EDITORIALS 

Where  Will  It  End?  459 

Visual  Standards  For  Auto  Drivers  '459 

Dr.  Charles  B.  Penrose ; A Post  Obitum  Tribute  . . 460 

The  Active  Hormone  of  the  Parathyroid  Gland  460 

The  Surgical  Section  Program  46i 

Dyspepsia  404 

Smallpox  and  Vaccination  402 

The  X-Ray  Diagnosis  of  Gall-Bladder  Disease  463 

( Concluded  on  page  iv ) 


The  Superior 
Neoarsphenamine 


In  Convenient  lo-Ampule  Packages  with 
Distilled  Water 


D.  R.  L. 

NEOARSPHENAMINE 

Is  constantly  being  improved,  and 
is  always  subjected  to  the  most 
painstaking  standardization  tests. 

The  margin  of  safety,  as  well  as  the 
therapeutic  efficiency  of  this  reliable 
product  has  for  years  been  the  source 
of  scientific  study  in  The  Dermatolog- 
ical Research  Laboratories. 

Today,  the  D.  R.  L.  label  on  Neoars- 
phenamine is  your  guarantee,  not  only 
of  the  highest  quality,  but  also  the 
greatest  efficiency  in  the  treatment  of 
syphilis.  The  tolei’ance  tests  made  with 
D.  R.  L.  Neoarsphenamine  are  far  be- 
yond government  requirements  and  the 
chemotherapeutic  index  is  proof  of  its 
effectiveness. 

For  Safety  First  and  Quality  Always  Insist 
upon  your  dealer  sending  you 

“D.  R.  L.  NEOARSPHENAMINE” 

THE  DERMATOdOGICAI  RESEARCH 
LABORATORIES 
1720  Lombard  Street,  Philadelphia 

THE  ABBOTT  LABORATORIES 

4753  Ravenswood  Ave.,  Chicago 

New  York  San  Francisco  Seattle  Los  Angeles 
Toronto  Bombay 


THE 


ATLANTIC 


MEDICAL 

JOURNAL 


Continuing 

E PENNSYLVANIA  MEDICAL  JOURNAL 

and 

THE  DELAWARE  STATE  MEDICAL  JOURNAL 


Published  Monthly 
Vol.XXVIll,  No.  8 


MAY,  1925 


Per  Year,  $3.00 
Per  Copy,  35c 


Final  Volume  Ready 

BICKHAM’S  OPERATIVE  SURGERY 

BICKHAM’S  Operative  Surgery  is  now  complete.  The  sixth  volume  and  the 
separate  desk  index  volume  have  been  shipped  to  subscribers.  The  publication, 
in  ten  months,  of  this  complete  work  of  six  volumes  with  its  5400  pages  and  6378 
illustrations,  is  an  achievement  in  medical  publishing.  The  medical  profession  now 
has  at  its  command  a work  on  operative  surgery  that  is  absolutely  complete  in  every 
respect.  It  is  a work  which  covers  not  only  general  surgery  but  all  the  specialties — 
gynecology  ; orthopedics  ; the  genito-urinary  and  the  colo-recto-anal  tracts ; eye,  ear, 
nose  and  throat ; surgery  of  obstetrics  and  of  the  newborn. 

We  do  not  know  of  a work  more  painstakingly  prepared,  or  one  more  profusely  and 
magnificently  illustrated. 

“Each  operative  procedure  is  undertaken  and  is  presented  in  a logical  and  sequential  manner,  with  the 
result  that  on  consulting  the  text  one  finds  placed  before  him  surgical  anatomy,  landmarks,  technic 
details,  and  a host  of  original  comments  by  the  author  which  show  the  wisdom  and  experience  gained 
by  years  of  broad,  versatile  application.” — Wisconsin  Medical  Journal. 

Operative  Surgery.  By  WARREN  STONE  BICKHAM,  M.D.,  F.A.C.S.,  Former  Surgeon  in  Charge  of  General  Surgery,  Man- 
hattan State  Hospital,  New  York;  Former  Visiting  Surgeon  to  Charity  Hospital  and  to  Touro  Hospital,  New  Orleans.  Six 
octavo  volumes,  totaling  about  5400  pages,  with  6378  handsome  illustrations.  Per  volume  : Cloth,  $10.00  net. 

Desi^  Index  Volume  Free 


W.  B.  SAUNDERS  COMPANY 


Philadelphia  and  London 


May,  1925 


ii 


THE  ATLANTIC  MEDICAL  JOURNAL 


The 

Atlantic  Medical  Journal 

230  State  Street, 

Harrisburg,  Pennsylvania 


Entered  as  Second-Class  Matter  September  11,  1920,  at 
the  Post  Office  at  Harrisburg,  Pa.,  under  the  Act  of  March 
3,  1879.  Acceptance  tor  mailing  at  special  rate  of  postage 
provided  in  Section  1103,  Act  of  October  3,  1917,  authorized 
September  11,  1920.  Copyrighted  1925  by  the  Medical 
Society  of  the  State  of  Pennsylvania.  Offices  of  Publication, 
230  State  St.,  Harrisburg,  Pa. 


TABLE  OF  CONTENTS 

ORIGINAL  ARTICLES 
SYMPOSIUM  ON  LOCAL  ANESTHESIA 


Equipment  and  Technic  for  the  Use  of  Local  Anes- 
thesia. By  Robert  Emmett  Farr,  M.D.,  Minneapolis, 
Minn 485 

Local  Anesthesia  in  Surgery  of  the  Neck.  By  Harold 
E.  Foss,  M.D.,  Danville,  Pa 488 

Local  Anesthesia  in  Surgery  of  the  Abdominal  Wall 
and  Cavity.  By  Charles  F.  Nassau,  M.D.,  Philadelphia, 

Pa 492 

Local  Anesthesia  in  Surgery  of  the  Extremities.  By 
Richard  J.  Behan,  M.D.,  Pittsburgh,  Pa 495 

Discussion  by  Dr.  E.  L.  Eliason,  Philadelphia,  Pa.;  Dr. 

\V.  E-  Lee,  Philadelphia,  Pa.;  Dr.  W.  Wayne  Babcock, 
Philadelphia,  Pa.  ; Dr.  Farr  (in  closing) ; Dr.  Foss  (in 
closing);  Dr.  Behan  (in  closing)  500 

Enlarged  Thymus;  Differential  Diagnosis  and  Radium 
Treatment.  By  G.  W.  Grier,  M.D.,  Pittsburgh,  Pa.  . . 502 

Discussion  by  Dr.  Harold  A.  Miller,  Pittsburgh,  Pa 505 

Arachidic  and  Other  Forms  of  Vegetal  Bronchitis.  By 
Chevalier  Jackson,  M.D.,  Sc.D.;  (labriel  Tucker,  M.D. 
and  Louis  H.  Qerf,  M.D.,  Philadelphia,  Pa 506 

Discussion  by  Dr.  Willis  F.  Manges,  Philadelphia,  Pa.; 

Dr.  Thomas  McCrae,  Philadelphia,  Pa;  Dr.  Jackson 
(in  closing)  507 

The  Influence  of  Focal  Infections  on  the  Acoustic  Nerve 
and  Its  End  Organ.  By  George  F.  Gracey,  M.D.,  Har- 
risburg, Pa 508 

Discussion  by  Dr.  John  R.  Simpson,  Pittsburgh,  Pa.;  Dr. 
Matthew  S.  Ersner,  Philadelphia,  Pa. ; Dr.  George  W. 
Mackenzie,  Philadelphia,  Pa. ; Dr.  George  M.  Coates, 
Philadelphia,  Pa 511 

SELECTIONS 

Fractures  of  the  Nose.  By  Ben  C.  Gile,  M.D.,  Phila- 
delphia, Pa 512 


Fractures  of  the  Mandible.  By  Robert  M.  Entwisle, 


B.S.,  M.D.,  and  J.  A.  Gardner,  DD.S.,  Pittsburgh,  Pa.  . 515 
PITTSBURGH  ACADEMY  OF  MEDICINE  ABSTRACTS  518 
COMMUNICATION  520 

EDITORIALS 

The  New  Section  of  the  State  Society — Dermatology  and 
Syphilology  521 

The  Medical  Section  at  the  Harrisburg  Session  521 

The  Ladies  Organize  522 

Increasing  Lay  Cooperation  . 522 

It  Happened  in  California;  It  May  Happen  in  Pennsyl- 
vania   523 

The  Growing  Appreciation  of  the  Value  of  Light  Therapy  . . 523 

Exit  Dr.  Bates  525 

A Bloodless  Revolution  525 

The  Dick  Test  and  Scarlet  Fever  Immunization  526 

Dangers  in  X-Ray  and  Radium  Work  . 527 


Hanovia 
Quartz  Lamps 


Alpine  Sun 


Original  Pioneers  in  1905 

■^^OU  cannot  mistake  a HANOVIA 
QUARTZ  LAMP  for  any  other. 

Those  who  take  pride  in  their  quartz 
lamps  value  this  distinction.  It  is  as- 
sembled by  skilled  workmen  who  have 
devoted  years  in  the  HANOVIA  plant 
to  the  creation  of  a fine  mechanical 
work. 

These  features  with  the  entire  quartz 
mercury  anode  type  of  burners,  which 
give  the  maximum  intensity  of  Ultra- 
violet Rays  should  be  strongly  con- 
sidered. 

For  literature  of  its  use  in  Eye,  Ear, 
Nose  and  Throat  conditions.  Hay  Fe- 
ver, Asthma,  Tetany,  Rickets,  Tuber- 
culosis, Dermatology,  Gynecology,  etc.. 

Request  Set  58. 

HANOVIA 

CHEMICAL  &.  MANUFACTURING  CO. 

CHESTNUT  ST.  &.  N.J.R.R.  AVE.,  NEWARK,  N.J. 


( Concluded  on  page  iv ) 


THE 


ATLANT 

MEDICAL 
JOURNAL 


Vt 


Continuing 

THE  PENNSYLVANIA  MEDICAL  JOURNAL 

and 

THE  DELAWARE  STATE  MEDICAL  JOURNAL 


Published  Monthly 
Vol. XXVIII,  No.  !) 


JUNE,  1925 


Per  Year,  .§.3.00 
Per  Copy,  35c 


JUST  READY-NEIV  {6th)  EDITION 

Friedenwald  and  Ruhr  ah  on  Diet 

The  neu?  [6th]  edition  of  this  work  shows  a thorough  revision.  A great  many  additions 
and  changes  have  been  made  in  every  section  and  some  sections  have  been  entirely 
rewritten.  The  sections  showing  particularly  heavy  revisions  include  food  poisoning, 
carotinemia,  anaphylaxis,  infant  feeding,  the  food  requirements  of  infants  and  children, 
weight,  height  and  age  tables,  goat’s  milk,  dried  milk,  citrated  milk,  gelatin,  celiac 
disease,  diseases  of  the  stomach  and  intestines,  high  blood  pressure,  nephritis,  rheumatoid 
arthritis,  vitamins  and  the  deficiency  diseases,  postoperative  diets,  and  diabetes. 

The  use  of  insulin  in  diabetes  is  very  carefully  detailed,  giving  the  method  of  its  use  in 
the  home  as  well  as  in  the  hospital.  Of  course,  in  detailing  the  use  of  insulin,  the 
proper  diet  to  follow  is  likewise  given.  This  chapter  on  diabetes  includes,  too,  actual 
menus  for  28  days  following  the  Allen  treatment ; diabetic  coma,  diabetes  in  children, 
and  a 24'page  table  of  diabetic  foods. 

Octavo  volume  of  987  pages.  By  JULIUS  FRIEDENWALD.  M.D  , Professor  of  Gastro-Enterology,  and  JOHN  RUHRAH,  M.D., 
Professor  of  Diseases  of  Children,  University  of  Maryland  School  of  Medicine.  Cloth,  $8.00  net. 


W.  B.  SAUNDERS  COMPANY 


Philadelphia  and  London 


11 


THE  ATLANTIC  MEDICAL  JOURNAL 


June,  1925 


The 

Atlantic  Medical  Journal 

230  State  Street, 

Harrisburg,  Pennsylvania 


Entered  as  Second-Class  Matter  September  11,  1920,  at 
the  Post  Office  at  Harrisburg,  Pa.,  under  the  Act  of  March 
3,  1879.  Acceptance  for  mailing  at  special  rate  of  postage 
provided  in  Section  1103,  Act  of  October  3,  1917,  authorized 
September  11,  1920.  Copyrighted  1925  by  the  Medical 
Society  of  the  State  of  Pennsylvania.  Offices  of  Publication. 
230  State  St.,  Harrisburg,  Pa. 


TABLE  OF  CONTENTS 


ORIGINAL  ARTICLES 
Symposium  on  Acute  Pancreatitis 

The  Etiology  of  Acute  Pancreatitis.  By  L.  H.  Landon, 

M.D.,  Pittsburgh,  Pa 553 

Medical  Aspects  of  Acute  Pancreatitis.  By  Thomas 

McCrae,  M.D.,  Philadelphia,  Pa 555 

Surgical  Aspects  of  Acute  Pancreatitis.  By  .John  B. 

Denver,  M.D.,  Philadelphia,  Pa 558 

Discussion  by  Dr.  Stanley  P.  Reimann.  Philadelphia, 

Pa. ; Dr.  David  Reisman,  Philadelphia,  Pa 560 

Functional  Cardiac  Disorders.  By  Alexander  H.  Col- 
well, M.D..  Pittsburgh,  Pa 561 

Discussion  by  Dr.  William  H.  Mayer,  Pittsburgh.  Pa.  : 

Dr.  James  E.  Talley,  Philadelphia,  Pa 563 

Nephritis  in  Children.  By  J.  Gibson  Dogue.  M.D., 

Williamsport.  Pa 564 

Discussion  by  Dr.  Howard  Childs  Carpenter,  Phila- 
delphia, Pa.  : Dr.  Robert  K.  Rewalt,  Williamsport, 

Pa. ; Dr.  Alfred  Hand,  Philadelphia,  Pa. : Dr. 

James  M.  Higgins,  Sayre.  Pa.  : Dr.  Logue  (in  clos- 
ing)  567 

A Study  of  the  Last  515  Cases  of  Saint  Vitus’s  Dance 
Treated  at  the  Clinics  of  the  Orthopedic  Hospital 
and  Infirmary  for  Nervous  Diseases.  By  Charles  W. 

Burr,  M.D.,  Philadelphia,  Pa 568 

Discussion  by  Dr.  J.  Claxton  Gittings,  Philadelphia, 

Pa. : Dr.  Charles  Hendee  Smith,  New  York,  N.  Y. ; 

Dr.  Frederic  H.  Leavitt,  Philadelphia.  Pa.  ; Dr. 

Burr  (in  closing)  571 

The  Nose,  Throat,  and  Larynx  in  Thyroid  Disease. 

By  Reid  Nebinger,  M.D.,  Danville,  Pa 573 

Discussion  by  Dr.  Gabriel  Tucker,  Philadelphia,  Pa. ; 

Dr.  Charles  H.  Frazier,  Philadelphia,  Pa 576 

Bacteriological  Analysis  of  Acute  Mastoid  Disease. 

By  Matthew  S.  Ersner,  M.D.,  Philadelphia,  Pa.  . . 578 

Discussion  by  Dr.  Richard  S.  Major,  Pittsburgh,  Pa.  ; 

Dr.  S.  MacCuen  Smith.  Philadelphia,  Pa. ; Dr. 
Benjamin  H.  Shuster,  Philadelphia,  Pa. : Dr.  George 
M.  Coates,  Philadelphia.  Pa.;  Dr.  Ersner  (in  clos- 
ing)  579 

SELECTIONS 

A Consideration  of  the  Pathological  Physiology  of 
the  Degenerative  Neuroses  and  Psychoses.  By 

Francis  X.  Dercum,  M.D.,  Philadelphia,  Pa 581 

The  Prevention  and  Abortion  of  Boils  and  Carbuncles. 

By  George  E.  Pfahler,  M.D.,  Phiiadelpia,  Pa 586 

Myasthenia  Gravis.  By  Theodore  Diller,  M.D.,  Pitts- 
burgh, Pa 588 

Pneumococcic  Cerebrospinal  Meningitis,  With  Recovery. 

By  C.  E.  Ervin,  M.D.,  Danville,  Pa 590 

PITTSBURGH  ACADEMY  OF  MEDICINE  ABSTRACTS  591 
CORRESPONDENCE  592 

EDITORIALS 


The  Retirement  of  Dr.  Frederick  L.  Van  Sickle  . . 593 

An  Unsophisticated  Attempt  at  Coercion  593 

The  Jefferson  Centennial  594 

The  Section  on  Eye,  Ear,  Nose  and  Throat  Diseases  at 

the  Harrisburg  Session  ' 595 

Scientific  Program  Delinquency  595 

Pennsylvania’s  Institutions  for  Mental  Patients  . . . 596 

The  Harrisburg  Health  Federation  596 

Shall  Surgeons  Sign  Their  Patients?  597 

Crops  of  Boils  597 

A Warning  to  Physicians  597 

An  Industrial  Cancer  597 

Nurses’  Training  Schools  593 

Modern  Sociology  ggg 

JOTS  AND  TITTLES  .599 


HARRISBURG— OUR  CONVENTION  CITY  FOR  1925  600 

(Concluded  on  page  iv) 


From  Fresh  Livers  to  Sealed  Bottles 
in  Our  Own  Plants  at  the  Shore 

Patch’s 
Flavored  Cod  Liver  Oil 

{Accepted /or  P/.  Pv,  /?.  by  Council  on 
Pharmacy  and  Chemistry) 

Is  an  oil  of  Dependable  Quality  and 
Guaranteed  Vitamin  Potency. 

When  You  Prescribe 
Cod  Liver  Oil  as  a nutritional  deficiency 
food  wouldn’t  you  like  to  know 
that  it  is 

Made  from  Fresh  Livers 
Not  Chemically  Refined 
Pleasingly  Palatable 
Tested  for  Vitamin  Potency 

Patch's  Flavored  Cod  Liver  Oil 
is  such  a product! 

The  small  dose  makes  it  especially  desirable — 
one-half  teaspoonful  for  children,  one  teaspoonful 
for  adults,  three  times  a day. 

We  have  a sample  for  you. 

Send  the  coupon  below. 

Taste  It!  You’ll  Be  Surprised! 

The  E.  L.  Patch  Co. 

Boston,  Mass. 

Send  along  the  sample  of  Patch’s  Flavored  Cod  Liver  Oil 

Name 

St.  and  No 

City  and  State ATN 


ATLANTIC 

MEDICAL 
JOUItNAL 


Continuing 

THE  PENNSYLVANIA  MEDICAL  JOURNAL 

and 

THE  DELAWARE  STATE  kEDICAL  JOURNAL 


Publislu-d  Monthly 
Vol.XXVlll,  No.  10 


JULY,  1925 


Per  Year,  $3.00 
Per  Copy,  3.5c 


The  New  DaCosta’s  Surgery 

The  new  edition  of  DaCosia's  Modern  Surgery  had  to  be  entirely  reset. 
There  was  so  much  new  matter  to  be  added  that  it  was  necessary  to 
make  the  page  slightly  wider  and  longer. 

Among  the  many  important  additions  are : Buerger’s  disease,  and  rewriting 
of  the  subjects  of  tuberculosis,  shock,  syphilis,  blood  transfusion,  fractures 
and  dislocations,  surgery  of  the  respiratory  organs,  hernia,  Coffey’s  operations 
for  cancer  of  the  rectum,  anesthesia,  goiter,  and  x-ray  therapy.  There  is  also  a 
new  chapter  on  electrothermic  methods  in  neoplasms  as  well  as  a new 
section  on  radium. 

One  of  the  strongest  features  of  DaCosta's  Surgery  has  always  been  the 
definite  help  it  affords  in  surgical  diagnosis.  This  makes  DaCosta's 
Surgery  not  only  a work  on  medical  and  operative  treatment  of  surgical 
diseases,  but  also  a decidedly  helpful  work  on  surgical  diagnosis. 

Octavo  volume  of  1527  pages,  with  1200  illustration.s,  some  in  colors.  By  JOHN  CHALMERS  DaCOSTA.  M.D.,  Samuel  D. 
Gross  Professc-  of  Surgery  at  Jefferson  Medical  College,  Philadelphia.  Cloth.  $10.00  net. 


W.  B.  SAUNDERS  CJ 


Philadelphia  and  London 


^ V#'' 


V 


0^ 


THE  ATLANTIC  MEDICAL  JOURNAL 


July.  1925 


ii 


The 

Atlantic  Medical  Journal 

230  State  Street, 

Harrisburg,  Pennsylvania 

Entered  as  Second-Class  Matter  September  11,  1920,  at 
the  Post  Office  at  Harrisburg,  Pa.,  under  the  Act  of  March 
3,  1879.  Acceptance  for  mailing  at  special  rate  of  postage 
provided  in  Section  1103,  Act  of  October  3,  1917,  authorized 
September  11.  1920.  Copyrighted  1925  by  the  Medical 
Society  of  the  State  of  Pennsylvania.  Offices  of  Publication. 
230  State  St.,  Harrisburg,  Pa. 


TABLE  OF  CONTENTS 

ORIGINAL  ARTICLES 

Symposium  on  Syphilitic  Manifestations  of  the  Eye,  Ear, 


Nose,  Throat  and  Larynx 

The  Diagnosis  and  Differential  Diagnosis  of  Syphilitic 
Conditions  of  the  Eye  and  Adnexa,  lly  George  H. 

Cross,  M.D.,  Chester,  Pa G21 

The  Diagnosis  of  Aural  Syphilis.  Ily  Francis  It.  Pack- 
ard. .M.D.,  Philadelphia.  Pa 024 

Syphilis  of  the  Nose  and  Throat.  Hy  George  .Morrison 

Coates,  A.H..  M.l).,  Philadelphia,  Pa 020 

Laryngeal  Manifestations  of  Syphilis,  From  the  Stand- 
point of  Differential  Diagnosis.  Ily  Fielding  O. 

Ciwis.  .M.U.,  Philadelphia,  Pa 030 

The  More  Fundamental  Causes  of  Hay  Fever  and 
Asthma.  Ily  Seth  A.  Brumm,  M.D.,  Philadelphia, 

Pa 037 

The  Early  Stages  of  Cardiovascular  Degeneration.  Ily 

Charles  C.  Wolferth,  M.l).,  Philadelphia,  Pa 040 

The  Therapeutic  Value  of  a Complete  Physical  Exam- 
ination. By  E.  J.  G.  Beardsley,  M-.D.,  Philadelphia, 

Pa 047 

Some  Unsuccessful  Prostatectomies.  By  Thomas  C. 

Stellwagen,  M.D.,  Philadelphia,  Pa 052 

Suprapubic  Prostatectomy  in  Bad  Surgical  Risks.  By 

Beon  Herman,  M.D.,  Philadelphia,  Pa 057 

The  Treatment  of  Subacute  and  Chronic  Bronchitis  in 
Childhood.  By  Maurice  Ostheimer,  M.D.,  Phil- 
adelphia, Pa 004 

Congenital  Luxation  of  the  Hip  Joint.  By  AVilliam 

Jackson  Merrill,  M.U.,  Philadelphia,  Pa 606 

Supervision  of  the  Dairy  Herd  is  Necessary  to  Prevent 
Seme  Anaphylactic  Symptoms  in  Infant  Feeding.  By 

H.  0.  Rohrbach,  .M.l)..  Bethlehem,  Pa 070 

Surgery  in  Diabetics.  By  Emory  G.  Alexander,  M.U., 

Philadelphia,  Pa 674 

SELECTIONS 

Catarrh,  or  Sinusitis.  By  Nathan  P.  Stauffer,  .M.U., 

Philadelphia,  Pa 680 

Congenital  Defect  of  the  Scalp.  By  H.  Hirshland, 

M.l).,  Reading,  Pa 084 

THE  RECENT  DEVELOPMENT  OF  HARRISBURG 

HOSPITALS  085 

PITTSBURGH  OPHTHALMOLOGICAL  SOCIETY  687 

PITTSBURGH  ACADEMY  OF  MEDICINE  ABSTRACTS  088 

EDITORIALS 

A Renaissance  693 

The  Woman's  Auxiliary  Department  694 

The  Attitude  of  the  Profession  Towards  the  Cuits  . . . 094 

The  Obligation  of  Component  County  Societies  at  the 

Annual  Session  694 

Some  Points  on  Corneal  Ulcers  695 

Program  of  the  Section  on  Pediatrics  095 

A Policy  of  Education  on  (he  Peril  of  .Narcotic  Drugs  695 
Surgc.ru,  Oynecology  nvil  Oh.'ilcirics  Twenty  Years  Old  696 

Concerning  Scientific  Exhibits  696 

The  Chester  Epidemic  696 

Woman’s  Medicai  College  Diamond  Anniversary  ....  697 

A Help  in  Cancer  Control  697 

Deep  Therapy  Survey  698 

A Basis  For  Prophecy  699 

JOTS  AND  TITTLES  699 

( Concluded  on  page  iv ) 


A Timely  Suggestion 

With  the  wanner  weather,  the  in- 
cidence of  infant  enterocolitis  in- 
creases, and  the  ([uestion  of  how  best 
to  combat  this  and  kindred  infections 
arises.  The  lactic  treatment  has  pro- 
vided a satisfactory  answer. 

B.  B.  CULTURE 

has  proved  its  value  in  cases  of  this 
type,  and  consistently  favorable  re- 
sults may  be  expected  from  its  use. 

Why  not  try  11.  CULTURIv 
in  your  next  “baby  case”? 


B.B.  CULTURE  LABORATORY,  Inc. 
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JUST  READY 

Pratt  and  Bushnell  on  Chest  Diagnosis 

Here  is  a new  book  on  Physical  Diagnosis  of.  Diseases  of  the  Chest.  The  authors 
believe  that  in  order  properly  to  evaluate  pathologic  signs,  a thorough  knowledge 
should  be  had  of  the  localized  peculiarities  of  the  chest  in  health.  For  this  reason, 
they  have  devoted  a special  chapter  to  this  subject.  Unusual  consideration  is  given 
to  pulmonary  tuberculosis,  in  the  belief  that  mastery  in  the  diagnosis  of  pulmonary 
tuberculosis  in  the  various  forms  will  make  the  diagnosis  of  other  diseases  of  the 
lungs  relatively  easy. 

Pathologic  physiology  has  formed  the  basis  of  the  presentation  of  the  section  on  the 
heart.  For  this  reason  the  fundamentals  of  the  new  physiology  of  the  heart  and 
circulation  have  been  included,  pointing  out  their  bearing  on  the  interpretation  ot 
physical  signs.  Throughout  the  work,  however,  the  point  of  view  of  the  clinician  has 
been  maintained,  and  emphasis  placed  on  simple  methods  of  diagnosis.  There  are, 
of  course,  chapters  on  radiographic  examination,  on  blood-pressure  determination 
and  on  other  graphic  methods  of  cardiac  diagnosis. 
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/UST  READY^NEW  {8th)  EDITION 

Jordan’s  Bacteriology 

For  the  eighth  edition  of  this  work,  Dr.  Jordan  has  subjected  his  text  to  a very  thorough 
revision.  He  has  added  new  material  on  the  bacteriophage  phenomenon,  tularemia, 
botulism,  scarlet  fever,  and  other  subjects  in  which  recent  progress  has  been  made. 
The  revision  of  the  chapter  on  Anaerobes  has  been  particularly  heavy. 

Dr.  Jordan’s  book  discusses  both  pathogenic  and  nonpathogenic  bacteria.  He  gives 
methods  of  studying  bacteria,  the  structure  and  mode  of  development  of  bacteria,  the 
effects  of  physical  and  chemical  agents  upon  bacteria,  the  effects  produced  by  bacterial 
growth,  the  classification  of  bacteria,  bacteria  and  disease,  immunity  and  body  resist- 
ance; and  then  discusses  the  various  bacteria  individually. 

There  are  special  chapters  on  the  filtrable  viruses;  the  bacteria  of  milk  and  milk  prod- 
ucts (including,  of  course,  acidophilus  milk);  bacteria  and  the  nitrogen  cycle;  bacteria 
in  the  arts  and  industries;  the  bacteria  of  air,  soil,  and  water;  and  the  bacterial  diseases 
of  plants.  Throughout  that  part  of  the  book  discussing  padiogenic  bacteria,  the  clini- 
cal application  of  the  subject  is  stressed. 

Octavo  of  7S2  pages,  fullr  illustrated.  By  Edwin  O.  Joidan.  Pb.D.,  Professor  of  Bacteriology  in  the  University  of  Chi- 
cago and  in  Rush  Medical  College.  Cloth,  |$.oo  net. 
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